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1.
1.1

Introduction
Context

1.1.1 This report has been prepared by The Public Health Action Support Team (PHAST) in response to a request by
Cynthia Lyons, Deputy Director of Public Health, NHS East Sussex.
1.1.2 PHAST is a not-for-profit group of experienced public health consultants who provide evidence based, high quality,
outcome-focused public health services and support.
1.1.3 The overall work package comprises a collection of seven literature reviews addressing the seven priority areas
outlined in the Health and Wellbeing Strategy for East Sussex 20121. See Table 1.1.
1.1.4 This report deals with Priority Area 2: Safe, resilient and secure parenting for all children and young people. The
sub-topics within this priority area are:
a. Early interventions (help services) to support parents who are struggling
b. Quality training as an intervention for those who work with vulnerable families
c. Effective parenting interventions to support children/ young people
d. Interventions to reduce the number of young people entering the criminal justice system
e. Interventions to improve outcomes for children in families supported by social care services
1.1.5 The literature review focus on delivering a summary of clear and concise evidence statements based on the 5-10
most recent and relevant systematic reviews or meta-analyses for each sub-topic. The review provides
commissioners with a robust basis for decision making and directing needs assessments based on the evidence
that is well accepted across the scientific community.
1.1.6 The review has been based on the framework methods previously developed for East Sussex. The review
has been systematic and clearly documented, but does not represent the standards of a full systematic
review. Due to the broad scope and finite resources available the review is necessarily a rapid review.
This means that whilst the review aims to identify the most important and relevant messages that are well
supported by the scientific literature; the findings do not extend to: all interventions and outcomes;
nuances for different populations and contexts; or areas where the evidence is inconclusive.
1.1.7 The main outputs of the literature review are a series of evidence based recommendations which are set
out in Section 2. Following this: Section 3 describes the detailed methods statement for the rapid review;
Section 4 sets out the detailed results; and finally full details of search terms and sources are set out in
the appendices.

1 East Sussex Health and Wellbeing Board. Healthy Lives, Healthy People. East Sussex Health and
Wellbeing Strategy 2013-2016. October 2012. Available at: http://www.eastsussex.gov.uk
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Table 1.1: The seven priority areas and their sub-topics for the overall literature review
Priority area
The best
possible start
1

for all babies
and young
children

Sub-topic
a.

Interventions to support smoking cessation during pregnancy

b.

Interventions to support breastfeeding initiation and continuation

c.

Interventions to support parents of babies with special educational needs/ disabilities

d.

Interventions to improve rates of infant immunisation & vaccination

e.

Interventions to achieve healthy weight during childhood (addressing obese &
underweight children)

a.

Interventions to support parents who are struggling

and secure

b.

Quality training as an intervention for those who work with vulnerable families

parenting for all

c.

Effective parenting interventions to support children/ young people

children and

d.

Interventions to reduce the number of young people entering the criminal justice system

e.

Interventions to improve outcomes for children in families supported by social care services

a.

Interventions to reduce the number of young people/ adults drinking alcohol at a high risk

b.

level Interventions to lower rates of smoking amongst young people/adults

live healthy

c.

Interventions to support primary prevention of smoking in children/ young adults

lives and have

d.

Interventions to support people to change behaviour (all ages)

healthy
lifestyles

e.

Interventions to promote physical activity (all ages)

f.

Interventions to promote healthy eating (all ages)

a.

Interventions to prevent falls, accidents and injuries amongst children and young people

b.

Interventions to prevent falls, accidents and injuries (adults)

c.

Interventions to prevent falls, accidents and injuries (elderly)

d.

Integration of services to manage falls, accidents & injuries (elderly)

e.

Interventions to prevent road traffic injuries

a.

Interventions to promote early identification, diagnosis, support and treatment of mental
health conditions (all ages)

Enabling people

b.

Interventions to promote community based mental health services and support (all ages)

to manage and

c.

Interventions to promote utilisation of comprehensive care plans for people with severe mental

Safe, resilient
2

young people

Enabling people
of all ages to
3

Preventing and
4

reducing falls,
accidents and
injuries

5

maintain their
mental health
and wellbeing

health needs (all ages)
d.

Interventions to reduce the incidents of self-harm and suicide (all ages)

e.

Interventions to improve the physical health of people with mental health conditions (all ages)

f.

Interventions to promote better mental health outcomes and quality of life for carers (all ages)

a.

Interventions to support person centred care in the community for people with special educational
needs

b.

Interventions to support person centred care in the community for people with disabilities

c.

Interventions to support person centred care in the community for people with long term

Supporting
those with
special
6

educational
needs,

conditions
d.

Interventions to support self-management for people with long term conditions

long term

e.

Interventions to promote better physical health outcomes and quality of life for carers (all ages)

conditions

f.

Integrated services as an intervention to avoid inappropriate attendance at A&E/ admissions/

disabilities and

bed days

7

High quality
and choice of

a.

Interventions to increase the number of people identified as approaching end of life

b.

Interventions to increase the number of people identified as approaching end of life with advanced
care plans

c.

Interventions to promote the number of people dying in their preferred place of care & reduce the
number dying in hospital

end of life care
d.

Interventions to promote end of life care staff training

e.

Interventions to support people who are bereaved
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2.

Recommendations

2.1

Interpreting recommendations

2.1.1 The objective of this section is to make evidenced based recommendations that support commissioners with a
robust basis for decision making.
2.1.2 Scoring of recommendations is based on the SIGN methodology as set out in the methods statement,
section 3.4. Recommendations graded ‘A’ are based on the highest quality evidence and those graded
‘D’ the least.
2.1.3 Recommendations for interventions are made where there is ‘high’ or ‘moderate’ strength evidence provided by
‘1++, 1+ or 2++’ quality studies. For details of scoring of ‘strength of evidence’ and ‘quality of studies’ see
sections 3.4.4 and 3.4.3.
2.1.4 The ‘Evidence’ column provides links to the sources set out in Appendix 2 that support each
recommendation.
2.1.5 It is recommended that commissioners review the entire evidence base set out in this report, but that service
planning focus on those issues highlighted by this recommendations section.
2.1.6 Recommendations are based on evidence from systematic reviews and meta-analyses.
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2.2

Recommendations for interventions to support parents who are struggling

This evidence review recommends:
Intervention

Evidence

Grade

Commissioners and planners

2.2.1 Ensure commissioners and planners should target vulnerable children
aged less than 5 years and their parents by ensuring the social and
emotional wellbeing of vulnerable children features in the 'Health
and wellbeing strategy', as one of the most effective ways of
addressing health inequalities. The resulting plan should include
outcomes to ensure healthy child development and 'readiness for
school' and to prevent mental health and behavioural problems.

A1

A

A1

A

A1

A

A1

A

A1

A

Health and Early Year Professionals

2.2.2 Ensure health and early years professionals develop trusting
relationships with vulnerable families and adopt a non-judgmental
approach, while focusing on the child's needs.

2.2.3 Ensure health professionals in antenatal and postnatal services
identify factors that may pose a risk to a child's social and
emotional wellbeing. This includes factors that could affect the
parents' capacity to provide a loving and nurturing environment. For
example, they should discuss with the parents any problems they
may have in relation to the father or mother's mental health,
substance or alcohol misuse, family relationships or circumstances
and networks of support.
Home visits

2.2.4 Ensure an appropriately trained health visitors or midwives offers a
series of intensive home visits to parents assessed to be in need of
additional support over a sustained period of time (sufficient to
establish trust and help make positive changes). It should be
ensured both parents can fully participate in home visits.

2.2.5 Promote a set curriculum for home visits which aims to achieve
specified goals in relation to:

•
•

Maternal sensitivity (how sensitive the mother is to her
child's needs).
The mother–child relationship.

•

Home learning (including speech, language & communication skills).

•

Parenting skills and practice.

2.2.6 Ensure health visitors or midwives regularly check the parents' level A1
of involvement in the intensive home visiting programme
2.2.7 Ensure health visitors or midwives explain to parents that home visits A1
aim to promote the healthy development of the child.

A
A

Interventions that improve parenting and the mental health and well-being of children

2.2.8 Promote the following low cost universal programmes to improve
parenting and the mental health and well-being of children:
2.2.9 Skin-to-skin contact at birth, Kangaroo care, abdominal massage in

A5

A

pregnancy, media-based parenting programmes.

2.2.10 Promote the following slightly higher cost universal programmes to
improve parenting and the mental health and well-being of children:
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A5

A

2.2.11 Developmental guidance, Anticipatory guidance, Infant massage.
2.2.12 Ensure health visitors and midwives consider evidence-based
interventions, such as baby massage and video interaction guidance,
to improve maternal sensitivity and mother–infant attachment.
2.2.13 Promote problem solving therapy delivered to parents to improve
parent problem solving skills and parent mental health.

A1

A

A3

A

High-risk groups
2.2.14 Promote the following targeted programmes for high-risk groups to
improve parenting and the mental health and well-being of children •
•
•

•
•

Psychosocial interventions offering emotional and practical support for
the prevention of post-natal depression.
Treatment for post-natal depression using cognitive behavioural
approaches, interpersonal therapy or non-directive counselling.
Long-term multicomponent home visiting programmes starting
antenatally offering both support for parenting and support for
parents particularly for teenage parents.
Short-sensitivity focused interventions including parent–infant
interaction guidance training for high-risk infants.
Manualized group based and one-to-one parenting programmes
addressing behaviour management and parent–child relationships.

A5

A

Parents of children with developmental disabilities
2.2.15 Promote multiple component interventions addressing both parent
well-being and behavioural parent training over interventions that
offer either behavioural parent training or cognitive behavioural
training alone for parents of children with developmental disabilities

A4

B

A1

A

Father and other family members
2.2.16 Ensure that a nurse, where possible, focus on developing the father–
child relationship as part of an approach that involves the whole
family. This includes getting the father involved in any curriculum
activities.
2.2.17 Ensure health visitors or midwives try to involve other family
members, if appropriate and acceptable to the parents.
2.2.18 Promote parenting and stress management interventions for fathers
for parents of children with developmental disabilities

A1

A

A4

B

Group based
2.2.19 Promote Group-based parenting programmes to improve the shortterm psychosocial wellbeing of parents.

A2

A

A3

A

Psychological therapies
2.2.20 Promote the inclusion of parents in psychological therapies that
reduce pain in children with painful conditions.
Other support services
2.2.21 Ensure health and early years practitioners should use outreach
methods to maintain or improve the participation of vulnerable
parents and children in programmes and activities. Parents who may
lack confidence or are isolated will require particular encouragement.
2.2.22 Ensure health visitors and midwives should encourage parents to
participate in other services delivered by children's centres and as
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A1

A1

A

A

part of the Healthy Child Programme.
2.2.23 Ensure health and early years practitioners are systematic and
persistent in their efforts to encourage vulnerable parents to use
early year’s services. Activities should include:
• Targeted publicity campaigns.
• Making contact by using key workers and referral partners.
• Encouraging other parents to help get them involved.
• Sending out repeat invitations.
• Using local community venues, such as places of worship and play
centres to encourage them to participate
• To address any concerns about discrimination and stigma home
visits by family support workers.
2.2.24 Ensure health visitors and midwives work in partnership with other
early years practitioners to ensure families receive coordinated
support.
2.2.25 Ensure health and early years practitioners are clear about their
responsibility for improving the social and emotional wellbeing of
vulnerable children and their families. This involves developing and
agreeing pathways and referral routes that define how practitioners will
work together, as a multidisciplinary team, across different services
within a given locality.
2.2.26 Ensure health and early years practitioners should work with
community and voluntary organisations to help vulnerable parents
who may find it difficult to use health and early years services. These
difficulties may be due to their social circumstances, language,
culture or lifestyle.

A1

A

A1

A

A1

A

A1

A

A1

A

Reviewing and improving
2.2.27 Ensure health and early years providers have a process in place to
systematically involve parents and families in reviewing services and
suggesting how they can be improved. As part of this process,
vulnerable parents and families should be asked about their needs and
concerns – and their experiences of the services on offer.
2.2.28 Ensure managers of intensive home-visiting programmes conduct
regular audits to provide consistency and quality of delivery

A1

A

Evidence

Grade

This evidence review does not recommend:
Intervention
2.2.29 Interventions identified as ineffective for improving parenting and the
mental health and well-being of children include psychological
debriefing after birth and universal approaches to prevention of
postnatal depression.
2.2.30 There is no evidence on the effectiveness of psychological therapies
that include parents in most outcome domains of functioning, for a
large number of common chronic illnesses in children.
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A5

A3

B

A

2.3

Recommendations for quality training as an intervention for those who work
with vulnerable families

This evidence review recommends:
Intervention

Evidence

Grade

Work force training focussed on delivering effective programmes and interventions to support
vulnerable families
2.3.1 Ensure a skilled workforce is established to deliver of evidence
based interventions to improve parenting and the mental health and
wellbeing of children.
2.3.2 Ensure the relevant workforce is trained to support disabled parents
and parents with additional support needs. Promote joint training of
all relevant personnel on an ongoing basis
2.3.3 Support policies and programmes that promote parenting for
improving mental health
2.3.4 Promote evidence based programmes that include: skin-to-skin
contact at birth; kangaroo care; abdominal massage in pregnancy
and media-based parenting programmes
2.3.5 Promote evidence based programmes that include: developmental
guidance, anticipatory guidance and infant massage.
2.3.6 Promote targeted programmes to improve parenting and the mental
health and well-being of children to high risk groups that include
psychosocial interventions offering emotional and practical support
for the prevention of post-natal depression.

B1

A

B3

B

B1

A

B1

A

B1

A

B1

A

2.3.7 Promote targeted programmes for high risk women to treat postnatal depression that include: CBT, interpersonal therapy or
non-directive counselling.

B1

A

2.3.8 Promote targeted long-term multicomponent home visiting
programmes for high risk groups starting antenatally offering both
support for parenting and support for parents particularly for
teenage parents

B1

A

2.3.9 Promote targeted short-sensitivity focused interventions including
B1
parent–infant interaction guidance training for high-risk infants.
2.3.10 Promote targeted manualized group based and one-to-one parenting
programmes high risk groups addressing behaviour management and B1
parent–child relationships.
2.3.11 Ensure disabled parents and parents with additional support needs,
including those who are currently using services are involved in the
development of protocols, in training, and in the monitoring of their
implementation.

B3

A

A

B

Quality staff training to deliver effective integrated support to vulnerable
families
2.3.12 Promote staff training to support disabled parents across all levels of
personnel in relevant agencies to maintain sustainable, good
practice

B4

B

B4

B

B4

B

2.3.13 Promote staff training that supports integrated services and ensures
effective communication between professional groups within teams.
2.3.14 Promote staff training on role awareness to support integrated
services.
7

2.3.15 Promote staff training that includes partnership working and

B4

interprofessional working to support integrated services.

B

Quality staff training to support and train parents of children
with complex health needs
2.3.16 Ensure that parents of children with complex health care needs are
appropriately trained by nursing or medical staff to undertake the
specialist care giving tasks they will be undertaking; parental
competence in these tasks must be assessed prior to hospital
discharge to ensure the child’s health is not placed at risk.
2.3.17 Ensure that parents of children with complex health care needs
receive training given by nursing or medical staff to parents that
addresses the socio-emotional effects as well as medical
procedures involved.

B1

B

B1

B

Training school staff and carers caring for children with complex
health care needs
2.3.18 Local authorities need to ensure that the staff of schools offering
specialist child care for children with complex needs receive quality
training, policies, support and supervision.
2.3.19 Local authorities need to ensure that carers who offer short-break to
children with complex needs receive quality training, policies,
support and supervision.

B2

B

B2

B

Quality staff training interventions to support disabled parents
and parents with additional support needs
2.3.20 Ensure that mainstream services, and specialist adults’ and children’s
services specifically address the needs of families where a parent is
disabled or has additional support needs associated with illness or
substance misuse.
2.3.21 Ensure disabled parents with learning difficulties receive practical and
services that are supportive, respectful and considerate and include
information, advice and advocacy, and counselling. Services which
address needs relating to both impairment and disabling barriers are
valued.

B3

B3

B

B

Quality staff training to deliver effective evidence based practice
to vulnerable families
2.3.22 Ensure an evidence based research for the social care workforce is
available to support evidence-informed practice. The internet was
B8
reported as an effective source of research information among the
social care workforce
2.3.23 Promote continual professional development to a postgraduate level
to support the use and production of evidence in the social care
B8
workforce, as well as promoting a research culture.
2.3.24 Ensure the teaching of evidence-based practice skills includes
practical application and critical reflection in order for clinical
B8
decision-making to be fully contextualised.
2.3.25 Ensure the skills of applying evidence-based knowledge and skills are
B8
addressed. Practice as well as theoretical learning outcomes in
relation to evidence-based practice should be explicit.
2.3.26 Ensure Gaps in knowledge and skills for evidence-based practice are
clearly identified, and a rolling programme for addressing these is
developed in the workplace.
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B8

B

B

C

C

C

Quality staff training to deliver effective support to socially disadvantaged
people with long term conditions, e.g. diabetes.
2.3.27 Promote education interventions to improve diabetes care in socially
disadvantaged populations that include the cultural tailoring of the
interventions, one-on-one interventions, community educators
leading the intervention. Avoid didactic teaching interventions or
interventions that focused only on diabetes knowledge.

B11

B

This evidence review does not recommend:
Intervention

Evidence

2.3.28 Interventions identified as ineffective for improving parenting and the
mental health and well-being of children include psychological
debriefing after birth and universal approaches to prevention of
postnatal depression.
2.3.29 At present there is a limited evidence-base relating to the benefits of
user involvement to health and social care education.
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B1

Grade

B

B6

C

2.4

Recommendations for effective parenting interventions to support children/
young people

This evidence review recommends:
Intervention

Evidence

Grade

Parenting interventions to support children/ young people
2.4.1 Promote parenting interventions within the home as part of a multifaceted
intervention to improve a range of child (and often maternal health)
outcomes

C1

A

2.4.2 Promote the following programmes to improve parenting and the
mental health and well-being of children:
• Low cost universal: skin-to-skin contact at birth, kangaroo care,
abdominal massage in pregnancy, media-based parenting
programmes.
• Slightly higher cost universal: developmental guidance, anticipatory
guidance, infant massage.

C4

A

2.4.3 Promote further research into the following promising interventions
to improve parenting and the mental health and well-being of
children:
• In all families—antenatal education focusing on transition to
parenthood and emotional and attachment issues and programmes to
support parenting of fathers.
• In families experiencing attachment difficulties and where there is
a risk of abuse: parent–infant psychotherapy and infant led
psychotherapy.
• In families in which physical abuse has occurred—intensive,
multicomponent, multi-systemic family support approaches and
cognitive behavioural-based parenting programmes.
• In families in which emotional abuse has occurred—parent–infant
psychotherapy; and where anger management is also an issue—
group-based behavioural parent training with additional anger
management components.
• In families where sexual abuse has occurred—CBT for the nonabusing parents; abused children can also benefit.
• In families where parents abuse drugs: multicomponent
programmes targeting affect regulation, parental mood and views
of self as a parent, drug use and parenting skills delivered on a one
to one basis.
2.4.4 Promote the following interventions that have are consistently
associated with large effects:
• Increasing positive parent-child interactions and emotional
communication skills,
• Teaching parents to use time out and the importance of parenting
consistency,
• Requiring parents to practice new skills with their children during
parent training sessions.
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C4

B

C11

B

2.4.5 Ensure the following key factors are taken into consideration when
attempting to positively engage parents in parenting programmes:
•
Parents to acknowledge that there is a problem;
•
The seriousness of the consequences of conduct disorder to be
understood;
•
Knowledge and skills related to handling children’s behaviour to be
gained;
•
control and confidence in one’s ability to parent effectively to be
acquired;
•
Parents need to receive non-judgemental support from
professionals in the process of gaining new knowledge, skills and
understanding, and help with implementing parenting skills;
parents need peer support;
•
Parents need for their own needs to be recognized;
Mothers need for support from their spouse/ partner.

C12

B

C6

B

2.4.7 Promote self-help parenting intervention programmes in improving
child behaviour, over the short and longer term.

C5

A

2.4.8 Promote delivery of self-help parenting intervention programmes via
bibliotherapy and multimedia

C5

Teenage parenting interventions
2.4.6 Promote parenting programmes for teenage parents to improve a
number of aspects of parent-child interaction both in the short- and
long-term.
Self-help parenting interventions

2.4.9 Self-help parent programmes are less efficacious compared with
therapist-led programmes over the short term. However, over the
longer term, outcomes associated with self-help programmes are
similar to those achieved with more intensive therapist-led input.
2.4.10 Promote self-help within primary healthcare settings via community
nurses and health visitors, for use with children with early-onset
conduct problems. Moreover, self-help could form part of a steppedcare approach to treatment, where it may be used as the most basic
and least intrusive level of intervention for families on waiting lists
within specialist clinical services.

B

C5

B

C5

B

2.4.11 Promote Self-help as part of a stepped-care approach to treatment,
where it may be used as the most basic and least intrusive level of
intervention for families on waiting lists within specialist clinical
services.

C5

B

2.4.12 Self-help parent programmes have a number of advantages over groupbased programmes: they are potentially more cost-effective to deliver and
consequently can be disseminated to a wider population and self-help
programmes reduce barriers to engagement making them easily
accessible and convenient for parents.

C5

B

Group based interventions
2.4.13 Promote group based parenting programmes to allow parents to gain C12
acceptance and support from other parents in the group
2.4.14 Promote cognitive-behavioural group-based parenting interventions
(effective and cost-effective at improving child conduct problems,
parental mental health and parenting skills in the short term).
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B

C3

B

2.4.15 The cost of behavioural and cognitive-behavioural group-based
parenting intervention programme delivery is modest when compared
with the long-term health, social, educational and legal costs
associated with childhood conduct problems.

C3

B

Intervention for parents in transition to parenthood
2.4.16 Promote parenting-focused interventions for expectant and new
parents.
2.4.17 Promote interventions lasting 3 to 6 months to promote positive
parenting and social development of the child.
2.4.18 Promote interventions encouraging effective parenting in the
transition to parenthood with an after-birth component to aid
cognitive development.

C7

B

C7

B

C7

B

Booster interventions
2.4.19 Promote booster interventions compared to initial intervention only.

C9

B

Father involvement
2.4.20 Ensure fathers participate in parenting programmes by taking the
following barriers into account: lack of awareness, work
commitments, female-orientated services, lack of organisational
support and concerns over programme content.

C10

B

2.4.21 To ensure father participation in parenting programmes, actively
promoting services to fathers rather than parents, offering alternative
forms of provision prioritise fathers within organisations and take
different cultural and ethnic perspectives into account.

C10

B

2.4.22 Ensure there is a skilled workforce and careful application of approaches
that have been found to work to improve parenting and the mental
health and well-being of children

C4

A

2.4.23 Promote interventions delivered person-to-person (i.e., through
some form of direct contact rather than through other forms of
contact such as Internet or paper) and designed to modify
parenting skills by targeting parents and other caregivers.

C2

B

2.4.24 Promote the following targeted programmes for high-risk groups to
improve parenting and the mental health and well-being of children:
•
Psychosocial interventions offering emotional and practical support for
the prevention of post-natal depression.
•
Treatment for post-natal depression using cognitive behavioural
approaches, interpersonal therapy or non-directive counselling.
•
Long-term multicomponent home visiting programmes starting
antenatally offering both support for parenting and support for
parents particularly for teenage parents.
•
Short-sensitivity focused interventions including parent–infant
interaction guidance training for high-risk infants.
•
Manualized group based and one-to-one parenting programmes
addressing behaviour management and parent–child relationships.

C4

A

2.4.25 Promote health and social care providers home visiting programmes to 'at
risk' families as part of their injury prevention, and wider child and
maternal health strategy.

C1

B

Health and social care provider’s interventions

High Risk Groups
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Long term benefits
2.4.26 Promote parenting programmes that share an emphasis on active
parental involvement and on developing skills in social competence,
self-regulation and parenting to help prevent substance (tobacco,
alcohol and drug) misuse in children <18 years.

C13

B

This evidence review does not recommend:
Intervention

Evidence

2.4.27 There is currently insufficient evidence to reach any firm
conclusions regarding the role of parenting programmes in the
primary prevention of mental health problems. There are also
limited data available concerning the long-term effectiveness of
these programmes.

C8

2.4.28 The efficacy of self-help for families that have additional risk factors,
such as single parenthood, low income and maternal depression is
CS
less certain.
2.4.29 interventions promoting effective parenting in the transition to
parenthood had small to very small significant effects on parenting,
parental stress, child abuse, health-promoting behaviour of parents,
cognitive development, social development, motor development of the
child, child mental health, parental mental health and couple
adjustment. Most of the effects were maintained at follow-up.
2.4.30 The following interventions that are consistently associated with small
effects:
•
Teaching parents problem solving;
•
Teaching parents to promote children's cognitive, academic, or
social skills;
•
Providing other additional services.
2.4.31 Interventions identified as ineffective for improving parenting and the
mental health and well-being of children include psychological
debriefing after birth and universal approaches to prevention of
postnatal depression.
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Grade

C

C

C7

B

C11

B

C4

B

2.6

Recommendations for interventions to reduce the number of young people
entering the criminal justice system

This evidence review recommends:
Intervention

Evidence

Grade

Parent-training or education to reduce the number of young people entering the criminal justice
system

2.6.1 Promote group-based parent-training/education programmes in the

D1

A

management of children with conduct disorders.

2.6.2 Ensure that that all parent-training/education programmes
•
Are structured and have a curriculum informed by principles of
social- learning theory
•
•

• Include relationship-enhancing strategies
• Offer a sufficient number of sessions, with an optimum of 8–12, to
maximise the possible benefits for participants

•
•

• Enable parents to identify their own parenting objectives
• Incorporate role-play during sessions, as well as homework to
be undertaken between sessions, to achieve generalisation of

D1

A

D3

A

D2

A

D2

A

newly rehearsed behaviours to the home situation

•

• Are delivered by appropriately trained and skilled facilitators who are
supervised, have access to necessary ongoing professional

development, and are able to engage in a productive therapeutic
alliance with parents
•

• Adhere to the programme developer’s manual and employ all of

the necessary materials
2.6.3 Promote behavioural and cognitive-behavioural group-based
parenting interventions to improve child conduct problems, parental
mental health and parenting skills in the short term. (effective and costeffective)
Working with People with antisocial personality disorder

2.6.4 Ensure that when a diagnosis of antisocial personality disorder is made
the implications of it is discussed with the person, the family or carers
where appropriate, and relevant staff• Acknowledge the issues around stigma and exclusion that have
characterised care for people with antisocial personality disorder
• Emphasise that the diagnosis does not limit access to a range of
appropriate treatments for comorbid mental health disorders
•
Provide information on and clarify the respective roles of the
healthcare, social care and criminal justice services.
•

Consider consulting with a relevant specialist

•

Motivate them to attend and engage with treatment

•

establish regular one-to-one meetings to review progress

2.6.5 Ensure all staff working with people with antisocial personality
disorder are familiar with the 'Ten essential shared capabilities: a
framework for the whole of the mental health practice' and have a
knowledge and awareness of antisocial personality disorder that
facilitates effective working with service users, families or carers, and
colleagues.
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2.6.6 Ensure all staff have skills appropriate to the nature and level of
contact with service users. These skills include:
•
For all frontline staff, knowledge about antisocial personality disorder
and understanding behaviours in context, including awareness of the
potential for therapeutic boundary violations (for example,
inappropriate relations with service users)
•
For staff with regular and sustained contact with people with
antisocial personality disorder, the ability to respond effectively to the
needs of service users
•
For staff with direct therapeutic or management roles, competence in
the specific treatment interventions and management strategies used
in the service.
2.6.7 Ensure staff providing psychosocial or pharmacological interventions
for the treatment or prevention of antisocial personality disorder are
competent and properly qualified and supervised, and that they
adhere closely to the structure and duration of the interventions as
set out in the relevant treatment manuals. This should be achieved
through:
•
Use of competence frameworks based on relevant treatment
manuals
•
Routine use of sessional outcome measures
•
Routine direct monitoring and evaluation of staff adherence, for
example through the use of video and audio tapes and external
audit and scrutiny where appropriate.
2.6.8 Ensure staff supervision is built into the routine working of the service,
is properly resourced within local systems and is monitored.
Supervision, which may be provided by staff external to the service,
should:
Make use of direct observation (for example, recordings of sessions)
•
and routine outcome measures
•
Support adherence to the specific intervention
•
Promote general therapeutic consistency and reliability
•
Counter negative attitudes among staff.

D2

A

D2

A

D2

A

D2

A

D2

A

D2

A

Maintain continuity of health and social care of people with
antisocial personality disorder
2.6.9 Ensure the disruption to therapeutic interventions is minimised for people
with antisocial personality disorder by:
•
Ensuring that in the initial planning and delivery of treatment, transfers
from institutional to community settings take into account the need to
continue treatment
•
Avoiding unnecessary transfer of care between institutions whenever
possible during an intervention, to prevent disruption to the agreed
treatment plan. This should be considered at initial planning of
treatment.
2.6.10 Ensure that people with antisocial personality disorder are not
excluded from any health or social care service because of their
diagnosis or history of antisocial or offending behaviour.
2.6.11 Ensure that people with antisocial personality disorder are offered
treatment for any comorbid disorders in line with recommendations in
the relevant NICE clinical guideline, where available. This should happen
regardless of whether the person is receiving treatment for antisocial
personality disorder.

15

Family involvement interventions to support people with antisocial personality disorder
Ensure the person with antisocial personality disorder are asked directly if they
want their family or carers to be involved in their care, and, subject to the
person's consent and rights to confidentiality:
• Encourage families or carers to be involved
• Ensure that the involvement of families or carers does not lead to a
withdrawal of, or lack of access to, services
• Inform families or carers about local support groups for families or
carers.
2.6.12 Ensure that when identifying vulnerable parents, take care not to
intensify any stigma associated with the intervention or increase the
child's problems by labelling them as antisocial or problematic.

D2

A

D2

A

D2

A

Working with People with conduct problems
2.6.13 Promote cognitive problem-solving skills training for children aged 8
years and older with conduct problems if:
• The child's family is unwilling or unable to engage with a parenttraining programme.
• Additional factors, such as callous and unemotional traits in the child,
may reduce the likelihood of the child benefiting from parent-training
programmes alone.
2.6.14 Ensure social problem-solving skills training is conducted in groups over
a period of 10–16 weeks. Training should focus typically on
strategies to enable the child to:
• Modify and expand their interpersonal appraisal processes
• Develop a more sophisticated understanding of beliefs and desires in
others
•

D2

A

Improve their capacity to regulate their emotional responses.

Child and adolescent mental health services
2.6.15 Ensure child and adolescent mental health services establish robust
methods to identify children at risk of developing conduct problems,
integrated when possible with the established local assessment
system. These should focus on identifying vulnerable parents
including:
• Parents with other mental health problems, or with significant drug or
alcohol problems.
• Mothers younger than 18 years, particularly those with a history of
maltreatment in childhood
•
•

D2

A

D2

A

Parents with a history of residential care
Parents with significant previous or current contact with the
criminal justice system.

Primary and secondary care services
2.6.16 Ensure staff involved in the assessment of antisocial personality
disorder in secondary and specialist services use structured
assessment methods whenever possible to increase the validity of the
assessment. For forensic services, the use of measures such as PCL-R
or PCL-SV to assess the severity of antisocial personality disorder
should be part of the routine assessment process.
2.6.17 Promote tertiary-level interventions over primary- or secondary-level
interventions to prevent youth violence.
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Risk management strategy

D10

B

2.6.18 Ensure that when staff assess the risk of violence they take a detailed
history of violence
2.6.19 Ensure staff consider a referral to forensic services where there is:
• Current violence or threat that suggests immediate risk or
disruption to the operation of the service
• A history of serious violence, including predatory offending or
targeting of children or other vulnerable people.
2.6.20 Ensure healthcare professionals in forensic or specialist personality
disorder services consider, as part of a structured clinical assessment,
routinely using: a standardised measure of the severity of antisocial
personality disorder (for example, PCL-R or PCL-SV) and a formal
assessment tool such as HCR-20 to develop a risk management
strategy.
2.6.21 Ensure services develop a comprehensive risk management plan
for people with antisocial personality disorder who are considered to
be of high risk. The plan should involve other agencies in health and
social care services and the criminal justice system. Probation
services should take the lead role when the person is on a
community sentence or is on licence from prison with mental health
and social care services providing support and liaison. Such cases
should routinely be referred to the local Multi-Agency Public
Protection Panel.

D2

D2

A

A

D2

A

D2

A

Interventions to support individuals with psychopathy or dangerous and severe
personality disorder

2.6.22 Consider cognitive and behavioural interventions to support
individuals with psychopathy or dangerous and severe personality
disorder

D2

A

D4

A

Psychological interventions

2.6.23 Support the provision of the following psychosocial Interventions for
maladaptive aggression in youth:
• Provide or assist the family in obtaining evidence-based parent and
child skills training during all phases of care
• Engage the child and family in taking an active role in implementing
psychosocial strategies and help them to maintain consistency.
• Initial medication treatment should target the underlying
disorder(s)
• When available, follow evidence- based guidelines for the primary
disorder
Cognitive and behavioural interventions

2.6.24 For individuals with antisocial personality disorder, including those
with substance misuse problems, in community and mental health
services, consider offering group-based cognitive and behavioural
interventions, to address impulsivity problems, interpersonal
difficulties and antisocial behaviour.
2.6.25 For young offenders aged 17 years or younger with a history of
offending behaviour who are in institutional care, offer groupbased cognitive and behavioural interventions aimed at young
offenders and that are focused on reducing offending and other
antisocial behaviour.
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D2

D2

A

A

School-based interventions
2.6.26 Promote universal school-based programs to prevent or reduce
violent behaviour.
Inter-agency working to reduce the number of young people entering
the criminal justice system
2.6.27 Ensure that there are clear pathways for people with antisocial
personality disorder so that the most effective multi-agency care is
provided

D9

A

D2

A

2.6.28 Establish antisocial personality disorder networks, where possible
linked to other personality disorder networks.

D2

A

D11

B

Nurse practitioner interventions
2.6.29 Promote strategies already employed by nurse practitioners to
promote the development of healthy families can contribute greatly
to reducing the problem of youth violence.
Multidimensional treatment foster care
2.6.30 Promote multidimensional treatment foster care for young people
aged between 12 and 17 years with conduct problems at risk of being D2
placed in long-term out-of-home care

A

This evidence review does not recommend:
Intervention

Evidence Grade

2.6.31 Individual-based parent-training/education programmes in the
management of children (aged 12 years or younger or with a
developmental age of 12 years or younger) with conduct disorders
only in situations where there are particular difficulties in engaging
with the parents or family’s needs are too complex to be met by
group-based parent-training/education programmes.
2.6.32 Additional interventions targeted specifically at the parents of
children with conduct problems (such as interventions for parental,
marital or interpersonal problems) should not be provided routinely
alongside parent-training programmes, as they are unlikely to have
an impact on the child's conduct problems.
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D1

A

D2

A

2.7

Recommendations for interventions to improve outcomes for children in
families supported by social care services

This evidence review recommends:
Intervention

Evidence

Grade

Leadership and partnership interventions to improve outcomes for children in families
supported by social care services
2.7.1 Create strong leadership and strategic partnerships to develop a vision
and a corporate parenting strategy that focuses on effective
partnership and multi-agency working

E1

A

2.7.3 E1

A

2.7.4 Ensure that local strategic plans adhere to national guidance.

E1

A

2.7.5 Ensure the joint strategic needs assessment process is a central
component in assessing the needs of looked-after children and young
people.

E1

A

2.7.2 Ensure senior managers in partner agencies provide strong, visible
leadership to raise aspirations and attainment, and promote joint
working.

Plans and strategies to improve outcomes for looked-after children, young people and
care leavers.
2.7.6 Prioritise the needs of looked after children:
2.7.7 Create strong leadership and strategic partnerships to develop a vision
and a corporate parenting strategy that addresses health and
educational inequalities for looked-after children and young people.
2.7.8 Ensure local plans and strategies for children and young people's
health and wellbeing fully reflect the needs of looked-after children,
young people and care leavers.

E1

A

E1

A

E1

A

Commission interventions to improve outcomes for children in families supported by social
care services
2.7.9 Encourage authorities to work together in local partnerships when
commissioning services to offer greater choice and quality of
services.
2.7.10 Commission services that enhance the quality of life of the child or
young person by promoting and supporting their relationships with
others.
2.7.11 Ensure services dedicated to looked-after children and young people
are integrated, preferably on the same site, and have expert
resources to address physical and emotional health needs.
2.7.12 Jointly commission services dedicated to promoting the mental
health and emotional wellbeing of children and young people who
are looked after or are moving to independent living.
2.7.13 Ensure that services commissioned for looked-after children and
young people are informed by:-the views of children and young
people; -national evidence, guidance and performance data; the local
corporate parenting strategy; local knowledge and experts; local
audits; -the joint strategic needs assessment; -local plans and
strategies for children and young people's health and wellbeing.
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E1

A

E1

A

E1

A

E1

A

E1

A

Regulate services that care for children in families supported by social care services
2.7.14 Regulate services by auditing, monitoring and inspecting local
authorities, providers of health services and key partners to ensure
local partnerships communicate effectively with one another.
2.7.15 Inspect services for care leavers and adopt the standards developed
by the National Leaving Care Advisory Service.

E1

A

E1

A

Ensure staff and services are sensitive and responsive to the complex needs of children in
families supported by social care services
2.7.16 Support professional collaboration on complex casework including
E1
A
multi-agency team working.
2.7.17 Ensure services have local authority children's specialists, dedicated health
and mental health professionals, and education specialists including
experienced practitioners who are trained and supported to work with
multi-agency networks on complex casework.

