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Chapter 1 

Introduction and Context 
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Child poverty in the UK is growing and, by the end of the current Parliament in 

2022, is set to hit record levels with an estimated 37% of children living in 

poverty (Corlett, 2019). Household incomes have continued to stagnate and 

the economic outlook is poor (International Monetary Fund, 2018). Close to 

zero growth is projected for many income groups; this will mean that countless 

families will continue to struggle financially. The risk of poverty is pervasive, no 

longer contained to single parent or larger families, but increasingly those 

families with both parents in work (Tinson et al., 2016). Poverty can have a 

devastating effect on people’s lives (Chossudovsky, 2003).  

The relationship between poverty and child maltreatment is now well 

established (Bywaters et al., 2016; Publication 7. Bywaters, Scourfield, 
Jones, Sparks, Elliott, et al., 2018; Farrell et al., 2017; Maguire-Jack & Font, 

2017) and although not every child living in poverty will experience abuse or 

neglect, their chances of doing so are much greater. Poverty and child 

maltreatment share many of the same risk factors and frequently overlap 

(Jütte, Bentley, Miller, & Jetha, 2014). While children living in poverty and 

deprivation have greater chances of experiencing maltreatment, they also 

have poorer health outcomes and life expectancy (Marmot et al., 2008), worse 

educational outcomes and long-term economic prospects (Publication 4. 
Bunting, Davidson, McCartan, Hanratty, Bywaters, et al., 2018). Poverty 

can be mistaken for neglect (Turcios, 2009); neglect is now the most cited 

reason for a child protection plan in England and Wales (Bentley et al., 2018). 

Despite this bleak picture, there is evidence that the negative effects of poverty 

can be mitigated or reversed through poverty alleviation and targeted 

parenting programmes (Blair & Cybele, 2016). Poverty is a preventable 

stressor for families; policies should be focused on aiming to eradicate it but 

instead many families are struggling to cope. Recent changes to state welfare 

have been strongly criticised for increasing the vulnerability of those reliant on 

support. 

The Conservative Government’s flagship programme of Universal Credit (and 

its associated disability Personal Independent Payment), aimed at 
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streamlining the benefits system has forced even more families into financial 

hardship, delivering a programme of welfare reform that has affected the most 

helpless in society (Harwood, 2018). The controversial politics of austerity has 

impoverished many services and the Prime Minister, Theresa May’s, 

commitment to tackle “the burning injustice” (May, 2016) has largely been 

rhetoric (Calder, 2018). In the UK, children living in the most deprived areas 

are more likely to die in their first year, have tooth decay, be overweight, have 

asthma, experience anxiety or depression or die in an accident (Elliott, 2016; 

Roberts, 2012). They are also disproportionately at risk of the state intervening 

in their lives (Publication 7. Bywaters et al., 2018). For the most vulnerable 

in our society to be exposed to this injustice is wrong and it is imperative that 

we listen to their views, represent their voices and learn from their experiences 

to challenge the systems and structures that continue to suppress, 

disempower and subject many to abuse. Politics at a macro-level is failing to 

deliver social justice, but at a micro-level, efforts to challenge and redress 

power relations are being made through the generation of new research 

methods, evidence and knowledge to help transform policy and practice.  

This thesis will comprise nine peer-reviewed journal articles and one peer-

reviewed book chapter, complemented by a critical analysis of how the work 

creates a coherent and original contribution to the synthesis of evidence and 

new methods in the field of participation and reducing inequalities. The work 

will present a range of different research methodologies and demonstrate the 

application of these methods to explore the role of power and social justice 

within the context of children and young people’s lives. It will evidence the 

development of my research skills over the last ten years, the production of 

new knowledge and the contribution of this research to a greater 

understanding of the inequalities pervasive in child welfare practice and policy. 

The selected publications also explore the role of social justice in research and 

the potential for research to help redistribute power using participatory 

approaches to consult and involve young people as social agents in their own 

right. They will demonstrate the deficit of power experienced by many children 

and young people, particularly those engaged in treatment and/or social 
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services and who may be victims of poverty and abuse. There will be a 

particular focus on child welfare inequalities relating to deprivation and the 

greater exposure to risk associated with this. It will explore how services can 

be improved for children and their families by acknowledging the role of power 

relations in tackling social justice.  

The themes of social justice and child welfare bind the work cohesively and I 

will present a clear chronological narrative, beginning with the exploration of 

the practicalities of conducting research with young people using participatory 

methods, empowering young people to talk about and action change in their 

lives (Publication 1. McCartan, Burns, & Schubotz, 2012). The power 

differential of the adult/young person interaction will be discussed and the 

potential for the conscious exchange of power using a participatory approach 

will be examined (Publication 2. McCartan, Schubotz, & Murphy, 2012). 

The development of systematic review skills will be illustrated then, within the 

context of power relations and inequality in young people’s lives. I will highlight 

the lack of power for a particular group of children and young people who, not 

only have been subjected to abuse and neglect, but continue to face a social 

justice deficit long after the maltreatment may have ended. This will be 

demonstrated through two significant contributions to the field of child welfare: 

a review of the acceptability of psychosocial interventions for maltreated 

children and adolescents (Publication 3. Macdonald, McCartan, & Cotmore, 
2016); and a second review exploring the relationship between child abuse 

and neglect and poverty in adulthood using longitudinal data (Publication 4. 
Bunting, Davidson, et al., 2018).  

The first review (Publication 3. Macdonald, McCartan, & Cotmore, 2016) 

highlights the absence of the child’s voice in understanding how acceptable 

interventions are designed to mitigate the effects of their maltreatment; the 

second (Publication 4. Bunting, Davidson, et al., 2018) evidences the 

enduring and significant impact that abuse and neglect has, long into 

adulthood. Building on this evidence base, I will then consider trends in child 

protection (Publication 5. Bunting, McCartan, McGhee, Bywaters, Daniel, 
et al., 2018) and children in out of home care (Publication 6. McGhee, 
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Bunting, McCartan, Elliott, Bywaters, et al., 2018) over the last decade in 

the UK. Three publications will be drawn from the Child Welfares Inequalities 

Project (CWIP) (Publication 7. Bywaters et al., 2018; Publication 8. 
Davidson, Bunting, Bywaters, Featherstone, & McCartan, 2017; 
Publication 9. McCartan, Bunting, Bywaters, Davidson, Elliott, et al., 
2018). These papers collectively present a compelling case for child welfare 

inequalities as an issue of social justice. Applying theory and analysing 

secondary data, they quantify the relationship between poverty and deprivation 

and child welfare interventions for the first time in the UK and bring to light the 

policy and practice differences between the four nations. This work exposes 

the inherent inequalities in child welfare interventions, the powerful role that 

poverty and deprivation plays in children’s lives and explores the theme of 

social justice from both a theoretical perspective and that of social work 

practice. The work concludes with the discussion of the implications for policy 

and practice to address issues of social inequality and justice for people 

experiencing poverty (Publication 10. McCartan, Morrison, Bunting, 
Davidson, & McIlroy, 2018). 

Participation and representing the unheard voice has been an important part 

of my work. I have worked with marginalised groups since studying at Leeds 

University in the early 1990s. I was a Community Service Volunteer, spending 

time in an inner-city school and supporting a late-night advice helpline. After 

graduating with a degree in Politics in 1994, I volunteered with my local 

Citizens Advice Bureau until finding work on a job training scheme with a 

national charity. Work with the charity involved supporting community 

organisations to access funding, this included working with a range of different 

groups – women’s refuges and community organisations, shelters, charities 

focused on special interests of disability, children – many examples of dynamic 

local community mobilisation in areas that had faced great adversity during the 

Troubles. This exposed a very different life experience to that which I had been 

privilege to. My job role developed to working directly with children and young 

people to promote engagement with careers and businesses in school 

settings. This included the development of a one-to-one reading scheme with 

very young children and creating and supporting work experience and careers 
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opportunities for older young people. Many young people can be excluded 

from these early and important interactions – dedicated one-to-one time with 

an adult may not always be available at home; similarly, the world of work can 

be an inaccessible domain in a family experiencing intergenerational 

unemployment, high levels of poverty and other inequalities associated with 

social exclusion including poor literacy, limited social mobility, or disability.   

This collection of publications builds a story of practical experience, learning 

to understand and apply the theoretical framework to position children as a 

central part of the research process. It will also demonstrate how this work has 

generated a new and deeper understanding of how to create effective 

participation with children and young people but also will expose the significant 

deficits in how we design and deliver services for children and their families. It 

will also raise concerns about the kind of information gathered about families’ 

lives who are in contact with children and family services, the lack of 

consultation and participation, and call for better data to be collected to 

improve these services.  
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Chapter 2 
The Theoretical Perspective 
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Ontological and epistemological approach – critical realism 

This thesis draws on the critical realism research paradigm (Archer, 1998; 

Bhaskar, 1978) to explore issues of power, inequality and social justice. This 

position argues that knowledge (epistemology) is different from ‘being’ or 

‘existence’ (ontology) and that the social world can only be understood if 

people comprehend the structures that generate unobservable events. In 

contrast to positivism or constructionism, using a critical realist approach to 

generate theory can help us to identify causal mechanisms, explore social 

problems and suggest solutions for social change. The work will illuminate the 

different agents and roles operating in society and the constant interchange 

and exchange of power and interactions that these relationships typically 

project. This critical realist approach is used to investigate and generate a 

deeper understanding of the structures and power relations that contribute to 

inequalities. These will be accessed and described using different 

methodological approaches, namely: participatory methods; systematic 

reviews; and secondary quantitative data analysis.  

Participation 

The first two publications in the thesis examine the theoretical position of 

participatory research with young people (Publication 1. McCartan, Burns, 
et al., 2012; Publication 2. McCartan, Schubotz, et al., 2012). Consulting 

young people in both social research and in the design and development of 

policy and services is now commonplace, but the quality and level of 

involvement is variable. Some groups of young people have been over-

consulted to the extent of fatigue (Clark, 2008) and considerable criticism has 

been targeted at the tokenistic nature of some participation projects (Boyden 

& Ennew, 1997; Kirby, Laws, & Pettitt, 2004).  

Early approaches to participation emerged as a response to the United Nations 

Convention on the Rights of the Child (UNCRC, 1989), with subsequent 

legislation at a local and national level and the establishment of Children’s 

Commissioners in each UK nation (Children Act 2004). Alongside this 

changing political landscape, there was also the transformative approach of 

the Sociology of Childhood theorists who argued that childhood was socially 
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constructed and that children should be recognised as individual actors with 

agency and rights (James, Jenks, & Prout, 1998; Mayall, 2002; Qvortrup, 

1994). These advances in sociological theory strengthened the children’s 

rights perspective and corroborated the need to seek out children’s views. 

Participation was considered a way of generating new knowledge with the 

additional benefit of enabling social and political agency in young people. 

Participation could nurture citizenship (Checkoway & Richards-Schuster, 

2003) and create opportunities for young people to engage in systems they 

were traditionally excluded from below the age of suffrage.   

There are different levels of participation. Hart (Hart, 1992) drew on Arnstein’s 

ladder of citizen participation (Arnstein, 1969) to describe the different levels 

of young people’s participation in research. The ladder illustrated the 

differences between projects that enabled decision-making and empowered 

children in contrast to the other end of scale where children were manipulated 

to promote adult causes. Many research projects set out to achieve high levels 

of participation, but the way research funding mechanisms operate can thwart 

significant approaches to top level participation. This landscape has started to 

change; the children’s rights lobby and other rights-based campaigns have led 

to greater access and support for action led research. Increasingly, there are 

limited numbers of opportunities for peers to identify research questions and 

apply for small levels of funding to conduct research independently of 

traditional research funding routes (examples of this include Derbyshire 

County Council’s Action grants programme for local communities (Derbyshire 

County Council, 2019), the Educational Institute of Scotland Action Research 

Grants for teachers (Educational Institute of Scotland, 2019) and the National 

Lottery Community Fund (The National Lottery Community Fund, 2019). This 

type of funding may be at risk as resources are scarce and competition 

increasingly fierce.  

Power and participation 

Participation is set within the context of power relationships such as class, 

gender and ethnicity. Very often young people who engage in participatory 

research are already social agents, volunteers or have a sense of social 

14



responsibility or demonstrate an interest in justice and equality (Publication 
1. McCartan, Burns, et al., 2012).  Participation can be a practical approach

to attempt to reduce inequalities and tackle social injustice.

This theoretical view is explored further using the concept of power in the 

second publication (Publication 2. McCartan, Schubotz, et al., 2012). This 

paper also draws on the legal framework of participation and the 

democratisation of participatory research methods. It explores the power 

relations of age, gender, class and lived experience and assesses the 

conscious exchange of power between the adult researchers and the young 

lay peer researchers. Foucault’s view of power helps to illustrate this exchange 

well; he argued that power isn’t concentrated in the hands of a particular set of 

people but distributed throughout society and “must be analysed as something 

which circulates, or rather as something which only functions in the form of a 

chain.” (Foucault, 1980, p. 98). Using participatory methods helps to expose, 

distil and reflect on the power hierarchies in your research practice; each 

process is considered and verified by explaining and agreeing each stage in 

partnership with the peer researchers. The power exchange is dynamic, self-

conscious and as a result can be more equally distributed among partners.  

This publication (Publication 2. McCartan, Schubotz, et al., 2012) explores 

this power exchange, using a deconstructed and reflective ‘post-modern’ 

approach, where power is fluid and actively exchanged between both parties. 

The paper also discusses the value of the participatory process in its own right; 

with its potential for generating innovation, increasing validity and developing 

an individual’s skills, abilities and experiences during the course of a research 

project.  Despite this, participatory research also has the potential to exploit 

both the participants and the researchers, using this reflective approach may 

help to avoid this.  

Dealing with the inherent power deficit that structural forms of inequality create, 

such as age, class, gender and race is complex but it is argued, in Publication 

2, that participatory methods have the potential to create an “alternative access 

point for both the adult researcher and the peer researcher, circumventing 
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traditional structures and relationships, allowing for social exchange” 

(Publication 2. McCartan, Schubotz, et al., 2012, p. 4). As a project 

progresses, the role of ‘expert’ is no longer dominated by the adult researcher 

but mutually exchanged with the peer researcher. 

The relationship of power within social work is also discussed in the final 

contribution (Publication 10. McCartan, Morrison, et al., 2018) which 

describes the development of an Anti-Poverty Practice Framework for Social 

Work in Northern Ireland (Appendix 2). Using Thompsons’s anti-

discriminatory practice (Thompson, 2016), it describes the responsibilities of 

social work as a political activity that operates within a set of power relations 

that interact on three levels: personal, cultural and structural. Many of the 

problems that social workers deal with are rooted in the abuse of these power 

relations. Thompson’s theory challenges social workers to address the 

interaction between these three domains and not just tackle issues on a 

personal level. It calls for social work to challenge oppression and not just 

make adjustments for it.  

Social justice 

Social justice research addresses power, prestige, resources, and suffering in 

society; it highlights inequities and promotes the equitable redistribution of 

resources, justly and fairly and campaigns for an eradication of oppression 

(Feagin, 1999). A commitment to social justice underpins much of the work on 

participation, primarily due to the rights-based agenda that has driven many 

approaches to this kind of research.  