E1

A

Ensure staff and services are sensitive and responsive to the complex needs of
children and young people entering secure accommodation or custody
2.7.18 Ensure that looked-after children and young people entering secure
accommodation or custody have their physical, developmental and
mental health needs assessed by a paediatrician, or suitably qualified
professional with input from the dedicated multi-agency mental
health service.
2.7.19 Ensure that recommendations from assessments are included in the
care plan or pathway plan.

E1

E1

A

A

Ensure staff and services are sensitive and responsive to the complex needs of children
when making placements
2.7.20 Develop a strategy to identify suitable placements and interventions
for looked-after children and young people.
2.7.21 Use current information to make decisions about placement changes. E1

E1

A
A

Ensure staff and services are sensitive and responsive to the complex needs of babies and
young children from families supported by social care services when making placements
2.7.22 Ensure there are specialist services for babies and young children.
E1
A
2.7.23 Ensure that comprehensive and sensitive assessment processes and
access to services are in place to identify the needs of babies and
young children as early as possible.

E1

A

Ensure staff and services communicate effectively about the health care needs of
children in families supported by social care services
2.7.24 Assess the health needs of looked-after children and young people.
2.7.25 Introduce protocols that address information-sharing processes that
including legal and confidentiality issues, to assist health information
flows between health and social care.

E1

A

E1

A

Ensure staff and services support historical information and record personal
information of children in families supported by social care services
2.7.26 Ensure that policies and activities are in place to allow each child or
young person to explore their personal identity, including their life
story.
2.7.27 Promote continued contact with former carers, siblings or family
members personally valued by the child or young person where this is
felt to be in their best interests
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E1

A

E1

A

Ensure staff and services are sensitive and responsive to diversity issues in relation to
children in families supported by social care services
2.7.28 Appoint a diversity champion and ensure everyone understands
diversity issues. Provide all professionals and managers with
specialist training, resources and access to expertise
2.7.29 Network and share good practice with other local authorities with a
similar profile of looked-after children and young people.

E1

A

E1

A

Ensure staff and services are sensitive and responsive to the complex needs of asylumseeking children and young people who are looked after
2.7.30 Provide expertise relating to unaccompanied asylum-seeking children E1
and young people who are looked after.
2.7.31 Provide support and training to foster parents and residential staff to
ensure they have a good understanding of the particular issues affecting
unaccompanied asylum-seeking children and young people who are
looked after.

A

E1

Ensure staff receive high-quality, core training from trainers with specialist knowledge
and expertise about the complex needs of children
2.7.32 Ensure foster and residential carers receive high-quality, core training
from trainers with specialist knowledge and expertise. Adapt the
E1
training to local needs.
2.7.33 Ensure foster carers and their families, including carers who are
family or friends, receive high quality ongoing support packages
that are based on the approach set out in the core training
recommendation.

A

A

E1

A

Ensure children and young people who are looked-after receive ongoing support in in further
and higher education.
2.7.34 Support looked-after young people in further and higher education.

E1

A

2.7.35 Involve designated teachers for looked-after children and young
people.

E1

A

Ensure children and young people who are looked-after receive ongoing support when
moving to independent living
2.7.36 Provide leaving-care services; support the preparation for the
transition to adulthood and moving to independent living.
Consider kinship care for children and young people who are looked-after
2.7.37 Support the practice of treating kinship care as a viable out-of-home
placement option for children removed from the home for
maltreatment.

E1

E3

A

B

Interventions to improve outcomes for visually impaired children in families supported by
social care services
2.7.38 Support families of visually impaired children. The evidence indicates
that, as with other childhood disabilities, the greatest needs during
the critical period around diagnosis are for information, especially
E5
B
about educational and social services, and emotional support from
professionals, informal and formal social networks, and support
groups.
Pharmacotherapy interventions to improve outcomes for children in families supported by
social care services
2.7.39 Support the best practice training guidelines for mental health in
child welfare relating to pharmacotherapy.
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E6

B

2.7.40 Provide youth and families with ongoing information on the
diagnosed mental health disorder, effective treatment options, and
managing life with the condition

E6

B

Nurse family partnership interventions to improve outcomes for children in families supported by
social care services
2.7.41 Consider promoting the Nurse Family Partnership, a program
provided by nurses to first-time socially disadvantaged mothers
beginning prenatally, has shown consistent effects in reducing
reports of maltreatment and associated outcomes as well as
additional benefits in maternal and child health in high-risk families.

E7

C

Early prevention interventions to improve outcomes for children in families supported by social
care services
2.7.42 Promote early prevention programs for families with young children
E9
C
at risk for physical child abuse and neglect.
Multicomponent parenting interventions to improve outcomes for children in families supported
by social care services
2.7.43 Target parents and the parent-child interaction context in homebased settings during early childhood. Target families of higher
risk children.
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E10

C

3.
3.1

Methods statement:
General approach

Overview
3.1.1 PHAST adopted a focussed, pragmatic rapid review approach consistent with the time & financial
resources. The method was systematic and clearly documented, but it did not attempt to meet all
standards of a comprehensive systematic review.
3.1.2 The rapid reviews consisted of the following stages:
•
Review of systematic reviews and meta-analyses to identify the 5-10 most robust publications relevant to
each topic. Where such evidence did not exist randomised controlled trial evidence was identified where
possible.
3.1.3 International literature has been included where it is relevant and generalisable i.e. largely this has been
research conducted in ‘Western-style’ countries and not from developing countries.
•
Evidence searches are from literature published since 2003 (last 10 years).
•
The evidence searches have been based on an agreed inclusion criteria and search strategy.
•
Commentary has been provided on the quality and relevance of the evidence.
The key stages
3.1.4 Identification of the seven priority areas, including inclusion and exclusion criteria for: sub-topics;
populations (age, gender, ethnicity, geographical or social context); interventions; and outcomes.
3.1.5 Review of NICE guidance2 relevant to each sub-topic, including: any review work supporting relevant NICE
guidance; any key recommendations or evidence statements; and the use of key terminology that should form
part of the search strategy.
3.1.6 Search term selection for each sub-topic of the review based on a review the U.S. National Library of
Medicine3. See Appendix 1: Search terms.
3.1.7 PUBMED4 , NHS Evidence 5 and Cochrane library 6 publication searches based on Appendix 1 search terms,
including: records of search strings, number of hits and number of inclusions; a review of titles and
abstracts for relevance; and sourcing of selected full articles.
3.1.8 Full publication review, including: scoring of publication quality based on the publications methodology
section; identification of succinct evidence statements (quotes where possible) drawn primarily from the
results and conclusion sections; and scoring of evidence statements for the strength of evidence. See
Appendix 2.
3.1.9 Completion of Section 3 (Results) using Appendices 2, based on the key evidence statements for each
topic.
3.1.10 Completion of Section 2 (Recommendations) based on summarises of the results for each sub-topic,
including: grading of the recommendations according to the recommendations classification methodology
(Grade A recommendations first); clear identification of relevant NICE guidance; and clear links to the
evidence statements that support each recommendation (using Appendix codes (e.g. [A1]).

3.2 Scope
3.2.1 This report deals with Priority Area 2: Safe, resilient and secure parenting for all children and young people. The
sub-topics within this priority area are:

2
3
4
5
6

http://www.nice.org.uk/Guidance/Topic
http://www.nlm.nih.gov/mesh/2012/meshbrowser/MBrowser.html
http://www.ncbi.nlm.nih.gov/pubmed/advanced
http://www.evidence.nhs.uk/
http://onlinelibrary.wiley.com/cochranelibrary/search/
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a. Interventions to support parents who are struggling
b. Quality training as an intervention for those who work with vulnerable families
c. Effective parenting interventions to support children/ young people
d. Interventions to reduce the number of young people entering the criminal justice system
e. Interventions to improve outcomes for children in families supported by social care
services 3.2.2 The overall work package aim is to carry out a series of rapid evidence and literature reviews
that will address the seven priority areas outlined in the Health and Wellbeing Strategy for East Sussex
2012. 3.2.3 The objectives are:
•
To collate, analyse and summarise national and international published evidence relevant to each priority
area.
•
To assess the quality of the available evidence for each topic area.
•
To present information on the research question that pertains to both health and social care needs.
•
To report on the evidence for effectiveness of services and interventions.
•
Within each of the priority areas the sub-topics listed in Table 1.1 review evidence to support health and social
care interventions and services.

3.3

Search Strategy

3.3.1 The review searched the following databases: PubMed; NHS Evidence; Cochrane Library; AMED; CINAHL; HMIC;
Embase; Medline; PsycINFO.
3.3.2 Where appropriate the reference lists of selected high quality recent studies were reviewed and selected citations
followed up.
3.3.3 See Appendix 1 (Section 5) for a list of the search terms used for each of the sub-topics.

3.4

Evidence classification

Type of evidence
3.4.1 The review focused on: systematic reviews, meta-analyses and randomised controlled trials.
3.4.2 In reviewing sources of information to include, the following hierarchical evidence classification system was used
based on the quality of the study design, (with systematic reviews being the strongest type of evidence and
grey literature the weakest):
•
Systematic reviews (or meta-analyses)
•
Individual randomised controlled trials
•
•
•
•
•

Quasi-experimental studies
Controlled observational studies
Observational studies without control group
Reviews (non-systematic)
Grey literature

Quality of studies
3.4.3 The level of evidence was classified based on the Scottish Intercollegiate Guidelines Network (SIGN)7
methodology. SIGN work in collaboration with the National Institute of Clinical Excellence (NICE) to develop
evidence based clinical practice guidelines for the National Health Service (NHS). SIGN has in part based its
assessments on the MERGE (Method for Evaluating Research and Guideline Evidence) checklists developed

7 See: http://www.sign.ac.uk/guidelines/fulltext/50/annexb.html
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by the New South Wales Department of Health8. As this review does not include a full systematic
assessment of study quality, a professional judgement has been made in relation to perceived levels of
bias and probabilities of causal relationships, based on a high level assessment of each source’s
methodology. Scorings are therefore indicative rather than definitive.
Table 3.1: Study Quality Classification
1++ High quality meta-analyses, systematic reviews of RCTs, or RCTs with a very low risk of bias
1+

Well-conducted meta-analyses, systematic reviews, or RCTs with a low risk of bias
Meta-analyses, systematic reviews, or RCTs with a high risk of bias

1-

2++ High quality systematic reviews of case control or cohort or studies
High quality case control or cohort studies with a very low risk of confounding or bias
and a high probability that the relationship is causal
2+

Well-conducted case control or cohort studies with a low risk of confounding or bias and a moderate
probability that the relationship is causal

2-

Case control or cohort studies with a high risk of confounding or bias and a significant risk

that the relationship is not causal
3

Non-analytic studies, e.g. case reports, case series

4

Expert opinion

Strength of evidence

3.4.4 The strength of evidence reported for each source has been scored using a simplified version of the
Cochrane GRADE approach9. This scoring reflects how complete the scientific literature is in relation to
an issue, not the quality of the reporting review study. There are four ratings: ‘high’, ‘moderate’, ‘low’ and ‘very
low’. ‘High’ signifies the strongest evidence and ‘very low’ the weakest. Where appropriate a range of
ratings have been used. Scorings for strength of evidence used professional judgement based on an
assessment of the overall quality and weight of evidence reported in the selected systematic reviews or
evidence summaries. This review has not exhaustively examined the primary sources for each
population, intervention or outcome subcategory within each topic. Scorings are therefore indicative
rather than definitive. Factors taken into consideration in scoring the strength of evidence are listed in the
right hand column of Table 3.2 below. The greater the number or severity of such factors, the lower the rating for
strength of evidence.
Table 3.2: Evidence Strength Classification
Rating
High

Factors that may decrease the strength rating of the evidence

•

High quality studies identifying that the strength of evidence is
moderate, low or very low.

Moderate

•

Limitations in the design and implementation of available studies
suggesting high likelihood of bias.

Low

•

Indirectness of evidence (indirect population, intervention, control,
outcomes).

8 Liddle J, Williamson M, Irwig L. Method for evaluating research and guideline evidence. Sydney: New South
Wales Department of Health; 1996
9 Higgins JPT, Green S (editors). Cochrane Handbook for Systematic Reviews of Interventions Version 5.1.0
[updated March 2011]. The Cochrane Collaboration, 2011. Available from www.cochrane-handbook.org
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Very low

•

Unexplained heterogeneity or inconsistency of results (including
problems with subgroup analyses).

•

Imprecision of results (wide confidence intervals).
Hi h

Grades of

b bili

f

bli

i

bi

recommendations

3.4.5 This review’s recommendations for each topic have been classified based on the overall quality of
identified evidence using the SIGN methodology:

Table 3.3: Recommendation Strength Classification
A

At least one meta-analysis, systematic review, or RCT rated as 1++, and directly applicable to the
target population; or a body of evidence consisting principally of studies rated as 1+, directly
applicable to the target population, and demonstrating overall consistency of results

B

A body of evidence including studies rated as 2++, directly applicable to the target population, and
demonstrating overall consistency of results; or extrapolated evidence from studies rated as 1++ or 1+

C

A body of evidence including studies rated as 2+, directly applicable to the target population and
demonstrating overall consistency of results; or extrapolated evidence from studies rated as 2++

D

Evidence level 3 or 4; or extrapolated evidence from studies rated as 2+
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4.

Results

4.1

Interpreting results

4.1.1 Each evidence statement is accompanied by four codes presented in columns to the right of each
statement. These codes provide the reader with a quick summary of: the type of study from which the
evidences statement is derived; the quality of that study; the strength of the evidence statement; and
finally a reference ID that links to the full citation and further details of the study in the appendices. See
the methods section for further details.

Abbreviations

Type of evidence
Systematic review
Meta-analysis
Randomised control trial
Quasi-experimental study
Controlled observational study
Observational study without control group
Review (non-systematic)
Grey literature
Cost-utility analysis

SR
MA
RCT
QES
COS
OS
R
GL
CA
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Strength of evidence
High
Moderate
Low
Very low

H
M
L
VL

4.2

Evidence of the effectiveness of interventions to support parents who are
struggling

4.2.1 The following evidence statements set out effective interventions that have been identified in the
scientific literature.

1++
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Appendix ID
A1

SR

1++

H

A1

SR

1++

H

A5

Appendix ID

Study Quality

Evidence statements
2012 NICE guidance recommends that all health and early years professionals
should develop trusting relationships with vulnerable families and adopt a nonjudgmental approach, while focusing on the child's needs. They should do this by:
• Identifying the strengths and capabilities of the family, as well as factors that
pose a risk to the child's (or children's) social and emotional wellbeing.
• Talking about the aspirations and expectations for the child.
• Seeking to understand and respond to perceived needs and concerns.
• Discussing any risk factors in a sensitive manner to ensure families do not feel
criticised, judged or stigmatised (see vulnerable children for factors that may
affect a child's social and emotional wellbeing).
There is evidence that effective provision of interventions to improve parenting and
the mental health and well-being of children requires a skilled workforce and careful
application of approaches that have been found to work.

H

Study type

Theme 2: Interventions
for health and early
year professionals to
support parents who
are struggling

Study Quality
Evidence Strength

Evidence statements
2012 NICE guidance recommends that commissioners and planners should target SR
vulnerable children aged less than 5 years and their parents by ensuring the social and
emotional wellbeing of vulnerable children features in the 'Health and wellbeing
strategy', as one of the most effective ways of addressing health inequalities.
The
resulting plan should include outcomes to ensure healthy child development and
'readiness for school' and to prevent mental health and behavioural problems.

Evidence Strength

Study type

Theme 1: Interventions for commissioners and planners to support parents who are struggling

2012 NICE guidance recommends that health professionals in antenatal and postnatal
services should identify factors that may pose a risk to a child's social and emotional
wellbeing. This includes factors that could affect the parents' capacity to provide a
loving and nurturing environment. For example, they should discuss with the parents
any problems they may have in relation to the father or mother's mental health,
substance or alcohol misuse, family relationships or circumstances and networks of
support.

SR

1++

H

A1

Studytype

Study Quality

Evidence Strength

Appendix ID

Theme 3: Home visit interventions to support parents who are struggling

2012 NICE guidance recommends that appropriately trained health visitors or
midwives should offer a series of intensive home visits to parents assessed to be
in need of additional support over a sustained period of time (sufficient to establish
trust and help make positive changes). It should be ensured both parents can fully
participate in home visits.

SR

1++

H

A1

2012 NICE guidance recommends that activities during each visit should be based on a
set curriculum which aims to achieve specified goals in relation to:
• Maternal sensitivity (how sensitive the mother is to her child's needs).
• The mother–child relationship.
• Home learning (including speech, language and communication skills).
• Parenting skills and practice.

SR

1++

H

A1

2012 NICE guidance recommends health visitors or midwives should regularly check
the parents' level of involvement in the intensive home visiting programme. If
necessary, they should offer them a break, to reduce the risk that they will stop
participating. If the parents do decide to have a break, the nurse should continue to
communicate with them on a regular basis.
2012 NICE guidance recommends health visitors or midwives should explain to
parents that home visits aim to ensure the healthy development of the child.

SR

1++

H

A1

SR

1++

H

A1

Evidence statements
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There is evidence that policies and programmes to support parenting offer much
scope for improving mental health.
There is evidence to recommend the following programmes to improve parenting and
the mental health and well-being of children:
Low cost universal:
Skin-to-skin contact at birth, Kangaroo care, Abdominal massage in pregnancy, Mediabased parenting programmes.
Slightly higher cost universal:
Developmental guidance, Anticipatory guidance, Infant massage.
Relating to family-centred help giving practices:
There is evidence that the largest majority of outcomes were related to help giving
practices with the strongest influences on outcomes most proximal and contextual to help
giver/help receiver exchanges.
Findings are placed in the context of a broader-based social systems framework of
early childhood intervention and family support.

SR

Appen dix ID

Evidence Strength

Study Quality

Study type

Theme 4: Interventions
that improve parenting
and the mental health
and well-being of
children

Evidence statements
1++
A5

SR

1++

H

A5

MA

1++

M

A6

2012 NICE guidance recommends that health visitors and midwives should consider
evidence-based interventions, such as baby massage and video interaction guidance, to
improve maternal sensitivity and mother–infant attachment. For example, this approach
might be effective when the mother has depression or the infant shows signs of
behavioural difficulties.

SR

1++

H

A1

There is good evidence for the effectiveness of problem solving therapy delivered to
parents on improving parent problem solving skills and parent mental health.

SR

1++

H

A3

There is evidence that the following programmes to improve parenting and the
mental health and well-being of children are promising and need more research:
• In all families—antenatal education focusing on transition to parenthood and
emotional and attachment issues and programmes to support parenting of
fathers.
• In families experiencing attachment difficulties and where there is a risk of
abuse: parent–infant psychotherapy and infant led psychotherapy.
• In families in which physical abuse has occurred—intensive, multicomponent,
multi-systemic family support approaches and cognitive behavioural-based
parenting programmes.
• In families in which emotional abuse has occurred—parent–infant
psychotherapy; and where anger management is also an issue— group-based
behavioural parent training with additional anger management components.
• In families where sexual abuse has occurred—CBT for the non-abusing
parents; abused children can also benefit.
• In families where parents abuse drugs: multicomponent programmes targeting
affect regulation, parental mood and views of self as a parent, drug use and
parenting skills delivered on a one to one basis.

SR

1++

M

A5
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Interventions identified as ineffective for improving parenting and the mental health and
well-being of children include psychological debriefing after birth and universal
approaches to prevention of postnatal depression.

SR

1++

M

A5

There is evidence to recommend the following targeted programmes for high-risk
groups to improve parenting and the mental health and well-being of children:
• Psychosocial interventions offering emotional and practical support for the
prevention of post-natal depression.

•

Treatment for post-natal depression using cognitive behavioural approaches,
interpersonal therapy or non-directive counselling.

•

Long-term multicomponent home visiting programmes starting antenatally
offering both support for parenting and support for parents particularly for
teenage parents.

•

Short-sensitivity focused interventions including parent–infant interaction
guidance training for high-risk infants.

•

Manualized group based and one-to-one parenting programmes addressing
behaviour management and parent–child relationships.

SR

1++

H

Appen dix ID

Evidence statements

Study Quality
Evidence Strength

Study type

Theme 5: Interventions to support parents in high risk groups who are struggling

A5

Study Quality

Regarding parenting and stress management interventions for parents of children with
developmental disabilities, there is evidence of positive benefits in the form of
reductions in parents' distress.
These effects were comparable to those reported in other syntheses of parenting
interventions for parents of children without disabilities.

MA

1+

M

A4

Regarding parenting and stress management interventions for parents of children
with developmental disabilities, there is evidence that multiple component
interventions addressing both parent well-being and behavioural parent training
are significantly more effective than either behavioural parent training or cognitive
behavioural training alone.

MA

1+

M

A4

Evidence statements
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Appendix ID

Study type

Evidence Strength

Theme 6: Interventions to support parents of children with developmental disabilities who are struggling

Study Quality

Appen dix I D

Study type

Evidence Strength

Theme 7: Interventions to support fathers and other family members who are struggling

SR

1++

H

A1

2012 NICE guidance recommends that health visitors or midwives should also try to
involve other family members, if appropriate and acceptable to the parents.

SR

1++

H

A1

Regarding parenting and stress management interventions for parents of children with
developmental disabilities, there is evidence that interventions for fathers are promising
as is the data on longer-term effects.

MA

1+

M

A4

Evidence statements
2012 NICE guidance recommends that a nurse should, where possible, focus on
developing the father–child relationship as part of an approach that involves the whole
family. This includes getting the father involved in any curriculum activities.

There is evidence to support the use of parenting programmes to improve the shortterm psychosocial wellbeing of parents.
Group-based parenting programmes led to statistically significant short-term
improvements in depression, anxiety, stress, anger, guilt, confidence and satisfaction with
the partner relationship.

1++

H

Appendix ID

SR

Evidence Strength

Study Quality

Evidence statements

Study type

Theme 8: Group based interventions to support parents who are struggling

A2
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1++

H

Appendix ID

SR

Evidence Strength

Study Quality

Evidence statements
There is no evidence on the effectiveness of psychological therapies that include
parents in most outcome domains of functioning, for a large number of common
chronic illnesses in children.

Study type

Theme 9: Psychological therapies to support parents who are struggling

A3

There is good evidence for the effectiveness of including parents in psychological
therapies that reduce pain in children with painful conditions.

SR

1++

H

A3

MA

1+

M

A4

There is also good evidence for the effectiveness of CBT that includes parents for
improving the primary symptom complaints when available data were included from
chronic illness conditions.
There is evidence to support the claim that there are established evidence-based
interventions for reducing psychological distress at least in middle-class mothers in the
short term.

Study Quality

SR

1++

H

A1

MA

1+

M

A7

There is evidence to suggest that naturally occurring support systems do provide both
material and emotional help to parents, but that such support has certain inherent
drawbacks. It is not universally available and, in some circumstances, carries negative
associations for poor families.

MA

1+

M

A7

There is evidence to suggest that formal support services have the potential to fill gaps
in informal support systems for poor families, but only if these are provided in ways
which are sensitive to their needs. Therefore, parents' perspectives are essential to
informing service design, development and evaluation in health and social care

MA

1+

M

A7

There is evidence that low-income lone mothers in particular enjoy smaller support
networks, and are more reliant on mutual support than those in two-parent families.

MA

1+

M

A7

There is evidence that the most socially isolated women are least willing to seek
professional help.

MA

1+

M

A7

There is evidence that low-income parents' experiences of formal health and social
welfare agencies are mixed, and not invariably positive.

MA

1+

M

A7

Evidence statements
2012 NICE guidance recommends that health and early years practitioners should use
outreach methods to maintain or improve the participation of vulnerable parents and
children in programmes and activities. Parents who may lack confidence or are isolated will
require particular encouragement.
There is evidence of both positive and negative aspects of social support as a resource for
poor parents.
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Appen dix ID

Study type

Evidence Strength

Theme 10: Other support services to support parents who are struggling

Appen dix ID

Evidence statements

Study Quality
Evidence Strength

Study type

Theme 11: Interventions that promote other services to parents who are struggling

2012 NICE guidance recommends that health visitors and midwives should encourage
parents to participate in other services delivered by children's centres and as part of the
Healthy Child Programme.

SR

1++

H

A1

2012 NICE guidance recommends that health and early years practitioners should be
systematic and persistent in their efforts to encourage vulnerable parents to use early
years services. Activities should include:
•
Targeted publicity campaigns.
•
Making contact by using key workers and referral partners.
•
Encouraging other parents to help get them involved.
•
Sending out repeat invitations.
• Using local community venues, such as places of worship and play centres to
encourage them to participate
• To address any concerns about discrimination and stigma home visits by
family support workers.

SR

1++

H

A1

Study Quality

2012 NICE guidance recommends that health visitors and midwives should work in
partnership with other early years practitioners to ensure families receive coordinated
support.

SR

1++

H

A1

2012 NICE guidance recommends that health and early years practitioners should be
clear about their responsibility for improving the social and emotional wellbeing of
vulnerable children and their families. This involves developing and agreeing
pathways and referral routes that define how practitioners will work together, as a
multidisciplinary team, across different services within a given locality.
2012 NICE guidance recommends that health and early years practitioners should work
with community and voluntary organisations to help vulnerable parents who may find it
difficult to use health and early years services. These difficulties may be due to their
social circumstances, language, culture or lifestyle.

SR

1++

H

A1

SR

1++

H

A1

Evidence statements
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Appendix ID

Study type

Evidence Strength

Theme 12: Working in partnership with other services to support parents who are struggling

Appen dix ID

Study Quality
Evidence Strength

Study type

Theme 12: Reviewing
and improving services
to support parents who
are struggling

Evidence statements
2012 NICE guidance recommends that health and early years providers should ensure SR 1++ H
A1
a process is in place to systematically involve parents and families in reviewing
services and suggesting how they can be improved. As part of this process, vulnerable
parents and families should be asked about their needs and concerns – and their
experiences of the services on offer.
2012 NICE guidance recommends managers of intensive home-visiting programmes
should conduct regular audits to ensure consistency and quality of delivery.
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SR

1++

H

A1

4.3

Evidence of the effectiveness of quality training as an intervention for those
who work with vulnerable families

4.3.1 The following evidence statements set out effective interventions that have been identified in the scientific
literature.

Study quality

Appendix source IC

Study type

Evidence strength

Theme 1: Work force training focussed on delivering effective programmes and interventions to
support vulnerable families

SR

1++

H

B1

There is evidence that effective provision of interventions to improve parenting and
the mental health and well-being of children requires a skilled workforce and careful
application of approaches that have been found to work.

SR

1++

H

B1

There is evidence to recommend the following programmes to improve parenting and
the mental health and well-being of children: low cost universal: skin-to-skin contact
at birth, kangaroo care, abdominal massage in pregnancy, media-based parenting
programmes. Slightly higher cost universal: developmental guidance, anticipatory
guidance, infant massage.
There is evidence to recommend the following targeted programmes for high-risk
groups to improve parenting and the mental health and well-being of children: Psychosocial interventions offering emotional and practical support for the prevention
of post-natal depression.
- Treatment for post-natal depression using cognitive behavioural approaches,
interpersonal therapy or non-directive counselling.
- Long-term multicomponent home visiting programmes starting antenatally
offering both support for parenting and support for parents particularly for teenage
parents.
- Short-sensitivity focused interventions including parent–infant interaction
guidance training for high-risk infants.
- Manualized group based and one-to-one parenting programmes addressing
behaviour management and parent–child relationships.

SR

1++

H

B1

SR

1++

H

B1

There is evidence that the following programmes to improve parenting and the
mental health and well-being of children are promising and need more research: In all families—antenatal education focusing on transition to parenthood and
emotional and attachment issues and programmes to support parenting of fathers.
- In families experiencing attachment difficulties and where there is a risk of abuse:
parent–infant psychotherapy and infant led psychotherapy.
- In families in which physical abuse has occurred—intensive, multicomponent,
multi-systemic family support approaches and cognitive behavioural-based
parenting programmes.
- In families in which emotional abuse has occurred—parent–infant

SR

1++

M

B1

Evidence statements
There is evidence that policies and programmes that support parenting offer much
scope for improving mental health.

36

1++

Study type

Study quality

Evidence strength

Theme 2: Quality
staff training to
support and train
parents of children
with complex health
needs

SR

Appendix source IC

psychotherapy; and where anger management is also an issue— group-based
behavioural parent training with additional anger management components. - In
families where sexual abuse has occurred—CBT for the non-abusing parents; abused
children can also benefit.
- In families where parents abuse drugs: multicomponent programmes targeting
affect regulation, parental mood and views of self as a parent, drug use and
parenting skills delivered on a one to one basis.
Interventions identified as ineffective for improving parenting and the mental
health and well-being of children include psychological debriefing after birth and
universal approaches to prevention of postnatal depression.

SR

1+

H

B2

There is evidence that not all parents receive training that is sufficient or of
the appropriate nature.
Some training was reported as insensitive as, by concentrating exclusively on
procedures, the emotional effect of having to do intrusive and often painful
tasks to one’s own child was ignored.

SR

1+

M

B2

There is evidence that parents’ and foster carers’ needs for training,
advice and information to prepare them for often highly specialist
health procedures so that the child can be safely cared for in a family
setting must be pursued.

SR

1+

M

B2

There is evidence that insufficient, inadequate and sometimes
contradictory training, information and practical advice is given to
parents about daily, specialist care giving tasks and how to respond
to emergencies.

SR

1+

M

B2

There is evidence that training given to parents needs to attend to the
socio-emotional effects as well as medical procedures involved.
There is evidence that introductory materials available as leaflets,
booklets or through the internet need to be substantiated by casespecific verbal explanations and advice, through helplines and
keyworkers.

SR

1+

M

B2

SR

1+

M

B2

Evidence statements
There is strong evidence that parents need to be trained and prepared by
nursing or medical staff for the specialist care giving tasks they will be
undertaking in addition to general parenting.
The level of skills they learn would normally be the province of medical
staff, with some complex health care needs (CHCN) requiring very
specialised techniques outside the experience of most GPs, community
nurses and even local hospitals.
Parental competence in these must be assessed prior to hospital
discharge to ensure the child’s health is not placed at risk.
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M

B1

There is evidence that mutual advice, information sharing and local
parent support groups are found useful.

SR

1+

M

B2

Study type

Study quality

Evidence strength

Appendix source IC

Theme 3: Quality staff and carer training and supervision to support children with complex
health needs

SR

1+

M

B2

There have been difficulties in identifying enough knowledgeable and
skilled home care personnel who are able to meet the child’s care needs;
this has implications for local authorities’ recruitment, training and
supervision procedures. Multiagency agreement about funding these
services within care packages needs to be planned early if hospital
discharge is not to be delayed or parents required to do more than they
can manage while waiting for the appropriate level of home care to be
agreed.

SR

1+

M

B2

There is evidence that some families have to find, train or orient their own
short break carers themselves. It is advised that the families’ need
requirements are determined in advance, not in response to a crisis, since the
process involved in agreeing funding and recruiting and training specialist
carers for particular families is lengthy.

SR

1+

M

B2

Evidence statements
Many schools have limited experience of including children with some
complex health care needs, such as ventilator dependence and must learn
anew with each family, so there is strong evidence for training, policies,
support and supervision.

Study type

Study quality

Evidence strength

Appen dix source IC

Theme 4: Quality staff training interventions to support disabled parents and parents
with additional
support needs

SR

2++

M

B3

There is evidence for the involvement of disabled parents in training to
reduce tensions due to a lack of knowledge and understanding about
different roles and responsibilities and bring about cultural changes

SR

2++

M

B3

Whilst there are very few rigorous evaluations of the effects of service
interventions, there is a considerable knowledge base of both the
difficulties that parents experience in their relationships with services, and
what kind of support they value.

SR

2++

M

B3

Evidence statements
There is evidence for joint training needs of all relevant personnel on an
ongoing basis about how best to support disabled parents and parents with
additional support needs.

38

There is evidence that government, mainstream services, and specialist
adults’ and children’s services need to address more effectively the needs
of families where a parent is disabled or has additional support needs
associated with illness or substance misuse.

SR

2++

M

B3

There is evidence that support services which address needs relating to
both impairment and disabling barriers are valued by disabled parents and
parents with additional support needs

SR

2++

M

B3

There is evidence that parent education programmes, tailored to address
specific needs, are welcomed by some disabled parents and parents with
additional support needs

SR

2++

M

B3

There is evidence that interventions that help people with learning
difficulties to be good parents include: accessible information about the
parent’s and baby’s health and about how to look after a baby; selfadvocacy groups; getting support before things become a crisis; being
assessed in their own home, offered assessment and support by people
who understand about learning difficulties; advocacy; making courts
more accessible; support for fathers and support for women and men
experiencing violent relationships.

SR

2++

M

B3

There is evidence that parents in general value support that is easy to
access, is not stigmatising and that creates and enhances informal
support networks.
There is evidence that what parents want from formal services is: practical
and professional help; their views to be taken seriously and to be treated
as partners; services to be supportive and respectful.

SR

2++

M

B3

SR

2++

M

B3

There is evidence, mainly qualitative, that disabled parents and parents
with additional support needs value flexible, practical support. This
includes support that meets the personal assistance needs associated
with physical impairment, practical support with getting children to and
from school, assistance with getting children into a routine.
There is evidence to support the utilisation of voluntary sector services to
provide support tailored to each family’s circumstances. These services have
proved particularly helpful for parents with mental health problems and those
with drug and/or alcohol problems.

SR

2++

M

B3

SR

2++

M

B3

There is evidence that services which meet a range of support needs
are much appreciated by disabled parents and parents with additional
support needs. These include information, advice and advocacy, and
counselling. Parents particularly appreciate services which enable them
to gain support from other parents in similar situations

SR

2++

M

B3

There is evidence that some disabled parents and parents with additional
support needs, value services that enable them to have a break from caring
for their children.
There is evidence that disabled parents and parents with additional
support needs, appreciate services that have specialist expertise.

SR

2++

M

B3

SR

2++

M

B3

There is evidence that many parents who are disabled or have additional
support needs associated with illness or substance misuse experience have
fluctuating needs.

SR

2++

M

B3

There is evidence that parents, including those who are currently using
services, need to be involved in the development of training, and in the
monitoring of their implementation. Experienced parents who have
succeeded in raising children can be a valuable resource.

SR

2++

M

B3
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Study type

Study quality

Evidence strength

Appen dix source IC

Theme 5: Quality staff training to deliver effective integrated support to vulnerable families

SR

2++

M

B3

There is survey evidence that sustainable, good practice is backed by an
ongoing culture of training across all levels of personnel in relevant
agencies in relation to disabled parents’ issues.

SR

2++

M

B3

There is evidence for the need for professionals to develop skills in relation to
practice development and leadership through professional and personal
development in order to support integrated working.

SR

1+

M

B4

There is evidence for the need for effective communication between
professional groups within teams.

SR

1+

M

B4

There is evidence that an emphasis on role awareness as part of training is
central to the success of integrated services.

SR

1+

M

B4

There is evidence for education about the importance of partnership
working.

SR

1+

M

B4

There is evidence that education which embeds essential attributes to
integrated working is needed to advance nursing practice for
interprofessional working.

SR

1+

M

B4

Case study evidence regarding integration of health and social care as
an exercise in learning and knowledge management indicated
interventions and mechanisms at different levels to support integration
processes. These included formal activities, particularly around training
and appraisal, but also informal ones within communities of practice
and networking.

SR

2+

L

B5

Case study evidence regarding integration of health and social care as an
exercise in learning and knowledge management that although structural
enablers such as a co-location of facilities and joint appointments were
important, the value of trust and inter-personal relationships was highlighted
especially for tacit knowledge exchange.

SR

2+

L

B5

Case study evidence regarding integration of health and social care as
an exercise in learning and knowledge management that the
infrastructure for learning and knowledge management was constructed
around a collaborative culture characterised by a coherent strategic
framework; clarity of purpose based on new models of service; a
collaborative leadership approach that was facilitative and distributed;
and, a focus on team working to exploit the potential of multidisciplinary
practice, generic working and integrated management.

SR

2+

L

B5

Evidence statements
There is evidence that unless local services – both mainstream and
specialist are assisted to develop better practice by a more rigorous
knowledge base, and by national direction and local commitment to
address organisational and financial barriers, practitioners will continue
to struggle to meet the needs of parents who are disabled or have
additional support needs associated with illness or substance misuse
and their children.
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SR

2+

L

B6

At present there is a limited evidence-base relating to the benefits of user
involvement to health and social care education.

SR

2+

L

B6

Study type

Study quality

Evidence strength

Theme 6: Quality
staff training to
deliver effective
evidence based
practice to
vulnerable families

Appendix source IC

Regarding user involvement in health and social care education, there
is evidence that in order to achieve a high level of involvement, with
collaboration and partnership, there is a need for developed and
evaluated theories of user involvement that include training,
development, support, supervision and process understanding.

OS

2+

L

B7

There is survey evidence that the internet was reported as an effective
source of research information among the social care workforce in two UK
councils with social service responsibilities.

OS

2+

L

B8

There is survey evidence that research-based guidelines were reported to
have a low impact on practice among the social care workforce in two UK
councils with social service responsibilities.

OS

2+

L

B8

There is survey evidence of significant differences in research use, by
work location, and postgraduate training among the social care workforce
in two UK councils with social service responsibilities. Having a master's
degree was associated with a greater desire to lead or collaborate in
research.
There is survey evidence that support to increase research activity includes
protected time and mentorship for the social care workforce in two UK
councils with social service responsibilities.
There is survey evidence that a range of mechanisms to make research
available for the social care workforce needs to be in place to support
evidence-informed practice.

OS

2+

L

B8

OS

2+

L

B8

OS

2+

L

B8

There is survey evidence that continual professional development to a
postgraduate level supports the use and production of evidence in the
social care workforce, and promotes the development of a research
culture.

OS

2+

L

B8

Survey based evidence shows a clear discrepancy between what are
generally positive attitudes towards evidence-based practice and the
value of research evidence and the infrequency with which they
actually do make use of research resources and engage in evidencebased practice.

OS

2+

L

B9

Evidence statements
Regarding integration of social work evidence-based practice into
foundation practice courses, an adult-learner model to improve evidencebased practice pedagogy in social work is proposed.
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There is survey based evidence for the following recommendations in
relation to pre-qualifying nursing education:
-The teaching of evidence-based practice skills need practical application
and critical reflection in order for clinical decision-making to be fully

OS

2+

L

B9

contextualised.
-The skills of applying evidence-based knowledge and skills need to be
addressed.
-Practice as well as theoretical learning outcomes in relation to evidencebased practice should be explicit.
There is survey based evidence for the following recommendations that
can be made in relation to the continuing professional development of
nurses:
- Gaps in knowledge and skills for evidence-based practice need to be clearly
identified, and a rolling programme for addressing these should be developed
in the workplace.
-Regular opportunities for skills update should be made available.

OS

2+

L

B9

There is evidence that a distinct divide exists between the knowledge
bases usually accessed by professionals in health and social care, even
though they often share populations and concerns.

GL

3

L

B10

Whether the approach of making available easily understandable
summaries of policy and research literature, which are both useful and
acceptable to both professionals in health and social care fields is
appropriate is not yet clear.

GL

3

L

B10

Study type

Study quality

Evidence strength

Appendix source IC

Theme 7: Quality staff training to deliver effective support to socially disadvantaged people with
long term conditions, e.g. diabetes.

There is evidence regarding interventions to improve diabetes care in
socially disadvantaged populations that the following features have the
most consistent positive effects: cultural tailoring of the intervention,
community educators or lay people leading the intervention, one-on-one
interventions with individualized assessment and reassessment,
incorporating treatment algorithms, focusing on behaviour-related tasks,
providing feedback, and high-intensity interventions

SR

1+

M

B11

There is evidence regarding interventions to improve diabetes care in
socially disadvantaged populations that features associated with the
largest negative outcomes include: those that used mainly didactic
teaching or that focused only on diabetes knowledge.

SR

1+

M

B11

Evidence statements
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4.4

Evidence of the effectiveness of parenting interventions to support
children/ young people

4.4.1 The following evidence statements set out effective interventions that have been identified in the
scientific literature.

Ap pe n d ix ID

There is evidence that parenting interventions, most commonly provided within the
home as part of a multi-faceted intervention to improve a range of child (and often
maternal health) outcomes may be effective in reducing self-reported or medically
attended unintentional injury.
The evidence relates mainly to interventions provided to families ’at risk’ of adverse child
health outcomes including those ’at risk’ of child abuse and neglect.

SR

1++

M

C1

There is evidence that interventions delivered to parents and other caregivers affect a crosscutting array of adolescent risk and protective behaviours to yield improvements in adolescent
health.

SR

1+

M

C2

There is evidence that policies and programmes to support parenting offer much scope for
improving mental health.

SR

1++

H

C4

SR

1++

H

C4

SR

1++

M

C4

Study type

Study Quality

Theme 1: Parenting interventions to support children/ young people

Evidence statements

There is evidence to recommend the following programmes to improve parenting and the
mental health and well-being of children:

•
•

Low cost universal: skin-to-skin contact at birth, kangaroo care, abdominal
massage in pregnancy, media-based parenting programmes.

Slightly higher cost universal: developmental guidance, anticipatory guidance, infant
massage.
There is evidence that the following programmes to improve parenting and the mental
health and well-being of children are promising and need more research:
• In all families—antenatal education focusing on transition to parenthood and
emotional and attachment issues and programmes to support parenting of
fathers.
• In families experiencing attachment difficulties and where there is a risk of
abuse: parent–infant psychotherapy and infant led psychotherapy.
• In families in which physical abuse has occurred—intensive, multicomponent,
multi-systemic family support approaches and cognitive behavioural-based
parenting programmes.
•

In families in which emotional abuse has occurred—parent–infant
psychotherapy; and where anger management is also an issue— group-based
behavioural parent training with additional anger management components.

•

In families where sexual abuse has occurred—CBT for the non-abusing parents;
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•

abused children can also benefit.
In families where parents abuse drugs: multicomponent programmes targeting
affect regulation, parental mood and views of self as a parent, drug use and
parenting skills delivered on a one to one basis.

There is currently insufficient evidence to reach any firm conclusions regarding the
role of parenting programmes in the primary prevention of mental health problems.
There are also limited data available concerning the long-term effectiveness of these
programmes.

SR

1++

L

C8

There is evidence that parent training program components consistently associated with
larger effects include: increasing positive parent-child interactions and emotional
communication skills, teaching parents to use time out and the importance of parenting
consistency, and requiring parents to practice new skills with their children during parent
training sessions.

MA

1+

M

C11

MA

1+

M

C11

There is evidence that prior to taking part in a parenting programme many parents
experienced feelings of powerlessness and felt that they had inadequate knowledge in
relation to their children’s behaviour.

SR

1+

M

C12

There is evidence that some of the key factors which may need to be considered when
attempting to positively engage parents in parenting programmes:
• Parents to acknowledge that there is a problem;
• The seriousness of the consequences of conduct disorder to be understood;
• Knowledge and skills related to handling children’s behaviour to be gained;
• control and confidence in one’s ability to parent effectively to be acquired;
• Parents need to receive non-judgemental support from professionals in the
process of gaining new knowledge, skills and understanding, and help with
implementing parenting skills; parents need peer support;
• Parents need for their own needs to be recognized;
• Mothers need for support from their spouse/ partner.

SR

1+

M

C12

There is evidence that parent training program components consistently associated with
smaller effects include: teaching parents problem solving; teaching parents to promote
children's cognitive, academic, or social skills; and providing other, additional services.
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SR

1++

M

C6

AppeEvidencendixSertIDngth

Study Quality

Evidence statements
There is some evidence to suggest that parenting programmes for teenage parents
may be effective in improving a number of aspects of parent-child interaction both in
the short- and long-term.

Study type

Theme 2: Teenage parenting interventions to support children/ young people

Study type

Study Quality

Theme 3:Self-help
parenting
interventions to
support children/
young people

Evidence statements
There is good evidence supporting the efficacy of self-help parenting intervention
programmes in improving child behaviour, over the short and longer term.

SR

1+

H

C5

There is evidence that delivery of self-help parenting intervention programmes via
bibliotherapy and multimedia interventions have been shown to be effective.

SR

1+

M

C5

SR

1+

M

C5

SR

1+

M

C5

Parents view self-help favourably but significantly less so than programmes including
some form of therapist input.

SR

1+

M

C5

The efficacy of self-help for families that have additional risk factors, such as single
parenthood, low income and maternal depression is less certain.

SR

1+

L

C5

Based upon the current evidence, self-help may be best utilized within primary
healthcare settings via community nurses and health visitors, for use with children
with early-onset conduct problems. Moreover, self-help could form part of a steppedcare approach to treatment, where it may be used as the most basic and least
intrusive level of intervention for families on waiting lists within specialist clinical
services, making self-help potentially useful clinically. Under these circumstances,
self-help may prevent deterioration in child behaviour as the evidence supports the
use of self-help compared with no treatment at all.

SR

1+

M

C5

Self-help parent programmes have a number of advantages over group-based
programmes: they are potentially more cost-effective to deliver and consequently can be
disseminated to a wider population and self-help programmes reduce barriers to
engagement making them easily accessible and convenient for parents.

SR

1+

M

C5

Self-help parent programmes are less efficacious compared with therapist-led
programmes over the short term. However, over the longer term, outcomes
associated with self-help programmes are similar to those achieved with more
intensive therapist-led input.
Including minimal levels of therapist support in addition to self-help materials in self-help
parenting intervention programmes enhances child and parent outcomes.
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SR

1++

M

C8

There is evidence that parenting programmes aided the acquisition of knowledge, skills
and understanding, and together with feelings of acceptance and support from other
parents in the parenting group, enabled them to regain control and feel more able to
cope. This led to a reduction in feelings of guilt and social isolation, increased empathy
with their children and confidence in dealing with their behaviour.

SR

1+

M

C12

There is evidence that behavioural and cognitive-behavioural group-based parenting
interventions are effective and cost-effective for improving child conduct problems,
parental mental health and parenting skills in the short term.

SR

1++

M

C3

There is evidence that the cost of behavioural and cognitive-behavioural groupbased parenting intervention programme delivery was modest when compared with
the long-term health, social, educational and legal costs associated with childhood
conduct problems.

SR

1++

M

C3

Strength Append

ix ID

Evidence statements
There is evidence that provides some support for the use of group-based parenting
programmes to improve the emotional and behavioural adjustment of children with a
maximum mean age of three years eleven months.
All of the included studies were of behavioural, cognitive-behavioural, or video-tape
modelling parenting programmes, and the results should not therefore be generalised to
other types of parenting programme.

Study Quality

Study type

Theme 4: Group based interventions to support children/ young people

Quality Evidence

Evidence statements
There is evidence to recommend that parenting-focused interventions are effective and
should be made more accessible to expectant and new parents.

Study type Study

Theme 5: Expectant and new parents (parenting in the transition to parenthood) interventions to
support children/ young people

MA

1+

M

C7

There is evidence that interventions promoting effective parenting in the transition to
parenthood had small to very small significant effects on parenting, parental stress,
child abuse, health-promoting behaviour of parents, cognitive development, social
development, motor development of the child, child mental health, parental mental
health and couple adjustment. Most of the effects were maintained at follow-up.

MA

1+

M

C7

There is evidence that effects of interventions promoting effective parenting in the
transition to parenthood varied by onset of the intervention, delivery mode,
qualification of the intervener, length of intervention, intervention goals, and
gender distribution.

MA

1+

M

C7
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There is evidence, based on moderator analysis, to conclude that 3 to 6 months is an
optimal length of interventions for promoting positive parenting and social development
of the child.

MA

1+

M

C7

There is evidence for interventions promoting effective parenting in the transition to
parenthood that, selective/indicated prevention with professional staff rather than
paraprofessionals is recommended for promoting mental health of the child.

MA

1+

M

C7

There is evidence that interventions promoting effective parenting in the transition to
parenthood with an after-birth component are suggested for the promotion of cognitive
development.

MA

1+

M

C7

There is evidence that as interventions promoting effective parenting in the transition to
parenthood had stronger effects on outcomes that related directly to the intervention
goals, researchers and practitioners should carefully match intervention goals with the
assessed outcomes.

MA

1+

M

C7

There is evidence that parenting education interventions cannot address all factors
that affect parenting and child development, such as poverty, single parenthood, or
parental mental illness. Thus, early parenting education is only one form of
promotion of positive parenting and child development. When children grow older,
other forms of intervention become important, such as access to high quality
centre-based child care.

MA

1+

M

C7

47

RCT

1+

AppeEvidencendixSertIDngth

Study Quality

Evidence statements
Relating to a family-focused prevention program, there is evidence that booster
interventions compared to initial intervention only, lead to a relative improvement in child
aggression and concentration in school, with additional benefit for high-risk groups in
academic achievement, behaviour, and family organization.

Study type

Theme 4: Family-focused interventions to support children/ young people

M

C9

ApEvidencependixStIDrength

Evidence statements

Study Quality

Study type

Theme 5: Father participation in interventions to support children/ young people

There is evidence that barriers to father participation in parenting programmes
include: lack of awareness, work commitments, female-orientated services, lack of
organisational support and concerns over programme content.

2+

M

C10

There is evidence that aspects of best practice for father participation in parenting
programmes includes: actively promoting services to fathers rather than parents,
offering alternative forms of provision, prioritising fathers within organisations and
taking different cultural and ethnic perspectives into account.

2+

M

C10

•

Long-term multicomponent home visiting programmes starting antenatally
offering both support for parenting and support for parents particularly for
teenage parents.

•

Short-sensitivity focused interventions including parent–infant interaction
guidance training for high-risk infants.

•

Manualized group based and one-to-one parenting programmes addressing
behaviour management and parent–child relationships.

There is evidence that health and social care providers should consider providing home
visiting programmes to 'at risk' families as part of their injury prevention, and wider child
and maternal health strategies, as such provision is likely to have a range of other
beneficial effects for maternal and child health.
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d ixID

Strength Ap pe n

Quality Evidence

Evidence statements
There is evidence to recommend the following targeted programmes for high-risk
groups to improve parenting and the mental health and well-being of children:
• Psychosocial interventions offering emotional and practical support for the
prevention of post-natal depression.
• Treatment for post-natal depression using cognitive behavioural approaches,
interpersonal therapy or non-directive counselling.

Study type Study

Theme 6: High risk groups interventions to support children/ young people

SR

1++

H

C4

SR

1++

M

C1

Study type

Study Quality

Theme 7: Health and social care provider’s interventions to support children/ young people

Evidence statements
There is evidence that effective provision of interventions to improve parenting and
the mental health and well-being of children requires a skilled workforce and careful
application of approaches that have been found to work.
There is evidence that interventions delivered person-to-person (i.e., through some
form of direct contact rather than through other forms of contact such as Internet or
paper) and designed to modify parenting skills by targeting parents and other
caregivers are effective in improving adolescent health.

SR

1++

H

C4

SR

1+

M

C2

There is evidence that parenting programmes can be effective in reducing or
preventing substance (tobacco, alcohol and drug) misuse in children <18 years.
The most effective appeared to be those that shared an emphasis on active
parental involvement and on developing skills in social competence, self-regulation
and parenting.

1+

M

Appendix I D

SR

Evidence Strength

Study Quality

Evidence statements

Study type

Theme 8: Long term benefits of parenting interventions to support children/ young people

C13
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SR

1++

M

ix ID

Strength Append

Quality Evidence

Evidence statements
Interventions identified as ineffective for improving parenting and the mental health
and well-being of children include psychological debriefing after birth and universal
approaches to prevention of postnatal depression.

Study type Study

Theme 9: Ineffective interventions to support children/ young people

C4

4.5

Evidence of the effectiveness of interventions to reduce the number of young
people entering the criminal justice system

4.5.1 The following evidence statements set out effective interventions that have been identified in the scientific
literature.

Study Quality

2006 NICE Guidance recommends group-based parent-training/education
programmes in the management of children with conduct disorders.

SR

1++

H

D1

2006 NICE Guidance recommends individual-based parent-training/education
programmes in the management of children with conduct disorders only in situations
where there are particular difficulties in engaging with the parents or family’s needs
are too complex to be met by group-based parent-training/education programmes.

SR

1++

H

D1

2006 NICE Guidance recommends in relation to children with conduct disorders, that
all parent-training/education programmes, whether group- or individual-based,
should:
• Be structured and have a curriculum informed by principles of social-learning theory
• Include relationship-enhancing strategies
• Offer a sufficient number of sessions, with an optimum of 8–12, to maximise the
possible benefits for participants
• Enable parents to identify their own parenting objectives
• Incorporate role-play during sessions, as well as homework to be undertaken
between sessions, to achieve generalisation of newly rehearsed behaviours to the
home situation
• Be delivered by appropriately trained and skilled facilitators who are supervised, have
access to necessary ongoing professional development, and are able to engage in a
productive therapeutic alliance with parents
• Adhere to the programme developer’s manual and employ all of the necessary
materials to ensure consistent implementation of the programme
• Should demonstrate proven effectiveness.
There is evidence that behavioural and cognitive-behavioural group-based parenting
interventions are effective and cost-effective for improving child conduct problems,
parental mental health and parenting skills in the short term.

SR

1++

H

D1

SR

1++

H

D3

There is evidence that the cost of behavioural and cognitive-behavioural groupbased parenting programme delivery was modest when compared with the longterm health, social, educational and legal costs associated with childhood conduct
problems.

SR

1++

H

D3

Evidence statements
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Appendix ID

Study type

Evidence Strength

Theme 1: Parent-training/education to reduce the number of young people entering the criminal justice system

ApEvidencependixStIDrength

Study Quality

Evidence statements
2009 NICE guidance recommends that staff need to work actively to engage people
with antisocial personality disorder in treatment.

Study type

Theme 2: Working with People with antisocial personality disorder to reduce the number of young
people entering the criminal justice system

SR

1++

H

D2

2009 NICE guidance recommends that when a diagnosis of antisocial personality
disorder is made, discuss the implications of it with the person, the family or carers
where appropriate, and relevant staff.

SR

1++

H

D2

2009 NICE guidance recommends that when working with women with antisocial
personality disorder take into account the higher incidences of common comorbid
mental health problems and other personality disorders in such women, and adapt
interventions in light of this.

SR

1++

H

D2

2009 NICE guidance recommends that staff, in particular key workers, working with
people with antisocial personality disorder should establish regular one-to-one
meetings to review progress, even when the primary mode of treatment is group
based.

SR

1++

H

D2

2009 NICE guidance recommends that when a person with learning or physical
disabilities or acquired cognitive impairments presents with symptoms and behaviour
that suggest antisocial personality disorder, staff involved in assessment and
diagnosis should consider consulting with a relevant specialist.

SR

1++

H

D2

2009 NICE guidance recommends that staff providing interventions for people with
antisocial personality disorder with learning or physical disabilities or acquired
cognitive impairments should, where possible, provide the same interventions as for
other people with antisocial personality disorder. Staff might need to adjust the
method of delivery or duration of the intervention to take account of the disability
or impairment.
2009 NICE guidance recommends working in partnership with people with antisocial
personality disorder to develop their autonomy and promote choice by:
• Ensuring that they remain actively involved in finding solutions to their
problems, including during crises
• Encouraging them to consider the different treatment options and life choices
available to them, and the consequences of the choices they make.
2009 NICE guidance recommends that when providing interventions for people with
antisocial personality disorder, particularly in residential and institutional settings,
pay attention to motivating them to attend and engage with treatment. This should
happen at initial assessment and be an integral and continuing part of any
intervention, as people with antisocial personality disorder are vulnerable to
premature withdrawal from treatment and supportive interventions.

SR

1++

H

D2

SR

1++

H

D2

SR

1++

H

D2

SR

1++

H

D2

2009 NICE guidance recommends that when assessing a person with possible
antisocial personality disorder, healthcare professionals in secondary and forensic
mental health services should conduct a full assessment of:
• Antisocial behaviours
•
•

Personality functioning, coping strategies, strengths and vulnerabilities
Comorbid mental disorders (including depression and anxiety, drug or alcohol
misuse, post-traumatic stress disorder and other personality disorders)
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•
•

The need for psychological treatment, social care and support, and
occupational rehabilitation or development
Domestic violence and abuse.

2009 NICE guidance recommends that all staff working with people with antisocial
personality disorder should be familiar with the 'Ten essential shared capabilities: a
framework for the whole of the mental health practice'[2] and have a knowledge and
awareness of antisocial personality disorder that facilitates effective working with service
users, families or carers, and colleagues.

SR

1++

H

D2

2009 NICE guidance recommends that all staff working with people with antisocial
personality disorder should have skills appropriate to the nature and level of contact with
service users. These skills include:
• For all frontline staff, knowledge about antisocial personality disorder and
understanding behaviours in context, including awareness of the potential for
therapeutic boundary violations (for example, inappropriate relations with service
users)
• For staff with regular and sustained contact with people with antisocial
personality disorder, the ability to respond effectively to the needs of service
users
• For staff with direct therapeutic or management roles, competence in the
specific treatment interventions and management strategies used in the
service.

SR

1++

H

D2

2009 NICE guidance recommends that services should ensure that all staff providing
psychosocial or pharmacological interventions for the treatment or prevention of
antisocial personality disorder are competent and properly qualified and supervised, and
that they adhere closely to the structure and duration of the interventions as set out in
the relevant treatment manuals. This should be achieved through:
• Use of competence frameworks based on relevant treatment manuals
• Routine use of sessional outcome measures
• Routine direct monitoring and evaluation of staff adherence, for example
through the use of video and audio tapes and external audit and scrutiny
where appropriate.
2009 NICE guidance recommends that services should ensure that staff supervision is
built into the routine working of the service, is properly resourced within local systems
and is monitored. Supervision, which may be provided by staff external to the service,
should:
• Make use of direct observation (for example, recordings of sessions) and
routine outcome measures
• Support adherence to the specific intervention
• Promote general therapeutic consistency and reliability
• Counter negative attitudes among staff.

SR

1++

H

D2

SR

1++

H

D2

SR

1++

H

D2

2009 NICE guidance recommends that forensic services should ensure that systems
for all staff working with people with antisocial personality disorder are in place that
provide:
• Comprehensive induction programmes in which the purpose of the service is
made clear
• A supportive and open environment that encourages reflective practice and
honesty about individual difficulties such as the potential for therapeutic
boundary violations (such as inappropriate relations with service users)
• Continuing staff support to review and explore the ethical and clinical
challenges involved in working in high-intensity environments, thereby
building staff capacity and resilience.
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H

Appendix ID

1++

Evidence Strength

SR

D2

Avoiding unnecessary transfer of care between institutions whenever possible
during an intervention, to prevent disruption to the agreed treatment plan.
This should be considered at initial planning of treatment.

Study Quality

SR

1++

H

D2

2009 NICE guidance recommends that people with antisocial personality disorder
should be offered treatment for any comorbid disorders in line with
recommendations in the relevant NICE clinical guideline, where available. This
should happen regardless of whether the person is receiving treatment for antisocial
personality disorder.

SR

1++

H

D2

2009 NICE guidance recommends ensuring that people with antisocial personality
disorder from black and minority ethnic groups have equal access to culturally
appropriate services based on clinical need.

SR

1++

H

D2

2009 NICE guidance recommends that when language or literacy is a barrier to
accessing or engaging with services for people with antisocial personality disorder,
provide:

SR

1++

H

D2

Evidence statements
2009 NICE guidance recommends that people with antisocial personality disorder
should not be excluded from any health or social care service because of their
diagnosis or history of antisocial or offending behaviour.

•
•
•

Information in their preferred language and in an accessible format
Psychological or other interventions in their preferred language
Independent interpreters.
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Appendix ID

Study type

Theme 4: Equal access to services for people with antisocial personality disorder to reduce the
number of young
people entering the
criminal justice system

Evidence Strength

•

Study Quality

Evidence statements
2009 NICE guidance recommends seeking to minimise any disruption to therapeutic
interventions for people with antisocial personality disorder by:
• Ensuring that in the initial planning and delivery of treatment, transfers from
institutional to community settings take into account the need to continue
treatment

Study type

Theme 3: Minimise any disruption to therapeutic intervention for people with antisocial personality
disorder to reduce the number of young people entering the criminal justice system

Study Quality

SR

1++

H

D2

SR

1++

H

D2

2009 NICE guidance recommends that when identifying vulnerable parents, take care not
to intensify any stigma associated with the intervention or increase the child's problems by
labelling them as antisocial or problematic.

SR

1++

H

D2

2009 NICE guidance recommends that additional interventions targeted specifically
at the parents of children with conduct problems (such as interventions for parental,
marital or interpersonal problems) should not be provided routinely alongside parenttraining programmes, as they are unlikely to have an impact on the child's conduct
problems.

SR

1++

H

D2

2009 NICE guidance recommends that for parents of young people aged between 12 and
17 years with conduct problems, consider parent-training programmes.

SR

1++

H

D2

Evidence statements
2009 NICE guidance recommends asking directly whether the person with antisocial
personality disorder wants their family or carers to be involved in their care, and, subject
to the person's consent and rights to confidentiality:
• Encourage families or carers to be involved
• Ensure that the involvement of families or carers does not lead to a
withdrawal of, or lack of access to, services
• Inform families or carers about local support groups for families or carers.
2009 NICE guidance recommends considering the needs of families and carers of
people with antisocial personality disorder and pay particular attention to the:
•
•

Appen dix ID

Study type

Evidence Strength

Theme 5: Interventions for family’s or carers of people with antisocial personality disorder to reduce the
number of young people entering the criminal justice system

Impact of antisocial and offending behaviours on the family Consequences of
significant drug or alcohol misuse
Needs of and risks to any children in the family and the safeguarding of their
interests.
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Study Quality

SR

1++

H

D2

2009 NICE guidance recommends that for children who have residual problems
following cognitive problem-solving skills training, consider anger control or social
problem-solving skills training, depending on the nature of the residual problems

SR

1++

H

D2

2009 NICE guidance recommends that social problem-solving skills training should
usually be conducted in groups over a period of 10–16 weeks. Training should focus
typically on strategies to enable the child to:
• Modify and expand their interpersonal appraisal processes
• Develop a more sophisticated understanding of beliefs and desires in others
• Improve their capacity to regulate their emotional responses.

SR

1++

H

D2

Regarding how to deliver interventions for young people with conduct problems aged
between 12 and 17 years and their families, 2009 NICE guidance recommends that brief
strategic family therapy should consist of at least fortnightly meetings over a period of 3
months and focus on:
• Engaging and supporting the family
• Engaging and using the support of the wider social and educational system
• Identifying maladaptive family interactions (including areas of power
distribution and conflict resolution)
• Promoting new and more adaptive family interactions (including open and
effective communication).

SR

1++

H

D2

Regarding how to deliver interventions for young people with conduct problems aged
between 12 and 17 years and their families, 2009 NICE guidance recommends that
functional family therapy should be conducted over a period of 3 months by health or
social care professionals and focus on improving the interactions within the family,
including:
• Engaging and motivating the family in treatment (enhancing perception that
change is possible, positive reframing and establishing a positive alliance)
• Problem-solving and behaviour change through parent-training and
communication training
• Promoting generalisation of change in specific behaviours to broader
contexts, both within the family and the community (such as schools).

SR

1++

H

D2

2009 NICE guidance recommends that health and social care services should
consider referring vulnerable young people with a history of conduct disorder or
contact with youth offending schemes, or those who have been receiving
interventions for conduct and related disorders, to appropriate adult services for
continuing assessment and/or treatment.

SR

1++

H

D2

Evidence statements
2009 NICE guidance recommends that cognitive problem-solving skills training should be
considered for children aged 8 years and older with conduct problems if:
• The child's family is unwilling or unable to engage with a parent-training
programme.
• Additional factors, such as callous and unemotional traits in the child, may
reduce the likelihood of the child benefiting from parent-training programmes
alone.
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Study type

Evidence Strength

Theme 6: Working with People with conduct problems to reduce the number of young people entering
the criminal justice system

Evidence statements
2009 NICE guidance recommends that child and adolescent mental health service
(CAMHS) professionals working with young people should:
• Balance the developing autonomy and capacity of the young person with the
responsibilities of parents and carers
• Be familiar with the legal framework that applies to young people, including the
Mental Capacity Act, the Children Acts and the Mental Health Act.
2009 NICE guidance recommends that services should establish robust methods to
identify children at risk of developing conduct problems, integrated when possible with
the established local assessment system. These should focus on identifying vulnerable
parents, where appropriate antenatally, including:
• Parents with other mental health problems, or with significant drug or alcohol
problems.
• Mothers younger than 18 years, particularly those with a history of
maltreatment in childhood
•
Parents with a history of residential care
• Parents with significant previous or current contact with the criminal justice
system.

Appen dix ID

Study Quality
Evidence Strength

Study type

Theme 7: Child and adolescent mental health services to reduce the number of young people entering
the criminal justice system

SR

1++

H

D2

SR

1++

H

D2
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SR

1++

H

D2

SR

1++

H

D2

Appendix ID

Study Quality

2009 NICE guidance recommends that staff working in primary and secondary care
services (for example, drug and alcohol services) and community services (for
example, the probation service) that includes a high proportion of people with
antisocial personality disorder should be alert to the possibility of antisocial
personality disorder in service users. Where antisocial personality disorder is
suspected and the person is seeking help, consider offering a referral to an
appropriate forensic mental health service depending on the nature of the presenting
complaint. For example, for depression and anxiety this may be to general mental

Study type

Evidence statements
2009 NICE guidance recommends that staff involved in the assessment of antisocial
personality disorder in secondary and specialist services should use structured
assessment methods whenever possible to increase the validity of the assessment.
For forensic services, the use of measures such as PCL-R or PCL-SV to assess the
severity of antisocial personality disorder should be part of the routine assessment
process.

Evidence Strength

Theme 8: Primary and secondary care services to reduce the number of young people entering the
criminal justice system

health services; for problems directly relating to the personality disorder it may be to a
specialist personality disorder or forensic service.
There is evidence that tertiary-level interventions were more likely to report
effectiveness than primary- or secondary-level interventions to prevent youth
violence.

SR

1+

M

D1
0

Study Quality

SR

1++

H

D2

2009 NICE guidance recommends that assessing risk of violence is not routine in
primary care, but if such assessment is required consider:
• Current/previous violence, severity, circumstances, precipitants & victims
• The presence of comorbid mental disorders and/or substance misuse
• Current life stressors, relationships and life events
• Additional information from written records or families and carers (subject
to the person's consent and right to confidentiality), because the person
with antisocial personality disorder might not always be a reliable source of
information.
2009 NICE guidance recommends that healthcare professionals in primary care should
consider contact with and/or referral to secondary or forensic services where there is
current violence or threats that suggest significant risk and/or a history of serious
violence, including predatory offending or targeting of children or other vulnerable
people.
2009 NICE guidance recommends that When assessing the risk of violence in
secondary care mental health services, take a detailed history of violence

SR

1++

H

D2

SR

1++

H

D2

SR

1++

H

D2

2009 NICE guidance recommends that staff in secondary care mental health services
should consider a referral to forensic services where there is:
• Current violence or threat that suggests immediate risk or disruption to the
operation of the service
• A history of serious violence, including predatory offending or targeting of
children or other vulnerable people.
2009 NICE guidance recommends that healthcare professionals in forensic or specialist
personality disorder services should consider, as part of a structured clinical assessment,
routinely using:
• A standardised measure of the severity of antisocial personality disorder (for
example, PCL-R or PCL-SV)
• A formal assessment tool such as HCR-20 to develop a risk management
strategy.

SR

1++

H

D2

SR

1++

H

D2

Evidence statements
2009 NICE guidance recommends that the initial risk management should be directed at
crisis resolution and ameliorating any acute aggravating factors. The history of previous
violence should be an important guide in the development of any future violence risk
management plan.
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Appendix ID

Study type

Evidence Strength

Theme 9: Risk management strategy to reduce the number of young people entering the criminal
justice system

2009 NICE guidance recommends that services should develop a comprehensive risk
management plan for people with antisocial personality disorder who are considered
to be of high risk. The plan should involve other agencies in health and social care
services and the criminal justice system. Probation services should take the lead role
when the person is on a community sentence or is on licence from prison with mental
health and social care services providing support and liaison. Such cases should
routinely be referred to the local Multi-Agency Public Protection Panel.

1++

SR

H

D2

AppeEvidencendixSertIDngth

SR

1+

M

D1
2

R

2+

M

D8
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Study type

Study Quality

Evidence statements
2009 NICE guidance recommends that for people in community and institutional
settings who meet criteria for psychopathy or dangerous and severe personality
disorder, consider cognitive and behavioural interventions. These interventions
should be adapted for this group by extending the nature and duration of the
intervention, and by providing booster sessions, continued follow-up and close
monitoring.
2009 NICE guidance recommends that for people who meet criteria for psychopathy
or dangerous and severe personality disorder offer treatment for any comorbid
disorders in line with existing NICE guidance. This should happen regardless of whether
the person is receiving treatment for psychopathy or DSPD because effective
treatment of comorbid disorders may reduce the risk associated with psychopathy or
DSPD.
2009 NICE guidance recommends that staff providing interventions for people who
meet criteria for psychopathy or dangerous and severe personality disorder should
receive high levels of support and close supervision, due to increased risk of harm.
This may be provided by staff outside the unit.

Evidence Strength

Theme 11: Interventions to support individuals with psychopathy or dangerous and severe personality
disorder to reduce the
number of young
people entering the
criminal justice system

SR

1++

H

D2

SR

1++

H

D2

SR

1++

H

D2

Appendix ID

There is sufficient evidence currently available to substantiate the claim that personal
violence can be reduced by psychosocial interventions, but that more research is required
to delineate the parameters of effectiveness.

Study type

Evidence statements
Intensive programs that aim at developing skills and competencies can work. There is
evidence that programs that seek to prevent violence through fear and tough treatment
appear ineffective.

Study Quality

Theme 10: Interventions to reduce the number of young people entering the criminal justice system

There is evidence that psychopathy is moderately associated with delinquency,
general recidivism, and violent recidivism.

MA

1+

M

D5

There is evidence that various study and participant characteristics influenced the
strength of the association between psychopathy, delinquency, and (violent)
recidivism.

MA

1+

M

D5

There is evidence that screening for the (early) detection of psychopathy is important, as
delinquent behaviour and recidivism can be predicted from psychopathy as early as the
transition from middle childhood to adolescence.

MA

1+

M

D5

There is evidence that adolescents in detention and correctional facilities were about 10
times more likely to suffer from psychosis than the general adolescent population.

SR

1+

M

D6

There is evidence to support the following psychosocial Interventions for maladaptive
aggression in youth:
•

•

Provide or assist the family in obtaining evidence-based parent and child skills
training during all phases of care
Engage the child and family in taking an active role in implementing
psychosocial strategies and help them to maintain consistency.
Initial medication treatment should target the underlying disorder(s)

•

When available, follow evidence- based guidelines for the primary disorder

•

Study type

Evidence statements
2009 NICE guidance recommends that when providing psychological interventions for
comorbid disorders to people with antisocial personality disorder, consider lengthening
their duration or increasing their intensity.

Study Quality

Theme 12: Psychological interventions to reduce the number of young people entering the criminal
justice system

SR

1++

H

D2

SR

1+

H

D4

Evidence statements
2009 NICE guidance recommends that when providing cognitive and behavioural
interventions:
• Assess the level of risk and adjust the duration and intensity of the
programme accordingly (participants at all levels of risk may benefit from
these interventions).
•

Appendix ID

Study Quality
Evidence
Strength

Study type

Theme 13: Cognitive and behavioural interventions to reduce the number of young people entering
the criminal justice
system

SR

1++

H

D2

SR

1++

H

D2

Provide support and encouragement to help participants to attend and complete
programmes, including people who are legally mandated to do so.

2009 NICE guidance recommends that for people with antisocial personality disorder,
including those with substance misuse problems, in community and mental health
services, consider offering group-based cognitive and behavioural interventions, in
59

order to address problems such as impulsivity, interpersonal difficulties and antisocial
behaviour.
2009 NICE guidance recommends that for people with antisocial personality disorder
with a history of offending behaviour who are in community and institutional care,
consider offering group-based cognitive and behavioural interventions (for example,
programmes such as 'reasoning and rehabilitation') focused on reducing offending
and other antisocial behaviour.
2009 NICE guidance recommends that for young offenders aged 17 years or younger
with a history of offending behaviour who are in institutional care, offer group-based
cognitive and behavioural interventions aimed at young offenders and that are
focused on reducing offending and other antisocial behaviour.

SR

1++

H

D2

SR

1++

H

D2

1+

M

Appendix ID

SR

Evidence Strength

Study Quality

Evidence statements
There is evidence that among adolescents in detention and correctional facilities girls were
more often diagnosed with major depression than were boys, contrary to findings from
adult prisoners and general population surveys.

Study type

Theme 14: Interventions targeting girls to reduce the number of young people entering the criminal
justice system

D6

60

1+

H

Appendix ID

SR

Evidence Strength

Study Quality

Evidence statements
There is strong evidence that universal school-based programs decrease rates of
violence and aggressive behaviour among school-aged children.
On the basis of strong evidence of effectiveness, the Task Force recommends the use of
universal school-based programs to prevent or reduce violent behaviour.

Study type

Theme 15: School-based interventions to reduce the number of young people entering the criminal
justice system

D9

Study Quality

2009 NICE guidance recommends that provision of services for people with antisocial
personality disorder often involves significant inter-agency working. Therefore,
services should ensure that there are clear pathways for people with antisocial
personality disorder so that the most effective multi-agency care is provided. These
pathways should:
•
Specify the various interventions that are available at each point
• Enable effective communication among clinicians and organisations at all
points and provide the means to resolve differences and disagreements.
• Clearly agreed local criteria should also be established to facilitate the transfer
of people with antisocial personality disorder between services. As far as is
possible, shared objective criteria should be developed relating to
comprehensive assessment of need and risk.

SR

1++

H

D2

2009 NICE guidance recommends that services should consider establishing antisocial
personality disorder networks, where possible linked to other personality disorder
networks. (They may be organised at the level of primary care trusts, local authorities,
strategic health authorities or government offices.) These networks should be multiagency, should actively involve people with antisocial personality disorder and should:
• take a significant role in training staff, including those in primary care,
general, secondary and forensic mental health services, and in the criminal
justice system
•
have resources to provide specialist support and supervision for staff
• take a central role in the development of standards for and the coordination of
clinical pathways
•
monitor the effective operation of clinical pathways

SR

1++

H

D2

Evidence statements

61
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Study type

Evidence Strength

Theme 16: Inter-agency working to reduce the number of young people entering the criminal justice system

Study Quality

SR

2++

M

D11

There is evidence that a greater emphasis on strategies already employed by nurse
practitioners to promote the development of healthy families can contribute greatly to
reducing the problem of youth violence.

SR

2++

M

D11

There is evidence that universal screening for warning signs and level of violence
risk in youth, as well as utilizing appropriate interventions and referrals will provide
nurse practitioners with the opportunity to contribute to reducing the problem of
youth violence.

SR

2++

M

D11

Evidence statements
There is evidence that nurse practitioners (NPs)' expertise in health promotion
makes them an important member of interdisciplinary team efforts to prevent youth
violence. Knowledge of risk factors, appropriately focused assessment, and relevant
intervention strategies can assist nurse practitioners to fulfil a valuable role in this
critical endeavour.