For many social workers, tackling social injustice is one of the main reasons 

that attracts them to work in this area. Hackett et al.’s (Hackett, Kuronen, 

Matthies, & Kresal, 2003) analysis of the motivation of social work students in 

European countries showed that across the four universities (Durham, UK; 

Jyväskylä, Finland; Ljublijana, Slovenia; Magdeburg-Stendal, Germany) 

wanting to help people and overcome discrimination ranked as the most 

important motivations to study social work.  
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The issue of justice and the relationship between poverty and children’s health 

and welfare is explored in some detail in the eighth publication (Publication 8. 
Davidson et al., 2017) which tries to understand why child welfare inequalities 

are not being addressed as an issue of social justice. It draws on the theory of 

different disciplines: political theory, psychology and moral philosophy. Firstly, 

it considers Rawls’ Theory of Justice (Rawls, 1971, 1999). Rawls was 

operating in the dominant philosophical tradition of utilitarianism – a position 

that prized the sum total of happiness in society. Rawls’ criticism of 

utilitarianism reflected the growing unrest in the USA in the 1950s, the post-

McCarthy era and the emergent civil rights movement. Rawls’ approach of 

‘justice as fairness’ challenged the utilitarian perspective and its inherent 

inequality – that the rights and happiness of the majority do not override the 

rights of the individual. 

Rawls described society as a mutually beneficial system that should establish 

the main terms of co-operation on the basis of fairness. Society would be 

developed and structured on the basis of what sort of society you would 

choose to live in if you did not know your role or status in it. Rawls’ called this 

reimagined social contract the ‘original position’, a stance from behind a ‘veil 

of ignorance’, unaware of the circumstances of your birth. This would lead to 

society being organised by the fairest means; everyone’s right to justice would 

override the welfare of society as a whole. Under these circumstances, Rawls 

argued that people would agree on two principles of justice; principles that 

would lead to a much fairer and just society for all: 

(1) equality in the assignment of basic rights and duties;

(2) social and economic inequalities are only just if they have compensating

benefits for everyone, particularly for the most disadvantaged members

of society

Rawls’ theory of justice has been applied to social work. Wakefield (Wakefield, 

1988a, 1988b, 1988c) proposed a model of distributive justice that provides a 

robust safety net of economic and social support that is distributed in a fair and 

unbiased way.  
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The paper then describes Norton and Ariely’s (Norton & Ariely, 2011) 

application of Rawls’ work to conduct a psychological experiment to 

understand people’s perceptions of how equitable society really is. Using an 

online survey, they canvassed people’s views about wealth, how it should be 

distributed compared to how it is currently distributed in the USA. People 

considerably underestimated the level of inequality in wealth distribution (by 

25%) and expressed a preference for a more equal distribution. This view was 

upheld by most, even those who self-identified as relatively affluent and held 

politically conservative views. This paper raises an interesting debate about 

how fair people think society is in comparison to how it is in reality. People who 

do not experience social exclusion or injustice may be less likely to understand 

the needs of others.  

Peter Singer’s (Singer, 1997) paper on moral distance, ‘The Drowning Child 

and the Expanding Circle’ is considered lastly. He describes a student exercise 

he uses to challenge the ethics of what we owe people in need. He contrasts 

two children in need of help: one drowning in a puddle in front of you; and one 

at risk of dying overseas. He asks if there is any difference to the needs of 

child who is far away, that could also be helped well within means, indeed at 

little cost and no danger to ourselves. He argues that in our society, “the need 

for a global ethic is inescapable” (Singer, 1997, p. 2). While he concedes that 

we prioritise those closest to us, whether friends or family, once we have 

achieved the necessities of life, it is irrational not to redistribute wealth to those 

in need.  

Publication 8 (Davidson et al., 2017) raises important issues about why child 

welfare inequalities don’t seem to be a political or social priority. Evidence 

suggests that people want a fairer and more just society with a more equitable 

distribution of resources. However, the way current child welfare policy is 

structured based on an individual risk approach does not challenge the 

inequalities that could help reduce those at risk of abuse or neglect. Whether 

this is in part due to an underestimation of inequality is debatable. We all know 

how poverty is affecting families, even with the diversion of Brexit, every day 

we hear of the families struggling to manage on low incomes. Singer’s views 
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of moral distance may be more relevant. Sometimes families subjected to child 

welfare proceedings are vilified, particularly in the media (Davies, O'Leary, & 

Read, 2015). At best, they are portrayed as incompetent parents and at worst, 

malignant characters in a child’s life, requiring the child to be removed into 

state care; doing little to reflect the challenging work that social workers do to 

support families in need. This position does nothing to acknowledge the stress 

that poverty and deprivation places on every part of family life: food; heat; 

parenting; learning; and play. Policy under austerity has moved away from 

universal approaches to helping all families to focus on the problems of the 

poor and their behaviours, emphasising “the need for the poor to take 

responsibility for their own wellbeing, improve their aspirations for their 

success” (Mooney, 2007).   

 

The politics of welfare 

The acceptability of welfare is another social justice issue. This is examined in 

the final publication (Publication 10. McCartan, Morrison, et al., 2018). It 

describes the range of interventions that alleviate poverty. Data has shown 

that child poverty could be reduced dramatically if the political will was there. 

Analysis by the Children’s Defense Fund (Children's Defense Fund, 2015) 

concluded that investment in existing policies and programmes could reduce 

child poverty in America by 60 per cent. Many other rich nations are in the 

position to alleviate poverty but there is little political will to do this. Why is this? 

 

People are much more resistant to welfare spending compared to other types 

of public expenditure. It may be considered a disincentive to find work, it is not 

supported by people who cannot see a direct benefit to them and there remains 

deep-rooted prejudice around the causes of poverty and whether these are 

individual or structural (Beeghley, 1988). This feeds the debate of the 

‘deserving poor’ (Cousins, 2013). Understanding the structural nature of 

poverty and how it affects families involved with child care services is critical. 

Social workers should be supported to understand how poverty can limit a 

family’s decision making; parents shouldn’t be deciding whether to ‘heat or 

eat’. Anna Gupta’s qualitative work with ATD Fourth World highlights the 

importance of recognising and respecting the experiences of families within 
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the child protection system. Many of these families are in a unique place to 

advise, exchange skills and knowledge that could help social work to 

understand and tackle inequalities inherent in the system. Social workers have 

a lot of power relative to service users and as Gupta and colleagues highlight, 

are in a position that is “one of the most intimate relationships [individuals] 

have with the state” (Gupta, Blumhardt, & ATD Fourth World, 2018, p. 255).  

Closely linked to this issue of recognition and respect is the understanding that 

children and parents have a human right to a family life and should be 

supported to achieve this. Featherstone et al. propose a social model towards 

child welfare, one that acknowledges that “children’s rights are interwoven and 

inseparable from those of their parents and family” (Featherstone, Gupta, & 

Morris, 2016, p. 18). Considering child welfare using an inequalities framework 

helps to create a better understanding how this can impact on families. 

Applying the Inequalities Lens 

Public Health England defines health inequalities as, 

“the preventable, unfair and unjust differences in health status between 

groups, populations or individuals that arise from the unequal 

distribution of social environmental and economic conditions within 

societies, which determine the risk of people getting ill, their ability to 

prevent sickness or opportunities to take action and access treatment 

when ill health occurs.” (Public Health England, 2019)   

The inequalities approach to healthcare has been a powerful way to 

conceptualise and visualise the extent and nature of the problem. It has 

identified stark differences in the life expectancy of people living in the poorest 

areas of the country compared to the most affluent. That a life can be extended 

by more than 20 years is a crude but effective way to illustrate the physical 

power of social inequalities. The inequalities approach has been framed in 

statute, placing responsibility on local authorities and public commissioners to 

reduce health inequalities (Health and Social Care (Reform) Act (NI) 2009, 

Health and Social Care Act 2012, Equality Act 2010, Public Services (Social 
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welfare intervention because of where they live; the more deprived the area, 

the greater the chances children have of being placed on the Child Protection 

Register (or Plan) or entering out of home care. Paul and colleagues’ work has 

started to challenge Children’s Services practice and made an important 

contribution to the debate through the exploration of practice narratives of 

poverty-related bias in social work (Featherstone et al., 2017; Morris et al., 

2018; Morris et al., 2016). 

As part of the CWIP analysis, I looked at the use of kinship care across the 

four nations. It is important to consider kinship care from an inequalities 

perspective because so many children are cared for by friends and relatives 

on an informal basis, often unknown to social services (Publication 9. 
McCartan, Bunting, et al., 2018).  This paper focuses on formal kinship care 

and discusses some of the material disadvantages that many kinship carers 

can face. Often kinship carers are grandparents (Kreider & Ellis, 2011) on a 

limited income, they are more likely to be living in poverty and suffer from 

stress and other health concerns (Andersen & Fallensen, 2015; Cox 2014; 

O’Leary & Butler, 2015). Kinship care settings are also impoverished in other 

ways – often not receiving adequate support either financially or from social 

services (Berrick & Hernandez, 2016). Financial support isn’t means tested but 

based on the legal status of a placement and only registered foster carers are 

entitled to claim. In 2017, it was estimated that only 3.5% of the 180,000 

children in kinship care were legally entitled to financial and professional 

support. Many carers continue to be unaware of the money and support they 

could be entitled to and there has been criticism, under stretched resources, 

that child welfare workers are reluctant to pass this information on (Cox, 2014; 

Farmer & Moyers, 2008) and, controversially, that local authorities have a 

vested interest in not approving kinship carers as kinship foster carers (Hunt & 

Waterhouse, 2013; Selwyn, Farmer, Meakings, & Vaisey, 2013).  
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Chapter 3 
Contribution to the Field 
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Evidence Synthesis  

Two of the included publications represent significant new contributions to the 

synthesis of evidence in the area of child abuse and neglect. As part of a larger 

systematic review of psychosocial interventions for child maltreatment 

(Macdonald, Livingstone, Hanratty, McCartan, Cotmore, et al., 2016), the third 

paper (Publication 3. Macdonald, McCartan, et al., 2016) explores the 

acceptability of interventions designed to mitigate the often devastating effects 

of abuse and neglect. Children offered treatment are only the tip of the iceberg; 

many cases of child abuse and neglect go unreported, un-investigated or 

substantiated (Fallon et al., 2010; Munro, 2011; Stoltenborgh, Bakermans-

Kranenburg, Alink, & IJzendoorn, 2015). Child protection surveillance systems 

only report those in the system, and “only child maltreatment identified to the 

community” (Fallon et al., 2010, p. 77).  

Measuring the extent of child maltreatment is difficult, data collection methods 

vary greatly at regional, national and international levels and data is subject to 

interpretation. Record keeping and incidence is a “poor proxy for prevalence, 

and system output measures tell us little about outcomes for children” (Spratt 

et al., 2014, p. 1513). While the complexity of the data makes it challenging to 

synthesise the heterogeneous evidence, one of the key messages of this 

review is the absence of the child’s voice. Little is known or understood about 

how acceptable interventions for maltreatment are or the reasons why young 

people and their families choose to engage in or complete therapy. It seems 

entirely wrong that the views of young people are not routinely sought in this 

context.  

The work makes a significant contribution to the field. The existing evidence 

suffered from a number of weaknesses: many reviews were out of date, had 

date or language restrictions and were dominated by research conducted in 

North America with little or no consideration of the generalisability of the 

evidence to other policy contexts. Our review also considered the 

maltreatment profiles of the study participants, the logic models of the 

interventions and the important issue of the acceptability or accessibility of 

interventions for children and their families. Using this approach, we were able 
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to explore in more detail how much (or little) data is captured about the 

experiences of young people who are offered treatment. We found that very 

little qualitative data is gathered from participants and the evidence base is 

generally weak. Studies often relied on quantitative outcomes such as dose 

and treatment completion as an indicator of the effectiveness of therapy but 

we concluded that this data is not rich enough to explore the personal 

experiences of interventions for maltreatment. Evidence from this review has 

been cited in the World Health Organisation’s latest clinical guidelines for 

children and adolescents who have been sexually abused (WHO, 2017).  

The fourth paper (Publication 4. Bunting, Davidson, et al., 2018) considers 

the impact of child maltreatment and adult poverty using longitudinal data and 

a systematic review methodology. Establishing a causal link between poverty 

and maltreatment is difficult, but this review helps to provide a better 

understanding of the long-term impact of abuse in adulthood. For obvious 

reasons, randomised controlled trials to establish a causal link in this 

population are neither ethical nor legal. We included well-designed studies that 

either followed a cohort prospectively or were able to link administrative data 

retrospectively. These study types were selected to try and avoid the risk of 

bias potentially found in cross sectional studies, case control or case series 

research.  

While definitions of poverty are often contested, we focused primarily on 

economic related poverty outcomes such as income, adult employment, 

receipt of welfare or socioeconomic status. Despite variation in the populations 

of interest, of the 12 included studies, most found a significant association 

between a history of childhood maltreatment and at least one adult economic 

outcome measure. Although the evidence base is limited, a clear relationship 

was established between child maltreatment and poorer economic outcomes 

in adulthood including reduced income, unemployment, lower levels of job 

skills and fewer assets.  It supports other evidence that children and young 

people exposed to abuse and neglect face long term negative effects on their 

physical and mental health and socio-economic status. It also identifies a need 

for further research to understand the relationship between specific 
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maltreatment types and specific economic outcomes. This publication was 

connected to a more extensive review (Bywaters et al., 2016) conducted for 

the Joseph Rowntree Foundation. The review has had a significant impact and 

appears to be a well-used resource for people working in the area of child 

poverty, abuse and neglect. It has over 5000 reads on ResearchGate and has 

been cited over 60 times to date (Google Scholar, March 2019). One of the 

benefits of conducting research on behalf of the Joseph Rowntree Foundation 

is its accessibility and wide audience appeal, with the potential for considerable 

reach beyond the academic community.   

New Methods 

The research described in the first publication (Publication 1. McCartan, 
Burns, et al., 2012) explores the theoretical concepts discussed in Chapter 2. 

These concepts informed the development of the project and level of 

engagement we set out to achieve. The paper draws on four different projects, 

two of which I was involved with. The initial project was fairly large scale, a 

longitudinal design that involved 12 young peer researchers and a cohort of 

150 young people disengaged from school to be tracked over a two and half a 

year period. In hindsight, this research design looks challenging, but we did 

deliver a project that involved genuine participation, achieved its objectives 

and generated benefits for everyone involved. This study was one of the first 

projects to engage young people in longitudinal peer research.  

Despite this being a typically unstable period in young people’s lives, a period 

of considerable transition, we managed to maintain a collective of peer 

researchers over a relatively long period of time. This demonstrated a level of 

commitment from both the peer researchers and the cohort. It was a huge 

learning curve but with appropriate planning and flexibility we completed a 

project that was robust and afforded the young researchers’ meaningful 

involvement that was beneficial in a range of areas. A number of peer 

researchers involved in this project went on to use their skills and experience 

to pursue related careers in law, advocacy and youth work. Some innovative 

approaches to data collection and analysis for this project were developed 

which would now be considered standard but were led by the young people 
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who were responsible for collecting the data – this included using text 

messaging and social media (in 2004 this was MySpace and Bebo).  

The second of the four projects discussed in this publication (Publication 1. 
McCartan, Burns, et al., 2012) was much shorter in length but also involved 

a challenging area of investigation, namely the value of cross-community 

schemes in our divided community. We recruited eight peer researchers to 

collect data from four different cross-community youth groups in areas across 

Northern Ireland. One of the most rewarding parts of working with peer 

researchers are the innovative approaches that often develop. I think it would 

have been difficult for us, as adult researchers, to draw out some of the more 

controversial areas of discussion that the young people felt open and happy to 

discuss with their peer group. The adult researchers trained and supported the 

young people, but only served as observers during data collection. Difficult 

conversations were conducted about religion and ethnicity and there was a 

sense of safety being able to share these views within these settings. They 

talked openly about their own prejudices and how their involvement with the 

community group had challenged and changed their views, but further work 

was required to change attitudes in their local neighbourhood, “I always 

thought, no offence like, that Protestants were evil people cos I heard all these 

stories and I believed them. When I came here, I thought what’s the 

difference?” [young person from the REACH Project] (Schubotz & McCartan, 

2008, p. 6).  