Appendix ID

Study type

Evidence Strength

Theme 17: Nurse practitioner interventions to reduce the number of young people entering the criminal
justice system

years with conduct problems at risk of being placed in long-term out-of-home care,
consider multidimensional treatment foster care.

62

SR

1+

M

D13

SR

1++

H

D2

Appen dix ID

Study Quality

2009 NICE guidance recommends that for young people aged between 12 and 17

Study type

Evidence statements
There is evidence to support therapeutic foster care for the reduction of violence by
chronically delinquent adolescents (program-intensive therapeutic foster care) involved
short-term programs (average duration: 6-7 months) in which program personnel
collaborated closely and daily with foster families caring for adolescents (aged 12-18
years) with a history of chronic delinquency.

Evidence Strength

Theme 18: Therapeutic foster care interventions to reduce the number of young people entering the
criminal justice system

4.6Evidence of the effectiveness of interventions to improve outcomes for children
in families supported by social care services
4.6.1 The following evidence statements set out effective interventions that have been identified in the scientific
literature.

Study quality

Appendix source IC

Study type

Evidence strength

Theme 1: Leadership and partnership interventions to improve outcomes for children
in families supported by social care services

2010 NICE Guidance recommends prioritising the needs of looked
after children:

SR

1++

H

E1

2010 NICE Guidance recommends creating strong leadership and
strategic partnerships to develop a vision and a corporate parenting
strategy that focuses on effective partnership and multi-agency working

SR

1++

H

E1

Ensure that local strategic plans adhere to national guidance,
primarily 'Statutory guidance on promoting the health and wellbeing of looked after children'.

SR

1++

H

E1

Ensure the joint strategic needs assessment process is a central
component in assessing the needs of looked-after children and
young people.

SR

1++

H

E1

Evidence statements

Create strong leadership and strategic partnerships to develop a vision
and a corporate parenting strategy that addresses health and
educational inequalities for looked-after children and young people.

Study quality

Appendix source IC

Study type

Evidence strength

Theme 2: Plans and strategies to improve outcomes for looked-after children, young
people and care
leavers.

2010 NICE Guidance recommends ensuring local plans and strategies
for children and young people's health and wellbeing fully reflect the
needs of looked-after children, young people and care leavers.

SR

1++

H

E1

Ensure senior managers in partner agencies provide strong, visible
leadership to raise aspirations and attainment, and promote joint
working to meet the needs of looked-after children and young people

SR

1++

H

E1

Evidence statements

63

Ensure effective corporate parenting by complying with guidance on the
role of lead members for children's services and directors of children's
services in helping looked-after children and young people improve their
aspirations and outcomes.
Ensure services are developed taking account of the views of looked-after
children and young people.

SR

1++

H

E1

SR

1++

H

E1

Build communication networks with key partner organisations and
publish, publicise and update regularly a local map that identifies all
agencies that are involved with looked-after children and young people.

SR

1++

H

E1

Study type

Study quality

Evidence strength

Appendix source IC

Theme 3: Commission interventions to improve outcomes for children in families
supported by social
care services

SR

1++

H

E1

Ensure that service commissioned for looked-after children and young
people is informed by:-the views of children and young people; -national
evidence, guidance and performance data; the local corporate parenting
strategy; local knowledge and experts; local audits; -the joint strategic
needs assessment; -local plans and strategies for children and young
people's health and wellbeing.
Ensure services dedicated to looked-after children and young people are
integrated, preferably on the same site, and have expert resources to
address physical and emotional health needs.

SR

1++

H

E1

SR

1++

H

E1

Jointly commission services dedicated to promoting the mental health and
emotional wellbeing of children and young people who are looked after or
are moving to independent living.
Encourage authorities to work together in local partnerships when
commissioning services to offer greater choice and quality of services.

SR

1++

H

E1

SR

1++

H

E1

Evidence statements
2010 NICE Guidance recommends commissioning services that enhance the
quality of life of the child or young person by promoting and supporting
their relationships with others.

64

Study quality

Appendix source IC

Study type

Evidence strength

Theme 4: Regulate services that care for children in families supported by social care services

2010 NICE Guidance recommends regulating services by auditing,
monitoring and inspecting local authorities, providers of health
services and key partners to ensure local partnerships communicate
effectively with one another.

SR

1++

H

E1

Inspect services for care leavers and adopt the standards developed
by the National Leaving Care Advisory Service.

SR

1++

H

E1

Ensure all social workers and independent reviewing officers refer to
and implement the statutory guidance on care planning, placement
and case review.

SR

1++

H

E1

Ensure the social worker's role is supported by: regular high-quality
supervision with a particular focus on the management of the care plan
and corrective action to ensure that interventions are acted on as agreed.

SR

1++

H

E1

Implement in full the strengthened function of the
independent reviewing officer.

SR

1++

H

E1

Ensure all fostering services and residential care homes meet
and maintain statutory standards

SR

1++

H

E1

Evidence statements

Study quality

Appen dix source IC

Study type

Evidence strength

Theme 5: Ensure staff and services are sensitive and responsive to the complex needs
of children in
families supported
by social care
services

2010 NICE Guidance recommends supporting professional collaboration
on complex casework including multi-agency team working.

SR

1++

H

E1

Ensure the voice of the child or young person is heard at every stage
in the care planning process.

SR

1++

H

E1

Ensure everyone involved understands their role and that social
workers undertake the key worker and coordinating role and fulfil their
responsibility for managing the multidisciplinary care plan.

SR

1++

H

E1

Ensure services have local authority children's specialists, dedicated
health and mental health professionals, and education specialists
including experienced practitioners who are trained and supported
to work with multi-agency networks on complex casework.

SR

1++

H

E1

Evidence statements

65

Ensure that looked-after children and young people have access to
these services in situations where their emotional wellbeing is at risk
especially when they may not attract attention because they express
emotional distress through passive, withdrawn or compliant behaviour.

SR

1++

H

E1

Review the reasons why any siblings have been placed in care or
been adopted when deciding whether rehabilitation with birth
parents is a possibility especially for young children or babies.

SR

1++

H

E1

Ensure that child and adolescent mental health services are sensitive to
the needs of the groups of children and young people. Ensure that the
commissioned team has the capacity and expertise to work sensitively
with looked-after children and young people on the impact of
discrimination, racism, bullying and isolation on self-esteem and
personal identity.

SR

1++

H

E1

Ensure that the services include: training, support and access to specialist
advisers for frontline practitioners, carers and other professionals in the
multidisciplinary 'team around the child' and specific training to prevent
placement breakdown, covering early identification of those at risk of
mental health problems.

SR

1++

H

E1

Provide a responsive outreach service to carers, schools, residential
homes, secure accommodation establishments and leaving-care services.

SR

1++

H

E1

Include a specialist practitioner role in a dedicated multi-agency mental
health service to support young people moving to independent living at
age 18 or older who may not meet the threshold for onward referral to
adult mental health services.

SR

1++

H

E1

Ensure access to mental health services for black and minority
ethnic children and young people.

SR

1++

H

E1

SR

1++

dedicated multi-agency mental health service. Ensure that any
recommendations from these assessments are included in the care plan
or pathway plan.

66

H
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Study quality

2010 NICE Guidance recommends ensuring that looked-after children and
young people entering secure accommodation or custody have their
physical, developmental and mental health needs assessed by a
paediatrician, or suitably qualified professional with input from the

Evidence strength

Evidence statements

Study type

Theme 6: Ensure staff and services are sensitive and responsive to the complex needs
of children and young people entering secure accommodation or custody

E1

Study type

Study quality

Evidence strength

Appen dix source IC

Theme 7: Ensure staff and services are sensitive and responsive to the complex needs of children
when making placements

SR

1++

H

E1

SR
SR

1++
1++

H
H

E1
E1

Ensure looked-after children and young people in secure and custodial
settings have their care plan or pathway plan reviewed

SR

1++

H

E1

Where decisions are made to separate sibling family groups: record
clearly and explain sensitively to the child or young person the reasons
for separation; make robust plans for ongoing sibling contact according
to the wishes of the child or young person; ensure social workers
coordinate any ongoing contact desired by the child or young person,
arranging appropriate supervision where necessary and supporting foster
or residential carers and review a separation decision if the
circumstances of a sibling change.
Ensure that comprehensive and sensitive assessment processes and access
to services are in place to identify the needs of babies and young children
as early as possible.

SR

1++

H

E1

SR

1++

H

E1

Ensure assessments are conducted by appropriately trained health
professionals and frontline practitioners who work with looked-after
children, such as health visitors, community and specialist
paediatricians, psychologists and nurses for looked-after children and
young people. - include the views of carers, social workers and early
years practitioners who have day-to-day contact with the baby or young
child. Ensure that interventions recommended by assessments are
included in the healthcare plan

SR

1++

H

E1

Evidence statements
2010 NICE Guidance recommends developing a strategy to identify
suitable placements and interventions for looked-after children and
young people.
Use current information to make decisions about placement changes.
Ensure placement changes among family and friends are recorded,
including the reasons for the moves.

67

Study quality

Appen dix source IC

Study type

Evidence strength

Theme 8: Ensure staff and services are sensitive and responsive to the complex needs of babies
and young children from families supported by social care services when making placements

2010 NICE Guidance recommends ensuring there are specialist
services for babies and young children.

SR

1++

H

E1

Ensure carers and frontline practitioners working with babies and
young children receive specialist training.

SR

1++

H

E1

Evidence statements

SR

1++

H

E1

SR

1++

H

E1

Reduce moves and achieve permanence for babies and young children:

SR

1++

H

E1

Ensure alternative placements are available ('twin tracking') if
assessments of birth parents or carers who are family or friends are
unsatisfactory. This might include approving carers who wish to adopt
as both foster carers and prospective adopters

SR

1++

H

E1

Study type

Study quality

Evidence strength

Theme 9: Ensure staff and services communicate effectively about the health care
needs of children
in families
supported by
social care
services

Appendix source IC

Ensure all frontline practitioners have access to specialist services
Ensure specialist services can provide support such as consultation and
training to carers and frontline practitioners, and can work directly with
the child and carer on interventions that focus on supporting secure
attachments.

2010 NICE Guidance recommends ensuring the health needs of
looked- after children and young people are assessed appropriately
and communicated effectively.

SR

1++

H

E1

Introduce a protocol into information-sharing processes that
addresses legal and confidentiality issues, to assist information flows
between health and social care. See detailed guidance.

SR

1++

H

E1

Ensure the personal health record (red book) follows the child or
young person and that it is updated.

SR

1++

H

E1

Share information from assessments for court processes. Ensure
that when assessments are commissioned for court processes,
permission from the court is obtained to share this information with
health professionals who carry out statutory assessments or advise
on health needs.

SR

1++

H

E1

Evidence statements

68

2010 NICE Guidance recommends supporting transfer to adult
mental health services.

SR

1++

H

E1

Study quality

Appendix source IC

Study type

Evidence strength

Theme 10: Ensure staff and services support historical information and record
personal information of children in families supported by social care services

2010 NICE Guidance recommends ensuring that policies and activities
are in place to allow each child or young person to explore their
personal identity, including their life story.

SR

1++

H

E1

Promote continued contact with former carers, siblings or family
members personally valued by the child or young person where this is
felt to be in their best interests

SR

1++

H

E1

Ensure information gathering when a child or young person first
becomes looked after; consider using forms such as those provided by
the British Association of Fostering and Adoption, which collect data on
early infant health and parents' general health.

SR

1++

H

E1

Evidence statements

Study quality

Appen dix source IC

Study type

Evidence strength

Theme 11: Ensure staff and services are sensitive and responsive to diversity issues in
relation to children
in families
supported by
social care
services

2010 NICE Guidance recommends producing a diversity profile
and embed diversity in local plans. Ensure there are a diverse
range of placements.

SR

1++

H

E1

Appoint a diversity champion and ensure everyone understands
diversity issues.

SR

1++

H

E1

Network and share good practice with other local authorities with
a similar profile of looked-after children and young people.

SR

1++

H

E1

Ensure that core assessments contain an accurate and comprehensive
picture of the child or young person's needs relating to their cultural,
religious and ethnic identity, with particular attention to race, sexual
orientation, language, faith and diet.

SR

1++

H

E1

Provide expertise relating to black and minority ethnic children and
young people:

SR

1++

H

E1

Evidence statements

Provide all professionals and managers with specialist diversity
training, resources and access to expertise

69

Provide all practitioners and managers with specialist training,
resources, and access to expertise to understand the complexity of
racism for looked-after black and minority ethnic children and young
people, including those of multiple heritages.

SR

1++

H

E1

Study quality

Appendix source IC

Study type

Evidence strength

Theme 12: Ensure staff and services are sensitive and responsive to the complex needs
of asylum-seeking children and young people who are looked after

2010 NICE Guidance recommends the provision of expertise relating
to unaccompanied asylum-seeking children and young people who
are looked after.

SR

1++

H

E1

Provide support and training to foster parents and residential staff to
ensure they have a good understanding of the particular issues
affecting unaccompanied asylum-seeking children and young people
who are looked after.

SR

1++

H

E1

Evidence statements

Study quality

Appen dix source IC

Study type

Evidence strength

Theme 13: Ensure staff receive core training from trainers with specialist knowledge and expertise
about the complex needs of children and young people who are in families supported by social
care services

2010 NICE Guidance recommends ensuring foster and residential carers
receive high-quality, core training from trainers with specialist
knowledge and expertise. Adapt the training to local needs.

SR

1++

H

E1

Ensure foster carers and their families, including carers who are family
or friends, receive high quality ongoing support packages that are
based on the approach set out in the core training recommendation.

SR

1++

H

E1

Ensure all social workers and managers who undertake direct supervision
of carers receive training that enables them to provide support to carers
and recognise the emotional impact of the role.

SR

1++

H

E1

Ensure all teacher training programmes have a core training module
that looks at the needs of looked-after children and young people.

SR

1++

H

E1

Develop a national core training module for professionals.

SR

1++

H

E1

Evidence statements

70

Study type

Study quality

Evidence strength

Appen dix source IC

Theme 14: Ensure children and young people who are looked-after receive ongoing support
in in further and higher education.

SR

1++

H

E1

Involve designated teachers for looked-after children and young people.

SR

1++

H

E1

Monitor the quality of education for looked-after children and young
people.

SR

1++

H

E1

Train independent reviewing officers to support looked-after children and
young people in education:

SR

1++

H

E1

Evidence statements
2010 NICE Guidance recommends supporting looked-after young people in
further and higher education.

71

Study quality

Evidence strength

Provide leaving-care services that include conducting a comprehensive
health consultation when young people move on to independent living.

Study type
Evidence statements
2010 NICE Guidance recommends supporting preparation for the
transition to adulthood and moving to independent living.

Appendix source IC

Theme 15: Ensure children and young people who are looked-after receive ongoing support
when moving to
independent living

SR

1++

H

E1

SR

1++

H

E1

Study quality

Appendix source IC

Study type

Evidence strength

Theme 16: Consider implementing the incredible Years evidence-based parenting programme to
support carers in establishing positive relationships and managing difficult child behaviour.

There is evidence that initial foster carer training could incorporate the
Incredible Years evidence-based parenting programme to support
carers in establishing positive relationships and managing difficult child
behaviour.

RCT

1+

L

E2

There is evidence that participation in the Incredible Years evidencebased parenting programme may lead to reduced service use and
improved placement stability.

RCT

1+

L

E2

There is evidence that the Incredible Years evidence-based parenting
programme is a relatively low-cost intervention, which could have a
longterm benefit for current and future looked after children because of
generalizable skills learnt in behaviour management.

RCT

1+

L

E2

Evidence statements

Study quality

Appen dix source IC

Study type

Evidence strength

Theme 17: Consider kinship care for children and young people who are looked-after

There is evidence to support the practice of treating kinship care as
a viable out-of-home placement option for children removed from
the home for maltreatment.

SR

1++

M

E3

There is evidence to suggest that children in kinship foster care
experience better behavioural development, mental health functioning,
and placement stability than do children in non-kinship foster care.

SR

1++

M

E3

There is evidence that children in non-kinship foster care were more likely
to utilize mental health services than children in kinship foster care.

SR

1++

M

E3

Evidence statements

72

Evidence strength

SR

1+

M

Appen dix source IC

Study quality

Evidence statements
There is evidence to suggest a mixed effect of training for foster carers on
problem behaviours of looked-after children and young people (LACYP).
The evidence appears to suggest that longer-duration training
programmes have a beneficial effect on the behaviour problems of
LACYP.

Study type

Theme 18: Consider training for foster carers on problem behaviours in children and young
people who are looked-after receive ongoing support when moving to independent living

E4

73

Study quality

Evidence strength

There is evidence to support implementation of programs for information
provision, support, and liaison by key workers in all specialized centres for the
assessment and diagnosis of children with serious visual problems.
Implementation of similar services for families with children with other
disabilities is likely to be equally valuable.

Study type
Evidence statements
There is limited research on the needs of families of visually impaired
children but evidence indicates that, as with other childhood disabilities,
the greatest needs during the critical period around diagnosis are for
information, especially about educational and social services, and
emotional support from professionals, informal and formal social
networks, and support groups.
There is limited evidence that key worker programs for families of visually
impaired children, particularly in the context of multidisciplinary visual
impairment teams, have been advocated, on the basis of their potential to
facilitate coordination of health, educational, and social services.

Appendix source IC

Theme 19: Interventions to improve outcomes for visually impaired children in families
supported by social
care services

COS

2++

M

E5

COS

2++

M

E5

COS

2++

M

E5

Study quality

Evidence strength

There is evidence to support best practice guidelines for mental health in
child welfare relating to pharmacotherapy. Youth and families should be
provided ongoing information on the diagnosed mental health disorder,
effective treatment options, and managing life with the condition
including:
– What to expect in the future
– How severe the condition is
– Can the youth not take medication in the future
– What can be done instead of medication
– How to access help in the future

Study type

Evidence statements
There is evidence to support best practice guidelines for mental health in
child welfare relating to pharmacotherapy. Caseworkers will know or have
training on:
– Child and adolescent development
– Neuro-developmental effects of prenatal substance exposure
– Common mental health disorders in the child welfare population
– Effective treatment options for these mental health disorders

Appen dix source IC

Theme 20: :Pharmacotherapy interventions to improve outcomes for children in
families supported by social care services

OS

2+

M

E6

OS

2+

M

E6
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Study quality

Evidence strength

There is promising evidence for the Early Start program provided by
nurses and social workers to at-risk families beginning postnatally for
reducing rates of parental reports of severe abuse and hospital
attendance for injuries and poisonings, based on records.

Study type
Evidence statements
There is evidence that the Nurse Family Partnership, a program provided
by nurses to first-time socially disadvantaged mothers beginning
prenatally, has shown consistent effects in reducing reports of
maltreatment and associated outcomes as well as additional benefits in
maternal and child health in high-risk families.

Appendix source IC

Theme 21: :Nurse family partnership interventions to improve outcomes for children in
families supported
by social care
services

OS

2+

M

E8

OS

2+

L

E8

Study type

Study quality

Evidence strength

Appen dix source IC

Theme 22: : Early prevention interventions to improve outcomes for children in families
supported by social care services

MA

1+

M

E9

There is study evidence that demonstrates a significant decrease in the
manifestation of abusive and neglectful acts through early prevention
programs for families with young children at risk for physical child abuse
and neglect.

MA

1+

M

E9

There is study evidence of significant risk reduction in factors such as
child functioning, parent-child interaction, parent functioning, family
functioning, and context characteristics due to early prevention programs
for families with young children at risk for physical child abuse and
neglect.

MA

1+

M

E9

Evidence statements
There is evidence to support the potential usefulness of early prevention
programs for families with young children at risk for physical child abuse and
neglect. A significant overall positive effect was found.

Study type

Study quality

Evidence strength

Appendix source IC

Theme 23: : Multicomponent parenting interventions to improve outcomes for
children in families
supported by social
care services

OS

2+

L

E10

Regarding evidence-based child maltreatment interventions, there is
evidence to suggest that stronger effects are yielded by targeting
parents and the parent-child interaction context in home-based settings
during early childhood.

OS

2+

L

E10

Regarding evidence-based child maltreatment interventions, there is evidence
to suggest that stronger effects are yielded by targeting families of higher
risk children.

OS

2+

L

E10

Evidence statements
Regarding evidence-based child maltreatment interventions, there is
evidence to suggest that stronger effects are yielded by designing
multicomponent interventions delivered by professionals for teaching
parenting competency skills.
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5.

Appendix 1: Search Terms

5.1

General approach

5.1.1 As this review does not follow a full systematic approach an exhaustive list of search terms has not been
used. The review has taken a more iterative approach. Stage one used search terms based on the topic
titles. Stage two expanded this list base on key terms used in the literature identified during Stage one.
The sections below list the search terms used in the literature review.
5.1.2 Medical Subject Headings (MeSH) are a system used by the U.S. National Library of Medicine to give
uniformity and consistency to the indexing and cataloguing of biomedical literature10. Terms are arranged
in a hierarchical manner called a MeSH Tree Structure. MeSH is an effective means of identifying the most
appropriate search terms to use, particularly when accessing MEDLINE/PubMed.
5.1.3 In addition to the MeSHs, other subsidiary search terms based on the project scope were used to refine results.
These search terms were limited to titles and abstracts.

Table 5.1: Search Term Key
MeSH
ti
ab
pt
*

=
=
=
=
=

Medical Subject Heading
title
abstract
publication type
truncation

5.1.4 The following publication filters were used:
• Publication data range of 2003 - 2013 (i.e. the last 10 years)
• English language
• Human species studies
• Where abstracts available
• Where full text available
5.1.5 The review used a pragmatic approach to identify the most relevant sources using combinations of MeSH terms,
subsidiary search terms and publication filters. The review did not exhaustively applying ever combination of
search terms and filters.
5.1.6 N.B. The terms ‘health’ and ‘social care’ are too broad to be used in the search strategy; however search
results will include all relevant publications that fall within both these fields. The short listing of
publications for inclusion within the review aims to include relevant evidence on ‘social care’ where it
exists.

10 See http://www.nlm.nih.gov/mesh/2012/mesh browser/MBrowser.html
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5.2

Search terms: common to all
Study
a
Systematic review
b
Review
c
Meta analysis

ti,ab
pt
pt

Filter
d
English language
e
Human
f
"2003/01/01 - 2013/01/01"

language
filter
date - publication

((("systematic review"[Title/Abstract]) OR "review"[Publication Type]) OR "meta analysis"[Publication
Type])
(("english"[Language]) AND "humans"[Filter]) AND ("2003/01/01"[Date - Publication] :
"3000"[Date - Publication])

5.3

Search terms: Interventions to support parents who are struggling
Intervention / Outcome
1
Physical health
2
Mental health
3
Disability
4
Foster*
5
Adopt*
6
Substance
7
Alcohol
8
Misuse
9
Addiction
10
Domestic
11
Abuse
12
Violence
13
Early
14
Support
15
Intervention
16
Cope or Coping
17
Disadvantaged
18
Vulnerable
19
Home or Community
20
Delivered
21
Visit*
Population
22
Parent
23
Child
24
Infant
25
Bab*
26
Toddler
27
Single parent
PubMed Search string
Study:

ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
MeSH
MeSH
ti,ab
ti,ab
ti,ab

(a OR b OR c ) AND
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Filter:

(d AND e AND f)

Intervention / Outcome:

((1 OR 2 OR 3) AND 16) OR (4 OR 5) OR ((6 OR 7) AND (8 OR 9)) AND (10
AND (11 OR 12)) AND (13 AND (14 OR 15)) OR (16 OR 17 OR 18) OR (19
(AND 20 OR 21)) AND

Population:

(22 OR 23 OR 24 OR 25 OR 26 OR 27) AND [Meta-analysis OR Systematic
Reviews] [Abstract available AND Full Text available] [Last 10 years]
[Humans] [English]

Hits
512

5.4

Search terms: Quality training as an intervention for those who work with
vulnerable families
Intervention / Outcome
1
Education
2
Teaching
3
Training
4
Curriculum
5
Social care
6
Social work
7
Social support
8
Vulnerable
9
Sensitive
10
Disadvantaged
Population
11
Family
12
Parent
13
Child
14
Infant
15
Bab*
16
Toddler
17
Single parent
18
Caregiver or carer
19
Social worker
Peer
Lay worker
PubMed Search string
Study:
Filter:

MeSH
ti,ab
ti,ab
ti,ab
ti,ab
MeSH
MeSH
MeSH
MeSH
MeSH
MeSH
ti,ab
MeSH
MeSH
ti,ab
ti,ab
ti,ab
MeSH
ti,ab

20
21

Intervention / Outcome:
Population:

ti,ab
ti,ab
(a OR b OR c ) AND
(d AND e AND f) AND
(1 OR 2 OR 3 OR 4) AND (5 OR 6 OR 7)
((8 OR 9 OR 10) AND (11 OR 12 OR 13 OR 14 OR 15 OR 16) OR (17 OR 18
OR 19 OR 20 OR 21)

Hits
155
[1 AND 6 Filters: Meta-Analysis; Systematic Reviews; Abstract available; Full text available;
published in the last 10 years; Humans; English = 38]
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5.5

Search terms: Effective parenting interventions to support children/ young
people
Intervention / Outcome
1
Parenting
2
Child rearing
PubMed Search string
Study:
(a OR b OR c ) AND
Filter:
(d AND e AND f) AND
Intervention / Outcome: (1 OR 2)
Hits

MeSH
MeSH

Search parenting[MeSH Terms] Filters: Meta-Analysis; Systematic Reviews; Abstract available;
Full text available; published in the last 10 years; Humans; English = 195

5.6

Search terms: Interventions to reduce the number of young people entering the
criminal justice system
Intervention / Outcome
1
Crime
MeSH
2
Criminal
ti,ab
3
ti,ab
Criminal justice system
4
Offen*
ti,ab
5
Conduct disorder
MeSH
6
Prison
ti,ab
7
ti,ab
Young offender institution or YOI
8
Remand
ti,ab
9
Sentence*
ti,ab
10
Arrest*
ti,ab
11
Law enforcement
MeSH
Population
12
ti,ab
Young offender
13
ti,ab
Young person
14
Youth
ti,ab
15
MeSH
Young adult
16
Adolescent
MeSH
17
Minor
ti,ab
18
Child
MeSH
19
Parent
ti,ab
20
Prisoner
MeSH
21
MeSH
Vulnerable population
22
ti,ab
Underage
23
Police
MeSH
PubMed Search string
Study:
(a OR b OR c ) AND
Filter:
(d AND e AND f) AND
(1
OR 2 OR 3 OR 4 OR 5 OR 6 OR 7 OR 8 OR 9 OR 10 OR 11) AND
Intervention / Outcome:
Population:
(11 OR 12 OR 13 OR 14 OR 15 OR 16 OR 17 OR 18 OR 19 OR 20
0R 21 OR 22 OR 23)
Hits
[Filters: Meta-Analysis; Systematic Reviews; Abstract available; Full text available; published
in the last 10 years; Humans; English = 389]
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5.7

Search terms: Interventions to improve outcomes for children in families
supported by social care services
Intervention / Outcome
1
Social work

MeSH

2
3
4
5
6
7
8
9
10

ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab

Social care
Social services
Group homes
Care orders
Secure accommodation
Maltreatment
Neglect
Abuse

Coping or cope
11
Struggling or struggle
12
Child welfare
13
Welfare
Population
14
Child
15
looked after child*
16
17
18
19
20

ti,ab
ti,ab
ti,ab
MeSH
ti,ab

child* in care
foster

ti,ab
ti,ab
ti,ab
ti,ab
ti,ab

Adop*
kinship care
adolescents

21
22
23

young people
ti,ab
residential care
ti,ab
ti,ab
group homes
24
unaccompanied asylum seeking child*
ti,ab
25
ti,ab
placement
26
ti,ab
orphan*
27
ti,ab
guardian*
28
child, institutionalized
MeSH
29
Parent
ti,ab
30
Homeless
ti,ab
31
ti,ab
Key worker
PubMed Search string
Study:
(a OR b OR c ) AND
Filter:
(d AND e AND f) AND
Intervention / Outcome: (1 OR 2 OR 3 OR 4 OR 5 OR 6 OR 7 OR 8 OR 9 OR 10 OR 11 OR 12 OR 13) &
Population:
(14 OR 15 OR 16 OR 17 OR 18 OR 19 OR 20 0R 21 OR 22 OR 23 OR 24 OR
25 OR 26 OR 27 OR 28 OR 29 OR 30 OR 31)
Hits
Filters: Meta-Analysis; Systematic Reviews; Abstract available; Full text available; published
in the last 10 years; Humans; English = 198
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6.

Appendix 2: Tabulated Results: Systematic reviews and Metaanalyses

6.1

Sub-topic: Interventions to support parents who are struggling

Search record
6.1.1 7 publications met the search criteria.
Full Tabulated results
The following data forms present the detailed systematic review and meta-analysis findings of the
literature review. For further information on: ‘type of evidence’, ‘quality of study’ and ‘strength of
evidence’ see the methods statement on evidence classification (Section 3.4). Summary results are
provided in the results section (Section 4). Results are presented chronologically starting with the
most recent.
ID
Citation
Web link
Type of
evidence
Quality of
study
Evidence
statement
s (note
population,
interventio
n and
outcomes)

A1
NICE public health guidance 40, October 2012. Social and emotional wellbeing: early years
http://www.nice.org.uk/nicemedia/live/13941/61149/61149.pdf
Systematic review
Publication
October 2012
Date
Region
1++ (high quality MA; or SR of RCTs; or RCT with very
International low bias risk)
western style
countries
High
Strength of
2012 NICE guidance recommends that commissioners
evidence
and planners should target vulnerable children aged
less than 5 years and their parents by ensuring the
social and emotional wellbeing of vulnerable children
features in the 'Health and wellbeing strategy', as one
of the most effective ways of addressing health
inequalities. The resulting plan should include
outcomes to ensure healthy child development and
'readiness for school' and to prevent mental health
and behavioural problems.
2012 NICE guidance recommends that all health and
early years professionals should develop trusting
relationships with vulnerable families and adopt a
non-judgmental approach, while focusing on the
child's needs. They should do this by:
Identifying the strengths and capabilities of the
family, as well as factors that pose a risk to the
child's (or children's) social and emotional wellbeing.
Talking about the aspirations and expectations for
the child.
Seeking to understand and respond to perceived
needs and concerns.
Discussing any risk factors in a sensitive manner to
ensure families do not feel criticised, judged or
stigmatised (see vulnerable children for factors that
may affect a child's social and emotional wellbeing).
2012 NICE guidance recommends that health
professionals in antenatal and postnatal services

81

High

High

should identify factors that may pose a risk to a child's
social and emotional wellbeing. This includes factors
that could affect the parents' capacity to provide a
loving and nurturing environment. For example, they
should discuss with the parents any problems they
may have in relation to the father or mother's mental
health, substance or alcohol misuse, family
relationships or circumstances and networks of
support.

2012 NICE guidance recommends that appropriately
trained health visitors or midwives should offer a
series of intensive home visits to parents assessed to
be in need of additional support over a sustained
period of time (sufficient to establish trust and help
make positive changes). It should be ensured both
parents can fully participate in home visits.

High

2012 NICE guidance recommends that activities
during each visit should be based on a set
curriculum which aims to achieve specified goals in
relation to: Maternal sensitivity (how sensitive the
mother is to her child's needs).

High

The mother–child relationship.
Home learning (including speech, language
and communication skills).
Parenting skills and practice.

2012 NICE guidance recommends that a nurse should,
where possible, focus on developing the father–child
relationship as part of an approach that involves the
whole family. This includes getting the father involved
in any curriculum activities.

High

2012 NICE guidance recommends health visitors or
midwives should regularly check the parents' level of
involvement in the intensive home visiting
programme. If necessary, they should offer them a
break, to reduce the risk that they will stop
participating. If the parents do decide to have a
break, the nurse should continue to communicate
with them on a regular basis.

High

2012 NICE guidance recommends managers of
intensive home-visiting programmes should conduct
regular audits to ensure consistency and quality of
delivery.

High

2012 NICE guidance recommends health visitors or

High

midwives should explain to parents that home visits
aim to ensure the healthy development of the child.

2012 NICE guidance recommends that health visitors

High

or midwives should also try to involve other family
members, if appropriate and acceptable to the
parents.

2012 NICE guidance recommends that health visitors
and midwives should consider evidence-based
interventions, such as baby massage and video

82

High

interaction guidance, to improve maternal sensitivity
and mother–infant attachment. For example, this
approach might be effective when the mother has
depression or the infant shows signs of behavioural
difficulties.
2012 NICE guidance recommends that health visitors
and midwives should encourage parents to
participate in other services delivered by children's
centres and as part of the Healthy Child Programme.

High

2012 NICE guidance recommends that health visitors
and midwives should work in partnership with other
early years practitioners to ensure families receive
coordinated support.

High

2012 NICE guidance recommends that health and
early years providers should ensure a process is in
place to systematically involve parents and families in
reviewing services and suggesting how they can be
improved. As part of this process, vulnerable parents
and families should be asked about their needs and
concerns – and their experiences of the services on
offer.

High

2012 NICE guidance recommends that health and early
years practitioners should be clear about their
responsibility for improving the social and emotional
wellbeing of vulnerable children and their families. This
involves developing and agreeing pathways and referral
routes that define how practitioners will work together,
as a multidisciplinary team, across different services
within a given locality.

High

2012 NICE guidance recommends that health and
early years practitioners should be systematic and
persistent in their efforts to encourage vulnerable
parents to use early years services. Activities should
include:
Targeted publicity campaigns.
Making contact by using key workers and referral
partners.
Encouraging other parents to help get them involved.
Sending out repeat invitations.
Using local community venues, such as places of
worship and play centres to encourage them to
participate and to address any concerns about
discrimination and stigma home visits by family
support workers.

High

2012 NICE guidance recommends that health and
early years practitioners should use outreach
methods to maintain or improve the participation of
vulnerable parents and children in programmes and
activities. Parents who may lack confidence or are
isolated will require particular encouragement.
2012 NICE guidance recommends that health and early
years practitioners should work with community

High

83

High

Other
comments

ID
Citation

Web link
Type of
evidence
Quality of
study
Evidence
statements
(note
population,
interventio
n and
outcomes)
Other
comments

and voluntary organisations to help vulnerable
parents who may find it difficult to use health and
early years services. These difficulties may be due
to their social circumstances, language, culture or
lifestyle.
These are NICE recommendations based on NICE evidence statements.

A2
Cochrane Database Syst Rev. 2012 Jun 13;6:CD002020. doi:
10.1002/14651858.CD002020.pub3.Group-based parent training programmes for improving
parental psychosocial health.Barlow J, Smailagic N, Huband N, Roloff V, Bennett C.
http://www.ncbi.nlm.nih.gov/pubmed/22696327
Systematic review
June 2012
Publication
Date
International - all
Region
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
High
Strength of
There is evidence to support the use of parenting
evidence
programmes to improve the short-term psychosocial
wellbeing of parents.
Group-based parenting programmes led to
statistically significant short-term improvements in
depression, anxiety, stress, anger, guilt, confidence
and satisfaction with the partner relationship.
48 studies that involved 4937 participants and covered three types of programme.
Twenty-two studies were conducted in the USA, 10 in Australia, seven in Canada and
three in the UK. The remaining studies were conducted in China, Germany, Japan, the
Netherlands and New Zealand.
More research is needed that explicitly addresses the benefits for fathers, and that
examines the comparative effectiveness of different types of programme along with the
mechanisms by which such programmes bring about improvements in parental psychosocial
functioning.

ID
Citation

Web link
Type of
evidence
Quality of
study
Evidence
statements
(note
population,
interventio
n and
outcomes)

A3
Cochrane Database Syst Rev. 2012 Aug 15;8:CD009660. doi:
10.1002/14651858.CD009660.pub2.Psychological interventions for parents of children and
adolescents with chronic illness.Eccleston C, Palermo TM, Fisher E, Law E.
http://www.ncbi.nlm.nih.gov/pubmed/22895990
Systematic review
August 2012
Publication
Date
Region
International - all
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
High
Strength of
There is no evidence on the effectiveness of
evidence
psychological therapies that include parents in most
outcome domains of functioning, for a large number of
common chronic illnesses in children.
High
There is good evidence for the effectiveness of
including parents in psychological therapies that
reduce pain in children with painful conditions.
There is also good evidence for the effectiveness of
CBT that includes parents for improving the primary
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symptom complaints when available data were
included from chronic illness conditions.

Other
comments

There is good evidence for the effectiveness of
problem solving therapy delivered to parents on
improving parent problem solving skills and parent
mental health.
Included 35 RCTs involving a total of 2723 primary trial participants.

High

All effects are immediately post-treatment. There are no significant findings for any
treatment effects in any condition at follow-up.

ID
Citation

Web link
Type of
evidence
Quality of
study
Evidence
statements
(note
population,
interventio
n and
outcomes)

A4
Ment Retard Dev Disabil Res Rev. 2007;13(4):357-69.Primary and secondary effects of parenting
and stress management interventions for parents of children with developmental disabilities: a
meta-analysis.Singer GH, Ethridge BL, Aldana SI.
http://www.ncbi.nlm.nih.gov/pubmed/17979202
2007
Meta analysis
Publication
Date
International - all
Region
1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)
Moderate
Regarding parenting and stress management
Strength of
evidence
interventions for parents of children with
developmental disabilities, there is evidence of
positive benefits in the form of reductions in parents'
distress.
These effects were comparable to those reported
in other syntheses of parenting interventions for
parents of children without disabilities.
There is evidence to support the claim that there are
established evidence-based interventions for
reducing psychological distress at least in middle-class
mothers in the short term.
Regarding parenting and stress management
interventions for parents of children with
developmental disabilities, there is evidence that
interventions for fathers are promising as is the data
on longer-term effects.

Other
comments

Moderate

Moderate

Moderate
Regarding parenting and stress management
interventions for parents of children with
developmental disabilities, there is evidence that
multiple component interventions addressing both
parent well-being and behavioural parent training
are significantly more effective than either
behavioural parent training or cognitive behavioural
training alone.
17 studies which were divided into three categories for comparative purposes: parenting
education studies usually based on behavioural parent training, coping skills education studies
based primarily on cognitive behavioural training, and studies that combined these methods
along with other support services.
The need for replications with a more diverse group of parents and longer-term follow-up were
discussed.

85

ID
Citation

Web link
Type of
evidence
Quality of
study
Evidence
statements
(note
population,
interventio
n and
outcomes)

A5
Health Promot Int. 2011 Dec;26 Suppl 1:i10-28. doi: 10.1093/heapro/dar056.Parenting for
mental health: what does the evidence say we need to do? Report of Workpackage 2 of the
DataPrev project. Stewart-Brown SL, Schrader-McMillan A.
http://www.ncbi.nlm.nih.gov/pubmed/22079931
Systematic review
December 2011
Publication
Date
Region
1++ (high quality MA; or SR of RCTs; or RCT with very
International western style
low bias risk)
countries
High
There is evidence that policies and programmes to
Strength of
support parenting offer much scope for improving
evidence
mental health.
High
There is evidence that effective provision of
interventions to improve parenting and the mental
health and well-being of children requires a skilled
workforce and careful application of approaches that
have been found to work.
High
There is evidence to recommend the following
programmes to improve parenting and the mental
health and well-being of children:
Low cost universal: Skin-to-skin contact at birth,
Kangaroo care, Abdominal massage in pregnancy,
Media-based parenting programmes.
Slightly higher cost universal: Developmental
guidance, Anticipatory guidance, Infant massage.
There is evidence to recommend the following
targeted programmes for high-risk groups to improve
parenting and the mental health and well-being of
children:

High

Psychosocial interventions offering emotional and
practical support for the prevention of post-natal
depression.
Treatment for post-natal depression using cognitive
behavioural approaches, interpersonal therapy or nondirective counselling.
Long-term multicomponent home visiting
programmes starting antenatally offering both
support for parenting and support for parents
particularly for teenage parents.
Short-sensitivity focused interventions including
parent–infant interaction guidance training for highrisk infants.
Manualized group based and one-to-one parenting
programmes addressing behaviour management and
parent–child relationships.
There is evidence that the following programmes to
improve parenting and the mental health and wellbeing of children are promising and need more
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Moderate

research:
In all families—antenatal education focusing
on transition to parenthood and emotional and
attachment issues and programmes to
support parenting of fathers.
In families experiencing attachment difficulties
and where there is a risk of abuse: parent–infant
psychotherapy and infant led psychotherapy.
In families in which physical abuse has occurred—
intensive, multicomponent, multi-systemic family
support approaches and cognitive behaviouralbased parenting programmes.
In families in which emotional abuse has occurred—
parent–infant psychotherapy; and where anger
management is also an issue— group-based
behavioural parent training with additional anger
management components.
In families where sexual abuse has occurred—CBT
for the non-abusing parents; abused children can
also benefit.
In families where parents abuse drugs:
multicomponent programmes targeting affect
regulation, parental mood and views of self as a
parent, drug use and parenting skills delivered on
a one to one basis.
Moderate

Interventions identified as ineffective for
improving parenting and the mental health and
well-being of children include psychological
debriefing after birth and universal approaches to
prevention of postnatal depression.
Other
comments

52 systematic reviews (53 papers) met the inclusion criteria.

ID

A6

Citation

Ment Retard Dev Disabil Res Rev. 2007;13(4):370-8.Meta-analysis of family-centred
help giving practices research. Dunst CJ, Trivette CM, Hamby DW.

Web link

http://www.ncbi.nlm.nih.gov/pubmed/17979208

Type of
evidence

Meta analysis

Publication
Date

2007

Quality of
study

1++ (high quality MA; or SR of RCTs; or RCT with
very low bias risk)

Region

International - all

Evidence
statements
(note
population,
interventio
n and
outcomes)

Relating to family-centred help giving practices:

Strength of
evidence

Moderate

There is evidence that the largest majority of
outcomes were related to help giving practices with
the strongest influences on outcomes most proximal
and contextual to help giver/help receiver exchanges.
Findings are placed in the context of a broader-based
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social systems framework of early childhood
intervention and family support.
Other
comments

A meta-analysis of 47 studies investigating the relationship between family-centred help
giving practices and parent, family, and child behaviour and functioning is reported. The
studies included more than 11,000 participants from seven different countries. Data
analysis was guided by a practice-based theory of family-centred help giving that
hypothesized direct effects of relational and participatory help giving practices on selfefficacy beliefs and parent, family, and child outcomes.

ID
Citation

A7
Health Soc Care Community. 2005 Jul;13(4):330-7.Parenting support in the context of
poverty: a meta-synthesis of the qualitative evidence. Attree P.
http://www.ncbi.nlm.nih.gov/pubmed/15969704
Meta analysis
Publication
Click here to enter a
Date
date.
UK
Region
1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)
Moderate
There is evidence of both positive and negative
Strength of
evidence
aspects of social support as a resource for poor
parents.
Moderate
There is evidence to suggest that naturally occurring
support systems do provide both material and
emotional help to parents, but that such support has
certain inherent drawbacks. It is not universally
available and, in some circumstances, carries negative
associations for poor families.
Moderate
There is evidence that low-income lone mothers in
particular enjoy smaller support networks, and are
more reliant on mutual support than those in twoparent families.
Moderate
There is evidence that the most socially isolated
women are least willing to seek professional help.
Moderate
There is evidence that low-income parents'
experiences of formal health and social welfare
agencies are mixed, and not invariably positive.
Moderate
There is evidence to suggest that formal support
services have the potential to fill gaps in informal
support systems for poor families, but only if these
are provided in ways which are sensitive to their
needs. Therefore, parents' perspectives are
essential to informing service design, development
and evaluation in health and social care
12 UK qualitative studies

Web link
Type of
evidence
Quality of
study
Evidence
statements
(note
population,
interventio
n and
outcomes)

Other
comments
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6.2

Sub-topic: Quality training as an intervention for those who work with
vulnerable families

Search record
6.2.1 11 publications met the search criteria.
Full Tabulated results
The following data forms present the detailed systematic review and meta-analysis findings of the
literature review. For further information on: ‘type of evidence’, ‘quality of study’ and ‘strength of
evidence’ see the methods statement on evidence classification (Section 3.4). Summary results are
provided in the results section (Section 4). Results are presented chronologically starting with the
most recent.
ID
Citation

Web link
Type of
evidence
Quality of
study
Evidence
statements
(note
population,
interventio
n and
outcomes)

B1
Health Promot Int. 2011 Dec;26 Suppl 1:i10-28. doi: 10.1093/heapro/dar056.Parenting for
mental health: what does the evidence say we need to do? Report of Work package 2 of the
Data Prev project. Stewart-Brown SL, Schrader-McMillan A.
http://www.ncbi.nlm.nih.gov/pubmed/22079931
Systematic review
December 2011
Publication
Date
Region
1++ (high quality MA; or SR of RCTs; or RCT with very
International low bias risk)
western style
countries
High
There is evidence that policies and programmes to
Strength of
support parenting offer much scope for improving
evidence
mental health.
There is evidence that effective provision of
interventions to improve parenting and the mental
health and well-being of children requires a skilled
workforce and careful application of approaches that
have been found to work.

High

There is evidence to recommend the following
programmes to improve parenting and the mental
health and well-being of children:

High

Low cost universal: Skin-to-skin contact at birth,
Kangaroo care, Abdominal massage in pregnancy,
Media-based parenting programmes.
Slightly higher cost universal: Developmental
guidance, Anticipatory guidance, Infant massage.
There is evidence to recommend the following
targeted programmes for high-risk groups to improve
parenting and the mental health and well-being of
children:
Psychosocial interventions offering emotional and
practical support for the prevention of post-natal
depression.
Treatment for post-natal depression using cognitive
behavioural approaches, interpersonal therapy or

89

High

non-directive counselling.
Long-term multicomponent home visiting
programmes starting antenatally offering both
support for parenting and support for parents
particularly for teenage parents.
Short-sensitivity focused interventions including
parent–infant interaction guidance training for highrisk infants.
Manualized group based and one-to-one parenting
programmes addressing behaviour management and
parent–child relationships.
There is evidence that the following programmes to
improve parenting and the mental health and wellbeing of children are promising and need more
research:

Moderate

In all families—antenatal education focusing on
transition to parenthood and emotional and
attachment issues and programmes to support
parenting of fathers.
In families experiencing attachment difficulties and
where there is a risk of abuse: parent–infant
psychotherapy and infant led psychotherapy.
In families in which physical abuse has occurred—
intensive, multicomponent, multi-systemic family
support approaches and cognitive behavioural-based
parenting programmes.
In families in which emotional abuse has occurred—
parent–infant psychotherapy; and where anger
management is also an issue— group-based
behavioural parent training with additional anger
management components.
In families where sexual abuse has occurred—CBT for
the non-abusing parents; abused children can also
benefit.
In families where parents abuse drugs:
multicomponent programmes targeting affect
regulation, parental mood and views of self as a
parent, drug use and parenting skills delivered on a
one to one basis.
Interventions identified as ineffective for improving
parenting and the mental health and well-being of
children include psychological debriefing after birth and
universal approaches to prevention of postnatal
depression.
Other
comments

52 systematic reviews (53 papers) met the inclusion criteria.
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Moderate
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B2
CHILDREN’S AND FAMILIES’ SERVICES. 2007 December. ‘Necessary stuff’:The social care
needs of children with complex health care needs and their families. Ruth Marchant,
Michelle Lefevre, Mary Jones and Barry Luckock.
Click here to enter text.
December 2007
Systematic review
Publication
Date
Region
1+ (well-conducted MA, SR, or RCTs with a low risk of
International western style
bias)
countries
High
Strength of
There is strong evidence that parents need to be
evidence
trained and prepared by nursing or medical staff
for the specialist care giving tasks they will be
undertaking in addition to general parenting.
The level of skills they learn would normally be the
province of medical staff, with some complex health
care needs (CHCN) requiring very specialised
techniques outside the experience of most GPs,
community nurses and even local hospitals.
Parental competence in these must be assessed prior to
hospital discharge to ensure the child’s health is not
placed at risk.
There is evidence that not all parents receive training
that is sufficient or of the appropriate nature.

Moderate

Some training was reported as insensitive as, by
concentrating exclusively on procedures, the
emotional effect of having to do intrusive and often
painful tasks to one’s own child was ignored.
There is evidence that parents’ and foster carers’
needs for training, advice and information to prepare
them for often highly specialist health procedures so
that the child can be safely cared for in a family
setting must be pursued.

Moderate

There is evidence that insufficient, inadequate and
sometimes contradictory training, information and
practical advice is given to parents about daily,
specialist care giving tasks and how to respond to
emergencies.

Moderate

There is evidence that training given to parents needs to
attend to the socio-emotional effects as well as medical
procedures involved.

Moderate

There is evidence that introductory materials
available as leaflets, booklets or through the
internet need to be substantiated by case-specific
verbal explanations and advice, through helplines
and keyworkers.

Moderate

There is evidence that mutual advice/information
sharing and local parent support groups are found
useful.

Moderate
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Many schools have limited experience of including
children with some CHCN, (such as ventilator
dependence) and must learn anew with each family, so
there is strong evidence of a need for training, policies,
support and supervision.

Moderate

There is evidence that needs regarding training for
professionals are implied by parents needing to train
school staff in meeting their children’s CHCN to ensure
their inclusion.

Moderate

There have been difficulties in identifying enough
knowledgeable and skilled home care personnel who
are able to meet the child’s care needs; this has
implications for local authorities’ recruitment, training
and supervision procedures.

Moderate

Multiagency agreement about funding these services
within care packages needs to be planned early if
hospital discharge is not to be delayed or parents
required to do more than they can manage while
waiting for the appropriate level of home care to be
agreed.
There is evidence that some families have to find,
train or orient their own short break carers
themselves.

Moderate

It is advised that the families’ need requirements are
determined in advance, not in response to a crisis,
since the process involved in agreeing funding and
recruiting and training specialist carers for particular
families is lengthy.

Other
comments

Moderate
Evidence statements based on systematic review and a practice survey in England, Wales and
Northern Ireland to identify services and settings that have made progress on meeting the
social care needs of children with CHCN and their families.
Systematic review: 27 studies subject to data extraction and in depth quality appraisal. More
than half of the quality-appraised studies were undertaken in the UK so there is high local
relevance.
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B3
Social Care Institute for Excellence. Supporting disabled parents and parents with additional
support needs. Jenny Morris and Michele Wates.
http://www.scie.org.uk/publications/knowledgereviews/kr11.pdf
November 2006
Systematic review
Publication
Date
UK
Region
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)
Moderate
Strength of
There is evidence from a national gathering of over
evidence
200 parents with learning difficulties and those
supporting them that the things that help people with

92

population,
interventio
n and
outcomes)

learning difficulties to be good parents are:
• accessible information about the parent’s and
baby’s health and about how to look after a baby
• self-advocacy groups (coming together with other
parents)
• getting support before things go wrong and become a
crisis
• being assessed in their own home, not in an
unfamiliar residential family centre
• assessment and support by people who understand
about learning difficulties
• advocacy
• making courts more accessible
• support for fathers
• support for women and men experiencing violent
relationships
There is evidence that parents in general value support
that is easy to access, is not stigmatising and that
creates and enhances informal support networks.

Moderate

There is government-funded research evidence that
what parents want from formal services is:

Moderate

• practical and professional help
• their views to be taken seriously and to be treated
as partners
• services to be supportive, respectful and
considerate.
Parents also said they ‘wanted to feel in control in
dealing with parenting problems’ and ‘first wanted
information to help them solve problems and then
specialist advice’
There is evidence (mainly qualitative) that disabled
parents and parents with additional support needs
value flexible, practical support.
This includes support that meets the personal
assistance needs associated with physical impairment,
practical support with getting children to and from
school, assistance with getting children into a routine,
and so on. Direct payments have been particularly
useful as a way of enabling parents to have more
choice and control over the way support is provided.
So too have voluntary sector services which provide
support tailored to each family’s circumstances. These
services have proved particularly helpful for parents
with mental health problems and those with drug
and/or alcohol problems.
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Moderate

There is evidence that services which meet a range
of support needs are much appreciated by disabled
parents and parents with additional support needs.
These include information, advice and advocacy, and
counselling. Parents particularly appreciate services
which enable them to gain support from other
parents in similar situations

Moderate

There is evidence that some disabled parents and
parents with additional support needs value services
that enable them to have a break from caring for their
children.

Moderate

Although the message from parents is that they want
‘ordinary’ experiences for their children and do not
want them to be stigmatised through their contact with
services, sometimes the particular needs of parents
mean that they appreciate services that have specialist
expertise.
There is evidence that disabled parents and parents with
additional support needs value services which, in
meeting their access needs, enable them to support
their children’s education.

Moderate

There is evidence that support services which address
needs relating to both impairment and disabling barriers
are valued by disabled parents and parents with
additional support needs

Moderate

There is evidence that parent education programmes,
tailored to address specific needs, are welcomed by
some disabled parents and parents with additional
support needs

Moderate

There is evidence that many parents who are disabled
or have additional support needs associated with
illness or substance misuse experience fluctuating
needs, have a range of support needs and/or
experience more than one risk factor.

Moderate

Whilst there are very few rigorous evaluations of the
effects of service interventions, there is a
considerable knowledge base of both the difficulties
that parents experience in their relationships with
services, and what kind of support they value.

Moderate

There is evidence that government, mainstream services,
and specialist adults’ and children’s services need to
address more effectively the needs of families where a
parent is disabled or has additional support needs
associated with illness or substance misuse.

Moderate

There is evidence that unless local services – both
mainstream and specialist are assisted to develop
better practice by a more rigorous knowledge base,
and by national direction and local commitment to
address organisational and financial barriers,

Moderate
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practitioners will continue to struggle to meet the
needs of parents who are disabled or have additional
support needs associated with illness or substance
misuse and their children.
Regarding supporting disabled parents and parents
with additional support needs, there is evidence for
the involvement of disabled parents in training to
reduce tensions due to a lack of knowledge and
understanding about different roles and
responsibilities and bring about cultural changes

Moderate

Regarding supporting disabled parents and parents
with additional support needs, there is evidence for
joint training of all relevant personnel on an ongoing
basis to reduce tensions due to a lack of knowledge
and understanding about different roles and
responsibilities and bring about cultural changes.

Moderate

There is consultation evidence that parents, including
those who are currently using services, need to be
involved in the development of protocols, in training,
and in the monitoring of their implementation.
Experienced parents who have succeeded in raising
children can be a valuable resource.

Moderate

There is survey evidence that sustainable, good
practice is backed by an ongoing culture of training
across all levels of personnel in relevant agencies in
relation to disabled parents’ issues.

Moderate

Other
comments

Knowledge review: Research literature review and practice survey.
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B4
J Adv Nurs. 2006 Oct;56(2):144-56.Education needs for integrated care: a literature review
.Howarth M, Holland K, Grant MJ.

Web link
Type of
evidence
Quality of
study

http://www.ncbi.nlm.nih.gov/pubmed/17018063
Systematic review

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is evidence for the need for effective
communication between professional groups within
teams.
There is evidence that an emphasis on role awareness is
central to the success of integrated services.
There is evidence for education about the importance of
partnership working.

1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)

There is evidence for the need for professionals to
develop skills in relation to practice development and
leadership through professional and personal
development in order to support integrated working.
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Publication
Date
Region

Strength of
evidence

October 2006
International western style
countries
Moderate

Moderate
Moderate
Moderate

Other
comments
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Moderate
There is evidence that education which embeds
essential attributes to integrated working is needed
to advance nursing practice for interprofessional
working.
24 empirical studies and one literature review were identified for in-depth critical appraisal and
included in the final review.

B5
Health Soc Care Community. 2012 Sep;20(5):550-60. doi: 10.1111/j.13652524.2012.01076.x. Epub 2012 Jun 28.Integration of health and social care: a case of
learning and knowledge management. Williams PM.
http://www.ncbi.nlm.nih.gov/pubmed/22741611
Review (non-systematic)
Click here to enter a
Publication
Date
date.
UK
Region
2+ (well conducted non-RCT studies with a low bias risk
and moderate probability of a causal relationship)
Low
Strength of
Case study evidence regarding integration of health
evidence
and social care as an exercise in learning and
knowledge management (KM) indicated no planned
strategies for learning and knowledge management
(KM), but rather, interventions and mechanisms at
different levels to support integration processes.
These included formal activities, particularly around
training and appraisal, but also informal ones within
communities of practice and networking.
Case study evidence regarding integration of health
and social care as an exercise in learning and
knowledge management (KM) that although
structural enablers such as a co-location of facilities
and joint appointments were important, the value of
trust and inter-personal relationships was highlighted
especially for tacit knowledge exchange.

Other
comments

Low

Low
Case study evidence regarding integration of health
and social care as an exercise in learning and
knowledge management (KM) that the infrastructure
for learning and knowledge management (KM) was
constructed around a collaborative culture
characterised by a coherent strategic framework;
clarity of purpose based on new models of service; a
collaborative leadership approach that was facilitative
and distributed; and, a focus on team working to
exploit the potential of multidisciplinary practice,
generic working and integrated management.
A critical review of the literature is undertaken to identify theoretical insights and models in
this field, albeit grounded mainly in a private sector context. The findings from a research
study involving two integrated services are then used to explore the role of, and approach to,
learning and KM. This case study research was qualitative in nature and involved an
interrogation of relevant documentary material, together with 25 in-depth interviews with a
cross-section of strategic managers and professionals undertaken between March and May
2011.
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B6
Nurse Educ Today. 2012 Feb;32(2):185-9. doi: 10.1016/j.nedt.2011.11.012. Epub 2011
Dec 6.User involvement in health and social care education: a concept analysis. Rhodes CA.
http://www.ncbi.nlm.nih.gov/pubmed/22153057
Review (non-systematic)
February 2012
Publication
Date
Region
2+ (well conducted non-RCT studies with a low bias
International risk and moderate probability of a causal relationship)
western style
countries
Low
Strength of
Regarding user involvement in health and social care
evidence
education, there is evidence that in order to achieve
a high level of involvement, with collaboration and
partnership, there is a need for developed and
evaluated theories of user involvement that include
training, development, support, supervision and
process understanding.
Low
At present there is a limited evidence-base relating to
the benefits of user involvement to health and social
care education.
An evaluative discussion of the literature and findings from a concept analysis. The key
focus for this concept analysis is the term 'user involvement in the context of health and
social care education'.
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Citation

B7

Web link

http://www.ncbi.nlm.nih.gov/pubmed/22694131
Review (non-systematic)

Type of
evidence

J Evid Based Soc Work. 2012;9(3):241-59. doi: 10.1080/15433714.2010.525417.Teaching
evidence-based social work in foundation practice courses: learning from pedagogical choices
of allied fields. Traube DE, Pohle CE, Barley M.
Publication
Date
Region

June 2012

Strength of
evidence

Low

North America

Quality of
study

2+ (well conducted non-RCT studies with a low bias
risk and moderate probability of a causal relationship)

Evidence
statement
s (note
population,
interventio
n and
outcomes)

Regarding integration of social work evidence-based
practice (EPB) into foundation practice courses, an
adult-learner model to improve evidence-based
practice pedagogy in Social Work is proposed.

Other
comments

The authors incorporate the lessons learned from allied fields and a Masters of Social
Work student’s analyses of their experience of evidence-based practice learning.
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B8
Health Soc Care Community. 2008 Sep;16(5):538-47. doi: 10.1111/j.13652524.2008.00776.x. Epub 2008 Apr 1.Research use and support needs, and research activity
in social care: a cross-sectional survey in two councils with social services responsibilities in
the UK.Cooke J, Bacigalupo R, Halladay L, Norwood H.
http://www.ncbi.nlm.nih.gov/pubmed/18384359
Review (non-systematic)
September 2008
Publication
Date
Region
UK
2+ (well conducted non-RCT studies with a low bias risk
and moderate probability of a causal relationship)
Low
Strength of
There is survey evidence that the internet was
evidence
reported as an effective source of research information
among the social care workforce in two UK councils
with social service responsibilities (CSSRs).
Low
There is survey evidence that research-based
guidelines were reported to have a low impact on
practice among the social care workforce in two UK
councils with social service responsibilities (CSSRs).
Low
There is survey evidence of significant differences in
research use, by work location, and postgraduate
training among the social care workforce in two UK
councils with social service responsibilities (CSSRs).
Having a master's degree was associated with a
greater desire to lead or collaborate in research.
Low
There is survey evidence that support to increase
research activity includes protected time and
mentorship for the social care workforce in two UK
councils with social service responsibilities (CSSRs).
Low
There is survey evidence that a range of mechanisms to
make research available for the social care workforce
needs to be in place to support evidence-informed
practice.
Low
There is survey evidence that continual professional
development to a postgraduate level supports the
use and production of evidence in the social care
workforce, and promotes the development of a
research culture.
A cross-sectional survey was conducted of the social care workforce in two CSSRs (n = 1512)
in 2005. The sample was identified in partnership with the councils, and included employees
with professional qualifications (social workers and occupational therapists); staff who have
a role to assess, plan and monitor care; service managers; commissioners of services; and
those involved with social care policy, information management and training. The survey
achieved a response rate of 24% (n = 368).
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B9
Nurse Educ Today. 2007 Aug;27(6):518-28. Epub 2006 Oct 24.Preparing for professional
practice: how well does professional training equip health and social care practitioners to
engage in evidence-based practice? Caldwell K, Coleman K, Copp G, Bell L, Ghazi F.
http://www.ncbi.nlm.nih.gov/pubmed/17064821
October 2006
Review (non-systematic)
Publication
Date
UK
Region
2+ (well conducted non-RCT studies with a low bias risk
and moderate probability of a causal relationship)
Low
Strength of
Survey based evidence shows a clear discrepancy
evidence
between what are generally positive attitudes
towards evidence-based practice and the value of
research evidence and the infrequency with which
they actually do make use of research resources and
engage in evidence-based practice.
Low

There is survey based evidence for the following
recommendations in relation to pre-qualifying nursing
education:
-The teaching of evidence-based practice skills need
practical application and critical reflection in order for
clinical decision-making to be fully contextualised.
-The skills of applying evidence-based knowledge and
skills need to be addressed.
-Practice as well as theoretical learning outcomes in
relation to evidence-based practice should be explicit.

Low

There is survey based evidence for the following
recommendations that can be made in relation to the
continuing professional development of nurses: Gaps in knowledge and skills for evidence-based
practice need to be clearly identified, and a rolling
programme for addressing these should be developed
in the workplace.
-Regular opportunities for skills update should be
made available.
Other
comments

A cross-sectional postal survey was used to ascertain the views of nurses, social workers,
occupational therapists and physiotherapists who had been qualified no longer than two years
prior to the survey, and had qualified at one of three London Universities. Fifty questionnaires
were sent out to each professional group (a sample of 200 overall) and there was a 43%
response rate achieved.
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B10
Health Soc Care Community. 2006 Nov;14(6):491-8.Bridging the gap: the development of
knowledge briefings at the health and social care interface. Carroll C, Cooke J, Booth A,
Beverley C.
http://www.ncbi.nlm.nih.gov/pubmed/17059491
November 2006
Grey literature
Publication
Date
UK
3 (non-analytic studies, e.g. case reports, case series)
Region

Web link
Type of
evidence
Quality of
study
Evidence

There is evidence that a distinct divide exists between
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Strength of

Low

statements
(note
population,
interventio
n and
outcomes)

Other
comments

the knowledge bases usually accessed by
professionals in health and social care, even though
they often share populations and concerns.

evidence

Low
Whether the approach of making available easily
understandable summaries of policy and research
literature, which are both useful and acceptable to
both professionals in health and social care fields is
appropriate is not yet clear.
Making available easily understandable summaries of policy and research literature, which are
both useful and acceptable to both professionals in health and social care fields was the aim of
the SCIE research briefings.
The intention was to produce peer-reviewed briefings of relevant research and policy
literature on topics which were clearly defined and pertinent to both health and social
care professionals.
The methodology developed for the briefings sought to acknowledge the different interests and
concerns of health and social care, while exploiting their respective strengths in terms of research
and knowledge. Whether the approach adopted by the briefings is appropriate for achieving these
aims will become clearer in time.
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Other
comments

B11
Diabetes Care. 2006 Jul;29(7):1675-88.A systematic review of interventions to improve
diabetes care in socially disadvantaged populations. Glazier RH, Bajcar J, Kennie NR, Willson
K.
http://www.ncbi.nlm.nih.gov/pubmed/16801602
Systematic review
July 2006
Publication
Date
Region
1+ (well-conducted MA, SR, or RCTs with a low risk of
International bias)
western style
countries
Moderate
Strength of
There is evidence regarding interventions to improve
evidence
diabetes care in socially disadvantaged populations
that the following features have the most consistent
positive effects: cultural tailoring of the intervention,
community educators or lay people leading the
intervention, one-on-one interventions with
individualized assessment and reassessment,
incorporating treatment algorithms, focusing on
behavior-related tasks, providing feedback, and highintensity interventions (>10 contact times) delivered
over a long duration (>or=6 months).
Moderate
There is evidence regarding interventions to improve
diabetes care in socially disadvantaged populations
that features associated with the largest negative
outcomes include: those that used mainly didactic
teaching or that focused only on diabetes knowledge.
17 studies met inclusion criteria.
Studies that were included were conducted in industrialized countries.
Among the 17 studies, 7 targeted low SES populations and 10 focused on specific ethnoracial groups, including African Americans, Mexican Americans and Native Americans.
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6.3

Sub-topic- Effective parenting interventions to support children/ young people

Search record
6.3.1 13 publications met the search criteria.
Full Tabulated results
The following data forms present the detailed systematic review and meta-analysis findings of the
literature review. For further information on: ‘type of evidence’, ‘quality of study’ and ‘strength of
evidence’ see the methods statement on evidence classification (Section 3.4). Summary results are
provided in the results section (Section 4). Results are presented chronologically starting with the
most recent.
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C1

Web link

http://www.ncbi.nlm.nih.gov/pubmed/17943875
Systematic review

Type of
evidence

Cochrane Database Syst Rev. 2007 Oct 17;(4):CD006020.Parenting interventions for the
prevention of unintentional injuries in childhood. Kendrick D, Barlow J, Hampshire A, Polnay
L, Stewart-Brown S.
Publication
Date

October 2007
International western style
countries
Moderate

Quality of
study

1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)

Region

Evidence
statement
s (note
population,
interventio
n and
outcomes)

There is evidence that parenting interventions, most
commonly provided within the home as part of a
multi-faceted intervention to improve a range of
child (and often maternal health) outcomes may be
effective in reducing self-reported or medically
attended unintentional injury.

Strength of
evidence

The evidence relates mainly to interventions provided
to families ’at risk’ of adverse child health outcomes
including those ’at risk’ of child abuse and neglect.
There is evidence that health and social care providers
should consider providing home visiting programmes
to 'at risk' families as part of their injury prevention,
and wider child and maternal health strategies, as
such provision is likely to have a range of other
beneficial effects for maternal and child health.

Other
comments

Moderate

Fifteen studies were included in the review.
Eight studies (53%) were from the USA, two (13%) each from Canada and Australia
and one (7%) each from England, Ireland and New Zealand.
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C2
Am J Prev Med. 2012 Mar;42(3):316-26. doi: 10.1016/j.amepre.2011.12.001.Person-toperson interventions targeted to parents and other caregivers to improve adolescent health:
a community guide systematic review.Burrus B, Leeks KD, Sipe TA, Dolina S, Soler R, Elder
R, Barrios L, Greenspan A, Fishbein D, Lindegren ML, Achrekar A, Dittus P; Community
Preventive Services Task Force.
http://www.ncbi.nlm.nih.gov/pubmed/22341170
March 2012
Systematic review
Publication
Date
Region
International - all
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Moderate
Strength of
There is evidence that interventions delivered to
evidence
parents and other caregivers affect a cross-cutting
array of adolescent risk and protective behaviours to
yield improvements in adolescent health.
Moderate
There is evidence that interventions delivered personto-person (i.e., through some form of direct contact
rather than through other forms of contact such as
Internet or paper) and designed to modify parenting
skills by targeting parents and other caregivers are
effective in improving adolescent health.
Sixteen studies published during the search period (1966-2007) met review
requirements and were included in this review.
Countries with high income economy.
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Cochrane Database Syst Rev. 2012 Feb 15;2:CD008225. doi:
10.1002/14651858.CD008225.pub2.Behavioural and cognitive-behavioural group-based
parenting programmes for early-onset conduct problems in children aged 3 to 12
years.Furlong M, McGilloway S, Bywater T, Hutchings J, Smith SM, Donnelly M.

Web link

http://www.ncbi.nlm.nih.gov/pubmed/22336837
Systematic review

Type of
evidence
Quality of
study
Evidence
statement
s (note
population,
interventio
n and
outcomes)

Other
comments

1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
There is evidence that behavioural and cognitivebehavioural group-based parenting interventions are
effective and cost-effective for improving child
conduct problems, parental mental health and
parenting skills in the short term.

Publication
Date
Region

Strength of
evidence

February 2012
International western style
countries
Moderate

Moderate
There is evidence that the cost of behavioural and
cognitive-behavioural group-based parenting
intervention programme delivery was modest when
compared with the long-term health, social,
educational and legal costs associated with childhood
conduct problems.
This review includes 13 trials (10 RCTs and three quasi-randomised trials), as well as two
economic evaluations based on two of the trials. Overall, there were 1078 participants (646
in the intervention group; 432 in the control group).
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Five studies were conducted in the USA, Seven studies were conducted in Europe, three in
various locations in the UK, one in Ireland, one in Belgium, one in Norway and one in Sweden.
One study was conducted in Australia.

ID
Citation

Web link
Type of
evidence
Quality of
study
Evidence
statements
(note
population,
interventio
n and
outcomes)

C4
Health Promot Int. 2011 Dec;26 Suppl 1:i10-28. doi: 10.1093/heapro/dar056.Parenting for
mental health: what does the evidence say we need to do? Report of Workpackage 2 of the
DataPrev project.Stewart-Brown SL, Schrader-McMillan A.
http://www.ncbi.nlm.nih.gov/pubmed/22079931
Systematic review
December 2011
Publication
Date
Region
1++ (high quality MA; or SR of RCTs; or RCT with very
International low bias risk)
western style
countries
High
There is evidence that policies and programmes to
Strength of
evidence
support parenting offer much scope for improving
mental health.
High
There is evidence that effective provision of
interventions to improve parenting and the mental
health and well-being of children requires a skilled
workforce and careful application of approaches that
have been found to work.
High
There is evidence to recommend the following
programmes to improve parenting and the mental
health and well-being of children:
Low cost universal: Skin-to-skin contact at birth,
Kangaroo care, Abdominal massage in pregnancy,
Media-based parenting programmes.
Slightly higher cost universal: Developmental
guidance, Anticipatory guidance, Infant massage.
There is evidence to recommend the following
targeted programmes for high-risk groups to improve
parenting and the mental health and well-being of
children:
Psychosocial interventions offering emotional and
practical support for the prevention of post-natal
depression.
Treatment for post-natal depression using cognitive
behavioural approaches, interpersonal therapy or
non-directive counselling.
Long-term multicomponent home visiting
programmes starting antenatally offering both
support for parenting and support for parents
particularly for teenage parents.
Short-sensitivity focused interventions including
parent–infant interaction guidance training for highrisk infants.
Manualized group based and one-to-one parenting
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High

programmes addressing behaviour management
and parent–child relationships.
There is evidence that the following programmes
to improve parenting and the mental health and
wellbeing of children are promising and need
more research:

Moderate

In all families—antenatal education focusing
on transition to parenthood and emotional
and attachment issues and programmes to
support parenting of fathers.
In families experiencing attachment difficulties
and where there is a risk of abuse: parent–infant
psychotherapy and infant led psychotherapy.
In families in which physical abuse has occurred—
intensive, multicomponent, multi-systemic family
support approaches and cognitive behaviouralbased parenting programmes.
In families in which emotional abuse has occurred—
parent–infant psychotherapy; and where anger
management is also an issue— group-based
behavioural parent training with additional anger
management components.
In families where sexual abuse has occurred—CBT
for the non-abusing parents; abused children can
also benefit.
In families where parents abuse drugs:
multicomponent programmes targeting affect
regulation, parental mood and views of self as a
parent, drug use and parenting skills delivered on
a one to one basis.
Interventions identified as ineffective for
improving parenting and the mental health and
well-being of children include psychological
debriefing after birth and universal approaches to
prevention of postnatal depression.
Other
comments

52 systematic reviews (53 papers) met the inclusion criteria.
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C5
Child Care Health Dev. 2011 Sep;37(5):623-37. doi: 10.1111/j.1365-2214.2011.01231.x. Epub
2011 May 17.Self-help parenting interventions for childhood behaviour disorders: a review of the
evidence. O'Brien M, Daley D.
http://www.ncbi.nlm.nih.gov/pubmed/21585419
Systematic review
September 2011
Publication
Date
Region
1+ (well-conducted MA, SR, or RCTs with a low risk of
International bias)
western style
countries
There is good evidence supporting the efficacy of selfhelp parenting intervention programmes in improving
child behaviour, over the short and longer term.

Strength of
evidence

High

There is evidence that delivery of self-help parenting
intervention programmes via bibliotherapy and
multimedia interventions have been shown to be
effective.

Moderate

Self-help parent programmes are less efficacious
compared with therapist-led programmes over the
short term. However, over the longer term,
outcomes associated with self-help programmes are
similar to those achieved with more intensive
therapist-led input.

Moderate

Including minimal levels of therapist support in
addition to self-help materials in self-help parenting
intervention programmes enhances child and parent
outcomes.
Parents view self-help favourably but significantly
less so than programmes including some form of
therapist input.

Moderate

The efficacy of self-help for families that have
additional risk factors, such as single parenthood, low
income and maternal depression is less certain.

Low

Based upon the current evidence, self-help may be
best utilized within primary healthcare settings via
community nurses and health visitors, for use with
children with early-onset conduct problems.
Moreover, self-help could form part of a steppedcare approach to treatment, where it may be used
as the most basic and least intrusive level of
intervention for families on waiting lists within
specialist clinical services, making self-help
potentially useful clinically. Under these
circumstances, self-help may prevent deterioration in
child behaviour as the evidence supports the use of
self-help compared with no treatment at all.

Moderate

Self-help parent programmes have a number of
advantages over group-based programmes: they are
potentially more cost-effective to deliver and
consequently can be disseminated to a wider

Moderate
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Moderate

population and self-help programmes reduce barriers
to engagement making them easily accessible and
convenient for parents.
Other
comments

Using a systematic literature search, two modes of delivery were evaluated,
namely bibliotherapy and multimedia. Programmes that included minimal therapist
support were also included.
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Web link

http://www.ncbi.nlm.nih.gov/pubmed/21412881
Systematic review

Type of
evidence

Cochrane Database Syst Rev. 2011 Mar 16;(3):CD002964. doi:
10.1002/14651858.CD002964.pub2.Individual and group based parenting programmes for
improving psychosocial outcomes for teenage parents and their children. Barlow J, Smailagic
N, Bennett C, Huband N, Jones H, Coren E.
Publication
Date
Region

March 2011
North America

Quality of
study

1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)

Evidence
statement
s (note
population,
interventio
n and
outcomes)

There is some evidence to suggest that parenting
programmes for teenage parents may be effective
in improving a number of aspects of parent-child
interaction both in the short- and long-term.