While the participatory approaches used in this project weren’t ground-

breaking new methods, we did entrust the peer researchers to gather the 

interview data, organise and run their own focus groups and lead on the 

analysis and dissemination. It was an enjoyable and rewarding process for 

everyone, as one peer researcher explained, “It’s a lot more relaxed, I always 

imagine research as interviews, I didn’t really think about people having 

conversations.” (Schubotz et al., 2008, p. 20). The peer researchers in this 

project thought their ability to relate to their peer group was a powerful 

advantage over the adult team – their listening skills were good, and they had 

easy access to the cohort, either bumping into them on the street or were in 
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contact by text or social media. In contrast, the peer researchers considered 

the adult team skilled in keeping order, maintaining focus and able to conclude 

discussions well.  

A participatory approach was also used in assessing the acceptability of 

psychosocial interventions for maltreatment (Publication 3. Macdonald, 
McCartan, & Cotmore, 2016). Although the use of participatory methods was 

novel for this systematic review, the relative value of the participation was 

limited compared to other participatory methods I have used. Nonetheless, it 

created valuable learning about how difficult, but how important, it is to consult 

and engage with service users and their professional and clinical supports. 

Some of the techniques developed were valuable in eliciting engagement – 

using visual representation to describe psychosocial interventions was 

particularly useful in helping us to distil a logic model of an intervention in an 

accessible and appropriate way for a young person. Further work could 

develop these methods particularly in such a sensitive area of inquiry.   

New Knowledge/Evidence 

In the second publication (Publication 2. McCartan, Schubotz, et al., 2012), 

exploring the power relations in participatory research, we proposed a 

participation model that attempted to visualise the actors that influence the 

power relations in participatory research. This is a useful tool to reflect how 

power can be transferred by observing it at an individual and structural level. 

It describes the two-way exchange that exists between the peer researchers 

and the participants; and between the adult and peer researchers. It includes 

familiar structural relations such as gender, class, age and ethnicity but also 

refers to emotional power and group membership which can be particularly 

relevant when working with young people. It also reflects on the structural 

context that makes some levels of participation more difficult including 

accessing funding, applying for research ethics and the professionalisation of 

research.  

The generation of new evidence in both systematic reviews has already been 

discussed and as stated, they do present new synthesised evidence about the 
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impact of abuse and neglect. They also outline the need for more research to 

understand how to treat and support children and young people following 

maltreatment. What is significant from the maltreatment review was the fact 

that the evidence base is inconclusive even though we considered the findings 

from 62 randomised controlled trials (RCTs). RCTs are expensive to run and 

often considered to deliver high quality evidence, but the findings did not 

comprehensively support their effectiveness. It was not possible to draw firm 

conclusions about which interventions are effective for children with different 

maltreatment profiles and also which are of no benefit or are indeed harmful. 

Of the 73 studies included in the acceptability review, again the evidence was 

incomplete. This study has identified a major gap in the international evidence 

of interventions for this population group and more work needs to be done to 

consult and learn about the experiences of young people and their families 

seeking and receiving treatment for abuse and neglect. As previously 

highlighted, this study also demonstrated the opportunity to include 

consultation methods in systematic review methods that can engage young 

people in sensitive and complex topic areas. 

Similar to the findings from the maltreatment review, the second systematic 

review (Publication 4. Bunting, Davidson, et al., 2018) also highlighted the 

lack of evidence about different types of maltreatment and how these 

experiences may impact later in life. Longitudinal data is difficult to capture in 

this population, as data collection methods change and evolve, so this paper 

does make a valuable contribution to new knowledge about how detrimental 

abuse and neglect can be over the life course. This is also important when we 

consider the link between poverty and child abuse and the intergenerational 

cycle of the risks and inequalities associated with being poor.  

The CWIP has for the first time quantified the relationship between deprivation 

and child welfare inequalities in the UK. The work led by Professor Paul 

Bywaters has stimulated debate about child welfare interventions and it 

continues to challenge decision-makers about the inequalities in this domain. 

Paul is passionate about this and is determined to position child welfare 

inequalities in the forefront of policy, calling for dramatic changes to what we 
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know and understand about families who become known to social services 

and tackling the deep inequalities that parents and children experience. Paul 

has also brought his strong commitment of equality and justice to managing 

and supporting each member of the research team; no easy task, across a 

large team located in seven universities from around the UK. He built a core 

group from trusted and respected experts in the field and engendered in all of 

us, a strong, collective commitment to reveal the nature and extent of these 

inequalities and to lobby for policy change. It has been a hugely rewarding and 

worthwhile experience to be associated with Paul and this work. I am equally 

grateful that this project was the first opportunity to work with Dr Lisa Bunting 

and Professor Gavin Davidson. 

The CWIP work involved a number of complementary papers being developed 

to contextualise the work of the project. I contributed to two of these outputs 

and they consider the trends in both child protection (Publication 5. Bunting, 
McCartan, et al., 2018) and looking after children (Publication 6. McGhee et 
al., 2018) over a ten year period. The examination of these trends has 

generated a more nuanced understanding of the variations between the four 

nations in terms of provision and considered the limitations of the data 

comparability. These are the first papers to compare across the nations, rather 

than looking at UK-wide comparison. They also were an important process 

informing the design of the comparative analysis for the CWIP. 

It is clear that there are large differences about the way data on child abuse 

and neglect is collected and reported internationally. Different methods are 

used, distinguished largely by two different ideological approaches which have 

shaped policy, practice and information gathering (N. Gilbert, 2012). Countries 

including Scandinavia, Belgium, the Netherlands and Germany have 

historically developed processes along the ‘family service’ model, whereby 

family dysfunction and stressors may be resolved therapeutically in 

partnership with the state under a voluntary basis. This prevention approach 

is in contrast to the ‘child protection’ model in the UK, US and Canada which 

is characterised by a more adversarial relationship between the family and 
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state and where legal measures are used to protect the maltreated child. There 

is evidence however that these modes of intervention have begun to converge 

(R. Gilbert et al., 2012). In England and the US there has been a move towards 

family-service oriented features (early intervention, safeguarding and 

promoting welfare). Similar changes have also been observed in Australia 

(Kojan & Lonne, 2012).  

To date, comparative research in the UK has focused on England or the UK 

and not considered the differences between the four UK nations. These papers 

identify a number of variations in legal and operational differences, but also 

highlight the under utility of the data that is collected. Better data needs to be 

collected and used to inform debate around policy and service delivery. Both 

these papers explore the differences between national legislative policy and 

practice and while there is a common framework for assessing the needs of 

children and families, in practice there are variations in how children are 

treated. Scotland’s system diverges from the other nations due to their Child 

Hearing System which deals with both child protection and youth justice by 

using a less adversarial approach using a lay panel. There are also significant 

differences in how children are recorded in the looked after statistics, 

particularly those children still living at home with their parents.  

Paper 9 (Publication 9. McCartan, Bunting, et al., 2018) also explores the 

differences in out of home care between the four nations, particularly focusing 

on kinship care. Kinship care has been described as the ‘Cinderella’ of the care 

system (Kiraly, 2015) despite it being promoted as the preferred placement 

option in government guidance in each UK nation. Children living in the most 

deprived neighbourhoods in each nation had a much greater chance of 

entering kinship care. In England, this was eight times more likely, in Scotland 

22 times and in Northern Ireland and Wales, the chance was 40 times greater. 

Of course, the CWIP and other research has demonstrated that children living 

in the most deprived areas in the UK are more likely to enter care in the first 

place, but controlling for deprivation, in Wales and Northern Ireland there was 

a strong relationship between kinship care and area level deprivation.  
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The final included paper (Publication 10. McCartan, Morrison, et al., 2018) 

demonstrates how the CWIP has already started to contribute to practice. In 

Northern Ireland, the CWIP has had great support from the Chief Social 

Worker, Sean Holland, and the development of the Anti-Poverty Practice 

Framework for Social Work (Appendix 2) was a direct response to the findings 

from this study. We considered the opportunity for the team to help develop 

policy advice and guidance to professional social workers as a direct result 

from our research as extremely valuable. A similar framework is currently being 

developed in Wales.  
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Chapter 4 
Critical Significance: Originality, Significance, 

Rigour  
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Originality 

My first role in QUB was developing a peer researcher programme to explore 

the experiences and outcomes for young people who had been excluded, or 

were at risk of disengaging from school. Working with peer researchers helped 

make connections with the young people and gave a number the opportunity 

to tell their stories. This had a powerful impact on both the participants and the 

peer researchers ('Out of the Box', Kilpatrick, McCartan, McAlister, & 

McKeown, 2007). Paper 1 (Publication 1. McCartan, Burns, & Schubotz, 
2012) details some of the practical implications of working with young people, 

gives advice about the level of training and support required to manage a 

project properly and shares examples of how to meaningfully engage young 

people in different tasks.  

As my first ‘research job’, I had a lot to learn and it was clear from the start that 

the young people recruited were the experts in this field and they could be 

trusted to work as partners. We all had something to contribute, I could impart 

some new practical skills to them: interview techniques; collecting and 

recording data; advice on ethical considerations; keeping themselves safe and 

dealing with difficult situations. However, they were the gatekeepers to the 

data. They shared a language, a depth of understanding and an ability to 

communicate that I couldn’t replicate. This project is one of very few examples 

of longitudinal studies working with young researchers and demonstrates that 

this can be a very rewarding way of engaging young people in issues that are 

relevant and important to them.  

Working with peer researchers on the scale of the Out of the Box project was 

unprecedented due to the longitudinal nature of the study and the extended 

commitment of their involvement in this particularly turbulent period of 

transition in young people’s lives. The experience gained from this project has 

informed a number of other studies and the resources we developed to train 

and support our peer researchers have been used subsequently. Our 

commitment to participation also extended to co-authorship on publications 

and presentations at international conferences, generating positive examples 

of genuine participation for other practitioners.  
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I have worked on a number of participatory research projects with a valued 

colleague in the School of Social Sciences, Education and Social Work, Dr 

Dirk Schubotz. Dirk’s work explores children’s lives, namely with the 

quantitative annual survey of 16-year-olds in Northern Ireland, the Young Life 

and Times Survey, and a range of participatory research projects we have 

collaborated on together. We have enjoyed developing innovative methods to 

engage young people.  

Paper 2 (Publication 1. McCartan, Schubotz, & Murphy 2012)was co-

authored with one of our peer researchers involved in two different projects 

(National Children's Bureau NI & ARK/Young Life & Times, 2010; Schubotz et 

al., 2008). For the ‘Out of the Box’ project (Kilpatrick, McCartan, & McKeown, 

2007), a peer researcher was nominated by his peers to present at the 2004 

European Educational Research Conference in Crete. Involving peer 

researchers in the dissemination of the findings can be a meaningful way of 

demonstrating participation and help develop new skills and experiences 

young people may find difficult to access themselves.  

This work has generated techniques and tools that have been used in a 

number of other projects including undergraduate teaching and a new textbook 

that Dirk has written.  My current work also draws on these experiences. 

Working in partnership with Praxis Care and the Mental Health Foundation, I 

am supporting a new team of peer researchers who have lived experience of 

using mental health services. Although I am now working with adults, the same 

principles apply – the importance of straightforward information exchange, 

offering a range of support to individuals and listening and incorporating 

people’s contributions to develop and progress the project. The experience of 

participatory research has taught me to always expect the unexpected and the 

importance of sharing decision-making to generate shared ownership of the 

project and recognise the value of each partner. This sometimes involves 

making unplanned decisions and moving in different directions as a project 

develops.  
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The review of psychosocial interventions for child maltreatment took an 

innovative approach to enhance the systematic review methodology by 

including participatory methods and including a qualitative evidence synthesis 

(Publication 3. Macdonald, McCartan, & Cotmore, 2016). Most systematic 

reviews only report on the effectiveness of interventions and this approach, 

although labour intensive, presents a richer, more in-depth analysis of the 

range of treatments available to children who have been exposed to abuse or 

neglect.   

The review included consultations with a Young People’s Advisory Group and 

a Professional Advisory Group (Appendix 1). These were conducted both at 

an early stage of the review and again towards the end of the review when we 

had initial findings to report. Involvement at the early stages helped to shape 

the review planning and, later, was used to help with interpretation and 

conclusion forming. We used innovative techniques including Q-Sort and 

visual representations of the interventions. The early consultations with young 

people involved two groups: one in Belfast and one in Cardiff, drawn from 

young care organisations. The final consultation was held at a National Society 

for the Prevention of Cruelty to Children (NSPCC) event in London. This was 

facilitated by a member of the research team and a member of staff from the 

NSPCC who was known to the young people. This final consultation used 

different methods to work with participants. The first part of the session 

described the range of different intervention types that we had found, these 

were talked about and illustrated with pictures to help describe what they 

involved. We asked the young people how they would prioritise the different 

types of interventions by using fake bank notes to demonstrate which 

interventions they would support. We then asked participants to respond to 

some of the qualitative evidence about how acceptable interventions were 

considered to be.  

The consultation was limited in what it achieved, only a small number of young 

people were involved, however some interesting points were observed. The 

young people suggested that further investment into interventions other than 

Cognitive Behavioural Therapy (where there is an evidence base) should be 
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made, to see if an evidence base can be generated. They agreed that therapy 

was useful and also highlighted the potential need for parents to also have 

therapy or guidance. Many parents feel guilt, need reassurance and it may 

also be important for parents to meet the therapist or have therapy before their 

child begins theirs. They also discussed the therapeutic relationship and 

whether information should be shared with other people. The professional role 

of the therapist was also discussed and the importance of not crossing the 

boundary between profession and friend.  

The CWIP, by introducing an inequalities perspective to child welfare, has 

challenged thinking and prompted new conversations about how poverty and 

deprivation affect policy and practice. It has stimulated debate in the national 

press. This work has contributed to a far better understanding of how practice 

varies between the four nations and will help to inform service delivery and 

encourage reflective practice within the social work profession.  

Significance 

Participation in research is one way of addressing inequalities in one small 

aspect of children’s lives but one of the most challenging issues about this 

work is how we observe the impact of inequalities. Children experience 

inequalities every day, inequalities that affect their position in family, social, 

economic and cultural life. Decision-making is often curtailed, adults dictate 

how they dress, what they eat, how they choose to spend their day (at school). 

Nor do they have equal rights in the rules and regulations that govern their 

lives. They are excluded from voting, their ability to work is limited until a 

certain age and the age of criminal responsibility prohibits them from being 

considered under the same laws as adults committing similar crimes. No-one 

would deny the validity of these structures, established to protect children and 

young people, structures designed to nurture and develop them and ensure 

they experience childhood until they are ready to become adults. The right to 

a childhood has been fought for over many decades and no-one would 

advocate a return to Victorian values. Nonetheless, globally, child labour 

exists, there are extreme levels of poverty and exploitation; there is still much 

to be done to end this systematic abuse.  Even in the UK, poverty and 
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deprivation exposes children to unacceptable inequalities that impact on the 

long-term health and wellbeing of the most vulnerable in our society.  

While UK policy has focused on the prevention of serious abuse and neglect, 

there are still over 60,000 children each year subject to a child protection plan 

or placed on the child protection register because of maltreatment or significant 

risk of harm (Bentley et al., 2018). Maltreatment poses a significant threat to a 

child’s health, development and wellbeing. Maltreated children are likely to 

experience more than one form of abuse or neglect affecting a range of 

functioning including structural brain development, physical and mental health. 

It has been linked to deficits in attachment, cognitive and emotional 

development, and been associated with violent, aggressive and criminal 

behaviour and poorer long-term educational and economic outcomes.  

The acceptability element of the maltreatment review (Publication 3. 
Macdonald, McCartan, et al., 2016) also demonstrates the power deficit for 

children that are in treatment for abuse or neglect. The evidence is clear; 

children are not routinely consulted in how their treatment should be designed, 

and very little routine data is collected on how acceptable these interventions 

are. Client satisfaction questionnaires are sometimes used but this data tells 

us nothing of people who don’t accept a service or engage in treatment. 