Other
comments

Included eight studies with 513 participants.
Two studies were conducted in Canada; six studies were conducted in the USA.

Strength of
evidence

Moderate

The methodological quality of the included studies was poor, and there was significant clinical
heterogeneity in terms of the focus and duration of the interventions, and indeed the age of
the children targeted. As such, it is not possible at the current time to be clear what the
necessary ingredients of successful parenting programmes for teenage parents comprise or
which outcomes
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C7
J Fam Psychol. 2010 Jun;24(3):316-27. doi: 10.1037/a0019691.Effects of parenting
education with expectant and new parents: a meta-analysis. Pinquart M, Teubert D.
http://www.ncbi.nlm.nih.gov/pubmed/20545405
Meta analysis
June 2010
Publication
Date
Region
International - all
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Moderate
Strength of
There is evidence to recommend that parentingevidence
focused interventions are effective and should be
made accessible to more expectant and new parents.
There is evidence that interventions promoting
effective parenting in the transition to parenthood
had small to very small significant effects on
parenting, parental stress, child abuse, healthpromoting behaviour of parents, cognitive
development, social development, motor
development of the child, child mental health,
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Moderate

parental mental health and couple adjustment. Most of
the effects were maintained at follow-up.
There is evidence that effects of interventions
promoting effective parenting in the transition to
parenthood varied by onset of the intervention,
delivery mode, qualification of the intervener,
length of intervention, intervention goals, and
gender distribution.

Moderate

There is evidence, based on moderator analysis, to
conclude that 3 to 6 months is an optimal length of
interventions for promoting positive parenting and
social development of the child.

Moderate

There is evidence for interventions promoting effective
parenting in the transition to parenthood that,
selective/indicated prevention with professional staff
rather than paraprofessionals is recommended for
promoting mental health of the child.

Moderate

There is evidence that interventions promoting
effective parenting in the transition to parenthood with
an after-birth component are suggested for the
promotion of cognitive development.

Moderate

There is evidence that as interventions promoting
effective parenting in the transition to parenthood
had stronger effects on outcomes that related
directly to the intervention goals, researchers and
practitioners should carefully match intervention
goals with the assessed outcomes.

Moderate

There is evidence that parenting education
interventions cannot address all factors that affect
parenting and child development, such as poverty,
single parenthood, or parental mental illness. Thus,
early parenting education is only one form of
promotion of positive parenting and child
development. When children grow older, other forms
of intervention become important, such as access to
high quality centre-based child care.

Moderate

Other
comments

Included 142 papers on interventions which started during pregnancy or in the first 6
months after birth
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C8
Cochrane Database Syst Rev. 2010 Mar 17;(3):CD003680. doi:
10.1002/14651858.CD003680.pub2.Group-based parent-training programmes for improving
emotional and behavioural adjustment in children from birth to three years old. Barlow J,
Smailagic N, Ferriter M, Bennett C, Jones H.
http://www.ncbi.nlm.nih.gov/pubmed/20238324
March 2010
Systematic review
Publication
Date
Region
International 1++ (high quality MA; or SR of RCTs; or RCT with very
western style
low bias risk)
countries

Web link
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Quality of
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Evidence

There is evidence that provides some support for the
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Strength of

Moderate

statements
(note
population,
interventio
n and
outcomes)

use of group-based parenting programmes to improve
the emotional and behavioural adjustment of children
with a maximum mean age of three years eleven
months.
All of the included studies were of behavioural,
cognitive-behavioural, or video-tape modelling
parenting programmes and the results should not
therefore be generalised to other types of parenting
programme.
There is currently insufficient evidence to reach any
firm conclusions regarding the role of parenting
programmes in the primary prevention of mental
health problems.

evidence

Low

There are also limited data available concerning the
long-term effectiveness of of these programmes.
Other
comments

Eight included studies produced a total of 50 comparisons (27 post-intervention and 23
follow-up) of group-based parent training programmes versus a waiting-list control
condition.
Five studies were conducted in the USA, two in the UK, and one in Canada.
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C9
Prev Sci. 2009 Dec;10(4):287-97. doi: 10.1007/s11121-009-0139-8.The benefits of booster
interventions: evidence from a family-focused prevention program. Tolan PH, Gorman-Smith D,
Henry D, Schoeny M.
http://www.ncbi.nlm.nih.gov/pubmed/19513845
Randomised controlled trial
December 2009
Publication
Date
Region
North America
1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)
Moderate
Strength of
Relating to a family-focused prevention program,
evidence
there is evidence that booster interventions
compared to initial intervention only, lead to a
relative improvement in child aggression and
concentration in school, with additional benefit for
high-risk groups in academic achievement,
behaviour, and family organization.
The present study addresses this question by randomly assigning 196 families to a booster
intervention (SAFEChildren II) and comparing effects 1 year after that intervention with
families who had been assigned to the initial intervention only (SAFEChildren I).
SAFEChildren is grounded in a developmental ecological perspective that emphasizes ageand setting related conditions and events that might promote risk. The approach is to help
families protect against such risk factors for children growing up in communities
characterized by high levels of poverty and crime and low social and economic resources.
Accordingly, SAFEChildren consisted of a 22-session family intervention to help inner-city
parents manage their children’s transition into school (first grade), accompanied by 20
sessions of academic tutoring for children.
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Other
comments

C10
Community Pract. 2009 Apr;82(4):28-31.Fathers and parenting programmes: barriers and
best practice. Bayley J, Wallace LM, Choudhry K.
http://www.ncbi.nlm.nih.gov/pubmed/19397081
Review (non-systematic)
April 2009
Publication
Date
Region
International - all
2+ (well conducted non-RCT studies with a low bias
risk and moderate probability of a causal relationship)
Moderate
Strength of
There is evidence that barriers to father participation
evidence
in parenting programmes include: lack of awareness,
work commitments, female-orientated services, lack
of organisational support and concerns over
programme content.
There is evidence that aspects of best practice for
father participation in parenting programmes
includes: actively promoting services to fathers
rather than parents, offering alternative forms of
provision, prioritising fathers within organisations
and taking different cultural and ethnic perspectives
into account.

Moderate

This review draws on published academic literature, government and community
organisation reports and empirical data collection through interviews with parenting
experts (n=9) and focus groups and questionnaires with fathers (n=29).
C11
J Abnorm Child Psychol. 2008 May;36(4):567-89. doi: 10.1007/s10802-007-9201-9. Epub
2008 Jan 19.A meta-analytic review of components associated with parent training program
effectiveness.Kaminski JW, Valle LA, Filene JH, Boyle CL.
http://www.ncbi.nlm.nih.gov/pubmed/18205039
Meta analysis
May 2008
Publication
Date
Region
International - all
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Moderate
Strength of
There is evidence that parent training program
evidence
components consistently associated with larger
effects include: increasing positive parent-child
interactions and emotional communication skills,
teaching parents to use time out and the importance
of parenting consistency, and requiring parents to
practice new skills with their children during parent
training sessions.
Moderate
There is evidence that parent training program
components consistently associated with smaller
effects include: teaching parents problem
solving; teaching parents to promote children's
cognitive, academic, or social skills; and
providing other, additional services.
This component analysis used meta-analytic techniques to synthesize the results of 77
published evaluations of parent training programs (i.e., programs that included the active
acquisition of parenting skills) to enhance behaviour and adjustment in children aged 0-7. C
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C12
Child Care Health Dev. 2007 Nov;33(6):784-93.Parenting programmes: a systematic review and
synthesis of qualitative research.Kane GA, Wood VA, Barlow J.
http://www.ncbi.nlm.nih.gov/pubmed/17944788
Systematic review
November 2007
Publication
Date
Region
International 1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)
western style
countries
Moderate
There is evidence that prior to taking part in a
Strength of
evidence
parenting programme many parents experienced
feelings of powerlessness and felt that they had
inadequate knowledge in relation to their children’s
behaviour.
There is evidence that parenting programmes aided
the acquisition of knowledge, skills and
understanding, and together with feelings of
acceptance and support from other parents in the
parenting group, enabled them to regain control and
feel more able to cope.

Moderate

This led to a reduction in feelings of guilt and social
isolation, increased empathy with their children and
confidence in dealing with their behaviour.
There is evidence that some of the key factors which
may need to be considered when attempting to
positively engage parents in parenting programmes:

Moderate

• parents to acknowledge that there is a problem;
• the seriousness of the consequences of conduct
disorder to be understood;
• knowledge and skills related to handling children’s
behaviour to be gained;
• control and confidence in one’s ability to parent
effectively to be acquired;
• parents need to receive non-judgemental support
from professionals in the process of gaining new
knowledge, skills and understanding, and help with
implementing parenting skills; parents need peer
support;
• parents need for their own needs to be recognized;

Other
comments

• mothers need for support from their spouse/
partner
Based on 4 studies.
This information may be important for policymakers and practitioners in the decision
making process about which of the many available parenting programmes to provide.
It identifies the components of parenting programmes that parents perceive to be necessary to
help them to change their parenting practices, and may thereby increase parental engagement
and the acceptability of parenting programmes to a greater number of parents.
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C13
Health Educ Res. 2007 Apr;22(2):177-91. Epub 2006 Jul 20.Parenting programmes for
preventing tobacco, alcohol or drugs misuse in children <18: a systematic review. Petrie J,
Bunn F, Byrne G.
http://www.ncbi.nlm.nih.gov/pubmed/16857779
Systematic review
April 2007
Publication
Date
Region
1+ (well-conducted MA, SR, or RCTs with a low
International risk of bias)
western style
countries
There is evidence that parenting programmes can be
effective in reducing or preventing substance
(tobacco, alcohol and drug) misuse in children <18
years.

Strength of
evidence

Moderate

The most effective appeared to be those that shared
an emphasis on active parental involvement and on
developing skills in social competence, self-regulation
and parenting.
Twenty studies met inclusion criteria.
Studies took place almost exclusively in the United States, apart from one Russian study, one
Australian and one Norwegian. However, the Russian study was an offshoot of the US study,
Project Northland.
The quality of the studies and nature of the interventions varied considerably.
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6.4

Sub-topic: Interventions to reduce the number of young people entering the
criminal justice system

Search record
6.4.1 13 publications met the search criteria.
Full Tabulated results
The following data forms present the detailed systematic review and meta-analysis findings of the
literature review. For further information on: ‘type of evidence’, ‘quality of study’ and ‘strength of
evidence’ see the methods statement on evidence classification (Section 3.4). Summary results are
provided in the results section (Section 4). Results are presented chronologically starting with the
most recent.
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NICE Guidance. July 2006. Parent-training/education programmes in the management of
children with conduct disorders.

Web link

http://publications.nice.org.uk/parent-trainingeducation-programmes-in-themanagement-of-children-with-conduct-disorders-ta102
Systematic review
July 2006
Publication
Date
Region
UK
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
High
2006 NICE Guidance recommends group-based
Strength of
evidence
parent-training/education programmes in the
management of children (aged 12 years or younger
or with a developmental age of 12 years or younger)
with conduct disorders.

Type of
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Quality of
study
Evidence
statement
s (note
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interventio
n and
outcomes)

2006 NICE Guidance recommends individual-based
parent-training/education programmes in the
management of children (aged 12 years or younger or
with a developmental age of 12 years or younger)
with conduct disorders only in situations where there
are particular difficulties in engaging with the parents
or family’s needs are too complex to be met by groupbased parent-training/education programmes.

High

2006 NICE Guidance recommends in relation to
children aged 12 years or younger or with a
developmental age of 12 years or younger with
conduct disorders, that all parent-training/education
programmes, whether group- or individual-based,
should:

High

• be structured and have a curriculum informed by
principles of social-learning theory
• include relationship-enhancing strategies
• offer a sufficient number of sessions, with an
optimum of 8–12, to maximise the possible benefits
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for participants
• enable parents to identify their own parenting
objectives
• incorporate role-play during sessions, as well as
homework to be undertaken between sessions, to
achieve generalisation of newly rehearsed behaviours to
the home situation
• be delivered by appropriately trained and skilled
facilitators who are supervised, have access to
necessary ongoing professional development, and
are able to engage in a productive therapeutic
alliance with parents
• adhere to the programme developer’s manual and
employ all of the necessary materials to ensure
consistent implementation of the programme.
2006 NICE Guidance recommends parent
training/education programmes relating to children
aged 12 years or younger or with a developmental
age of 12 years or younger with conduct disorders
should demonstrate proven effectiveness. This
should be based on evidence from randomised
controlled trials or other suitable rigorous evaluation
methods undertaken independently.

High

2006 NICE Guidance recommends in relation to
parent training/education programmes for parents of
children aged 12 years or younger or with a
developmental age of 12 years or younger with
conduct disorders, programme providers should also
ensure that support is available to enable the
participation of parents who might otherwise find it
difficult to access these programmes.

High

Other
comments
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D2
NICE clinical guidelines. 2009 January. Antisocial personality disorder: Treatment,
management and prevention
http://publications.nice.org.uk/antisocial-personality-disorder-cg77
Systematic review
January 2009
Publication
Date
Region
UK
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
High
2009 NICE guidance recommends that staff need to
Strength of
work actively to engage people with antisocial
evidence
personality disorder in treatment.
2009 NICE guidance states that evidence from both
clinical trials and scientific studies of antisocial
personality disorder shows that positive and
reinforcing approaches to the treatment of antisocial
personality disorder are more likely to be successful
than those that are negative or punitive.
2009 NICE guidance recommends that people with
antisocial personality disorder should not be excluded
from any health or social care service because of
their diagnosis or history of antisocial or offending
behaviour.
2009 NICE guidance recommends seeking to minimise
any disruption to therapeutic interventions for people
with antisocial personality disorder by:

High

High

ensuring that in the initial planning and delivery of
treatment, transfers from institutional to community
settings take into account the need to continue
treatment
avoiding unnecessary transfer of care between
institutions whenever possible during an
intervention, to prevent disruption to the agreed
treatment plan. This should be considered at initial
planning of treatment.
2009 NICE guidance recommends ensuring that
people with antisocial personality disorder from black
and minority ethnic groups have equal access to
culturally appropriate services based on clinical need.

High

2009 NICE guidance recommends that when language
or literacy is a barrier to accessing or engaging with
services for people with antisocial personality
disorder, provide:

High

information in their preferred language and in an
accessible format
psychological or other interventions in their preferred
language
independent interpreters
2009 NICE guidance recommends that when a
diagnosis of antisocial personality disorder is made,

114

High

discuss the implications of it with the person, the
family or carers where appropriate, and relevant staff,
and:
acknowledge the issues around stigma and exclusion
that have characterised care for people with antisocial
personality disorder
emphasise that the diagnosis does not limit access to a
range of appropriate treatments for comorbid mental
health disorders
provide information on and clarify the respective roles
of the healthcare, social care and criminal justice
services.
2009 NICE guidance recommends that when working
with women with antisocial personality disorder take
into account the higher incidences of common
comorbid mental health problems and other
personality disorders in such women, and:

High

adapt interventions in light of this (for example,
extend their duration)
ensure that in inpatient and residential settings the
increased vulnerability of these women is taken into
account
2009 NICE guidance recommends that staff, in
particular key workers, working with people with
antisocial personality disorder should establish regular
one-to-one meetings to review progress, even when
the primary mode of treatment is group based.

High

2009 NICE guidance recommends that when a person
with learning or physical disabilities or acquired
cognitive impairments presents with symptoms and
behaviour that suggest antisocial personality disorder,
staff involved in assessment and diagnosis should
consider consulting with a relevant specialist.

High

2009 NICE guidance recommends that staff
providing interventions for people with antisocial
personality disorder with learning or physical
disabilities or acquired cognitive impairments should,
where possible, provide the same interventions as
for other people with antisocial personality disorder.
Staff might need to adjust the method of delivery or
duration of the intervention to take account of the
disability or impairment.

High

2009 NICE guidance recommends working in
partnership with people with antisocial personality
disorder to develop their autonomy and promote
choice by:

High

ensuring that they remain actively involved in finding
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solutions to their problems, including during crises
encouraging them to consider the different treatment
options and life choices available to them, and the
consequences of the choices they make.
2009 NICE guidance recommends that staff working
with people with antisocial personality disorder
should recognise that a positive and rewarding
approach is more likely to be successful than a
punitive approach in engaging and retaining people
in treatment. Staff should:

High

explore treatment options in an atmosphere of hope and
optimism, explaining that recovery is possible and
attainable
build a trusting relationship, work in an open,
engaging and non-judgemental manner, and be
consistent and reliable.
2009 NICE guidance recommends that when
providing interventions for people with antisocial
personality disorder, particularly in residential and
institutional settings, pay attention to motivating
them to attend and engage with treatment. This
should happen at initial assessment and be an
integral and continuing part of any intervention, as
people with antisocial personality disorder are
vulnerable to premature withdrawal from treatment
and supportive interventions.

High

2009 NICE guidance recommends asking directly
whether the person with antisocial personality disorder
wants their family or carers to be involved in their care,
and, subject to the person's consent and rights to
confidentiality:

High

encourage families or carers to be involved
ensure that the involvement of families or carers does
not lead to a withdrawal of, or lack of access to,
services
inform families or carers about local support groups
for families or carers.
2009 NICE guidance recommends considering the
needs of families and carers of people with antisocial
personality disorder and pay particular attention to
the:
impact of antisocial and offending behaviours on the
family
consequences of significant drug or alcohol misuse
needs of and risks to any children in the family and
the safeguarding of their interests.
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High

2009 NICE guidance recommends that child and
adolescent mental health service (CAMHS)
professionals working with young people should:

High

balance the developing autonomy and capacity of the
young person with the responsibilities of parents and
carers
be familiar with the legal framework that applies to
young people, including the Mental Capacity Act, the
Children Acts and the Mental Health Act.
2009 NICE guidance recommends that services
should establish robust methods to identify children
at risk of developing conduct problems, integrated
when possible with the established local assessment
system. These should focus on identifying vulnerable
parents, where appropriate antenatally, including:

High

parents with other mental health problems, or with
significant drug or alcohol problems.
mothers younger than 18 years, particularly those
with a history of maltreatment in childhood
parents with a history of residential care
parents with significant previous or current contact
with the criminal justice system.
2009 NICE guidance recommends that when
identifying vulnerable parents, take care not to
intensify any stigma associated with the intervention
or increase the child's problems by labelling them as
antisocial or problematic.

High

2009 NICE guidance recommends that additional
interventions targeted specifically at the parents of
children with conduct problems (such as
interventions for parental, marital or interpersonal
problems) should not be provided routinely alongside
parent-training programmes, as they are unlikely to
have an impact on the child's conduct problems.

High

2009 NICE guidance recommends that cognitive
problem-solving skills training should be considered
for children aged 8 years and older with conduct
problems if:

High

the child's family is unwilling or unable to engage with a
parent-training programme.
additional factors, such as callous and unemotional
traits in the child, may reduce the likelihood of the
child benefiting from parent-training programmes
alone.
2009 NICE guidance recommends that for children
who have residual problems following cognitive
problem-solving skills training, consider anger control
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High

or social problem-solving skills training, depending on
the nature of the residual problems
2009 NICE guidance recommends that social problemsolving skills training should usually be conducted in
groups over a period of 10–16 weeks. Training should
focus typically on strategies to enable the child to:

High

modify and expand their interpersonal appraisal
processes
develop a more sophisticated understanding of beliefs
and desires in others
improve their capacity to regulate their emotional
responses.
2009 NICE guidance recommends that for parents of
young people aged between 12 and 17 years with
conduct problems, consider parent-training
programmes.

High

2009 NICE guidance recommends that for young
people aged between 12 and 17 years with conduct
problems at risk of being placed in long-term out-ofhome care, consider multidimensional treatment
foster care.

High

Regarding how to deliver interventions for young
people with conduct problems aged between 12 and
17 years and their families, 2009 NICE guidance
recommends that brief strategic family therapy
should consist of at least fortnightly meetings over a
period of 3 months and focus on:

High

engaging and supporting the family
engaging and using the support of the wider social
and educational system
identifying maladaptive family interactions (including
areas of power distribution and conflict resolution)
promoting new and more adaptive family interactions
(including open and effective communication).
Regarding how to deliver interventions for young
people with conduct problems aged between 12 and
17 years and their families, 2009 NICE guidance
recommends that functional family therapy should be
conducted over a period of 3 months by health or
social care professionals and focus on improving the
interactions within the family, including:
engaging and motivating the family in treatment
(enhancing perception that change is possible, positive
reframing and establishing a positive alliance)
problem-solving and behaviour change through
parent-training and communication training
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High

promoting generalisation of change in specific
behaviours to broader contexts, both within the
family and the community (such as schools).
2009 NICE guidance recommends that health and
social care services should consider referring
vulnerable young people with a history of conduct
disorder or contact with youth offending schemes, or
those who have been receiving interventions for
conduct and related disorders, to appropriate adult
services for continuing assessment and/or treatment.

High

2009 NICE guidance recommends that when assessing
a person with possible antisocial personality disorder,
healthcare professionals in secondary and forensic
mental health services should conduct a full
assessment of:

High

antisocial behaviours
personality functioning, coping strategies, strengths
and vulnerabilities
comorbid mental disorders (including depression and
anxiety, drug or alcohol misuse, post-traumatic stress
disorder and other personality disorders)
the need for psychological treatment, social care
and support, and occupational rehabilitation or
development
domestic violence and abuse.
2009 NICE guidance recommends that staff involved
in the assessment of antisocial personality disorder in
secondary and specialist services should use
structured assessment methods whenever possible to
increase the validity of the assessment. For forensic
services, the use of measures such as PCL-R or PCLSV to assess the severity of antisocial personality
disorder should be part of the routine assessment
process.

High

2009 NICE guidance recommends that staff working
in primary and secondary care services (for example,
drug and alcohol services) and community services
(for example, the probation service) that include a
high proportion of people with antisocial personality
disorder should be alert to the possibility of antisocial
personality disorder in service users. Where antisocial
personality disorder is suspected and the person is
seeking help, consider offering a referral to an
appropriate forensic mental health service depending
on the nature of the presenting complaint. For
example, for depression and anxiety this may be to
general mental health services; for problems directly
relating to the personality disorder it may be to a

High
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specialist personality disorder or forensic service.
2009 NICE guidance recommends that assessing risk
of violence is not routine in primary care, but if such
assessment is required consider:

High

current or previous violence, including severity,
circumstances, precipitants and victims
the presence of comorbid mental disorders and/or
substance misuse
current life stressors, relationships and life events
additional information from written records or families
and carers (subject to the person's consent and right to
confidentiality), because the person with antisocial
personality disorder might not always be a reliable
source of information.
2009 NICE guidance recommends that healthcare
professionals in primary care should consider contact with
and/or referral to secondary or forensic services where
there is current violence or threats that suggest
significant risk and/or a history of serious violence,
including predatory offending or targeting of children or
other vulnerable people.

High

2009 NICE guidance recommends that When assessing
the risk of violence in secondary care mental health
services, take a detailed history of violence and consider
and record:

High

current or previous violence, including severity,
circumstances, precipitants and victims
contact with the criminal justice system, including
convictions and periods of imprisonment
the presence of comorbid mental disorder and/or
substance misuse
current life stressors, relationships and life events
additional information from written records or families
and carers (subject to the person's consent and right
to confidentiality), as the person with antisocial
personality disorder might not always be a reliable
source of information.
2009 NICE guidance recommends that the initial risk
management should be directed at crisis resolution
and ameliorating any acute aggravating factors. The
history of previous violence should be an important
guide in the development of any future violence risk
management plan.

High

2009 NICE guidance recommends that staff in
secondary care mental health services should consider
a referral to forensic services where there is:

High
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current violence or threat that suggests immediate
risk or disruption to the operation of the service
a history of serious violence, including predatory
offending or targeting of children or other vulnerable
people.
2009 NICE guidance recommends that when assessing

High

the risk of violence in forensic, specialist personality
disorder or tertiary mental health services, take a
detailed history of violence, and consider and record:
current and previous violence, including severity,
circumstances, precipitants and victims
contact with the criminal justice system, including
convictions and periods of imprisonment
the presence of comorbid mental disorder
and/or substance misuse
current life stressors, relationships and life events
additional information from written records or
families and carers (subject to the person's consent
and right to confidentiality), as the person with
antisocial personality disorder might not always be
a reliable source of information.
2009 NICE guidance recommends that healthcare

High

professionals in forensic or specialist personality
disorder services should consider, as part of a
structured clinical assessment, routinely using:
a standardised measure of the severity of antisocial
personality disorder (for example, PCL-R or PCL-SV)
a formal assessment tool such as HCR-20 to develop a
risk management strategy.
2009 NICE guidance recommends that services should

High

develop a comprehensive risk management plan for
people with antisocial personality disorder who are
considered to be of high risk. The plan should involve
other agencies in health and social care services and
the criminal justice system. Probation services should
take the lead role when the person is on a community
sentence or is on licence from prison with mental
health and social care services providing support and
liaison. Such cases should routinely be referred to the
local Multi-Agency Public Protection Panel.
2009 NICE guidance recommends that people with
antisocial personality disorder should be offered
treatment for any comorbid disorders in line with
recommendations in the relevant NICE clinical
guideline, where available. This should happen
regardless of whether the person is receiving
treatment for antisocial personality disorder.
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High

2009 NICE guidance recommends that when providing
psychological or pharmacological interventions for
antisocial personality disorder, offending behaviour or
comorbid disorders to people with antisocial personality
disorder, be aware of the potential for and possible
impact of:

High

poor concordance
high attrition
misuse of prescribed medication
drug interactions (including with alcohol and illicit
drugs).
2009 NICE guidance recommends that when
providing psychological interventions for comorbid
disorders to people with antisocial personality
disorder, consider lengthening their duration or
increasing their intensity.

High

2009 NICE guidance recommends that for people with
antisocial personality disorder, including those with
substance misuse problems, in community and mental
health services, consider offering group-based
cognitive and behavioural interventions, in order to
address problems such as impulsivity, interpersonal
difficulties and antisocial behaviour.

High

2009 NICE guidance recommends that for people
with antisocial personality disorder with a history of
offending behaviour who are in community and
institutional care, consider offering group-based
cognitive and behavioural interventions (for example,
programmes such as 'reasoning and rehabilitation')
focused on reducing offending and other antisocial
behaviour.

High

2009 NICE guidance recommends that for young
offenders aged 17 years or younger with a history
of offending behaviour who are in institutional care,
offer group-based cognitive and behavioural
interventions aimed at young offenders and that
are focused on reducing offending and other
antisocial behaviour.

High

2009 NICE guidance recommends that when providing
cognitive and behavioural interventions:

High

assess the level of risk and adjust the duration and
intensity of the programme accordingly
(participants at all levels of risk may benefit from
these interventions)
provide support and encouragement to help
participants to attend and complete programmes,
including people who are legally mandated to do so.
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2009 NICE guidance recommends that
pharmacological interventions should not be routinely
used for the treatment of antisocial personality disorder
or associated behaviours of aggression, anger and
impulsivity.

High

2009 NICE guidance recommends that
pharmacological interventions for comorbid mental
disorders, in particular depression and anxiety, should
be in line with recommendations in the relevant NICE
clinical guideline. When starting and reviewing
medication for comorbid mental disorders, pay
particular attention to issues of adherence and the
risks of misuse or overdose

High

2009 NICE guidance recommends that for people with
antisocial personality disorder who misuse drugs, in
particular opioids or stimulants, offer psychological
interventions (in particular, contingency management
programmes) in line with recommendations in the
relevant NICE clinical guideline.

High

2009 NICE guidance recommends that for people with
antisocial personality disorder who misuse or are
dependent on alcohol, offer psychological and
pharmacological interventions in line with existing
national guidance for the treatment and management of
alcohol disorders.

High

2009 NICE guidance recommends that for people with
antisocial personality disorder who are in institutional
care and who misuse or are dependent on drugs or
alcohol; consider referral to a specialist therapeutic
community focused on the treatment of drug and
alcohol problems.

High

2009 NICE guidance recommends that for people in
community and institutional settings who meet
criteria for psychopathy or dangerous and severe
personality disorder (DSPD), consider cognitive and
behavioural interventions (for example, programmes
such as 'reasoning and rehabilitation') focused on
reducing offending and other antisocial behaviour.
These interventions should be adapted for this group
by extending the nature (for example, concurrent
individual and group sessions) and duration of the
intervention, and by providing booster sessions,
continued follow-up and close monitoring.

High

2009 NICE guidance recommends that for people
who meet criteria for psychopathy or dangerous and
severe personality disorder (DSPD), offer treatment
for any comorbid disorders in line with existing NICE
guidance. This should happen regardless of whether
the person is receiving treatment for psychopathy or
DSPD because effective treatment of comorbid

High
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disorders may reduce the risk associated with
psychopathy or DSPD.
2009 NICE guidance recommends that staff providing
interventions for people who meet criteria for
psychopathy or DSPD should receive high levels of
support and close supervision, due to increased risk of
harm. This may be provided by staff outside the unit.

High

2009 NICE guidance recommends that provision of
services for people with antisocial personality disorder
often involves significant inter-agency working.
Therefore, services should ensure that there are clear
pathways for people with antisocial personality
disorder so that the most effective multi-agency care
is provided. These pathways should:

High

specify the various interventions that are available at
each point
enable effective communication among clinicians and
organisations at all points and provide the means to
resolve differences and disagreements.
Clearly agreed local criteria should also be established
to facilitate the transfer of people with antisocial
personality disorder between services. As far as is
possible, shared objective criteria should be
developed relating to comprehensive assessment of
need and risk.
2009 NICE guidance recommends that services
should consider establishing antisocial personality
disorder networks, where possible linked to other
personality disorder networks. (They may be
organised at the level of primary care trusts, local
authorities, strategic health authorities or government
offices.) These networks should be multi-agency,
should actively involve people with antisocial
personality disorder and should:

High

take a significant role in training staff, including those
in primary care, general, secondary and forensic
mental health services, and in the criminal justice
system
have resources to provide specialist support and
supervision for staff
take a central role in the development of standards
for and the coordination of clinical pathways
monitor the effective operation of clinical pathways
2009 NICE guidance recommends that healthcare
professionals should normally only consider admitting
people with antisocial personality disorder to
inpatient services for crisis management or for the
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High

treatment of comorbid disorders. Admission should be
brief, where possible set out in a previously agreed
crisis plan and have a defined purpose and end point.
2009 NICE guidance recommends that admission to
inpatient services solely for the treatment of
antisocial personality disorder or its associated risks
is likely to be a lengthy process and should:

High

be under the care of forensic/specialist personality
disorder services not usually be under a hospital
order under a section of the Mental Health Act (in
the rare instance that this is done, seek advice from
a forensic/specialist personality service).
2009 NICE guidance recommends that all staff
working with people with antisocial personality
disorder should be familiar with the 'Ten essential
shared capabilities: a framework for the whole of the
mental health practice'[2] and have a knowledge and
awareness of antisocial personality disorder that
facilitates effective working with service users,
families or carers, and colleagues.

High

2009 NICE guidance recommends that all staff
working with people with antisocial personality
disorder should have skills appropriate to the nature
and level of contact with service users. These skills
include:

High

for all frontline staff, knowledge about antisocial
personality disorder and understanding behaviours
in context, including awareness of the potential for
therapeutic boundary violations (for example,
inappropriate relations with service users)
for staff with regular and sustained contact with
people with antisocial personality disorder, the ability
to respond effectively to the needs of service users
for staff with direct therapeutic or
management roles, competence in the
specific treatment interventions and
management strategies used in the service.
2009 NICE guidance recommends that
services should ensure that all staff
providing psychosocial or pharmacological
interventions for the treatment or prevention
of antisocial personality disorder are
competent and properly qualified and
supervised, and that they adhere closely to
the structure and duration of the
interventions as set out in the relevant
treatment manuals. This should be achieved
through:
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High

use of competence frameworks based on relevant
treatment manuals
routine use of sessional outcome measures
routine direct monitoring and evaluation of staff
adherence, for example through the use of video and
audio tapes and external audit and scrutiny where
appropriate.
2009 NICE guidance recommends that services should
ensure that staff supervision is built into the routine
working of the service, is properly resourced within
local systems and is monitored. Supervision, which
may be provided by staff external to the service,
should:

High

make use of direct observation (for example,
recordings of sessions) and routine outcome
measures
support adherence to the specific intervention
promote general therapeutic consistency and
reliability
counter negative attitudes among staff.
2009 NICE guidance recommends that forensic
services should ensure that systems for all staff
working with people with antisocial personality
disorder are in place that provide:
comprehensive induction programmes in which the
purpose of the service is made clear
a supportive and open environment that encourages
reflective practice and honesty about individual
difficulties such as the potential for therapeutic
boundary violations (such as inappropriate relations
with service users)
continuing staff support to review and explore the
ethical and clinical challenges involved in working in
high-intensity environments, thereby building staff
capacity and resilience.
Other
comments
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High
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Cochrane Database Syst Rev. 2012 Feb 15;2:CD008225. doi:
10.1002/14651858.CD008225.pub2.Behavioural and cognitive-behavioural groupbased parenting programmes for early-onset conduct problems in children aged 3 to 12
years. Furlong M, McGilloway S, Bywater T, Hutchings J, Smith SM, Donnelly M.

Web link

http://www.ncbi.nlm.nih.gov/pubmed/22336837
Systematic review

Type of
evidence
Quality of
study

1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)

Evidence
statement
s (note
population,
interventio
n and
outcomes)

There is evidence that behavioural and cognitivebehavioural group-based parenting interventions are
effective and cost-effective for improving child
conduct problems, parental mental health and
parenting skills in the short term.

Other
comments

Publication
Date
Region

Strength of
evidence

February 2012
International western style
countries
High

High
There is evidence that the cost of behavioural
and cognitive-behavioural group-based parenting
programme delivery was modest when compared
with the long-term health, social, educational and
legal costs associated with childhood conduct
problems.
This review includes 13 trials (10 RCTs and three quasi-randomised trials), as well as two
economic evaluations based on two of the trials. Overall, there were 1078 participants (646
in the intervention group; 432 in the control group).
Five studies were conducted in the USA, Seven studies were conducted in Europe,
three in various locations in the UK, one in Ireland, one in Belgium, one in Norway,
and one in Sweden.
The overall quality of included studies was variable, ranging from fair to very good.
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study
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D4
Pediatrics. 2012 Jun;129(6):e1577-86. doi: 10.1542/peds.2010-1361. Epub 2012 May
28.Treatment of maladaptive aggression in youth: CERT guidelines II. Treatments and
ongoing management. Scotto Rosato N, Correll CU, Pappadopulos E, Chait A, Crystal S,
Jensen PS; Treatment of Maladaptive Aggressive in Youth Steering Committee.
http://www.ncbi.nlm.nih.gov/pubmed/22641763
Systematic review
June 2012
Publication
Date
Region
International - all
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
There is evidence to support the following
High
Strength of
psychosocial Interventions for maladaptive aggression
evidence
in youth:
Provide or Assist the Family in Obtaining
Evidence-Based Parent and Child Skills Training
During All Phases of Care
Engage the Child and Family in Taking an Active
Role in Implementing Psychosocial Strategies and
Help Them to Maintain
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Consistency.
Initial Medication Treatment Should Target
the Underlying Disorder(s)
When Available, Follow Evidence- Based Guidelines
for the Primary Disorder
High

There is evidence to support the following medication
treatment recommendations for maladaptive
aggression in youth:
Consider Adding an Antipsychotic Medication, Taking
Into Account the Latest Available Evidence on Efficacy
and Safety of Individual Agents, If Severe Aggression
Persists After an Adequate Trial of Treatments for the
Underlying Disorder
Use Recommended Titration Schedules and Deliver an
Adequate Medication Trial Before Changing or Adding
Medication
If Insufficient Response, Try a Different Antipsychotic
Medication
For a Partial Response to an Initial First-Line
Antipsychotic, Consider Augmentation With a Mood
Stabilizer
Avoid Using More Than 2 Psychotropic Medications
Simultaneously
Conduct Side Effect and Metabolic Assessments and
Laboratory Tests That Are Clinically Relevant,
Comprehensive, and Based on Established Guidelines
Provide Accessible Information to Parents and
Families About Identifying and Managing Side Effects
Other
comments

24 studies meet the inclusion criteria
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Web link

http://www.ncbi.nlm.nih.gov/pubmed/21599664
Meta analysis

Type of
evidence

J Child Psychol Psychiatry. 2011 Nov;52(11):1134-43. doi: 10.1111/j.14697610.2011.02412.x. Epub 2011 May 20.The relationship between juvenile psychopathic
traits, delinquency and (violent) recidivism: a meta-analysis. Asscher JJ, van Vugt ES,
Stams GJ, Deković M, Eichelsheim VI, Yousfi S.

Quality of
study

1+ (well-conducted MA, SR, or RCTs with a low risk
of bias)

Evidence
statements
(note
population,
interventio
n and

There is evidence that psychopathy is moderately
associated with delinquency, general recidivism,
and violent recidivism.
There is evidence that various study and participant
characteristics influenced the strength of the
association between psychopathy, delinquency, and
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Publication
Date
Region

November 2011

Strength of
evidence

Moderate

Choose an item

Moderate

outcomes)

(violent) recidivism.
Moderate

There is evidence that screening for the (early)
detection of psychopathy is important, as delinquent
behavior and recidivism can be predicted from
psychopathy as early as the transition from middle
childhood to adolescence.
Other
comments

A meta-analysis of k = 53 studies containing 60 non-overlapping samples and
10,073 participants
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J Am Acad Child Adolesc Psychiatry. 2008 Sep;47(9):1010-9. doi:
10.1097/CHI.ObO13e31817eecf3.Mental disorders among adolescents in juvenile detention
and correctional facilities: a systematic review and metaregression analysis of 25 surveys.
Fazel S, Doll H, Långström N.