Completing or dropping out of treatment is also considered as a proxy for the 

acceptability of a service but few studies actually ask participants what the 

impact of their treatment was. Early drop out may not necessarily be a negative 

outcome, and indeed attending all therapy sessions may not equate to 

treatment engagement.   

What makes a treatment acceptable to a child or young person who has been 

maltreated is complicated. Although the data is heterogeneous, very few 

studies acknowledge the child, establish what encourages people to seek and 

accept help, engage in and sustain their involvement in therapy. It is clear from 

the data, that treatments should understand the individual child and 

acknowledge the expression of power relationships namely between that of 

the therapist and the ‘helpless’ parent. For those children who were asked 
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about the therapeutic experience, as one young person described, “you are 

craving this kind of love but you never really get it…The one thing you need 

most is to feel genuinely loved. You never quite got it.” (Gallagher & Green, 

2012: 440). 

Choice of treatment can be limited, with ethnicity identified as a particular 

source of inequality (Haskett, 1991). Children may also be subject to decisions 

made by their parents about whether or not they engage in treatment and may 

not actually have any choice whether they participate or not (Lippert et al. 

2008). A child can be exposed to treatment based on a parent’s decision or 

feeling forced to engage by the involvement of Child Protection Services. A 

number of studies also raised practical issues such as transport, or location, 

as a barrier. Parents can also feel hostility towards the treatment that could 

hamper engagement – they may feel threatened about the relationship with 

the therapist, the guilt associated with rendering their child vulnerable to the 

abuse, afraid what will be disclosed about their relationship with their child, 

wanting to know what the therapy was about and what their child had talked 

about and whether revisiting the abuse is counterproductive. Issues around 

the severity of the maltreatment was also associated with early dropout. 

Another consideration that we probably need to acknowledge is that there will 

be a limit to what treatment is available locally, CAMHS services are 

notoriously overstretched, with long waiting lists and patchy coverage, many 

children will be offered limited therapy. This ties in well with the postcode lottery 

and poverty of services throughout the NHS.  

The CWIP was the first in the UK to quantify the relationship between 

deprivation and child welfare interventions. Paul has been instrumental in 

changing thinking about how we intervene in children’s lives by applying the 

inequalities lens to expose how these children are subject to unequal chances. 

This work in Northern Ireland has contributed to a significant increase in 

benefits uptake through the ‘Make the Call’ scheme, the development of a new 

Anti-Poverty Framework for Social Work Practice (Appendix 2) and a renewed 

discussion within the social work profession about tackling poverty. It also 
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demonstrates a strong partnership that we have developed with the 

Department of Health in terms of trying to influence policy and practice. 

It is important to view this research within its political context. We have seen a 

move away from a prevention, safeguarding approach favoured by the Labour 

government between 1997-2010 towards a more authoritarian position that 

has led to the reduction in family support services (Featherstone, Morris, & 

White, 2014). Cuts to public funding have characterised the policies of the 

subsequent Coalition (2010-2015) and Conservative Governments (2015-to 

date); policies that have disproportionately affected deprived areas (Hastings, 

Bailey, Bramley, Gannon, & Watkins, 2015). More recent changes to the 

benefits system has compounded the impact of local cuts, including the 

introduction of Universal Credit. The theory underpinning Universal Credit was 

a credible one – designed to create a simpler approach – claiming only one 

benefit instead of up to six. Designed to imitate work, the benefit is paid 

monthly, leaving many families destitute while they wait for their payment. 

JobCentre advisors were to take on the role of a ‘work coach’ to help claimants 

overcome the barriers to employment but the size of the task of the roll out was 

underestimated, beset with problems and in areas where the full roll out has 

been undertaken, local foodbanks report a 30% average increase in use (The 

Trussell Trust, 2017). There are regular stories in the media describing 

people’s health and wellbeing deteriorating attributed directly to the impact of 

UC (see for example (Bearne, 2019)). The CWIP has an important contribution 

to make in this debate, to help change thinking, improve data, and challenge 

practice. 

Rigour 

Working with young people in participatory research introduces its own level 

of rigour. The peer researchers involved in our research received a lot of 

training and support to help design, collect and analyse the data. Data 

collection in the early stages was always supervised and additional training 

provided where required. As already described in the earlier chapters, the co-
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production approach of participatory research enables you to create a clear 

paper trail of decision-making across the life of the project.  

The maltreatment review was led by Professor Geraldine Macdonald, who is 

herself the gold standard in systematic reviews. Geraldine is meticulous and 

uncompromising in her work ethic, devoted to her discipline and committed to 

making well-evidenced, robust data accessible to those who are responsible 

for improving children’s and families’ lives. The methods applied to conducting 

this extensive review of psychosocial interventions were rigorous and were 

conducted by a core team of three researchers (Dr Nuala Livingstone, Dr 

Jennifer Hanratty and myself) supervised by Geraldine. We applied the 

Cochrane Collaboration’s guidelines to conducting the review, which is a 

stringent and detailed process. I was responsible for all the data extraction and 

thematic analysis of the acceptability data for the review and consulted with 

Geraldine on the development of the themes.  Paper 3 (Publication 3. 
Macdonald, McCartan, et al., 2016) forms part of a much more extensive 

review which is one of the first that considers all of the evidence available 

worldwide, reviews the acceptability and the cost effectiveness of 

interventions. A total of 26,504 abstracts were screened for this review, 198 

studies were included, 6 studies of cost-effectiveness and 73 papers included 

for acceptability. I have already discussed the unique element of the 

participatory elements of this review involving young people with lived 

experience of maltreatment led by Richard Cotmore at NSPCC. The 

Professional Advisory Group also involved some of the UK’s leading experts 

in the field of child abuse and neglect as well as foster carers and other service 

providers. I think it is clear that both of the systematic reviews justify their 

findings and state clearly the limitations of the evidence available. The second 

review was led by Paul Bywaters but experienced support on the review 

methodology was given Dr Jennifer Hanratty, Jen has conducted a number of 

reviews and is well experienced.  

The CWIP analysis was rigorous in its approach. Analysis was conducted in 

each nation, techniques and approaches were discussed as a group of 

quantitative researchers and supervision provided by both Paul and Professor 
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Tim Sparks of Coventry University. Syntax was developed and shared across 

the teams and guaranteed that the analysis was conducted using a systematic 

and replicable method. While we each had access to slightly different data sets 

we created a master template to run the analysis individually in each nation.  

Paul’s collegiate approach also facilitated the whole staff team to meet 

together regularly for two days every few months over the length of the two-

year project. This created the opportunity to develop a strong working 

relationship with everyone in the team. We were all considered valued team 

members with a contribution to make and wide-ranging discussions of both the 

quantitative and qualitative data were discussed at length.  
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Chapter 5 
The Published Works 
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Recruitment 

For both the NICCY-funded research into school bullying and the Attitudes to 

Difference project, young researchers were recruited through schools participating in 

the research project. In contrast, peer researchers for the research on cross-community 

schemes were recruited among respondents to the 2007 Young Life and Times (YLT) 

Survey (ARK, 2008).  All respondents who had attended a cross-community project 

and who expressed an interest in further exploring the issues raised in the YLT survey 

were invited to apply to become a peer researcher. 

In all our three short-term projects information sheets were sent out highlighting 

background information about the research, including aims and objectives as well as 

expectations and anticipated benefits for involved peer researchers.  These 

information sheets were accompanied by application forms, in which candidates were 

requested to state why they were interested in becoming a peer researcher, what (if 

any) their related interests were and what other regular commitments they had that 

could impinge on the duties of a peer researcher. Based on this information a pre-

selection of suitable candidates was possible, with the final selection taking place 

after the peer researcher training days (see below). 

During the Out of the Box research, the team used posters to advertise the scheme in 

various university and youth group common rooms, advertised on student intranets, 

relied on word-of-mouth to spread information of the project to youth agency workers 

and community groups, and looked to the organisations participating in the research 

to recommend local young people who might have been interested in the opportunity.  

Young people who had already demonstrated some aspect of social agency (i.e. were 

already volunteers of some description or had at least a partial understanding of the 

social context of the research) proved to be the most reliable and suitable recruits for 

the research team.   
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3. What are the benefits and drawbacks of recruiting young people via

gatekeepers (e.g. school teachers, youth project leaders, parents)?
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Chapter 5 Acceptability

Introduction

In this chapter we present evidence on the acceptability of therapeutic interventions to maltreated children,
their families and other carers. The chapter draws on three sources of evidence:

1. data from studies that are designed to investigate factors associated with treatment engagement and
dropout, and data from outcome studies that provide information on these issues, irrespective of
study design

2. data from qualitative studies designed to investigate the experiences of children and young people,
their carers and service providers

3. the views of members of our Young People’s Advisory Groups, and our PAG.

The issue of acceptability was addressed in a variety of ways in these included studies, and the
heterogeneity in the methods of data collection used was further complicated by overall study quality. We
used a systematic approach to reviewing the evidence about acceptability, first summarising the available
data on treatment engagement and completion then summarising qualitative evidence on the views
and experiences of children and young people, their carers and those providing the interventions. The
available studies varied considerably in number, design and quality for each group of interventions (CBT,
relationship-based, etc.), with the result that sometimes there is only a very thin evidence base, sometimes
the evidence is largely sourced from carers or service providers and sometimes there are data from a range
of sources.

We consider some of the key issues in defining acceptability, particularly in relation to quantitative data on
engagement and dropout. We then consider the information on acceptability in relation to studies of
particular interventions and groups of interventions. We present the views of children and young people
about what they want from professionals, and examine the synergies, discrepancies and gaps in the
findings from the published literature. On the basis of the evidence as a whole, we identify some of the
key messages which, we believe, raise some important issues about the acceptability of service provision
to this group of young people, and which are relevant to the development of effective and cost-effective
service provision.

Overview of included studies

Please refer to Chapter 2 for details of the search strategy and approach taken to this area of the review.
Seventy-three studies (see Table 12) were identified that addressed the issue of intervention acceptability.
Thematic analysis of the qualitative data was conducted and discussed by members of the research team.
Analysis of the data and identification of key themes was simultaneously deductive (based on key research
questions for this review) and inductive (emerging from the reported data). Table 12 lists the studies,
and provides an overview of the information available within each that relate to particular aspects
of acceptability.

There is considerable difficulty making any meaningful comparisons across the different therapeutic
approaches, given the diverse range of research methodologies and treatment modalities investigated.
However, a brief summary of the nature and quality of the data (by intervention group) is presented in
Appendix 13, and a more detailed description of each study is available in Appendix 14.
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Defining acceptability

What makes a treatment acceptable? For cancer patients, treatment may be experienced as highly
unpleasant, requiring major disruptions to daily life, and with evident adverse effects for the individual and
their family. Nonetheless, the treatment may be considered acceptable if there are few alternatives.
The ‘costs’ to the individual, and those close to them, may be outweighed by the anticipated benefits.

For maltreated children and their carers, the costs and benefits may seem very different. Children may
initially present with no problems, either emotionally or behaviourally, rendering the apparent cost
of pursuing or accepting services as unnecessary or unnecessarily high, especially if one of the ‘costs’ of
therapy is reliving or retelling experiences that are deeply personal, distressing and often traumatic.
Even when the need for therapy is evident, it may not be easy to persuade either the child or caregivers
to accept help, or to continue accepting help until problems are sufficiently ameliorated, if not resolved.

Possibly one of the most significant issues is that acceptability is rarely considered from the standpoint of
the child or young person. Most of the quantitative studies examining engagement with treatment do so
in relation to child or caregiver characteristics (e.g. maltreatment type, behaviour, age or mental health)
but rarely from the perspective of the child. Among the qualitative studies, most examine issues from the
perspectives of children’s caregivers.

What young people said
At the outset of this study, our consultations with young people focused on three issues: the outcomes
they considered important from therapy; what they felt made it easier to ask for help, or easier to get it;
and what they felt made it harder. We described the methodology in Chapter 2. The two groups with
whom we consulted approached the Q-sort task (used to facilitate discussion) in rather different ways,
but all took it very seriously (see Appendix 15).

Outcomes that matter
In relation to the outcomes they felt were important for maltreated children, one of the two groups felt
that 18 of the 25 outcomes listed on the Q-sort cards were too specific to particular problems (such as
anger or eating disorder) and would entail inappropriate generalisations, so they removed them. In this
group, this left only seven outcomes to discuss, to which the young people themselves added an eighth.
Despite differences in approach, there were clear similarities in the views of both groups. The items ranked
most highly across the two groups were as follows:

Helping the person to:

l learn skills to handle life’s ups and downs (group 1)
l understand what being ‘treated badly’ is, and learning to recognise when things are not OK (group 2)
l learn ways to keep themselves safe (e.g. knowing when to report something and to whom to report it)

(group 2)
l feel safe (groups 1 and 2)
l ‘bounce back’ if things in their life go wrong (groups 1 and 2).

Asking for, and receiving, help
The young people also viewed individuality as central to understanding what things might be important
in making it easier for someone to ask for help, or might make some forms of help more acceptable than
others. For example, two of the cards in the Q-sort were ‘person was still living with their family’ and ‘the
person was no longer living with their family’. The young people pointed out, quite appropriately, that it
was not easy to rank these cards one against the other because their importance would depend on
whether the young person had experienced maltreatment within the family or outside it. One of the things
that they emphasised in their discussions was the importance of choice, both in relation to starting and
ending a service or therapy. Young people in one of the groups were unanimous in the view that the most
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important factor for a young person was the opportunity to meet a professional beforehand and to decide
whether or not they would be happy to begin getting help from them. Furthermore, the group wanted the
format of this preliminary meeting to be determined by the young person themselves, because some might
want an opportunity to meet a potential therapist informally (e.g. meeting for a cup of coffee) without any
mention of the therapy, whereas others might prefer a formal discussion of what to expect from the
intervention. Clearly these alternatives are not mutually exclusive, but reflect different concerns. The
opportunity to meet someone informally speaks to a concern about the likely quality of the therapeutic
relationship. It may also be a proxy for choice and commitment, both of which may increase the likelihood
of someone engaging with therapy, or staying with a course of treatment. A formal discussion of
expectations can provide an opportunity to allay anxieties, to negotiate boundaries and to make an
informed decision about the acceptability of what the therapist is offering.

Other things that mattered to young people included confidentiality (accessing help in ways that
maintained their confidentiality) and trust in the help-giver. Making their own decisions about whether or
not to get help, or at least being involved in that decision (rather than these decisions being taken by their
parents or carers) was also ranked highly, along with not feeling judged or criticised – and, perhaps
surprisingly, not having to worry about paying for the service. Clearly, many of these issues are of most
relevance to older children and young people, such as those in the advisory groups, but, in terms of
engagement with therapeutic services, they are probably salient to children of most age groups.

Things that get in the way
One group found it particularly difficult to identify a single factor that they regarded as the most significant
barrier to young people accessing therapy. This group identified two things that they thought might deter
young people from seeking help. The first was a worry that their situation was too complicated for anyone
to be able to help with, and the second was that some children might think that those offering help would
not believe them. Other factors identified were as follows.

The person does not:

l want to be seen as having mental health problems (group 1)
l know who to ask about getting help (group 2)
l think they need any help (group 1)
l trust the people/services offering help (group 2)
l think that the help available will work for them (group 1).

This is a percipient list from these groups of young people. Children whose families have been engaged
with social services for reasons of maltreatment, some of whom may have been removed from home as a
consequence, may well have ambivalent feelings about public services. It is not unusual for children to feel
responsible for a family break-up, and some are blamed by their parents for the involvement of Child
Protection Services. Together, these point to the importance of services anticipating, and addressing,
feelings of stigma and concerns about the likely effectiveness of services, and ensuring that those who
need help know where and how to access it. The barriers that can be created by parents who prevent
children from accessing services was also identified as an issue.

Most of these concerns or issues surface in the studies included in our acceptability review, although few
have been systematically investigated. We return to these issues after following a review of the
included studies.

Cognitive–behavioural interventions

Fourteen107,108,481,482,492,497,504–506,629–633,680 studies addressed issues relating to the acceptability of a range of
cognitive/behavioural interventions. Details can be found in Table 13.
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Description of studies

Study design
One107,108 of the included studies was a randomised trial. The rest were uncontrolled studies.

Sample sizes
Sample sizes varied. They included a single case629 and four497,504,506,680 studies with very small samples of
six504,506,680 and 25.497 Five107,108,481,482,492,505 studies had samples numbering between 50 and 100, and four
studies630–633 had samples of > 100. McPherson et al.633 recruited 254. Fraynt et al.632 had the largest
sample of 562 children, but was a study based on data from a core data set in the USA.

Location
These were mostly US based (nine107,108,482,492,504,505,629–633 studies), with two Australasian studies (Australia,506

Philippines680), two European studies (UK,481 The Netherlands497) and one South African study.200

Participants
The age ranges of children varied from 2.5 years to 25 years. Six492,497,504,505,633,680 studies reported on
interventions that were solely treating children for sexual abuse history. Kolko 1996107,108 focused solely on
children who had been physically abused. The other studies recruited children with had experienced one or
more types of maltreatment.

Interventions
Interventions covered individual, group- or family-based therapy. Lange and Ruwaard497 explored the
impact and acceptability of a web-based version of cognitive/behavioural approaches with no face-to-face
contact at all between therapist and client.

The number of sessions ranged from 8 to 34, with most interventions lasting 12 sessions (eight
studies);107,108,481,492,497,504–506,632,680 three629,631,633 studies did not specify the length of treatment. Interventions
in the two Chasson et al.482,630 studies comprised 20 sessions.

Fraynt et al.632 reported variable attendance rates which differed in relation to ethnicity, the focus of
treatment (family treatment vs. no family treatment), group treatment compared with no group treatment,
and location of treatment (office vs. community).

Characteristics of those who complete treatment
Pre-treatment withdrawal was the main focus of the study497 reported by Lange and Ruwaard.

Four482,630,631,633 studies focused on treatment compliance. Factors predicting treatment engagement were
analysed in the Fraynt et al.632 study.

Pre-treatment withdrawal
Lange and Ruwaard497 set out to explore the effects of an online treatment for young victims of sexual
abuse. In light of significant pre-treatment withdrawal in an earlier uncontrolled study, the authors
introduced a number of measures that they hoped would reduce this in the context of a controlled
(within-subject baseline-controlled) study. In common with other online treatment studies, the previous
study had experienced a pre-treatment withdrawal rate of 90%.

In Lange and Ruwaard497 there remained a high level (77%) of pre-treatment withdrawal (82 out of
106 applicants not excluded by the research team), despite the steps taken to minimise it, namely no
randomisation, parental consent required only for children of < 16 years rather than < 18 years (Dutch
law for RCTs of new interventions), raising the upper age level for participants from 18 to 25 years, and
providing the alternative of a structured interview by ‘chat’ if they were reticent to answer screening
questions on the telephone.
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Data available to the researchers indicated that pre-treatment withdrawal was strongly correlated with
biographic questions, suggesting that anonymity may be an important factor, although whether for
treatment or as an artefact of the study is not clear. The lowest pre-treatment withdrawal was among the
oldest group, among which 46% (19/41) of those aged � 18 years started treatment. All but one of
the eight adolescents aged 14–15 years (and who required parental consent) withdrew, and 12 of the
16 young people aged 16–17 years withdrew (75%). Once engaged in treatment, there were few
subsequent dropouts. The authors conclude that ‘fear of losing anonymity is important for both young
and old participants, whereas the fear of needing parental consent is more or less decisive for younger age
groups’497 (� 16 years). Once engaged in treatment, there were few subsequent dropouts.

These findings need to be interpreted against the context of a very small study. One of the
recommendations of the authors is to change the intervention from a therapist-led online treatment to a
wholly ‘self-help’ model, which may resolve the anxieties about loss of anonymity, while not dealing with
some of the legal dilemmas associated with professional accountability and so on.

Treatment engagement
Fraynt et al.632 used regression analysis to investigate factors associated with treatment engagement in
trauma-informed therapies. The paper632 includes no detailed description of the therapies offered these
children, but the interventions they identify as trauma-informed interventions include TF-CBT,
cognitive–behavioural intervention for trauma in schools, CPP, and EMDR therapy.

Although the study632 is set in the USA, its findings raise potentially important issues for the successful
engagement of children and young people in therapy within the UK. Fraynt et al.632 found that age,
functional impairment and the receipt of group and community-based (as opposed to office-based)
services were correlated with increased engagement. Younger children who received more group sessions,
and children who received services in places other than the office, were more likely to engage in
treatment, as were children with more functional impairments, although children with more impairments
were also more likely to be deemed by their therapist to have dropped out of treatment involuntarily.

When these things were controlled for, ethnicity remained a significant predictor of engagement, with
Spanish-speaking Latino clients being most engaged in treatment (an average of 34 sessions) and African
American clients being least engaged (an average of 25 sessions). The authors hypothesise that because
of their language preference, Spanish-speaking Latinos may be more likely to get a therapist of the same
cultural background to themselves, which may enhance treatment engagement compared with African
American families. Furthermore, they hypothesise that the latter may be less engaged in treatment because
they may mistrust or have had negative experiences of mental health treatment services (p. 72). These
findings underline the importance of addressing language and culture in the context of mental health
services. They also highlight the importance of ensuring that services communicate relevance and sensitivity
to families from minority ethnic groups, and to all families who may have found engagement with Child
Protection Services itself a traumatic experience, leaving them reluctant to seek help or engage with
available treatment.

Treatment completion
Regression analyses were used in four482,630,631,633 studies to examine treatment completion. Caregivers’
perceptions of the severity of abuse appear to be a common theme relating to treatment completion.
Chasson et al.482 reported that higher levels of depressive symptoms and feelings of intrusion during
treatment were associated with dropout from TF-CBT. In a later study,630 in which they analysed data from
the same group of children augmented with additional cases, the authors found that children who had
been abused by another child (not by a parental/adult figure), or had experienced a single event and had
not suffered a life-threatening or serious injury, were more likely to drop out than those children exposed
to multiple, physical injurious abuse by an adult.
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Eslinger et al.631 found that the odds of dropout were greater for children with younger parents. The
authors also found a relationship between age and dropout, with the odds of dropout being greater for
older children. Children in foster care were more likely to complete treatment than those living with
biological or adoptive parents, although the authors augur some caution as the parents in this study were
more likely to be younger than foster carers. When children’s and parents’ scores were high for PTSD
(which the authors interpret as ‘acknowledgement’) then the odds of children completing at least a
moderate ‘dose’ of treatment were improved. Children who were the only victim in the family were also
more likely to complete at least a moderate dose if their caregivers were involved in the treatment process.
McPherson et al.633 also found that caregiver involvement was positively associated with treatment
completion and achievement of mental health treatment goals among a sample of sexually abused
children who were referred to a hospital-based children’s centre that provided assessment and therapy.
This issue of how seriously the abuse is viewed will be discussed in more detail.

Acceptability

Children’s views
Four107,108,492,497,506 studies used data from rating scales to quantify children’s satisfaction levels. Scores indicated
moderate to high levels of satisfaction, both with therapists and with CBT interventions. When studies also
reported caregiver ratings, children’s reported levels of satisfaction were lower than those of their parents.

Lange and Ruwaard497 asked participants about their satisfaction with treatment in general and also specific
aspects of treatment. Their participants rated the therapeutic alliance, and were asked questions about the
nature of the online contact, whether or not they missed face-to-face contact with their therapists, and how
they perceived the effectiveness of treatment. Participants generally expressed satisfaction with their online
treatment, and, although 22% did miss face-to-face contact, all were highly satisfied with their therapists,
and all but 2 of the 23 said that they would recommend the treatment to others. Significantly, although all
modules were well received, the module that focused on the exposure was most highly rated.

This study497 (which used baselines as a source of historical control) found a steep drop in scores on the
IES279 during the control phase, which Lange and Ruwaard,497 attributed to an effect of screening (which
asked questions that required participants to focus on their trauma and current situations). They
hypothesise that, in combination with the psychoeducation and expectation of treatment, this might have
resulted in increases of awareness and hope.

The studies by Smith and Kelly506 and Kolko107,108 used questionnaires to assess perceptions of treatment
acceptability and treatment expectations. Four of the five participants in the Smith and Kelly study506

agreed that the programme was of high quality, it met their needs and they would recommend it to
others. Children and parents in the study by Kolko107,108 were asked to rate the overall acceptability of the
key components of the interventions allocated to them. At the end of treatment children completed the
10-item Child Evaluation Inventory (CEI301). Mean ratings suggested moderate to high acceptability of
treatment at the outset of treatment, with all but one item scoring a mean rating of > 3 (out of 5). Ratings
tended to be higher than those for FT in relation to participants interested in the material learned that
session (4.6 vs. 3.8) and confidence that therapists could help minimise abuse potential (4.2 vs. 2.8).

The mean ratings for children’s responses on the CEI suggest moderate to high acceptability (25.1 for CBT,
22.6 for FT) and utility (15.1 for CBT, 14.0 for FT).

Barker and Place481 and San Diego680 report qualitative data on children’s and young people’s views of
their treatment. Most of the children were generally positive about the experience, but Barker and Place481

described the children as having some difficulty in articulating what they found most and least useful
about the therapy. The analyses of the progress of five young women through the course of therapy by
San Diego680 illustrated the women’s reluctance at the start of treatment, initial loathing of re-experiencing
trauma and being unsure that therapy would help, but becoming more positive as therapy progressed.
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Caregivers’ views
Six107,108,481,492,504,505,629 studies reported caregivers’ views of treatment and provided both qualitative and
quantitative data, using a range of data collection methods, from qualitative interviews to focus groups
and evaluation forms. Details are provided in Table 13.

All used rating scales to collect data on satisfaction, and some on caregiver treatment expectancy.
In five107,108,481,504,505,629 of these studies, parents were recruited by a convenience sample, as parents of
children involved in treatment; it is unclear how the caregiver sample was selected in the Project
Safe programme.492

Parents rated treatment satisfaction as ‘high’ in all studies that used treatment rating scales.107,108,492,504,505

The sample sizes in these studies varied from 6504 to 85.41 Some parents in the Barker and Place481 study
felt that the CBT intervention had ended sooner than expected.

Two481,629 studies presented qualitative findings from interviews with parents and carers. Both studies481,629

reported positive experiences of the interventions, including a clear understanding of treatment aims and
their expectations for the therapy, appreciating having someone neutral to whom their child could talk;481

Buschbacher’s single-case study629 found that the mother felt part of the therapeutic team that treated her
son, although this study is particularly vulnerable to bias, as it was effectively (as its title indicates) a
testimonial sought from a selected parent by a clinical team, one of whom conducted the interviews.
The quantitative evidence presented supports the positive reports from the qualitative data.

In the Kolko107,108 study, parents were telephoned between the third and the first treatment sessions and
asked to answer 10 questions using a five-point Likert scale (e.g. how much did the counsellor listen to
you?, how much do you like your counsellor?). At the end of treatment they completed a 16-item
consumer satisfaction questionnaire. Responses indicated high levels of acceptability with both treatments
(53.8 for CBT, 50.9 for FT) and overall satisfaction (27.7 for CBT, 27.4 for FT).

Staff views
Qualitative evidence of staff views was also presented by Barker and Place481 and Buschbacher and Place,629

both of whom report positive findings. However, in both studies,481,629 staff expressed concerns about
resource constraints, or strain, that was felt to threaten the viability of the service. The Sunrise Project481

relied on one worker, and staff referring children to the project worried about the security of this post, the
overall lack of resources and the lack of potential to increase capacity. Concerns about capacity were also
raised by Buschbacher.629

The importance of parents and caregivers in securing successful outcomes in therapy was generally
recognised in all studies, and is a recurring theme that will be discussed in more detail.

Summary: acceptability of cognitive–behavioural therapy interventions
Cognitive–behavioural interventions appear to be broadly acceptable to both children and caregivers,
but the studies reviewed raise some issues for consideration.

Trauma exposure (by a number of means) is a central component of most CBT interventions. Although its
proponents would argue that this is a significant factor in its effectiveness, there is some evidence that this
aspect of CBT might be correlated with treatment dropout, and it is clearly something that parents and
caregivers are anxious about. It suggests that therapist should perhaps be more mindful of the potential
impact of traumatic reactions to exposure and take steps to ensure that therapy does not impose more of
a demand on children and young people than they can tolerate. A guiding principle of early desensitisation
interventions was to ensure that no patient left a session without experiencing ‘coping’.

Although generally ‘one-study stories’, the evidence suggests that the location of therapy should perhaps
receive more consideration than is usual. Most services are offered in clinics or hospitals, but it is possible
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that if services were to be offered in the home then this might be more acceptable to some children and
families. The same study632 that found an advantage for community-based treatments among ethnically
diverse, urban children in the USA also found that children who participated in group treatments were
more likely to complete treatment. Groups may address some of the anxieties that children feel about
engaging in therapy (although of course they may engender some of their own fears).

Most CBT interventions include an element of psychoeducation, and it is notable that Lange and Ruwaard497

reported a steep decrease in scores on the IES,279 which the authors attribute to an unplanned consequence
of screening, which comprised a combination of exposure and learning about abuse and its consequences.
As well as reinforcing the potential of online interventions, this finding suggests that engagement in
treatment might be enhanced by investing time in explaining the treatment rationale to potential patients.

Although a modest study that highlights significant challenges with engagement, Lange and Ruwaard497

indicate the potential for developing web-based CBT interventions, at least for specific sequelae of sexual
abuse. Given the role of these media in young people’s lives, this might be an important delivery mode for
further consideration. However, it raises complex issues around confidentiality and anonymity, and the
ethical obligations placed on therapists.

Relationship-based interventions

Eight510,511,515,634,635,656,662,663 studies were included that reported RBIs. One656 study described PCIT, and
three510,511,635 studies were concerned with parent training interventions. Two515,663 studies were of
attachment-based interventions. Although not strictly attachment-based interventions, we consider
two634,662 other studies under this heading. Powell and Cheshire662 explored the benefits of massage by
‘non-offending’ parents for children who had been sexually abused; we include it in this group because it
aims to improve bonding and communication. Cross et al.634 analysed data on study and intervention
retention in a multisite evaluation of projects providing services to children exposed to violence, two-thirds
of whom received interventions focused on dyadic therapy or FT.735

Attachment-based interventions

Details of these studies can been found in Table 14.

Description of studies

Location
The studies by Cross et al.634 and Osofsky et al.515 were set in the USA, whereas the studies by Sudbery
et al.663 and Powell and Cheshire662 were undertaken in the UK.

Study designs
The four515,634,662,663 studies vary widely in design.

Cross et al.634 used data from a multiyear, multisite, national evaluation of 15 sites providing services to
children exposed to violence. They examined retention at 6 months post baseline, using logistic regression
to analyse the characteristics of those retained in treatment.

Osofsky et al.515 report on a multisite study of a pilot infant mental health programme. Interviews were
used to obtain caregivers’ and therapists’ qualitative impressions of treatment.

The Sudbery et al.663 study is the only study of the three that presents children’s views of the intervention.
As well as a focus group, semistructured interviews and survey methodology, case file analysis and
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organisational documentation were used, and two members of the research team were embedded within
the organisation as participant observers.

The Powell and Cheshire662 study was a pilot evaluation that used qualitative methods.