Web link

http://www.ncbi.nlm.nih.gov/pubmed/18664994
Systematic review

Type of
evidence
Quality of
study
Evidence
statement
s (note
population,
interventio
n and
outcomes)
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comments
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Citation
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evidence
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study
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statements
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interventio
n and

1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
There is evidence that adolescents in detention and
correctional facilities were about 10 times more likely
to suffer from psychosis than the general adolescent
population.

Publication
Date
Region
Strength of
evidence

September 2008
International - all
Moderate

Moderate
There is evidence that among adolescents in
detention and correctional facilities girls were more
often diagnosed with major depression than were
boys, contrary to findings from adult prisoners and
general population surveys.
To systematically review and perform a meta-analysis of the research literature
on the prevalence of mental disorders in adolescents in juvenile detention and
correctional facilities.
Twenty-five surveys involving 13,778 boys and 2,972 girls (mean age 15.6 years,
range 10-19 years) met inclusion criteria.
The findings have implications for the provision of psychiatric services for
adolescents in detention.
D7
Dev Psychobiol. 2010 Apr;52(3):277-85. doi: 10.1002/dev.20440.Translating
models of antisocial behavioural development into efficacious intervention policy
to prevent adolescent violence. Dodge KA, McCourt SN.
http://www.ncbi.nlm.nih.gov/pubmed/20175096
Review (non-systematic)
April 2010
Publication
Date
Region
North America
2+ (well conducted non-RCT studies with a low bias
risk and moderate probability of a causal relationship)
Moderate
Strength of
There is evidence that environments alter the
evidence
impact of genes on problem behaviour outcomes,
this gives rise to the hope for prevention. Preventive
intervention might target:
(1) traumatic and toxic environments (such as physical
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outcomes)

Other
comments
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Citation

Web link
Type of
evidence
Quality of
study
Evidence
statements
(note
population,
interventio
n and
outcomes)

abuse, chronic peer rejection, and deviant peer
groups) that have insidious effects on youth
behaviour and (2) children who are at high risk for
problem outcomes. Successful interventions are not
likely to be simple or inexpensive, but they might well
prove to be cost-beneficial.
Adolescent chronic antisocial behaviour is costly but concentrated in a relatively
small number of individuals. The search for effective preventive interventions draws
from empirical findings of three kinds of gene-by-environment interactions:
(1) parenting behaviours mute the impact of genes; (2) genes alter the impact of
traumatic environmental experiences such as physical abuse and peer social
rejection; and (3) individuals and environments influence each other in a dynamic
developmental cascade. Thus, environmental interventions that focus on high-risk
youth may prove effective. The Fast Track intervention and randomized controlled
trial are described. The intervention is a 10-year series of efforts to produce
proximal change in parenting, peer relations, social cognition, and academic
performance in order to lead to distal prevention of adolescent conduct disorder.
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Philos Trans R Soc Lond B Biol Sci. 2008 Aug 12;363(1503):2577-97. doi:
10.1098/rstb.2008.0035.A review of effective interventions for reducing aggression and
violence. McGuire J.
http://www.ncbi.nlm.nih.gov/pubmed/18467276
Review (non-systematic)
August 2008
Publication
Date
Region
International - all
2+ (well conducted non-RCT studies with a low bias risk
and moderate probability of a causal relationship)
Strength of
Moderate
There is sufficient evidence currently available to
evidence
substantiate the claim that personal violence can be
reduced by psychosocial interventions, but that much
more research is required to delineate the
parameters of effectiveness in this context.
There are large amounts of evidence showing that it is
possible to reduce the rate of occurrence of these
problems among individuals who have been identified as
manifesting them.

Moderate

There is evidence that emotional self-management,
interpersonal skills, social problem-solving and allied
training approaches show mainly positive effects with a
reasonably high degree of reliability.
Findings are weaker with respect to domestic violence
and less consistent with reference to prison-based
programmes.
There is evidence that for most programmatic
interventions in extant use, it is almost certainly
necessary to increase the duration and intensity of
treatment (‘dosage’) above presently inadequate
levels if intended effects are to be obtained.

Moderate

There is evidence that in criminal justice services,

Moderate
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there is a need to improve targeting, preferably
applying the risk–needs–responsivity framework as
currently the best validated model.
In implementing this at an individual case
management level, it is imperative to employ
functional analysis/case formulation for treatment
allocation decisions.
Other
comments

Objective: Survey research on the outcomes of interventions designed to reduce personal
violence and to summarize what has emerged from that work with a view to identifying the most
effective approaches to the problem that have been discovered to date
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MMWR Recomm Rep. 2007 Aug 10;56(RR-7):1-12.The effectiveness of universal schoolbased programs for the prevention of violent and aggressive behavior: a report on
recommendations of the Task Force on Community Preventive Services.Hahn R, FuquaWhitley D, Wethington H, Lowy J, Liberman A, Crosby A, Fullilove M, Johnson R, Moscicki E,
Price L, Snyder SR, Tuma F, Cory S, Stone G, Mukhopadhaya K, Chattopadhyay S, Dahlberg
L; Centers for Disease Control and Prevention (CDC); Task Force on Community Preventive
Services.

Web link
Type of
evidence
Quality of
study

http://www.ncbi.nlm.nih.gov/pubmed/17687245
Systematic review

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is strong evidence that universal school-based
programs decrease rates of violence and aggressive
behaviour among school-aged children.
Program effects were demonstrated at all grade
levels. An independent meta-analysis of school-based
programs confirmed and supplemented these
findings.
On the basis of strong evidence of effectiveness,
the Task Force recommends the use of universal
school-based programs to prevent or reduce violent
behaviour.

Other
comments

Universal school-based programs to reduce or prevent violent behaviour are delivered to all
children in classrooms in a grade or in a school. Similarly, programs targeted to schools in
high-risk areas (defined by low socioeconomic status or high crime rates) are delivered to
all children in a grade or school in those high-risk areas. During 2004-2006, the Task Force
on Community Preventive Services (Task Force) conducted a systematic review of published
scientific evidence concerning the effectiveness of these programs.
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Web link

1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)

Publication
Date
Region

August 2007

Strength of
evidence

High

North America

Am J Prev Med. 2007 Jul;33(1):65-74.Effectiveness of interventions to prevent youth
violence a systematic review. Limbos MA, Chan LS, Warf C, Schneir A, Iverson E, Shekelle
P, Kipke MD.
http://www.ncbi.nlm.nih.gov/pubmed/17572314
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Type of
evidence
Quality of
study

Systematic review

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is evidence that tertiary-level interventions
were more likely to report effectiveness than
primary- or secondary-level interventions to prevent
youth violence.

Other
comments

1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)

Publication
Date
Region

July 2007

Strength of
evidence

Moderate

North America

Moderate

Effective interventions evaluated by randomized
controlled trials included: Responding in Peaceful
and Positive Ways, Aban Aya Youth Project, Moving
to Opportunity, Early Community-Based Intervention
Program, Childhaven's Therapeutic Child-Care
Program, Turning Point: Rethinking Violence, and a
multisystemic therapy program.
Differences among programs and within
subpopulations could not be assessed because of
inadequate data.
Forty-one studies were included in the review.
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J Am Acad Nurse Pract. 2007 Jun;19(6):306-14.Caring for the future: strategies for
promoting violence prevention in pediatric primary care. Notarianni MA, Clements PT,
Tillman HJ.

Web link
Type of
evidence
Quality of
study

http://www.ncbi.nlm.nih.gov/pubmed/17535340
Review (non-systematic)

Evidence
statements
(note
population,
interventio
n and
outcomes)

2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)
There is evidence that nurse practitioners (NPs)'
expertise in health promotion makes them an
important member of interdisciplinary team efforts to
prevent youth violence.
Knowledge of risk factors, appropriately focused
assessment, and relevant intervention strategies can
assist NPs to fulfil a valuable role in this critical
endeavour.
There is evidence that a greater emphasis on
strategies already employed by nurse practitioners
to promote the development of healthy families can
contribute greatly to reducing the problem of youth
violence.

Other
comments

Publication
Date
Region

June 2007

Strength of
evidence

Moderate

North America

Moderate

Moderate
There is evidence that universal screening for warning
signs and level of violence risk in youth, as well as
utilizing appropriate interventions and referrals will
provide nurse practitioners with the opportunity to
contribute to reducing the problem of youth violence.
Extensive reviews of the extant literature, clinical and anecdotal information, and
professional experiences and encounters were utilized to explore and identify current
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practice recommendations related to youth violence prevention.
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NIH Consens State Sci Statements. 2004 Oct 13-15;21(2):1-34.NIH State-of-the-Science
Conference Statement on preventing violence and related health-risking social behaviours in
adolescents.[No authors listed]

Web link
Type of
evidence

http://www.ncbi.nlm.nih.gov/pubmed/17308550
Systematic review

Quality of
study

1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)

Evidence
statement
s (note
population,
interventio
n and
outcomes)

There is evidence that some interventions have been
shown by rigorous research to reduce violence
precursors, violence, and arrest among.
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Publication
Date
Region

October 2004

Strength of
evidence

Moderate

International - all

Moderate
There is evidence that programs that seek to prevent
violence through fear and tough treatment appear
ineffective. Intensive programs that aim at
developing skills and competencies can work.
Moderate
There is evidence that interventions to reduce
violence may be context dependent.
Presentations by experts and a systematic review of the scientific literature related to youth
violence prevention provided by the Southern California Evidence-Based Practice Centre,
through the Agency for Healthcare Research and Quality's Evidence-based Practice Centres
Program. Scientific evidence was given precedence over clinical anecdotal experience
D13
MMWR Recomm Rep. 2004 Jul 2;53(RR-10):1-8.Therapeutic foster care for the prevention of
violence: a report on recommendations of the Task Force on Community Preventive
Services.Hahn RA, Lowy J, Bilukha O, Snyder S, Briss P, Crosby A, Fullilove MT, Tuma F,
Moscicki EK, Liberman A, Schofield A, Corso PS; CDC Task Force on Community Preventive
Services.
http://www.ncbi.nlm.nih.gov/pubmed/15229410
Systematic review
July 2004
Publication
Date
International - all
Region
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Low
Strength of
Therapeutic foster care for reduction of violence by
evidence
children with severe emotional disturbance (cluster
therapeutic foster care) involved programs (average
duration: 18 months) in which clusters of fosterparent families cooperated in the care of children
(aged 5-13 years) with severe emotional disturbance.
The Task Force found insufficient evidence to
determine the effectiveness of this intervention in
preventing violence.
Moderate
Therapeutic foster care for the reduction of violence
by chronically delinquent adolescents (programintensive therapeutic foster care) involved short-term
programs (average duration: 6-7 months) in which
program personnel collaborated closely and daily with
foster families caring for adolescents (aged 12-
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18 years) with a history of chronic delinquency.

Other
comments

On the basis of sufficient evidence of effectiveness,
the Task Force recommends this intervention for
prevention of violence among adolescents with a
history of chronic delinquency.
In therapeutic foster care programs, youths who cannot live at home are placed in homes
with foster parents who have been trained to provide a structured environment that
supports their learning social and emotional skills.
To assess the effectiveness of such programs in preventing violent behaviour among
participating youths, the Task Force on Community Preventive Services conducted a
systematic review of the scientific literature regarding these programs. Reported and
observed violence, including violent crime, were direct measures. Proxy measures were
externalizing behaviour (i.e., behaviour in which psychological problems are acted out),
conduct disorder, and arrests, convictions, or delinquency, as ascertained from official
records, for acts that might have included violence.
A systematic search identified five studies that reported the effects of therapeutic foster care
programs on violence by juveniles. Reviewed studies assessed two similar interventions,
distinguished by the ages and underlying problems of the target populations.

134

6.5

Sub-topic: Interventions to improve outcomes for children in families supported
by social care services

Search record
6.5.1 10 publications met the search criteria. Full
Tabulated results
The following data forms present the detailed systematic review and meta-analysis findings of the
literature review. For further information on: ‘type of evidence’, ‘quality of study’ and ‘strength of
evidence’ see the methods statement on evidence classification (Section 3.4). Summary results are
provided in the results section (Section 4). Results are presented chronologically starting with the
most recent.

ID
Citation
Web link
Type of
evidence
Quality of
study
Evidence
statements
(note
population,
interventio
n and
outcomes)

E1
NICE public health guidance Issued: October 2010. Looked-after children and young people.
http://publications.nice.org.uk/looked-after-children-and-young-people-ph28
Systematic review
Publication
October 2010
Date
1++ (high quality MA; or SR of RCTs; or RCT with very
Region
UK
low bias risk)
2010 NICE Guidance recommends prioritising the
2010 NICE
High
needs of looked after children:
Guidance
recommend
High
2010 NICE Guidance recommends creating strong
s Strength
leadership and strategic partnerships to develop a
of evidence
vision and a corporate parenting strategy that: focuses on effective partnership and multi-agency
working
-addresses health and educational inequalities for
looked-after children and young people.
2010 NICE Guidance recommends ensuring that local
strategic plans adhere to national guidance, primarily
'Statutory guidance on promoting the health and wellbeing of looked after children'.

High

2010 NICE Guidance recommends ensuring the joint
strategic needs assessment process is a central
component in assessing the needs of looked-after
children and young people.

High

2010 NICE Guidance recommends ensuring local plans
and strategies for children and young people's health
and wellbeing fully reflect the needs of looked-after
children and young people, and care leavers, and set
out how these needs will be met. They should
describe how to:
-meet the changing needs of looked-after populations
and provide high-quality care
-provide services that meet the emotional health and
wellbeing needs of children and their carers, including
child and adolescent mental health services (CAMHS),

High
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core health services (for example, immunisation)
and enhanced services (for example, paediatrics) promote healthy lifestyles
-provide access to extra-curricular activities
-improve the stability of placements and education.
2010 NICE Guidance recommends ensuring senior
managers in partner agencies provide strong, visible
leadership to raise aspirations and attainment, and
promote joint working to meet the needs of lookedafter children and young people

High

2010 NICE Guidance recommends ensuring effective
corporate parenting by complying with guidance on
the role of lead members for children's services and
directors of children's services in helping looked-after
children and young people improve their aspirations
and outcomes.

High

2010 NICE Guidance recommends ensuring services
are developed taking account of the views of
looked-after children and young people (see
recommendation 24). These views should be
channelled through the corporate parenting board
or children-in-care council.

High

2010 NICE Guidance recommends providing an
annual report to the children-in-care council, the local
authority overview and scrutiny committee, the
director of public health, the NHS commissioner and
the leader of the council. This report should cover the
effectiveness of services for looked-after children and
young people when evaluated against local plans for
health and wellbeing, the local pledge to children in
care, national indicators and local targets.

High

2010 NICE Guidance recommends building
communication networks with key partner
organisations and publish, publicise and update
regularly a local map that identifies all agencies that
are involved with looked-after children and young
people.
2010 NICE Guidance recommends publishing and update
regularly a directory of resources for looked-after
children and young people to aid social workers, and a
resource guide for looked-after children and young
people and care leavers.

High

2010 NICE Guidance recommends ensuring local
authorities reflect in their yearly 'pledge' to lookedafter children and young people the needs and
challenges raised by children-in-care councils about
improving services to achieve better outcomes
2010 NICE Guidance recommends commissioning
services for looked-after children and young people:
2010 NICE Guidance recommends commissioning
services that enhance the quality of life of the child or
young person by promoting and supporting their

High
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High

High
High

relationships with others.
2010 NICE Guidance recommends ensuring that
service commissioning for looked-after children and
young people is informed by:
-the views of children and young people
-national evidence, guidance and performance data the local corporate parenting strategy
-local knowledge and experts (for example, the
director of public health)
-local audits
-the joint strategic needs assessment
-local plans and strategies for children and young
people's health and wellbeing.

High

2010 NICE Guidance recommends commissioning
services dedicated to looked-after children and
young people that are integrated, preferably on the
same site, and have expert resources to address
physical and emotional health needs. These services
should have links with universal services, be friendly,
accessible and non-stigmatising and should include:
-health promotion
-early identification and prevention of physical and
emotional health problems
-access to specialist services, including child and
adolescent mental health services
-access to professional advice for the looked-after
children and young people's care team
2010 NICE Guidance recommends encouraging
authorities to work together in local partnerships when
commissioning services to offer greater choice and
quality of services.
2010 NICE Guidance recommends regulating services:

High

2010 NICE Guidance recommends using the processes
for auditing, monitoring and inspecting local
authorities, providers of health services and key
partners to ensure local partnerships (including
children's services and their partners) provide services
for looked-after children and young people (including
those placed out of area) that:
-take account of their views
-meet the full range of their needs (including needs
relating to physical, social, educational and emotional
health and wellbeing)
-promote and support healthy lifestyles
-deliver quality care, and placement and educational
stability
-comply with relevant standards and statutory
guidance.
2010 NICE Guidance recommends assessing local
partnerships (including children's services and their
partners) to:
-ensure the needs of looked-after children and young

137

High

High
High

High

people are given the priority that statutory guidance
dictates
-ensure mainstream budgets are pooled or aligned to
meet those needs
-ensure effective joint commissioning of services is in
place and show how costs are shared between
agencies.
2010 NICE Guidance recommends inspecting services
for care leavers:

High

2010 NICE Guidance recommends adopting the
standards developed by the National Leaving Care
Advisory Service.

High

2010 NICE Guidance recommends extending the
inspection care frameworks (under the Care
Standards Act 2000) to services for care leavers aged
18 and older to ensure standards of service provision
are adequate.
2010 NICE Guidance recommends monitoring the
provision of health services and how well different
services communicate with one another.
2010 NICE Guidance recommends implementing care
planning, placement and case review regulations and
guidance:

High

2010 NICE Guidance recommends ensuring all social
workers and independent reviewing officers (IROs)
refer to and implement the statutory guidance on
care planning, placement and case review. These
documents set out the statutory duties of children's
services, which include ensuring that social workers
carry out their pivotal role of 'local corporate parent'
with overall responsibility for the coordination and
implementation of the care plan and healthcare plan.

High

2010 NICE Guidance recommends ensuring the social
worker's role is supported by:
-regular high-quality supervision with a particular
focus on the management of the care plan and
corrective action to ensure that interventions are
acted on as agreed – preventing 'drift' in the care
system
-continuing professional development for social workers
to better understand and manage the role of a local
corporate parent.

High

2010 NICE Guidance recommends implementing in
full the strengthened function of the independent
reviewing officer as outlined in 'Putting care into
practice: statutory guidance on care planning,
placement and case review for looked after children'
and the 'IRO handbook.

High

2010 NICE Guidance recommends ensuring the
expanded and strengthened role of independent
reviewing officers is supported by high-quality
supervision.

High
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High

High

2010 NICE Guidance recommends ensuring that
prompt and decisive action is taken when planning
permanence for very young children and babies who
come into care, to safeguard and promote the
wellbeing of the child. For example, where there is
any uncertainty concerning reunification with birth
parents, 'twin tracking' should be in place to ensure
other permanence arrangements are available.

High

2010 NICE Guidance recommends when deciding
whether rehabilitation with birth parents is a
possibility especially for young children or babies,
giving particular attention to the reasons why any
siblings have been placed in care or been adopted.
This is to gather evidence on the willingness and
ability of parents to change and sustain their
behaviour after concerns were raised about this
particular child.

High

2010 NICE Guidance recommends ensuring the voice of
the child or young person is heard at every stage in the
care planning process, with particular concern for the
choice, quality and continuity of the placement.
2010 NICE Guidance recommends supporting
professional collaboration on complex casework:

High

2010 NICE Guidance recommends ensuring the
multi- agency 'team around the child' (including
frontline staff and carers) has access to a
consultancy service to support collaboration on
complex casework. The approach taken by this
service should be based on the concept of reflective
practice and how to manage:
-conflicting views in the team about the best interests
and needs of a looked-after child or young person

High

High

-risks to or disruptions of long-term placements
-patterns of repeated placement breakdown or
exclusion from education
-uncertainty or delays in care planning
-communication with colleagues, decision making,
information sharing and lead responsibilities, ensuring
that the needs of the child continue to be prioritised.
Such a service could be designed and delivered by inhouse experts, external advisers or child and
adolescent mental health services (CAMHS), and should
participate in regional support networks. This can
contribute to children's needs being met and
placements being more effectively supported.
2010 NICE Guidance recommends ensuring everyone
involved understands their role:
2010 NICE Guidance recommends ensuring that social
workers undertake the key worker and coordinating role
and fulfil their responsibility for managing the
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High
High

multidisciplinary care plan, including managing the
transition between child and adult health services.
2010 NICE Guidance recommends ensuring that any
professional who considers that the needs of the child
or young person are not being addressed, or that
interventions are being avoidably delayed, can
request through their line manager that a review of
the care plan is reconvened before the date of the
next statutory review.

High

2010 NICE Guidance recommends ensuring that a
child or young person is able to request a review of
their needs and that they are consistently reminded of
this right by their social worker and independent
reviewing officer.

High

2010 NICE Guidance recommends ensuring that
independent reviewing officers have routine access to
managers at all levels to deal with any problems in
implementing agreed actions.
2010 NICE Guidance recommends commissioning
mental health services:

High

2010 NICE Guidance recommends jointly commission
services dedicated to promoting the mental health
and emotional wellbeing of children and young
people who are looked after or are moving to
independent living. These services should be
structured as integrated teams (virtually or, ideally,
co-located), and have a mix of professionals who will
vary according to local circumstances.

High

2010 NICE Guidance recommends as a minimum,
ensure these services have local authority children's
specialists, dedicated health and mental health
(including CAMHS) professionals, and education
specialists working with looked-after children and
young people.
2010 NICE Guidance recommends ensuring that the
team includes experienced practitioners who are
trained and supported to work with multi-agency
networks on complex casework.

High

2010 NICE Guidance recommends ensuring that
looked-after children and young people have access to
these services in situations where their emotional
wellbeing is at risk.

High

2010 NICE Guidance recommends ensuring that child
and adolescent mental health services (CAMHS) are
sensitive to the needs of the groups of children and
young people. Ensure that the commissioned team
has the capacity and expertise to work sensitively
with looked-after children and young people on the
impact of discrimination, racism, bullying and
isolation on self-esteem and personal identity.
2010 NICE Guidance recommends ensuring that equal

High
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High

High

High

priority is given to identifying the needs of those
children or young people who may not attract
attention because they express emotional distress
through passive, withdrawn or compliant behaviour.
2010 NICE Guidance recommends ensuring that the
services include:
-training, support and access to specialist advisers for
frontline practitioners, carers and other professionals
in the multidisciplinary 'team around the child' specific training to prevent placement breakdown,
covering early identification of those at risk of mental
health problems
-therapeutic services for children and young
people, including those in unstable, short-term and
transitional placements
-continuing with and completing a therapeutic
intervention after the young person reaches the age of
18, when this is necessary.
2010 NICE Guidance recommends providing a
responsive outreach service to carers, schools,
residential homes, secure accommodation
establishments and leaving-care services.

High

2010 NICE Guidance recommends including a
specialist practitioner role in a dedicated multiagency mental health service to support young
people moving to independent living at age 18 or
older who may not meet the threshold for onward
referral to adult mental health services. The
specialist role should:
-support leaving care teams in local authorities on the
mental health and emotional wellbeing needs of the
young person leaving care
-provide information and advice to adult mental health
services about the particular issues affecting young
people's mental health while they are in care and the
emotional and mental health needs of young people
leaving care
-provide specialist support services to young
people aged 18 and older when this is the best
option to meet their mental health needs in the
short to medium term.

High

2010 NICE Guidance recommends ensuring access to
mental health services for black and minority ethnic
children and young people:

High

2010 NICE Guidance recommends ensuring that child
and adolescent mental health services (CAMHS) are
sensitive to the needs of black and minority ethnic
children and young people (including those with
multiple heritage) and can provide appropriate
interventions for emotional and mental health
problems associated with racism and cultural identify.
2010 NICE Guidance recommends ensuring service

High
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High

High

providers are alert to the possibility that children
and young people may not overtly express the
impact of their experience of racism on their selfesteem and cultural identity, and practitioners
should ensure there are opportunities for these
concerns to be discussed.
2010 NICE Guidance recommends ensuring access to
mental health services for unaccompanied asylumseeking children who are looked after:

High

2010 NICE Guidance recommends ensuring that
unaccompanied asylum-seeking children and young
people have access to specialist psychological
services (including CAMHS) with the necessary
capacity, skills and expertise to address their
particular and exceptional health and wellbeing
needs, including: -post-traumatic stress
-dislocation from country, family, culture, language
and religion
-risk of sexual exploitation
-lack of parental support and advocacy in a foreign
country
-stress related to the immigration process
-physical and emotional trauma from war and
disruption at home such as torture, beatings, rape
and death of family members
-increased risk for suicide and mental illness.

High

2010 NICE Guidance recommends ensuring access to
specialist assessment services for young people
entering secure accommodation or custody:

High

2010 NICE Guidance recommends ensuring that
looked-after children and young people entering
secure accommodation or custody have their
physical, developmental and mental health needs
assessed by a paediatrician, or suitably qualified
professional with input from the dedicated multiagency mental health service. Ensure that any
recommendations from these assessments are
included in the care plan or pathway plan.

High

2010 NICE Guidance recommends planning and
commission placements:

High

2010 NICE Guidance recommends developing a
strategy to identify suitable placements and
interventions for looked-after children and young
people. Such a strategy should:

High

Clearly set out how to meet the 'sufficiency' duty
under the Children and Young Persons Act 2008 to
provide suitable placements to meet the needs of
looked-after children and young people with a
statement of the role of various forms of care, to
include:
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-foster care, residential care and care provided by
family and friends
-use of secure accommodation
-how placements will be made if unavailable within
the local authority area
-consideration of sibling co-placement and contact
(including those placed out of area)
Use current statutory guidance on complex care
funding to ensure there are pooled and aligned
budgets for looked-after children and young people
who are likely to require highly specialised care
placements for a significant period.
Ensure there is a multi-agency process for placement
decisions that is informed by a comprehensive
assessment of the social care, health and educational
needs of the child or young person.
Include a robust protocol for sharing payment for
placements that have a healthcare component. This is
especially applicable to a 'best placement' decision
where an integrated package of care and therapeutic,
psychological or psychiatric input is purchased.
Monitor the services for children and young people who
have been placed out of the area, including how to
support care leavers if they choose to remain out of the
area and how these services are sourced from local
providers (including CAMHS and adult mental health
services).
2010 NICE Guidance recommends using current
information to make decisions about placement
changes:

High

2010 NICE Guidance recommends ensuring decisions
on changing placements are taken on a current
assessment of the needs of the child or young person,
or when their care plan clearly indicates that it is in
their best interests to move, and not on the basis of
poor planning and resource shortfalls.

High

2010 NICE Guidance recommends ensuring that the
number of emergency placements are monitored
with the aims of understanding why they happen
and reducing their frequency as they can lead to
placement instability.
2010 NICE Guidance recommends ensuring
placement plans and contracts state whether the
placement is intended to meet the child or young
person's long-term needs and further ensure that the
provider has a specific and robust policy to minimise
exclusions and terminations.

High

2010 NICE Guidance recommends when making

High
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High

decisions about moving children or young people
from existing placements:
-fully take into account the wishes and feelings of a
child or young person
-record the reasons for decisions taken that are not in
accord with the wishes and feelings of the child or
young person
-explain to the child or young person why these
decisions were made
-ensure children and young people are made fully
aware of their right to access advocacy services when
a review decision is likely to overrule their wishes and
feelings
-ensure sibling co-placement and contact are
considered (including those placed out of area)
2010 NICE Guidance recommends ensuring the child or
young person has enough notice of any planned change
to arrange for an advocate to support them in their
review meeting.

High

2010 NICE Guidance recommends monitoring and
audit the number of decisions where placement
moves are made against the wishes of a child or
young person, including the reasons for such moves.
2010 NICE Guidance recommends that after any
placement move ensure appropriate measures are put
in place for continued contact with any adults and
younger people, including siblings, identified by the
child or young person as important, if this is desirable
and safe.

High

High

2010 NICE Guidance recommends ensuring that for
transitional arrangements the child or young person
gets to know their new carers and placement through
prior visits and, wherever possible, overnight stays.
Ensure also that 'good endings' are made with
previous carers.
2010 NICE Guidance recommends ensuring that
placement decisions, including decisions about
making and breaking placements, and planning for
transition to leaving care:
-take account of the health needs and developmental
stage of the child or young person as well as their age take into account fully all professional views about the
progress and needs of the child or young person for any
review, assessment and decision about changing
placements
-allow young people in residential care to remain
in placement up to age 18 and beyond where it is
in their best interests and appropriate to their
continuing needs.

High

2010 NICE Guidance recommends ensuring
placement changes among family and friends are
recorded, including the reasons for the moves.

High
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High

2010 NICE Guidance recommends ensuring lookedafter children and young people in secure and
custodial settings have their care plan or pathway
plan reviewed:

High

2010 NICE Guidance recommends ensuring that lookedafter children or young people living in secure
accommodation have a care plan or a pathway plan that
is based on a comprehensive assessment of all their
needs.

High

2010 NICE Guidance recommends carrying out an
immediate review of the care or pathway plan when
any looked-after child or young person enters or
leaves secure accommodation or a custodial setting.
The review should ensure that all the health needs of
the child or young person, including their emotional
and psychological health and wellbeing, are provided
for during their time in secure accommodation or
custody.

High

2010 NICE Guidance recommends the pathway plans of
young people who are leaving or have left care must
also be reviewed when they enter or leave secure
accommodation or a custodial setting.

High

2010 NICE Guidance recommends ensuring that the
care or pathway plan is communicated to the receiving
team, including health partners, when the young
person leaves the secure setting.

High

2010 NICE Guidance recommends ensuring that a child
or young person is not moved from a secure or
custodial placement into independence or semiindependence any sooner than if they had not been in
secure or custodial accommodation.
2010 NICE Guidance recommends supporting sibling
placements:
2010 NICE Guidance recommends ensuring that all
decisions taken about sibling care, placement and
contact includes siblings who may be adopted, those
who share one birth parent, and stepbrothers and
stepsisters.

High

2010 NICE Guidance recommends ensuring contact
orders made by a court are followed, and place siblings
together unless assessments and the wishes of the
child or young person suggest otherwise.

High

2010 NICE Guidance recommends ensuring a
placement strategy is in place that addresses any
shortage of foster carers or suitable residential
placements to meet the needs of sibling groups, for
example through:

High

-recruiting foster families specifically for sibling groups
-commissioning homes for small family groups meeting the additional financial and housing needs of
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High
High

foster carers to enable siblings to be placed together.
2010 NICE Guidance recommends where a lookedafter child or young person has a brother or sister in
care, identify a placement that allows siblings to live
together unless there is clear evidence that this would
not be in their best interests, or the child or young
person is unhappy with the arrangement. Ensure this
approach applies equally to siblings of multiple
heritage.

High

2010 NICE Guidance recommends ensuring siblings
have the same social worker, wherever possible and
practical.

High

2010 NICE Guidance recommends establishing a clear
communication and liaison plan where siblings have
different social workers.

High

2010 NICE Guidance recommends where decisions are
made to separate sibling family groups:

High

-record clearly and explain sensitively to the child or
young person the reasons for separation
-make robust plans for ongoing sibling contact
according to the wishes of the child or young person
-ensure social workers coordinate any ongoing
contact desired by the child or young person,
arranging appropriate supervision where necessary
and supporting foster or residential carers
-review a separation decision if the circumstances of a
sibling change.
2010 NICE Guidance recommends providing
additional support and resources that help the coplacement of siblings to prevent disruption and
possible end of a placement for any child or young
person in a sibling family group.

High

2010 NICE Guidance recommends where siblings live or
are placed in different local authority areas ensure that
arrangements are in place for their independent
reviewing officers or social workers to liaise on their
needs, ensuring ongoing contact and any possibility of
future co-placement are regularly considered from the
perspective and wishes of each sibling.
2010 NICE Guidance recommends assessing the
needs of babies and young children and ensure access to
services:

High

2010 NICE Guidance recommends ensuring that
comprehensive and sensitive assessment processes are
in place to identify the needs of babies and young
children as early as possible.
2010 NICE Guidance recommends ensuring frontline
practitioners support the baby or young child and

High
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High

High

carers and, if necessary, a referral is made to specialist
services, following the needs assessment.
2010 NICE Guidance recommends ensuring that equal
priority is given to identifying the needs of children
who may not attract attention because they express
emotional distress through passive, withdrawn or very
compliant behaviour.

High

2010 NICE Guidance recommends ensuring
assessments:

High

-are conducted by appropriately trained health
professionals and frontline practitioners who work with
looked-after children, such as health visitors,
community and specialist paediatricians, psychologists
and nurses for looked-after children and young people
-include the views of carers, social workers and early
years practitioners who have day-to-day contact with
the baby or young child.
2010 NICE Guidance recommends ensuring that
interventions recommended by assessments are
included in the healthcare plan. This is the
responsibility of the social worker managing the case.

High

2010 NICE Guidance recommends ensuring that
interventions recommended in the healthcare plan
continue to be made through transitional periods if
babies or young children move from a placement and
when they move to permanence.

High

2010 NICE Guidance recommends ensuring there are
specialist services for babies and young children:

High

2010 NICE Guidance recommends ensuring that all
frontline practitioners have access to specialist
services (including dedicated CAMHS teams) to help
them meet the emotional and physical wellbeing
needs of looked-after babies and young children.
These services should have practitioners who: have a good understanding of the emotional,
physical and developmental needs of babies and
young children, including those with complex
emotional needs

High

-have a high level of understanding of attachment
theory, and the impact of trauma and loss on child
development and the forming of attachments
-are skilled in observing and understanding the
behaviour of babies and young children, and parent–
child interactions.
2010 NICE Guidance recommends ensuring that
specialist services can provide support such as
consultation and training to carers and frontline
practitioners, and can work directly with the child and

147

High

carer on interventions that focus on supporting
secure attachments.
2010 NICE Guidance recommends ensuring carers
and frontline practitioners working with babies and
young children receive specialist training:

High

2010 NICE Guidance recommends ensuring that all
carers and practitioners who care for and work with
babies and young children (including foster carers
and prospective adopters) receive training from
specialist training providers (including CAMHS). This
should be additional to core training and should
include information on the:
-development of attachment in infancy and
early childhood

High

-impact of broken attachments
-early identification of attachment difficulties
-particular needs of babies and young children who
have experienced prenatal substance exposure or
who have inherited or acquired learning or
developmental problems.
2010 NICE Guidance recommends reducing
moves and achieve permanence for babies and
young children:

High

2010 NICE Guidance recommends ensuring care
planning takes account of the need to minimise
the experience of separation and loss for babies
and young children.

High

2010 NICE Guidance recommends ensuring
assessments of emotional welfare and the impact
of loss of attachment are primary considerations in
a decision to make a placement change, including
a move to permanent carers.

High

2010 NICE Guidance recommends considering
returning the child to a previous stable placement
if an adoption placement breaks down.

High

2010 NICE Guidance recommends ensuring that the
history and extent of previous placement instability
is taken into account before a change from the
current placement is agreed.

High

2010 NICE Guidance recommends giving serious
consideration to a foster carer's desire to adopt a
child and ensure that an adoption assessment fully
considers the capacity of foster carers to provide
longterm stability and secure attachment.

High

2010 NICE Guidance recommends ensuring
alternative placements are available ('twin tracking')
if assessments of birth parents or carers who are
family or friends are unsatisfactory. This might

High

148

include approving carers who wish to adopt as both
foster carers and prospective adopters
2010 NICE Guidance recommends assessing the
health needs of looked-after children and young
people:

High

2010 NICE Guidance recommends ensuring that all
looked-after children and young people have their
physical, emotional and mental health needs assessed
by appropriately trained professionals according to
'Statutory guidance on promoting the health and wellbeing of looked after children'.
2010 NICE Guidance recommends that local
authorities should make notifications about lookedafter children and young people who are placed out of
the authority's area or across NHS commissioning
boundaries in good time and in accordance with the
statutory guidance.

High

2010 NICE Guidance recommends sharing health
information and ensuring consent is obtained:
2010 NICE Guidance recommends considering
introducing a protocol into information-sharing
processes that addresses legal and confidentiality
issues, to assist information flows between health
and social care.
2010 NICE Guidance recommends ensuring that
healthcare professionals share health information
with social workers and other professionals.

High

2010 NICE Guidance recommends ensuring that there is
a process for social workers to obtain consent for
statutory health assessments, routine screenings and
immunisations.

High

2010 NICE Guidance recommends ensuring social
workers obtain permission to access the child or
young person's neonatal and early health
information.
2010 NICE Guidance recommends ensuring social
workers obtain permission to access information on
parental health, including obstetric health.
2010 NICE Guidance recommends ensuring that
parental or delegated consent is given to healthcare
professionals when they are scheduled to carry out a
medical or surgical procedure on any looked-after child
or young person.
2010 NICE Guidance recommends ensuring that a
system is in place to monitor, and address failure to
obtain, permission or consent for health matters.

High

2010 NICE Guidance recommends ensuring that any
health information is collected and shared in a
sensitive and professional manner.

High

2010 NICE Guidance recommends ensuring health
information is incorporated into relevant assessments
and shared with healthcare professionals, as

High
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High

High

High

High

High

High

appropriate.
2010 NICE Guidance recommends ensuring that
physical and emotional health information, and
consent for medical procedures, including mental
health interventions, follows the child or young
person. This may include deciding with partner
agencies how hand-held (paper) records can stay with
the child or young person.

High

2010 NICE Guidance recommends ensuring that early
health information is available to enhance life-story
work with the child or young person when they are
ready or to help them make informed decisions when
they are ready to start their own family.
2010 NICE Guidance recommends updating the
personal health record (red book) and ensure this
follows the child or young person:

High

2010 NICE Guidance recommends asking social
workers to ensure that the personal health record
(red book) follows the child or young person up to the
age of 18.
2010 NICE Guidance recommends asking social
workers to ensure that the personal health record
(red book) follows the child or young person up to the
age of 18.
2010 NICE Guidance recommends sharing all
information obtained from parents and other sources
to help complete the reissued record, and if birth
parents are unwilling to give up the original personal
health record, ensure social workers work with them
to relinquish it temporarily to enable information to be
copied.

High

2010 NICE Guidance recommends ensuring that early
health information is obtained, including obstetric and
neonatal health information, on all children or young
people entering care.
2010 NICE Guidance recommends ensuring there is a
clear process to reissue the personal health record to
all new carers for children or young people in their
care.

High

2010 NICE Guidance recommends ensuring that a
contact person is identified to manage the
administration of the personal health record.

High

2010 NICE Guidance recommends sharing information
from assessments for court processes:

High

2010 NICE Guidance recommends ensuring that when
assessments are commissioned for court processes,
permission from the court is obtained to share this
information with health professionals who carry out
statutory assessments or advise on health needs.

High

2010 NICE Guidance recommends meeting the
individual needs and preferences of looked-after

High
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High

High

High

High

children and young people:
2010 NICE Guidance recommends promoting
continued contact with former carers, siblings or
family members personally valued by the child or
young person where this is felt to be in their best
interests. Where this is not possible, acknowledge
the significance of losing former attachment figures
and relationships.

High

2010 NICE Guidance recommends promoting ongoing
contact with valued friends, professionals or
advocates where this enhances and promotes
emotional wellbeing and self-esteem.

High

2010 NICE Guidance recommends ensuring access to
creative arts, physical activities, and other hobbies
and interests to support and encourage overall
wellbeing and self-esteem.

High

2010 NICE Guidance recommends offering
assertiveness training (appropriate to age) to all
children and young people to promote self-esteem and
safety, combat bullying and enhance wellbeing.

High

2010 NICE Guidance recommends ensuring lookedafter children and young people participate in policy
decisions that affect their life.

High

2010 NICE Guidance recommends allowing contact
with close family members to diminish when it is
clearly not in the best interests of the child or young
person and contrary to their wishes

High

2010 NICE Guidance recommends exploring personal
identity and support ongoing life-story activities:

High

2010 NICE Guidance recommends ensuring that
policies and activities are in place to allow each
child or young person to explore their personal
identity, including their life story.

High

2010 NICE Guidance recommends for information
gathering when a child or young person first becomes
looked after, consider using forms such as those
provided by the British Association of Fostering and
Adoption, which collect data on early infant health and
parents' general health.

High

2010 NICE Guidance recommends ensuring life-story
activities are planned and supported using a sensitive
approach that focuses on the needs of a child or
young person and that information is delivered by a
trusted individual known to them in a respectful,
sensitive and supportive manner. To carry out lifestory activities:

High

-give careful consideration to the timing and person
who delivers life-story information and the extent of
information given at any one time, according to the
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developmental stage and emotional needs of the
child or young person
-approach life-story work as an ongoing process
rather than a 'one-off', ensuring it is reviewed and
revisited as appropriate for each child or young
person
-inform, authorise and support carers to answer
questions about the personal history of the child or
young person, including helping with sensitive or
distressing information
-ensure the inclusion of written information,
including:
'later in life' letters (usually written by a social worker
who knows the child or young person well, setting out
his or her early history and sensitive explanations
about becoming looked after)
photographs, letters and personal information
from birth parents where contact has ceased
letters from former carers
life-story books
Visual records of celebrations, achievements and
foster or residential family events (such as birthdays,
religious and cultural events, and family and
residential holidays).

2010 NICE Guidance recommends ensuring that in

High

life-story work looked-after children and young
people have access to as much personal information
(including family history) as possible by promoting
ongoing conversations between children, young
people and their carers and social workers that
include discussion about their:
-personal journey before and through care immediate and extended family and friends
-step-family members, if identified by the child or
young person as significant
-personal health history
-family health history
-culture and faith
-sexual identity and orientation.

2010 NICE Guidance recommends extending existing

High

good practice and policy on life-story work with
children and young people during and after the
adoption process to all children and young people
who are looked after, including those leaving care.

2010 NICE Guidance recommends ensuring
everyone
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High

understands diversity issues:
2010 NICE Guidance recommends providing all
professionals and managers with specialist training,
resources and access to expertise to:
-promote an organisational approach where diversity is
considered in all day-to-day decision making, and is
freely discussed by professionals with open debate
encouraged

High

-understand the complex issues affecting the lookedafter children and young people identified at the
beginning of this section, including discrimination and
its impact, and, in particular, health, culture, identity,
education and placement needs
-identify and contact relevant support groups in the
local community to reduce isolation for looked-after
children and young people and provide positive
avenues of support.
2010 NICE Guidance recommends sharing learning
about diversity:
2010 NICE Guidance recommends considering setting
up a multi-agency panel tailored to local needs to
discuss particular requirements and placement choices
for the looked-after children and young people
identified at the beginning of this section. This could
be a priority in areas with low numbers of these
looked-after children and young people as there may
be a need to increase local knowledge.

High

2010 NICE Guidance recommends ensuring that
children and young people with particular needs are
consulted about their experiences of services.

High

2010 NICE Guidance recommends networking and
sharing good practice with other local authorities
with a similar profile of looked-after children and
young people.

High

2010 NICE Guidance recommends considering
secondments of key staff to local authorities where good
practice is recognised, and ensure that there are
mentoring and co-working opportunities.

High

2010 NICE Guidance recommends ensuring childrenin-care councils include discussion of looked-after
children with particular needs as a standing item on
their agenda.

High

2010 NICE Guidance recommends appointing a
diversity champion:

High

2010 NICE Guidance recommends appointing a local
diversity champion with strategic and leadership
responsibilities to increase awareness of the needs of
looked-after children and young people identified at the
beginning of this section and act as an advocate

High
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High

on their behalf.
Ensure that the diversity champion reports to and is
accountable to the director of children's services.
Ensure the diversity champion also reports to and
engages with the children-in-care council to help
define the particular needs of these children and
young people.
2010 NICE guidance recommends producing and using a
diversity profile:

High

2010 NICE Guidance recommends producing a local
diversity profile covering the looked-after children and
young people identified at the beginning of this
section.

High

Use the diversity profile when commissioning services
to ensure services are relevant and meet specific
needs.
Use the diversity profile to develop and train the
workforce to meet existing and anticipated needs.
2010 NICE Guidance recommends ensuring there is a
diverse range of placements:

High

2010 NICE Guidance recommends ensuring the
placement strategy in the area includes a sufficiently
diverse range of placements.

High

If the diversity profile indicates a more diverse range
of placements is required (now or in the future)
increase the number of foster carers accordingly.
2010 NICE Guidance recommends carrying out core
assessments:

High

2010 NICE Guidance recommends ensuring that core
assessments contain an accurate and comprehensive
picture of the child or young person's needs relating
to their cultural, religious and ethnic identity, and pay
particular attention to race, sexual orientation,
language, faith and diet.

High

Ensure that the review of the care plan reflects the
developing nature of the child or young person's
cultural, religious and ethnic identity and sexual
orientation and how these might change as a child or
young person grows and matures.
2010 NICE Guidance recommends embedding
diversity in local plans:

High

2010 NICE Guidance recommends ensuring that the
particular needs of looked-after children and young
people are clearly identified in local plans for health
and wellbeing and that a delivery plan is in place to
meet these needs that includes clear targets and

High
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outcomes.
2010 NICE Guidance recommends providing expertise
relating to unaccompanied asylum-seeking children and
young people who are looked after:

High

2010 NICE Guidance recommends providing support
and training to foster parents and residential staff to
ensure they have a good understanding of the
particular issues affecting unaccompanied asylumseeking children and young people who are looked
after.

High

2010 NICE Guidance recommends ensuring that
unaccompanied asylum-seeking children and young
people who are looked after have access to:

High

-peer group support and religious and community
groups to reduce their sense of isolation and
disorientation in a foreign country
-interpreters if their knowledge of English is limited,
so they can explain their situation and make their
needs known.
2010 NICE Guidance recommends ensuring all
professionals in services that work with
unaccompanied asylum-seeking children and young
people who are looked after have a good
understanding of cultural differences in attitudes to
and beliefs about physical and mental health or
wellbeing.

High

2010 NICE Guidance recommends providing expertise
relating to black and minority ethnic children and young
people:

High

2010 NICE Guidance recommends providing all
practitioners and managers with specialist training,
resources, and access to expertise to:

High

-understand the complexity of racism for looked-after
black and minority ethnic children and young people,
including those of multiple heritage, and its impact on
their ability to enhance their life chances and lead
settled lives
-create links with community support groups to
reduce isolation and provide continuity of cultural
experience to reinforce a stronger sense of identity
-ensure that black and minority ethnic looked-after
children and young people have access to interpreters if
their knowledge of English is limited so they can explain
their situation and make their needs known.
2010 NICE Guidance recommends assuring the quality of
foster and residential care:
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High

2010 NICE Guidance recommends ensuring all
fostering services and residential care homes meet
and maintain statutory standards as set out in the
'Revising the national minimum standards (NMS) for
adoption, children's homes and fostering' and
mechanisms are in place to identify and remove
those foster or residential carers who repeatedly
underperform or are unwilling to undertake additional
training to meet these standards.

High

2010 NICE Guidance recommends training foster and
residential carers:

High

2010 NICE Guidance recommends ensuring foster and
residential carers receive high-quality, core training
from trainers with specialist knowledge and expertise
that:

High

-covers the key components of parenting set out in
the 'principles and values' section of this guidance
-enhances the Children's Workforce Development
Council (or its current equivalent) training support
and development standards for residential and
foster care, by taking account of the
recommendation for a core training curriculum as
set out in recommendation 50 of the training section
in this guidance.
2010 NICE Guidance recommends adapting training to
local needs and ensure it:
-includes psychological theories of infant, child and
adolescent development
-develops understanding of how to develop secure
attachment (according to attachment theory) for
babies and young children
-develops understanding of the impact of transitions
and stability on a child or young person, and how
best to manage change and plan age-appropriate
transitions, including preparation to leave care
-develops knowledge and awareness of how to safely
meet the child or young person's needs for physical
affection and intimacy within the context of the care
relationship
-develops knowledge and understanding of the
education system, educational stability and
encouraging achievement
-develops knowledge and awareness of how to
promote, improve or maintain good health and
healthy relationships
-promotes joint working practices with people from all
agencies involved in the care of looked-after children
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High

and young people
-develops understanding and awareness of the role of
extra-curricular activities for looked-after children and
young people
-provides a good understanding of how the absence
of appropriate physical and emotional affection, or
different forms of emotional and physical abuse,
affect a child or young person's psychological
development and behaviour.
2010 NICE Guidance recommends supporting foster
carers and their families:

High

2010 NICE Guidance recommends ensuring foster carers
and their families (including carers who are family or
friends) receive high quality ongoing support packages
that are based on the approach set out in the core
training recommendation. A support package should
include:

High

-helping social workers to have reflective
conversations with foster carers that include
emotional support and parenting guidance
-ensuring foster carers are included in the 'team
around the child' that is receiving advice to support
collaborative, multi-agency working on complex
casework (see recommendation 6 on multi-agency
working)
-ensuring that childcare arrangements are in place to
enable foster carers to attend training
-ensuring that foster carers receive additional
supervision, support and monitoring until foster care
training is completed
-ensuring children of foster carers are included when
support is offered to foster care families
-enabling foster carers to recognise and manage
stress within their family (in its broadest sense, for
example, everyday pressures on family life) to avoid
placement breakdown
-providing out-of-hours emergency advice and help in
calming and understanding emotions and handling
challenging behaviours to support stability
-giving ongoing health promotion advice and help
such as how to provide a healthy diet
-providing information about the role and availability of
creative and leisure activities for looked-after children
and young people.
2010 NICE Guidance recommends training
supervisors:
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High

2010 NICE Guidance recommends ensuring all social
workers and managers who undertake direct
supervision of carers receive training that enables
them to provide support to carers and recognise the
emotional impact of the role. Such training should
include:

High

-identifying support needs
-how to support carers and develop their selfawareness and self-care skills
-recognising signs of stress or secondary trauma
-an understanding of when a child or young person
needs to be referred for professional assessment or
intervention (see recommendation on promoting
mental health and wellbeing)
-awareness of any additional support and information
needed for carers of children and young people with
particular vulnerabilities such as unaccompanied asylum
seekers and those with special needs.
2010 NICE Guidance recommends ensuring that social
workers and managers provide support for cross-cultural
placements.

High

2010 NICE Guidance recommends ensuring that social
workers and managers support sibling placements and
contact between siblings and family members.

High

2010 NICE Guidance recommends considering
developing a national strategy to implement statutory
guidance for care provided by family and friends:

High

2010 NICE Guidance recommends considering
developing a national strategy to implement statutory
guidance from the Department for Education on the
value of care by family and friends, with particular
attention to the need for adequate financial support
for looked-after children and young people in their
care.

High

2010 NICE Guidance recommends promoting care
provided by family and friends:

High

2010 NICE Guidance recommends supporting
placements with family and friends as a choice of
equal status to adoption, foster care and residential
care for looked-after children and young people, by
ensuring that:

High

-social work education and in-service training provides
the knowledge and skills to support care with family and
friends as a sustainable placement option
-extended family and friends who could be carers are
identified as part of the care planning process, and
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arrangements are made to assess their suitability
-local placement strategies provide effective support to
approve relatives and friends as foster carers who can
offer stability and continuity of care
-agencies provide the necessary financial and
emotional resources to support care efforts, given
the high levels of emotional and behavioural
difficulty children and young people can present.
This support should include:
information about what financial support is available
access to health services provided for all looked-after
children and young people, including child and
adolescent mental health services (CAMHS) and
opportunities for short breaks.
2010 NICE Guidance recommends ensuring
developing teacher training:

High

2010 NICE Guidance recommends ensuring all teacher
training programmes have a core training module that
looks at the needs of looked-after children and young
people and includes an understanding of:

High

-the impact of stable care and education on children and
young people and how to help them have a stable
education
-the impact of loss, separation and trauma on child
development, attachment and cognitive functioning
-the value of engaging in activities outside the school
curriculum and in the community.
2010 NICE Guidance recommends involving
designated teachers for looked-after children and
young people:

High

2010 NICE Guidance recommends ensuring
designated teachers:

High

-are involved in preparing and monitoring the personal
education plan (PEP), individual education plan (IEP)
and pastoral support plan (PSP) for looked-after
children and young people, which set out their
education and training needs
-engage with the child's or young person's social worker
and carer to avoid school disruption and make every
attempt to achieve educational stability.
2010 NICE Guidance recommends monitoring the
quality of education for looked-after children and
young people:

High

2010 NICE Guidance recommends ensuring that
educational provision for looked-after children and
young people (including those placed out of area) is

High
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appropriate and of high quality, in line with statutory
regulations.
Appoint a virtual school head and ensure he or she:
-works with head teachers and governors responsible
for educating looked-after children and young people
(including those placed out of area) to maximise
educational potential
-shares good practice nationally to shape national and
local policy
-maintains a record of all looked-after children and
young people educated out of the area and is aware of
their educational needs and the adequacy of their
educational provision
-maintains a register of all pupils on part-time
timetables and monitors their appropriateness.
Ensure that independent schools are included in the
above actions.
2010 NICE Guidance recommends supporting access to
further and higher education:

High

2010 NICE Guidance recommends identifying and
providing personal support before and during the
application process, and continue to support students
throughout their time at university or college.

High

Ensure that looked-after young people and care
leavers have access to bursaries and other forms of
financial and practical support.
Publicise the bursary currently available for lookedafter young people who go to university and ensure all
eligible care leavers receive this legal entitlement.
Ensure that good quality accommodation, including
return to carers, is guaranteed for the duration of the
course, including holidays, for students who have been
in care.
Continue to support care leavers after they have left
higher education. This should include support with
housing and other forms of practical and emotional
support, such as careers advice and coping with living
alone, until they gain employment and are ready to be
independent.
2010 NICE Guidance recommends supporting lookedafter young people in further and higher education:

High

2010 NICE Guidance recommends ensuring
admissions procedures are transparent and accessible
and that care leavers are given appropriate and easily
accessible support and advice on accommodation,
services, scholarships and any other support available

High
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to care leavers.
Endeavour to provide good quality accommodation to
students who have been looked after for the duration of
the course, regardless of where they live.
Work to attain the Frank Buttle Trust quality mark,
which recognises higher education institutions that
provide additional and targeted support to students
who have been looked after
2010 NICE Guidance recommends supporting
preparation for the transition to adulthood and
moving to independent living:

High

2010 NICE Guidance recommends referring to and
implement the statutory guidance, 'Planning
transition to adulthood for care leavers'.

High

Ensure that preparation for adulthood is part of care
planning for children and young people of all ages
and abilities who are looked after, in a way that is
appropriate to age and supports them to move at
their own pace and feel integrated and secure within
their local communities.
Establish protocols with housing, health and adult
social care partners that help identify young people
moving to independent living as a priority group for
accessing adult services.
Ensure that supported housing commissioned for care
leavers enables them to remain until they are ready to
take the next step towards independence and a secure
tenancy, or other suitable arrangement.
Supported housing should not be unduly
constrained by set periods of time or a
predetermined age at which the young person must
move on; it should be provided on the best interests
and needs of the individual.
Give young people the option to remain in a stable
foster home or residential home beyond the age of 18
and allow those who experience difficulty moving to
independent living to return to the care of the local
authority for support, including to the previous
placement if available.
Provide the same level of support to young people
moving to independent living from the care of family or
friends as given to those moving on from any other kind
of placement. This should include:
-health and development
-education, training and employment
-supporting wider family relationships
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-financial and practical skills
-access to a range of housing options
-advice, assistance and pathway planning from the
young person's social worker or personal adviser.
Ensure young people moving to independent living are
encouraged and helped to maintain contact with past
foster or residential carers they value.
Ensure that all young people have opportunities to
develop the full range of life skills needed to make the
transition to independent living and adulthood. In
particular, planning for transition should take account
of the opportunities for learning skills (such as cooking
and shopping) that may not be readily available to
young people living in residential care or custodial
settings.
Ensure pathway planning pays full attention to the
emotional needs and developmental capacity of
young people preparing to move into independent
accommodation.
Ensure transition planning takes account of young
people with complex needs (including mental health
problems), so they can proceed at a pace they can
cope with. It is important not to push young people
into independence too fast and too far, as some may
have crises and breakdowns.
2010 NICE Guidance recommends providing leavingcare services:

High

2010 NICE Guidance recommends ensuring there is an
effective and responsive leaving-care service that
meets the needs of young people in transition
between the ages of 16 and 25.

High

Such a service should be readily accessible to the
young person and include:
-safe and settled accommodation
-opportunities for continuing education including
basic skills such as literacy, numeracy and IT, and
further or higher education
-opportunities for employment, including
apprenticeships and employability schemes
-cultural, leisure and other community activities
-specialist counselling, advocacy, peer mentoring and
mental health services to support emotional needs
-training in life skills to manage everyday living with
confidence, including support with personal
relationships and money management
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-sexual health and substance misuse advice
-support to maintain positive contact with parents,
wider family and friends
-general health advice.
Ensure that services available to care leavers are
clearly outlined in local plans for children and young
people's health and wellbeing and these are readily
available to children and young people in suitable
formats.
Consider a 'one-stop shop' approach to the provision
of services to enable care leavers to more easily
access a range of services in a familiar environment.
Consider making use of current one-stop shops to
provide a specialist service for looked-after children
and young people.
Ensure all young people know their entitlements to
services and how to access them, including
independent advocacy if needed.
2010 NICE Guidance recommends conducting a
comprehensive health consultation when young
people move on to independent living:

High

2010 NICE Guidance recommends ensuring that when
young people are offered their final statutory health
assessment all available details of their medical history
can be discussed.

High

Ensure young people are supported to understand
their health and medical information.
Ensure young people are supported and encouraged
to attend their final statutory health assessment.
Ensure that if a young person declines to attend their
final statutory health assessment they are offered the
choice of having a written copy of their basic medical
history (such as immunisations and childhood
illnesses) and that a health professional, in
partnership with the young person's social worker,
ensures that the young person knows how to obtain
their social care and detailed health history.
Ensure that leaving-care services that support young
people when they move on to independent living have
a process to contact health professionals when
necessary to help the young person understand the
information in their health history.
2010 NICE Guidance recommends supporting transfer to
adult mental health services:

High

2010 NICE Guidance recommends ensuring that
case management and treatment of young people
receiving mental health services (including CAMHS)

High
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continues until a handover with an assessment and
completed care plan has been developed with the
relevant adult service.
Ensure the pathway plan identifies support that
should be in place when care leavers do not meet
thresholds for adult mental health services or social
care despite having ongoing mental health needs that
have been clearly identified
2010 NICE Guidance recommends developing a
national core training module for professionals:
Agree a core training module at national level to
inform professionals and carers about the needs of
looked-after children and young people. This module
should include developing understanding and
awareness of:
-the reasons why children and young people enter
care, including babies and young children (with
reference to attachment theory)
-safeguarding issues
-the impact of entering care on children and young
people, including babies and young children
-relationships with siblings
-care provided by family and friends
-the impact of trauma and distress on the behaviour
and development of looked-after children and young
people and their ability to form meaningful
relationships during childhood and as they move into
adulthood
-bereavement and loss
-the impact of the carer's own experiences on their
parenting style and ability to care for and relate to
children and young people
-the roles of professionals who work with looked-after
children and young people
-how to work effectively in multi-agency settings
-differing accountability within and among agencies
-good practice in recording information on lookedafter children and young people to support better
care planning
-how to support educational attainment, including
higher education
-how to encourage engagement in activities outside the
school curriculum and in the community, including
creative and leisure activities.
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High

Pay particular attention to developing reflective
practice as an integral part of professional training for
those working with looked-after children and young
people.
Monitor the quality and impact of training.
2010 NICE Guidance recommends training
independent reviewing officers to support lookedafter children and young people in education:

High

2010 NICE Guidance recommends ensuring all
independent reviewing officers undertake a core
training module which includes all issues identified in
core training and which also covers:

High

-the educational system (including the special needs
process) and its structure, and the impact of moving
schools and part-time timetables on confidence and
attainment
-the importance of a stable education and how to
provide it
-monitoring and evaluating the quality of health
assessments, personal education plans (PEPs),
personal education allowances (PEAs), individual
education plans (IEPs) and pastoral support plans
(PSPs)
-holding professionals accountable for decisions
taken at a case review and ensuring all relevant
recording is of sufficient quality to describe the
interventions required
-understanding the implications of policy and
legislation about looked-after children and young
people
-motivating and influencing others within care agencies
and schools to develop effective support for lookedafter children and young people
-understanding the importance and impact of extracurricular creative and leisure activities for lookedafter children and young people.
Monitor the quality of training content and its delivery,
and evaluate its impact on the quality of education
and care of looked-after children and young people.
Feed the outcomes into future planning and delivery
of courses.
Ensure the independent reviewing officers service is
monitored for quality.
Other
comments
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E2
Child Care Health Dev. 2011 Mar;37(2):233-43. doi: 10.1111/j.1365-2214.2010.01155.x.
Epub 2010 Sep 21.Incredible Years parent training support for foster carers in Wales: a
multi-centre feasibility study. Bywater T, Hutchings J, Linck P, Whitaker C, Daley D, Yeo ST,
Edwards RT.
http://www.ncbi.nlm.nih.gov/pubmed/20854449
Randomised controlled trial
March 2011
Publication
Date
Region
UK
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Low
Strength of
There is evidence that initial foster carer training
evidence
could incorporate the Incredible Years evidencebased parenting programme to support carers in
establishing positive relationships and managing
difficult child behaviour.
Low
There is evidence that participation in the Incredible
Years evidence-based parenting programme may
lead to reduced service use and improved placement
stability.
Low
There is evidence that the Incredible Years (IY)
evidence-based parenting programme is successful in
reducing problem behaviours, including hyperactivity,
in looked after children as rated by foster carers.
There is evidence that the Incredible Years (IY)
evidence-based parenting programme is successful in
reducing depression levels in foster carers.

Low

There is evidence that both foster carers and
facilitators believed the Incredible Years (IY) evidencebased parenting programme would be useful in initial
foster carer training

Low

Looked after children are high users of health, social
and special education services and are therefore
costly to support.

Low

There is evidence that the Incredible Years (IY)
evidence-based parenting programme is a relatively
low-cost intervention, which could have a long-term
benefit for current and future looked after children
because of generalizable skills learnt in behaviour
management.
Other
comments

The Incredible Years (IY) evidence-based parenting programme is an effective, low cost
solution in improving child behaviour and social competence in 'conventional' families and
thus has the potential to support foster carers in managing difficult behaviours.
A 12-month trial platform study with 46 foster carers in three authorities in Wales. Carers
were allocated 2:1 intervention to waiting-list control. Validated measures were used to
assess 'parenting' competency, carers' depression levels, child behaviour and service use.
Measures were administered at baseline and 6-month follow-up. Intervention carers
received the programme between baseline and follow-up.
Evidence rated as 'low' due to small study population size.
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Cochrane Database Syst Rev. 2009 Jan 21;(1):CD006546. doi:
10.1002/14651858.CD006546.pub2.Kinship care for the safety, permanency, and well-being
of children removed from the home for maltreatment. Winokur M, Holtan A, Valentine D.
http://www.ncbi.nlm.nih.gov/pubmed/19160287
Systematic review
January 2009
Publication
Date
Region
International - all
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
Moderate
Strength of
There is evidence to support the practice of treating
evidence
kinship care as a viable out-of-home placement
option for children removed from the home for
maltreatment.
There is evidence to suggest that children in
kinship foster care experience better behavioural
development, mental health functioning, and
placement stability than do children in non-kinship
foster care.

Moderate

There is evidence that although there was no
difference on reunification rates, children in nonkinship foster care were more likely to be adopted
while children in kinship foster care were more likely
to be in guardianship.

Moderate

Moderate
There is evidence that children in non-kinship foster
care were more likely to utilize mental health services
than children in kinship foster care.
Sixty two quasi-experimental studies were included in this review. All but five of the
62 studies were conducted in the U.S. The five international studies were conducted
in Norway, Israel, Sweden, the Netherlands, and Australia.
Pronounced methodological and design weaknesses of included studies.
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Child Care Health Dev. 2012 Mar;38(2):162-74. doi: 10.1111/j.1365-2214.2011.01247.x.
Epub 2011 May 27.The effectiveness of training and support for carers and other
professionals on the physical and emotional health and well-being of looked-after children
and young people: a systematic review. Everson-Hock ES, Jones R, Guillaume L, Clapton J,
Goyder E, Chilcott J, Payne N, Duenas A, Sheppard LM, Swann C.
http://www.ncbi.nlm.nih.gov/pubmed/21615770
Systematic review
March 2012
Publication
Date
1+ (well-conducted MA, SR, or RCTs with a low
Region
International risk of bias)
western style
countries
Moderate
Strength of
There is evidence to suggest a mixed effect of training
evidence
for foster carers on problem behaviours of lookedafter children and young people (LACYP).
The evidence appears to suggest that longer-duration
training programmes have a beneficial effect on the
behaviour problems of LACYP.
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outcomes)
Other
comments

Six studies were included (five randomized controlled trials and one prospective cohort
study), all of which focused on foster carers.
USA and UK.
Future research should examine the impact of training durations and intensity on shortmedium and longer-term outcomes of LACYP of different ages.
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Citation

Pediatrics. 2004 Oct;114(4):e477-82.Meeting the needs of parents around the time of diagnosis
of disability among their children: evaluation of a novel program for information, support, and
liaison by key workers. Rahi JS, Manaras I, Tuomainen H, Hundt GL.
http://www.ncbi.nlm.nih.gov/pubmed/15466074
October 2004
Controlled observational study (controlled but not
Publication
randomised)
Date
London
Region
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)
Moderate
Strength of
There is limited research on the needs of families of
evidence
visually impaired children but evidence indicates that,
as with other childhood disabilities, the greatest needs
during the critical period around diagnosis are for
information, especially about educational and social
services, and emotional support from professionals,
informal and formal social networks, and support
groups.

Web link
Type of
evidence
Quality of
study
Evidence
statements
(note
population,
interventio
n and
outcomes)

Other
comments

There is limited evidence that key worker programs
for families of visually impaired children, particularly
in the context of multidisciplinary visual impairment
teams, have been advocated, on the basis of their
potential to facilitate coordination of health,
educational, and social services.

Moderate

There is evidence to support implementation of
programs for information provision, support, and
liaison by key workers in all specialized centers for the
assessment and diagnosis of children with serious
visual problems. Implementation of similar services for
families with children with other disabilities is likely to
be equally valuable.

Moderate

The study included a questionnaire survey with 2 standard instruments, i.e., the Measure of
Processes of Care, specifically developed and used to assess parents' views of the degree to
which health services for a range of childhood disorders are family-centred, and the short
form of the Client Satisfaction Questionnaire, used to assess overall parental satisfaction or
dissatisfaction with services in the preceding year, as in other studies of parental
satisfaction with paediatric services. This was followed by in-depth individual interviews with
a subsample of parents who returned completed questionnaires.
Seventy-nine families from the pre-Community Link Team group and 68 from the postCommunity Link Team group (68% and 65% of those invited, respectively) participated in the
questionnaire survey, of which 29 and 19 (71% and 79% of those invited), respectively, took
part in interviews. The 2 groups were comparable with respect to socio-demographic and
clinical characteristics.
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E6
Child Welfare. 2009;88(1):163-88.Best practices for mental health in child welfare: screening,
assessment, and treatment guidelines. Romanelli LH, Landsverk J, Levitt JM, Leslie LK, Hurley
MM, Bellonci C, Gries LT, Pecora PJ, Jensen PS; Child Welfare-Mental Health Best Practices
Group.
http://www.ncbi.nlm.nih.gov/pubmed/19653458
Review (non-systematic)
2009
Publication
Date
Region
North America
2+ (well conducted non-RCT studies with a low bias risk
and moderate probability of a causal relationship)
Moderate
Strength of
There is evidence to support best practice guidelines
evidence
for mental health in child welfare relating to
pharmacotherapy:
In establishing informed consent, information must be
given to the child, youth, family (bio-parent, foster
parent, or caregiver), and the caseworker/stateassigned decision maker about the treatment options
(both medication and non-medication options), the
risks/side effects and benefits of the medication, the
targeted symptoms, and the course of treatment.
There is evidence to support best practice guidelines
for mental health in child welfare relating to
pharmacotherapy:

Moderate

The child welfare agency must document (for example in
the medical passport) the medications the child or youth
is taking, the child’s or youth’s response to the
medications, risks/side effects and benefits of the
medications, and the time-frames for the expected
response. This documentation will follow the child or
youth throughout his or her stay in care.
There is evidence to support best practice guidelines
for mental health in child welfare relating to
pharmacotherapy:

Moderate

The prescriber should have ongoing communication
with the child and caregiver to monitor treatment
response and side-effects on a continuing basis, and
discuss with the child adherence to medications and
any medication changes in the context of an engaged
collaborative, therapeutic relationship.
There is evidence to support best practice guidelines
for mental health in child welfare relating to
pharmacotherapy:
Recognised clinical rating scales or other measures
should be used to quantify the response of the child’s
target symptoms to treatment and the progress made
toward treatment goals. In the initial phase of
treatment (during the initial three months on a
particular medication or regimen), visits should take
place on at least a monthly basis, or more frequently
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Moderate

if the child’s condition is unstable or worsening.
There is evidence to support best practice guidelines
for mental health in child welfare relating to
pharmacotherapy:

Moderate

Caseworkers will know or have training on:

– Child and adolescent development
– Neuro-developmental effects of prenatal substance
exposure

– Common mental health disorders in the child
welfare population

– Effective treatment options for these mental health
disorders
There is evidence to support best practice guidelines for
mental health in child welfare relating to
pharmacotherapy:

Moderate

Youth and families should be provided ongoing
information on the diagnosed mental health disorder,
effective treatment options, and managing life with the
condition including:

– What to expect in the future
– How severe the condition is
– Can the youth not take medication in the future
– What can be done instead of medication
– How to access help in the future
There is evidence to support best practice guidelines
for mental health in child welfare relating to
pharmacotherapy:

Moderate

The agency should ensure transition planning in
advance of youth leaving care that includes
identification of providers and source of payment for
treatment.
There is evidence to support best practice guidelines
for mental health in child welfare relating to
pharmacotherapy:

Moderate

The child welfare agency should encourage, support,
and monitor the mental health needs and access to
psychotropic medications and other mental health
services for birth families.
There is evidence to support best practice guidelines
for mental health in child welfare relating to
pharmacotherapy:
The agency should periodically conduct reviews of
patterns of psychotropic medication use within its
caseload, on an aggregate- and provider specific basis,
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Moderate

and take necessary action in response to findings of
such reviews.
Other
comments

Best Practices for Mental Health in Child Welfare: Screening, Assessment, and Treatment
Guidelines developed at the Mental Health in Child Welfare Consensus Conference.
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Bull World Health Organ. 2009 May;87(5):353-61.Child maltreatment prevention: a
systematic review of reviews. Mikton C, Butchart A.
http://www.ncbi.nlm.nih.gov/pubmed/19551253
Systematic review
May 2009
Publication
Date
Region
International - all
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)
Moderate
Strength of
There is evidence that home-visiting, parent
evidence
education, abusive head trauma prevention and
multi-component interventions show promise in
preventing actual child maltreatment.
Moderate
There is tentative evidence that home visiting,
parent education and child sexual abuse prevention
appear effective in reducing risk factors for child
maltreatment.
These conclusions are tentative due to the
methodological shortcomings of the reviews and
outcome evaluation studies they draw on.
The review focused on seven main types of interventions: home visiting, parent education,
child sex abuse prevention, abusive head trauma prevention, multi-component
interventions, media-based interventions, and support and mutual aid groups.
Of the 298 publications on outcome evaluation studies included in the reviews, 296 (99.4%)
were on studies in high-income countries (around 83% in the USA), two (0.6%) in middle
income countries (China and Colombia) and none in low-income countries

E8
J Postgrad Med. 2008 Oct-Dec;54(4):280-6.Preventing child maltreatment: an
evidence-based update. Gonzalez A, MacMillan HL.
http://www.ncbi.nlm.nih.gov/pubmed/18953147
Review (non-systematic)
December 2008
Publication
Date
Region
2+ (well conducted non-RCT studies with a low bias
International risk and moderate probability of a causal relationship)
western style
countries
Moderate
Strength of
There is evidence that most programs targeting
evidence
at- risk families have not shown evidence of
effectiveness in preventing abuse or neglect.
Moderate
There is evidence that the Nurse Family Partnership
(NFP), a program provided by nurses to first-time
socially disadvantaged mothers beginning prenatally,
has shown consistent effects in reducing reports of
maltreatment and associated outcomes as well as
additional benefits in maternal and child health in
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high-risk families.
There is promising evidence for the Early Start
program provided by nurses and social workers to atrisk families beginning postnatally for reducing rates
of parental reports of severe abuse and hospital
attendance for injuries and poisonings, based on
records.
Other
comments

Low

This review selected studies based on methodological quality according to the US Preventive
Services Task Force guidelines and included only those programs where the intervention was
evaluated using a control group. The review is limited to studies that included reports of
maltreatment or associated measures such as injuries, hospitalizations and visits to the emergency
room.
This review is not exhaustive in its discussion of prevention programs, but instead highlights
major interventions that meet stringent methodological criteria.
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Child Maltreat. 2004 Aug;9(3):277-91.The effects of early prevention programs for families with
young children at risk for physical child abuse and neglect: a meta-analysis.Geeraert L, Van den
Noortgate W, Grietens H, Onghena P.
http://www.ncbi.nlm.nih.gov/pubmed/15245680
Meta analysis
August 2004
Publication
Date
Region
International 1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)
western style
countries
Moderate
There is evidence to support the potential usefullness of
Strength of
evidence
early prevention programs for families with young
children at risk for physical child abuse and neglect. A
significant overall positive effect was found.
There is study evidence that demonstrates a
significant decrease in the manifestation of abusive
and neglectful acts through early prevention programs
for families with young children at risk for physical
child abuse and neglect.

Moderate

Moderate
There is study evidence of significant risk reduction in
factors such as child functioning, parent-child
interaction, parent functioning, family functioning,
and context characteristics due to early prevention
programs for families with young children at risk for
physical child abuse and neglect.
In this article, a meta-analysis is presented on 40 evaluation studies of early prevention
programs for families with young children at risk for physical child abuse and neglect with
mostly nonrandomized designs.

E10
Child Welfare. 2003 Sep-Oct;82(5):541-69.Characteristics of evidence-based child
maltreatment interventions. Thomlison B.
http://www.ncbi.nlm.nih.gov/pubmed/14524425
Review (non-systematic)
October 2003
Publication
Date
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2+ (well conducted non-RCT studies with a low bias risk
and moderate probability of a causal relationship)
Regarding evidence-based child maltreatment
interventions, there is evidence to suggest that
stronger effects are yielded by targeting parents and
the parent-child interaction context in home-based
settings during early childhood.
Regarding evidence-based child maltreatment
interventions, there is evidence to suggest that
stronger effects are yielded by designing
multicomponent interventions delivered by
professionals for teaching parenting competency
skills.

Region

International - all

Strength of
evidence

Low

Low

Low
Regarding evidence-based child maltreatment
interventions, there is evidence to suggest that
stronger effects are yielded by targeting families of
higher risk children.
This project summarizes, using a treatment protocol review technique, characteristics of
effective interventions from nine studies of child maltreatment that examined recovery from
abuse or the effects of maltreatment on child and parent outcomes.
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