Sample sizes
Pooling data from 15 sites, the sample in the Cross et al.634 study was 1085. Osofsky et al.515 recruited
75 mother–child dyads: 25 from each of three sites. The sample size in the Sudbury et al.663 study is
difficult to ascertain, but the authors appear to have scrutinised the files of 113 children, conducted a
focus group of eight young people and interviewed a further four. Powell and Cheshire662 conducted
semistructured interviews with four mothers and one grandmother.

Participants
Cross et al.634 reported an age range of 1–17 years, with the majority of participants aged between 3 and
7 years. Children in the Osofsky et al.515 study were maltreated young children aged < 5 years, or young
children at risk of maltreatment. Their mean age was 20.19 months (SD 10.91 months).

Sudbery et al.663 report on an older population with an age range of between 6 and 19 years, using
purposive sampling to achieve a demographic mix of participants. Powell and Cheshire662 conducted
interviews with four non-abusing mothers and a grandmother of children aged 5–18 years who had been
sexually abused.

Interventions
Services in the Cross et al.634 study differed across sites but all provided therapy to children, caregivers or
both. Eight of the 15 sites provided a form of CPP,129 often in addition to other services. Detailed
information of the interventions is not reported but the reader is referred to other sources of information.

Osofsky et al.515 describe a model of intervention designed to identify families with children at risk and
provide clinical evaluation and treatment, with a view to enhancing children’s development. The treatment
provided was CPP.

Sudbery et al.663 were focused on the holding therapy techniques used in a therapeutic residential setting
for children, all of whom had been assessed as experiencing disordered attachment, some with an
attachment disorder diagnosis.

The MOSAC Massage Programme (MMP) aims to equip mothers with simple massage routines that will
‘enable them to relax and calm their child, reintroduce positive touch in a safe environment, enable
bonding/rebuilding of the mother-child relationship and work towards replacing memories of touch as
fearful, painful, and distressing with memories of touch as loving, nurturing, and trusting’.662

Characteristics of treatment completers
Cross et al.634 examined five different predictors of study retention: demographics; violence exposure;
child mental health; caregiver demographics; and engagement in intervention. Using logistic regression,
they found, as in other studies, that those with older caregivers and those reporting higher levels of
maltreatment were more likely to be retained. Physical health also had a relationship with retention, with
those who rated their health as ‘poor’ or ‘fair’ also being more likely to maintain treatment. However, this
study634 did not set out to examine treatment retention and thus the methodology falls somewhat short of
exploring the factors related to treatment completion comprehensively, including motivation to change.

Osofsky et al.515 reported that, of 129 child–caregiver pairs referred over 3 years, 75 were non-compliant
from the outset or dropped out of treatment. Some families were court ordered and others were referred
by child welfare or primary care providers. The authors observe that attrition is not surprising in samples in
which substance abuse, parental mental illness or low functioning and homelessness are common. Of the
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57 dyads that completed treatment, mother’s age at intake and maternal education (completed high
school) were significantly correlated with treatment completion.

Acceptability

Children’s views
In the Sudbery et al.663 study, children reported feeling safer in this setting than they had done in previous
placements (many had experienced multiple placements over a short period of time). The use of restraint
was sometimes seen as important, to keep everyone safe. Some children found it difficult to develop
secure attachments with staff. The data are, however, very limited. The sample is unlikely to be
representative, and the study663 was poorly designed and executed, and fewer children participated than
indicated interest in doing so.

Caregivers’ views
In the Osofsky et al.515 study, 45% of participants who completed treatment also completed a satisfaction
survey, including one participant who did not comply with treatment and one who was still in treatment.
On investigation, the only factor correlated with survey completion was programme site (site 1, 72%;
site 2, 58%; and site 3, 28%). Parents were asked eight questions about the effectiveness of the
programme and their satisfaction with the intervention. Those who responded were extremely positive.
It is not made clear whether these questions were asked face to face or anonymously, which may have an
impact on responses; it is also unclear whether or not those who did not complete the survey (56%) did not
do so because of dissatisfaction with the programme. The differential completion across the three sites may
also suggest variation in delivery.

Sudbery et al.663 briefly mention parents’ views of holding therapy as mixed, but no data are reported.
Powell and Cheshire662 report that mothers were generally happy with the practical aspects of MMP.
They appreciated the ground rules that were established for the group sessions that preceded massage
and the safeguards taken to protect the vulnerability of participants, for example no clothes removed.
One of the five carers felt that because her children were teenagers it was difficult to get them to
10 sessions (they did not want to spend time with their mother).

Staff views
Therapists involved in the infant mental health programme515 noted positive outcomes in both
caregiver–child interactions and other treatment outcomes, for example assistance with the early
identification of possible developmental delays and subsequent follow-up with primary care, and helping
mothers to understand and establish support systems around them. An additional positive outcome that
may be associated with the intervention was that no further reports of abuse or neglect were reported
during treatment and up to post assessment, and there was a major reduction in reports during the first
3 years of the pilot. Although Sudbery et al.663 interviewed staff, this evidence is not presented in any
detail in the paper.

Parent–child interaction therapy
Only one656 study addressed the acceptability of PCIT (Table 15).

Location
The study656 was conducted in the USA.

Study design and sample size
Timmer et al.656 used social exchange theory as a framework within which to examine foster parents’
perceptions of their foster children, their relationships with them and their own functioning, comparing the
views of 102 kin and 157 non-kin foster carers. The rationale for the study656 was that such perceptions
might impact on the investment that foster carers make in their foster children, all of whom had been
referred to PCIT on account of their behaviour problems.
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Participants
The children were aged 2–8 years (M = 4.37 years) and were victims of multiple maltreatment. The majority
were male (64%), cared for by women (95%) and one-third were Caucasian.

Intervention
The study656 report contains no detailed description of the intervention, but provides a brief outline
of standard PCIT, that is, a two-phase therapy that begins with a focus on enhancing the parent–child
relationships (CDirI) followed by a focus on enhancing child compliance (PDI). Both phases (which each last
around 7–10 sessions) begin with a didactic component followed by therapist coaching, conducted by a
‘bug in the ear’ from a separate observation room.

Characteristics of treatment completers
Treatment completion and withdrawal metrics were reported. Dyads were considered to have completed
treatment if they had mastered the relationship enhancement element of the programme, and could
demonstrate sustained child’s compliance to commands and successful discipline approaches. If dyads did
not attend treatment after the initial session, or if a parent chose to terminate therapy before the
treatment goals had been met, then these were considered as early terminators. The average number of
treatment sessions to treatment completion was 13.6 (SD 7.4). The average number of coaching sessions
for dyads terminating early was 7.1 (SD 6.7). There were few demographic differences between the kin
and non-kin carer groups.

Kin foster carers were significantly more likely to complete treatment than non-kin carers: 54.9% of kin
carers completed treatment, compared with 36.9% non-kin carers completed [�2(1, n = 259) = 8.09;
p < 0.01].

TABLE 15 Acceptability of PCIT

Study and
location PICO

Sample size;
response rate

Data
collection –
acceptability

Analysis
method Qualitative findings

Timmer
2004656

USA

PCIT

P Foster carers of children
aged 2–8 (M = 4.4) years,
who experienced multiple
maltreatment; 36%
children female; 95%
foster carers female; 33%
Caucasian

I PCIT

C N/A

O Child behaviour
(CBCL;297,736 ECBI311,737);
caregiver stress
(PSI297,725,736); caregiver
depression
(SCL-90-R705); child abuse
potential (CAPI366)

102 kin
foster carers,
157 non-kin
foster carers

Treatment
completion

Treatment completers –
13.6 sessions (SD 7.4)

Early termination – 7.1
sessions (SD 6.7)

54.9% of kin foster carers
completed treatment,
36.9% of non-kin foster
carers completed

�2 (1, n = 259) = 8.09;
p < 0.01

Non-kin foster carers
were more likely to report
externalising behaviour in
of their foster child

N/A, not applicable; PICO, participants, intervention, outcomes, comparisons; PSI, Parenting Stress Index;
SCL-90-R, Symptom Checklist-90-Revised.
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Of the 145 foster carers who terminated treatment early, approximately two-thirds of kin and non-kin
carers left treatment during phase 1 (CDirI). Of the rest, around half terminated treatment during the
second phase (parent directed) and half never started. Of the early terminations, 40% were as a result of
Child Welfare Services moving the child to a pre-adoptive home (more likely to happen in non-kin care
settings). Some 43% were initiated by caregivers. In almost 28% of cases termination was triggered by the
therapist and an 11% early treatment termination was categorised as ended by ‘other’ (not specified).

The results of binary logistic regressions suggest that kin caregivers with clinical levels of parental distress
were more likely to stay in treatment than non-kin foster carers or kin caregivers scoring in the normal
range on this indicator, although this effect was only marginally significant (p < 0.06). From their analyses
the authors conclude that ‘parental distress’ explains some of the differences in overall attrition between
kin and non-kin caregivers, and hypothesise that kin caregivers’ distress reflects their frustration and
helplessness in the face of their foster children’s behavioural challenges and may motivate them to seek
and continue with treatment.

Given that this was a study of foster parents, the authors note their concern about the relationship
between elevated scores on the CAPI and early termination. If so, then this is yet another study that
suggests that those who need help most are those who are least likely to access help or complete
treatment. Similarly, those foster parents who avoided completing the Parenting Stress Index (PSI) were
also more likely to leave treatment early, perhaps because they interpreted this as a measure of their
mental health rather than that of their child, and therefore as a threat.

Parent training interventions
Three510,511,635 studies presented data for parent training interventions. Details are shown in Table 16.

Location
Two510,635 of the studies were based in the USA and one511 in the UK.

Study design
The study by Ducharme et al.510 was a multiple baseline study of the effects of an intervention to help
parents manage oppositional behaviour. The Golding and Picken511 study was a qualitative evaluation of
two forms of group work. The Taban and Lutzker635 study was a study of parental satisfaction and
acceptability of a parent training programme, exploring parental preference for different models
of training.

Sample sizes
Sample sizes were small, with just 15 children from nine families in the Ducharme et al.510 study and
44 children and 41 carers in the Golding and Picken511 study. In the study by Taban and Lutzker635 data
were collected from the 31 parents provided with parent training in Project SafeCare.

Participants
Children in the Taban and Lutzker635 study ranged in age from birth to 5 years old (M = 4.9 years). The
studies by Ducharme et al.510 and Golding and Picken511 examined an older population aged between 3 and
12 years, and the foster carers in the Golding and Picken511 study were caring for school-aged children.

Participants in the Taban and Lutzker635 study were drawn mainly from the Latino population (68%).
Golding and Picken511 suggest that the children fostered by their participants were white British (like the
carers). No information is provided by Ducharme et al.510

Children had been victims of physical abuse and witnessed domestic violence in the Ducharme et al.510

study, and victims of physical abuse and neglect in the Golding and Picken511 study. Eighty per cent of
those who received the parent interaction training in Taban and Lutzker635 were from a sample of
maltreated children referred by the Department of Child and Family Services.
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Intervention
Golding and Picken’s511 study compared two parent training interventions for foster carers. The first was
based around the IY programme, with an additional psychoeducational component. This was compared
with an intervention designed to develop emotional understanding and give skills in providing empathetic
discipline, entitled Fostering Attachments. The IY intervention was delivered in 2-hour sessions over
9 weeks. Fostering Attachments was delivered in monthly, 2-hour sessions over an 18-month period.

In the Ducharme et al.510 study, parents were taught ‘errorless compliance training’ in a five-session group
format. Errorless compliance training is designed to improve children’s compliance while minimising
non-compliance and associated risks of confrontation. The study510 reported generalised improvements in
compliance that were maintained at 6 months’ follow-up.

Project SafeCare was a 15-session programme that targeted home safety, infant and child health care,
bonding and stimulation, and which included a parent–child interaction training component that was
offered to those parents who needed it.635

Characteristics of treatment completers
Only Ducharme et al.510 addressed the issue of treatment completion. However, in this small study510 the focus
was on attrition, which in this study was significant: 13 children out of 28 children failed to complete
treatment. Reasons for attrition were attributed to severe stressors for the child, including child apprehension,
commitment to psychiatric unit and suicide ideation. In one case, the father refused treatment.

Acceptability
All three510,511,635 studies used a parent satisfaction questionnaire, which we have used as an indicator of
acceptability. The views of children were not reported in any of the studies. Golding and Picken511 concede
that limited evaluation was built in to the research design because it was not a formal research study.

Caregivers’ views
Using a five-point rating scale, mothers in the Ducharme et al.510 study indicated a high degree of satisfaction
with the intervention and therapist, and rated their children as being significantly more co-operative after
treatment. However, as indicated above, almost half of the original sample did not complete treatment.
Foster parents receiving the IY parent training intervention were more satisfied than those having the
Fostering Attachments intervention in the study by Golding and Picken,511 with 84% saying that they found
the programme to be very helpful, compared with 60% in the fostering attachment group. Only half of each
intervention group stated that they had some increase in their understanding and confidence.

Participants in the study by Taban and Lutzker635 also reported positive feedback; parents reported high
levels of satisfaction and training procedures and also rated staff highly. There are some limitations using
these non-standardised measures.

Staff views
Group facilitator feedback was described by Golding and Picken511 Facilitators stated that attendance had
been good, with a high degree of participation. They emphasised the importance of trainers having a
sound understanding of the needs of looked-after children. Many of the foster carers in the Fostering
Attachments group spoke about their own histories of abuse and neglect, probably because of the focus
of the intervention and the duration (over 18 months), and this also required skilful handling.

Summary: acceptability of relationship-based interventions
There is a surprising lack of evidence about the acceptability of RBIs. The one515 study that specifically
explored treatment dropout and failure to engage with an attachment-orientated treatment found that
mothers who had completed high school were most likely to complete treatment. The authors also
estimate that every hour of treatment required around 10 hours of ‘engagement’ effort, including
‘frequent telephone calls, home visits, child care visits, and other efforts to build a trusting relationships
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with the parent’.515 They note that ‘cooperation, collaboration, and communication with foster care
workers was essential, both to retain parents and children in the program and help with engagement
activities’515 (p.18). Notwithstanding these efforts, 72 of the 129 child–caregiver dyads referred to the
programme being evaluated, refused to engage or dropped out of treatment. These dyads were either
referred from child welfare/primary care providers or were court ordered to attend. This is of some
concern: the typical profile of children for whom a child protection plan is in place in the UK.

One issue of concern identified by Timmer et al.656 (not for the first time) is that kin foster carers lack
much-needed support in managing the challenging behaviour of the children whom they are fostering.

The parent training interventions in the included studies were generally welcomed by parents/caregivers,
with the exception of the Ducharme et al.510 study. Here, although attrition was significant, it was
attributable to events outside the intervention, such as the child’s admission to a psychiatric unit. One
father refused treatment and, although it would be a mistake to generalise from this study,510 it is the case
that few studies of interventions even mention the involvement of fathers.

Systemic interventions

Five526,533,621,673,678 very different studies addressed issues of the acceptability of systemic interventions.
Details of these studies can be found in Table 17.

Description of studies

Study design
The five526,533,621,673,678 studies examined family or multisystemic therapies. The Conran and Love621 study
was a case study, the Costa et al.678 study was an action research project, and the studies by Danielson
et al.526 Tjersland et al.673 and Woodworth533 were uncontrolled studies (see Table 17).

Sample sizes
The FT/MST interventions all had small sample sizes, ranging from a single case621 or samples of just
eight678 and 10 families.526 The sample of Woodworth533 comprised 22 families completing treatment;
Tjersland et al.673 had the largest sample of 31 families.

Location
The studies by Conran and Love,621 Danielson et al.526 and Woodworth533 were US based, whereas the
Costa et al.678 study was set in Brazil and the Tjersland et al.673 study was conducted in Norway.

Participants
Interventions in all five526,533,621,673,678 studies were directed at victims of sexual abuse. Danielson et al.’s526

sample had comorbid substance misuse. Woodworth et al.’s programme533 was for victims of incest.
Participants in the Tjersland et al.673 study were referred by agencies concerned that a child aged
< 18 years was being sexually abused by a family member. Participants in the Costa et al.678 study were
extremely socially excluded, drawn from a population of settlement/dump dwellers with a high level
of mobility.

Only Danielson et al.526 reported the age of participants (mean 15.0 years, SD 1.7 years).

Intervention
Conran and Love621 did not provide any information about the FT intervention provided in the single case.
Costa et al.678 briefly describes a Multifamilial Group Therapy intervention and Danielson et al.526 reported
on RRFT, which was a combination of individual therapy and FT. RRFT was delivered by a university-based
clinic and consisted of weekly 60–90 sessions over 14–34 weeks (M = 24 weeks, SD 8.0 weeks);
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participants were recruited through the university-based urban clinic, which specialises in adult/child
trauma. The FT for suspected familial sexual abuse673 was delivered by one therapist, with a second
therapist observing and reflecting on every session. It was anticipated that each family would be at crisis
point at the start of treatment and this informed the development of the programme: narrative therapy
techniques and relationship-building were used and could include confronting alleged perpetrators. The
Multiple Family Incest Treatment Program533 provided support and therapy for all family members and
included sibling support as one of its priorities, a group that they found particularly hard to reach.

Acceptability

Children’s views
Conran 1993621 reports qualitative findings from a transcribed interview with the single female participant.
Although not feeling forced to talk to the therapist, she said she found the two-way mirror uncomfortable
at the start of treatment, but got used to it once treatment was established. She preferred IT and was
ambivalent about group therapy. She also suggested that the therapist should take a more ‘child-like’
approach, by introducing games, jokes or tricks to engage the young person.

Costa et al.678 describe young people’s feelings of shame, anxiety, fear and pain and sadness; group therapy
with other children with shared experience made it easier for the young people to talk about their problems.

The study by Danielson et al.526 was the only one to report results from a treatment satisfaction measure.
Out of a total of 10 participants, nine completed ratings on the perceptions of the usefulness of treatment
components: psychoeducation; coping/family communication; substance abuse; PTSD; healthy dating/sexual
decision-making; and sexual revictimisation risk reduction. Each domain was rated positively. A total of 90%
of participants completed all seven sessions; one participant ended treatment after five sessions.

Tjersland et al.673 collected data through observations from therapist sessions and follow-up interviews with
children, mothers and alleged perpetrators of sexual abuse. In most cases, the abuse had not been
substantiated at that time, and the majority of children were reluctant to discuss the abuse at follow-up
interview. The reasons given for this reluctance included the following: they had been threatened by the
abuser; they were afraid of upsetting their mother; and they feared not being believed. The majority of
children displaying symptoms at the start of treatment had made progress by the end. Children expressed
generally positive comments, and therapy observations reported positive exchanges between child
and therapist.

Data were collected using interviews with 13 incest victims, 12 offenders and two siblings in the
Woodworth533 study. Overall, three-quarters of victims found the group therapy to be helpful.
The most commonly appreciated aspect of the groups was mutual support and the support provided
by the counsellors. Two clients complained that counsellors left too soon. This may have been as a result
of the use of interns to provide therapy (with shorter tenure), resulting in a negative impact on children
who had formed bonds with them. Out of the 26 siblings, only three agreed to participate in the therapy.
Reasons given for this 88% refusal rate were that mothers often refuse on behalf of non-victim children or
that siblings were less convinced that therapy had benefits for them.

Caregivers’ views
Parents in the study by Costa et al.678 described how they felt their families were unprotected and
vulnerable to further violence. Some expressed fears for their child’s future sexuality, including concern
that the sexual abuse would negatively impact on the child’s sexuality (homosexuality) and how they might
interact physically (i.e. sexually) with other children. The mothers in this action research study valued the
group therapy with other families because it created an opportunity for them to talk to other women with
similar experiences, but there was some criticism that treatment ended prematurely. Financial constraints
impacted adversely on parents’ access to support – for most of the families the male perpetrator (and
primary earner) had been removed from the home.
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Tjersland et al.673 reported the conflicting interests expressed by participant mothers about treatment: they
wanted help for their child but were concerned about revisiting the abuse by getting their child to talk
about it. Concern for the alleged perpetrator was also observed: fear of criminal prosecution or negative
reactions to the allegations; this was particularly relevant if an immediate family member (husband or son)
had been implicated in the abuse. Some mothers felt vulnerable to being perceived negatively by the
therapist because of their implicit role in the abuse, or acting in an over-protective way. In client
satisfaction ratings, mothers were generally very contented with the treatment. In the Woodworth533 study,
83% of mothers found the group therapy to be helpful but they also favoured more direct confrontation
with perpetrators and smaller group work.

Mothers were generally satisfied with the therapy received in the study by Woodworth 1991,533 with 83%
feeling that it had helped them personally. Three-quarters of respondents in this study533 considered that
the multiple-family group (several families meeting together for therapy) had been helpful. Comments
indicated that some respondents thought that the group needed more guidance from the facilitators, and
that offenders should have been confronted more, and some thought that the group was too large.

Staff views
Staff involved in the Costa et al.678 study recognised the limitations of the intervention in providing
protection to vulnerable young people living in a potentially dangerous environment. They stressed the
need for a wider network of support for these socially excluded families, ranging from the extended family
of parents, grandparents to the social institutions responsible for their care and supervision during the
investigation of child abuse. The process of dealing with criminal justice system can be humiliating and
may have implications for the wider family network, by witnessing ongoing contact with the police,
hospital staff, forensic teams and court officials.

Alleged perpetrators
Alleged perpetrators in the Tjersland et al.673 study were confronted about the abuse during treatment,
one-third of whom were unaware of the suspicions prior to therapy starting. Reactions to the allegations
presented elicited three different kinds of response: confirmation of the abuse; abuse was denied and the
alleged perpetrator withdrew from the mother and child; and abuse was denied but the alleged
perpetrator tried to maintain contact with the family. Six of the alleged perpetrators rated the treatment
positively, and valued the objective role of the therapist. Those who were critical of the therapy (n = 2,
an additional n = 2 were both contented and discontented) were unhappy that they had not been involved
from the start and felt that the therapists had formed a coalition with the mother. At the end of
treatment, conflicts associated with the question of abuse had been clearly reduced in 20 cases;
three families were still facing significant conflict, with two cases brought to court.

In the Woodworth533 study, the offenders were by far the most positive in their satisfaction with the
programme, with 88% saying that they were ‘strongly satisfied’ and 83% describing the therapy as
‘very helpful’ to them personally.

Summary: acceptability of systemic interventions
The heterogeneity of these five526,533,621,673,678 studies makes it very difficult draw out clear messages.
Generally, participants appear to find these interventions acceptable, with the exception of a high refusal
rate amongst siblings in the intervention studied by Woodworth.533 This was a multiple family incest
treatment programme and it is perhaps unsurprising that siblings who had not experienced maltreatment
would be unenthusiastic at participating in an intervention that exposed their family difficulties to
strangers. Participants in the Tjersland et al.673 study reinforced the concerns of young people in the
advisory group of this study673 about the potential adverse consequences of disclosing or sharing their
experiences. Mothers in this study673 were also apprehensive about the negative consequences of therapy:
they wanted help for their child but did not want them retraumatised, and they were worried about the
consequences for family members when these were implicated in abuse. The potential value of group
work for children is evident in several of these studies.
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Psychoeducation

Four161,538,658,664 studies considered issues relevant to the acceptability of psychoeducation interventions.
See Table 18.

Description of studies

Study design
The study by Hyde et al.538 was related to a randomised trial.169 Although the carers in the Rushton and
Miles664 study were not randomised, the study was part of a trial in which the sexually abused adolescent
girls for whom they cared were randomised, and the carers offered either a carers’ group or individual
support.116 The study by Barth et al.161 was a COS with a control group. The Boisvert et al.658 study was an
uncontrolled study, designed to investigate attrition rates amongst sexually abused children who were
referred to mental health services.

Sample sizes
The total sample in the Barth et al.161 study was 27, with 15 foster carers assigned to the intervention
group. Hyde et al.538 had a sample of 47 adolescents and their families and Rushton et al.658 had a sample
of 65 carers. Boisvert et al.658 analysed data relating to 116 adolescents.

Location
The study by Boisvert et al.658 was based in Canada, whereas the Barth et al.161 study was based in the USA.
The studies by Hyde et al.538 and Rushton et al.664 were conducted in the UK.

Participants and maltreatment
All participants had a history of sexual abuse. Participants in the Hyde et al.538 study were the youngest,
ranging from 4 to 16 years. Both Barth et al.161 and Boisvert et al.658 report data relating to adolescents
aged 12–17 years. Although Rushton et al.’s664 study was focused on carers, the children in the original
trial were aged 6–14 years at recruitment.

Ethnicity was reported for the participants in the Barth et al.161 study (69% black people). Carers and
mothers in the Rushton et al.664 study were largely white and UK born (75%), with another 10% being
African Caribbean and 7% Mediterranean.

The studies by Barth et al.161 and Hyde et al.538 had a predominantly female sample. The Boisvert et al.647

study did not provide any data on gender.

Interventions
All of the interventions were group based, although Barth et al.161 also included some individual work, and
Rushton et al.664 compared group-based support with individual support. Hyde et al.538 also incorporated
some family network meetings.

Groups typically ran for at least 8 weeks and, for some young people, groups ran for around 20 weeks.538,647

In the Rushton et al.664 study, treatment was planned for 30 weekly sessions for the girls, and the work with
carers lasted for the same duration, but the authors note that it was not uniform because of limited
resources. Birth and adoptive parents were usually seen weekly; foster carers were usually seen fortnightly.

Characteristics of treatment completers
In the study by Boisvert et al.,647 those who had attended 15 sessions were considered to have completed
treatment; non-completers attended no more than four sessions. There was a 19.8% dropout rate. Higher
dropout was associated with higher levels of sexual abuse impact, behavioural difficulties, social difficulties
and delinquency. There were no family characteristic differences between treatment completers and
non-completers.
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Acceptability
Two161,538 studies collected data on the acceptability of the intervention using client questionnaires. Hyde
et al.538 supplemented questionnaire data with data from interviews. Rushton et al.664 gathered data from
foster carers, using two established schedules at baseline and follow-up (1 and 2 years). Boisvert et al.647

presented a profile of treatment completers.

Children’s views
The rating scale used to measure participant satisfaction is not described in Hyde 1995538 but, as indicated
above, ratings were supplemented with qualitative interviews. Feedback was generally positive, but fewer
than half the children were positive about talking about the abuse or felt that, as a result of the group
work, they understood the origins of the abuse any better. Seventy-eight per cent said that they did find
it useful for preventing further abuse and dealing with feelings of guilt. The helpfulness of treatment was
generally rated higher by children than by their mothers.

Children in this study538 generally welcomed the opportunity provided by the groups to meet with others
with similar experiences, but not all, and less than half of those interviewed felt positively about talking
about the abuse.

Neither the Boisvert et al.658 study nor the Rushton et al.664 study report the views of children.

Caregivers’ views
A brief client satisfaction questionnaire was given to foster parents in the study by Barth et al.161 and
the programme received high levels of endorsement for the group, but the length and intensity of the
intervention were insufficient to observe any measurable changes of effectiveness.

Rushton et al.664 report that most carers were positive about the support provided to them (30% ‘very
beneficial’, 48% ‘beneficial’). Mothers who were still in a relationship with the abuser were more likely to
have negative or mixed views of the help provided to them and their daughter. Analyses indicate that
those who reported positively on the help provided to them attended for an average of 8.8 months
compared with those who had a mixed negative response, who attended just half of this time
(4.3 months). This might mean that mothers who were not helped dropped out sooner, or that those
who attended fewer sessions (perhaps for different reasons) did not receive enough help to find it
beneficial. The authors note that both foster carers and adopters attended for significantly longer periods
(M 9.2 months) than the birth parents (M 6.1 months), although, when levels of satisfaction were
explored, birth mothers appeared to benefit more than foster carers, but the difference was not significant;
few respondents said they received little benefit and foster carers were few in number.

The authors hypothesise that ‘mothers who clearly valued the support provided would probably have
benefited from an independent professional listening to their difficulties and dealing with feelings such as
guilt and anxiety’664 (p. 425), which, in turn, may have prevented deterioration in their relationships with
their children. This study664 was primarily designed to examine the relationship between kinds of support
to carers and outcomes for children hence the rather speculative reflections on what the help meant to
carers themselves.

Summary: acceptability of psychoeducational Interventions
The available evidence presents a rather tenuous and fragmented picture of the acceptability of
psychoeducational interventions. The one658 study to explore attrition identified severity of sexual abuse
impact and behavioural problems as associated with dropout, but this was just one study, with a modest
sample size, providing psychoeducation in a group format.

Where solicited, feedback from children and caregiver was generally positive with the exception of
participants who were still in a relationship with the alleged perpetrator. The authors of this study664
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speculate that mothers who valued the support provided might have benefited form further, personalised
support. Again, there is support for the value of group work for children who have experienced
sexual abuse.

Group work with children

Seven169–171,636,637,639,676 studies explored the acceptability of children/young persons’ group interventions.
For details, see Table 19.

Description of studies

Study design
All but two171,636,637,639,676 studies were uncontrolled studies. The De Luca et al.170 study was a COS, and the
Monck et al.169 study was a quasi-randomised trial.

Sample sizes
Sample sizes were all small, ranging respectively from just six and nine, respectively, in the studies by
Grayston and De Luca171 and Ashby et al.,636 to a sample of 95 in the study by Monck et al.169

Location
Three636,637,639 studies were based in North America and two170,171 in Canada. The study by Gustafsson
1995676 was conducted in Sweden, and the Monck et al.169 study was UK based.

Participants
Interventions were delivered to children as young as 3 years, and up to 20 years. In five169–171,636,637 studies,
all of the children had been sexually abused. Children in the Peled and Edleson639 were in treatment as a
result of witnessing domestic violence. The participants in the study by Gustafsson 1995676 had suffered
physical abuse, parental alcohol misuse and had witnessed domestic violence.

In two170,636 studies the participants were sexually abused girls and in the study by Grayston and De Luca171

the participants were sexually abused boys. The remaining four169,639,676 studies had mixed gender groups.
Ashby et al.636 describe a population that was 100% American Indian, referred by tribal social services.

Intervention
Interventions comprised group activities (including art activities/circle time), abuse prevention skills, family
reunification therapy and psychotherapeutic approaches. Interventions were delivered in group settings
for children with similar abuse histories or, as in one study,637 a sibling/victim group setting.

In four170,171,636,639 studies treatment lasted between 10 and 12 weeks. Treatment in Monck et al.169 could
last up to 12 months. No information was available in the remaining two studies.63,637

Acceptability
Four169,171,636,637 studies used questionnaires or rating scales to measure satisfaction.

Baker et al.637 reported findings from telephone surveys, used to interview treatment completers, drawing
on four different group evaluations conducted in 1997, 1998 and 2000. Ashby et al.636 augmented data
from children with data from school counsellor reports. Gustafsson et al.676 interviewed group therapists
using semistructured schedules and De Luca et al.170 collected data using child report measures and a
social validation scale. Peled and Edelson639 used interviews and group observations.
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Children’s views
Using a child feedback questionnaire, Grayston and De Luca171 found that most children found the group
helpful, enjoyed attending, liked feeling safe and were satisfied with the level of parental involvement.
They had no suggestions for changes. No objective measures were used to assess satisfaction levels, and
this is a limitation of this study.171

Participants in the studies by Ashby et al.,636 Monck et al.169 and De Luca et al.170 rated the programmes
positively. On a scale of 1–11 (11 = outstanding), the group treatment programme in the Ashby et al.636

study scored 9.8 on average. Data from school counsellor reports saw positive behaviour change in school
for 70% of participants. Children rated therapists highly in the Monck et al.169 study and valued meeting
others with similar experiences; they also valued being able to talk to their abuser. Some reported negative
feelings about talking about the abuse, their family and the hospital location of the therapy. The majority
felt that it was helpful in preventing further abuse, raising their self-esteem, understanding and feelings of
guilt surrounding the abuse. There was mixed effects for relations with their family, planning for the future
and understanding the origins of the abuse. The children in the De Luca et al.170 study also reported similar
positive and negative responses, plus some elements that frightened them, for example using puppets and
the idea that abuse could recur.

Child-reported benefits of treatment identified in the study by Peled and Edleson639 included self-protection
and strengthening self-esteem.

Caregivers’ views
Parents surveyed in the study by Baker et al.637 viewed the sibling group intervention positively, and, in the
2000 survey, parents’ mean score rating was 1.9 (on a scale of 1 to 4, with ‘4’ = unsatisfactory). Parents
felt that their children had learnt how to deal with inappropriate advances (score 1.5) but helping the child
to cope with stress was rated less positively (score 2.8).

Monck et al.169 also report mothers rating the prevention of further abuse as helpful, but the intervention
fared less well when trying to deal with issues including understanding why and accepting abuse has
happened, resolving guilt relating to the family and managing the abused child. In the De Luca et al.170 study,
parents believed that the children liked feeling understood and having somewhere to talk about the abuse
and someone to talk to, but would have liked to have received more feedback or observe the treatment.

Staff views
The importance of involving siblings in treatment is discussed by Baker et al.637 – siblings have a high risk
of being abused too and often there are unresolved feelings of anger, jealousy and guilt, particularly if a
family member is the perpetrator. On a purely practical level, involving all family members enables therapy
to happen as no child-care issues arise. Sibling therapy also adds to the costs of the treatment, which
may not be covered by the provider; it also has implications for rooms, materials and staffing.

Summary: acceptability of group work interventions
Generally, evidence for the acceptability of group-based interventions for maltreated children is very positive.
Although, superficially, group work may appear to be a very efficient way of providing therapy, it requires a
great deal of planning, special training and resources. Generally, these issues are not considered in one-off
studies of this intervention, although the lack of attention to such issues is not unique to group work.

Counselling/psychotherapy interventions

Fourteen175,176,638,640–646,657,674,677,679 studies addressed issues of the acceptability of counselling interventions.

Four647,648,665,675 studies did so for psychotherapy interventions. In reality, there appears to be little
difference between these two groups of interventions, other than how the authors describe them.
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Counselling interventions
Details of the 14 studies of counselling interventions can be found in Table 20.

Study design
The study reported by Haight et al.175 was a randomised trial.

Baginsky640 conducted a review of the pattern of provision in the UK, the Netherlands and Italy and the
reaction of young people who had or had not received services. The literature review was followed by
interviews (both face to face and telephone), group discussions, questionnaires and letters to collect
additional data.

Deb and Mukherjee679 used purposive sampling from four randomly selected shelters across Kolkata, India,
and sourced a non-abused control group from local schools, which were also randomly selected. Both
qualitative and quantitative data collection were used.

The other studies176,638,641–643,645,646,674,677 were uncontrolled designs, each using a purposive sample of those
engaged in treatment. The studies by Fowler et al.641,642 examined the acceptability of counsellor gender
for treatment for sexual abuse. Kilcrease-Fleming et al.643 also investigated counsellor gender using a
standardised rating scale of video-taped interviews analysing differences in verbalisation between male and
female counsellors. Porter et al.645 used the Client Behavior System verbalisation measure to assess gender
differences in counsellors. Thompson et al.646 used two semistructured interview guides to interview both
mothers and youths. Scott 677 also conducted in-depth interviews with parents. Nelson-Gardell638

conducted focus groups. Overlien’s674 investigation of counselling provision in women’s refuges used a
grounded theory approach to conduct face-to-face interviews while using age-appropriate schedules.
Reddy et al.176 relied on qualitative post-treatment feedback to assess intervention acceptability.

Kolko et al.644 conducted quantitative analyses to predict service use and Haskett et al.657 used regression
analysis to investigate treatment entry.

Sample sizes
Sample size varied. Haight et al.175 recruited 17 children from 10 families, and Scott677 recruited
15 children from 12 families. Nelson-Gardell638 recruited 34 participants, and four641,643,645,674 studies
had samples of around 50. The largest study640 had 130 participants. The studies by Fowler and Wagner,642

Haskett et al.,657 Reddy et al.,176 Kolko et al.644 and Deb and Mukherjee679 all had between 70 and
100 participants.

Location
Most of the studies were USA based. One677 was set in Australia, one679 in India and another in Norway.674

Baginsky640 examined counselling provision for young people across three nations: the UK, the Netherlands
and Italy.

Participants
All studies focused on participants with a sexual abuse history, apart from Overlien,674 who examined
physically abused children who had witnessed domestic violence. The sample in Kolko et al.644 had also
been subjected to neglect, and those in the studies by Haight et al.175 and Reddy et al.176 had been
exposed to a range of abuse and neglect. Baginsky640 did not specify type of abuse, but sexual abuse
recovery was included in the findings; therefore, an assumption has been made that at least part of the
sample had been sexually abused.

Interventions
Four644,674,677,679 studies reported on IGT – concurrent with individual counselling. The group therapy
included counselling with other sexually abused girls,679 family members644,677 and play therapy within
a women’s refuge setting.674
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Five640–643,645,657 studies examined individual counselling, four of which specifically analysed counsellor
gender preferences pre and post treatment.641–643,645 Haskett et al.657 examined factors associated with
successful treatment entry for long-term counselling and, last, Baginsky640 reviewed varied counselling
provision in Europe.

Counselling for sexually abused girls in Kolkata679 was based around basic support services, as many of
these girls had been living on the streets and had been sexually exploited; provision included nutrition,
safety and security, education and training, and medical care, as well as counselling. The intervention
lasted between 2 and 3 months, and individual and group counselling were delivered on a weekly basis,
with more if required.

Participants in the study by Nelson-Gardell638 had received therapy from a range of counsellors, the details
of whom are not provided. In this study638 the researchers wanted to know what and whom the
participants had found helpful in recovery.

Fowler and Wagner,642 Kilcrease-Fleming et al.643 and Porter et al.645 all report a psychoeducation/
psychological treatment programme, which lasted for six sessions. Adolescents in the study by Reddy
et al.176 were provided with CBCT. Haight et al.175 describe the LSI for children who were living with
parental methamphetamine misuse.

Haskett et al.657 describe the intervention as ‘long-term counselling’. Additional content of counselling
intervention is not described in detail.

Young people in the study by Thompson et al.646 received a range of individual and group-based
counselling services in a range of service settings. The families of these participants also received a range
of other counselling services, as well as – for some – FT, drug counselling and inpatient services (mothers).

Characteristics of treatment completers
Only two studies644,657 examined the characteristics of those who remained in therapy or dropped out.

Haskett et al.657 presented factors associated with successful treatment entry for long-term counselling in
a convenience sample. A higher percentage of males attended, as did a higher percentage of white
Americans, but attenders and non-attenders did not differ in parental education level, marital status or
socioeconomic status (SES). Children in homes with telephones were more likely to attend the first session,
as were those referred to a private centre. When mothers felt that the entire family needed counselling,
attendance was also more likely.

In the study by Kolko et al.,644 children and parents were interviewed at study intake and at 4–8 months
after receiving an initial service. Potential predictors of service use were computed using Pearson‘s
correlations or chi-squared tests to determine the relationships between several key clinical characteristics.
Four variables were found to be significant, and these were used to perform multiple regression analyses.
Four variables predicted the number of services received at intake: white American children with lower
levels of anxiety and parents with heightened distress and with more abusive experiences when they
themselves were children received more services at intake. Three of these variables also predicted number
of services at post-service assessment: white American child, parental distress and low child anxiety.

Acceptability

Children’s views
Highlighting issues raised by the young people they surveyed, Baginsky640 concluded that not enough
support was available, and greater awareness was needed of the damage inflicted by sexual abuse.
Young people also stressed the need for open-door policies for clients to return for help if necessary.
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Another conclusion of those surveyed was that schools have a greater role to play in prevention through
protective education and better sexual education.

Four641–643,645 studies considered counsellor gender preference using rating scales (including verbalisation
measures and counselling process rating scales) and statement of counsellor gender preference pre and
post intervention. The all-female samples in the studies by Fowler et al.641,642 and Porter 1996645 expressed
a preference for a female counsellor pre treatment: 71%, 100% and 100%, respectively. However, only
Fowler and Wagner642 re-tested gender preference post treatment and found that 30% of girls treated by
a male stated a preference for a male counsellor, while 100% of girls treated by a female stated a
preference for a female counsellor.

The studies by Kilcrease-Fleming et al.643 and Porter et al.645 examined client behaviour during a counselling
session. Kilcrease-Fleming et al.643 collected data at the initial counselling session using three different
counselling process rating scales, which were scored by observers. Data were gathered on verbalisation
frequency, overall participation, willingness to return and disclosures made during the session. MANOVA
results found no significant differences in counsellor gender; however, a significantly higher verbalisation
rate was observed in female counsellors than in their clients. Kilcrease-Fleming et al.643 conclude that
female victims do not necessarily need to be treated by female counsellors. Porter et al.645 found that the
type of questions asked may influence verbalisation, regardless of counsellor gender; girls in this study
were found to be more resistant to questions about sexual abuse than other types.

Fifty-eight per cent of the sample in the study by Deb and Mukherjee679 said they found counselling
beneficial, although some caveats were made about the limitations of the study design and the potential
for sensitive data to be suppressed. The qualitative summary findings in Overlien674 conclude that, with
very few exceptions, counselling was valued and considered helpful by the children interviewed. Using a
grounded theory approach, children identified the play element of the therapy as important, creating a
safe and fun place to play with other children.

Kolko et al.644 reported some barriers to successful treatment participation. In this study, the young people
interviewed identified parental factors as among the largest obstacles to accessing therapy, including
‘parent was too busy to attend’ and ‘parent does not think counselling will help’. Children acknowledged
greater obstacles to parental treatment than parents.

Most children in the study by Reddy et al.176 found the programme to be helpful and 87% said they would
recommend the intervention to others. They were less enamoured of undertaking homework tasks and
opinion was split about the desirability of offering the programme within schools. They reported that their
alliances with instructors were stronger than those with their peers. Similarly, the children participating in
the LSI described by Haight et al.175 mostly characterised the experience as enjoyable, particularly the
relationships that they had developed with the community clinicians. Most found having someone to talk
to helpful, but they also expressed anxiety at the early stages of the treatment, particularly talking about
their experiences.

Nelson-Gardell638 identified four important themes, of which ‘being believed’ was considered to be so
important by the focus group participants that they conflated it with ‘being helped’. The other three
themes were that talking about what happened is not easy but it helps; talking about feelings helps and –
although no one had wanted to go to a therapy group – the groups help. Concern was expressed that if
the abuse was not talked about, it would impact on them negatively in the future. In brief, group therapy
was found to be difficult but useful.

Caregivers’ views
In the study by Kolko et al.,644 caregivers rated the severity of family problems higher than children did,
and stressed the importance of targeting behaviour and competence as treatment goals.
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Scott677 used in-depth interviews with parents to explore family counselling. Parents expressed
mixed views about the value of talking about painful feelings and many worried about their children
having to relive the experiences through therapy, although other parents felt that this was helpful.
Managing parents’ expectations was also raised as an issue: therapy was referred to by some parents as
a cathartic process, but children may not see it in the same way or wish to talk. There were also some
tensions highlighted in the parent–therapist relationship.

l Some parents had high levels of anxiety but felt unable to discuss these with the therapist because they
were unaware of what was being discussed with their child.

l As discussed previously, issues of parental guilt that the abuse was able to happen – once this issue
was addressed, it became easier to talk about.

l Some parents felt ambivalent about the therapist’s ‘authority’; counselling for some families was
compulsory; once social services were involved, things were taken out of their control.

Scott677 also reports concerns about the impact of secondary abuse. Parents worried about the
contamination of normal sexuality in the home, particularly at bath times and getting dressed/undressed.
The potential threat to masculinity in fathers was also raised, and some parents expressed anxiety about
their child’s future sexual adjustment. Scott677 suggests that female social workers are often unaware of
fathers’ concerns, which can lead to further tension between the professional and the family. In their study
of family group therapy, Costa et al.678 highlighted similar concerns amongst parents regarding their child’s
future sexuality, with some parents afraid that the sexual abuse would result in homosexuality or lead to
inappropriate sexual behaviour with other children.

Secondary abuse also impacted on families’ extended social networks; views of the wider family and local
community became coloured by a significant mistrust of adults; this, in turn, put additional pressure on
their marital relationships. Investigations by social services and police also attached considerable stigma,
which, in turn, negatively impacted on the immediate social support networks of family and friends.
Scott677 recommends that the wider family unit is included in the disclosure and subsequent intervention.

Caregiver perspectives were sought in the study by Haight et al.175 using open-ended questionnaires.
Like the children, their views were largely positive, with the relationship between their child and the
community clinician considered to one of the most beneficial elements of the programme. Caregivers also
recommended that the treatment length should have been extended.

Staff views
Baginsky640 suggests that provision needs to be mapped at both local and national level and made
available to young people, parents and other professionals, and that a multiprofessional response is
also required.

Kolko et al.644 found that sexually abused children were more likely to receive child-directed treatment and
physically abusive families were more likely to receive in-home crisis services, such as family preservation.
At post-service assessment, sexually abused children were more likely to have received services – Kolko
et al.644 attribute this to caseworker perceptions that the sexually abused were at greater risk.

In their interviews, directors of 50 of the 51 women’s shelters in Norway stressed the value of normal and
fun activities within the shelter environment.674 They saw this as especially important when normal family
life has been shattered. Scott677 highlighted that professional staff were sometimes unaware of some of
the therapist–parent tensions emerging from compulsory counselling.

The clinician field notes analysed in the study by Haight et al.175 describe the positive benefits of the
non-clinical setting, but also suggest some difficulties in maintaining professional boundaries within a
community setting while working with vulnerable children. Confidentiality was inevitably breached at
times, when clinicians were made aware of risk factors facing these children.
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Psychotherapy interventions
Details of these studies647,648,665,675 and the interventions can be found in Table 21.

Study design
All studies647,648,665,675 were uncontrolled. In the study by Horowitz et al.647 the data analysed were collected
as part of a longitudinal study of the psychobiological effects of CSA (Putnam and Trickett, 1987–1988748).
The studies by Davies et al.665 and Jensen et al.675 used qualitative methodologies, and Lippert et al.648

reviewed case records with additional qualitative data collection.

Sample sizes
There were just four participants in the Davies et al.665 study and 15 in the Jensen et al.675 study. The other
studies647,648 had samples sizes of 81 participants647 and 101 participants,648 respectively.

Location
The studies by Horowitz et al.647 and Lippert et al.648 were US-based studies, the Davies et al.665 study was a
UK study and the Jensen et al.675 study was set in Norway.

Participants
Sexual abuse history was the maltreatment experienced by children in three647,648,675 studies, and in the
Davies et al.665 study the four participants had been neglected/abused. The sample was 100% female in
the studies by Jensen et al.675 and Davies et al.,665 whereas in the study by Horowitz et al.647 60% of
participants were female. Lippert et al.648 did not present a gender breakdown. Forty per cent of the
participants in the study by Horowitz et al.647 were described as non-white and the entire sample in the
Jensen et al.675 study was of Norwegian ethnic origin.

Intervention
Davies et al.665 and Jensen et al.675 describe individual psychotherapy, but details of intervention delivery
are not reported in the studies by Horowitz et al.647 or Lippert et al.648 Children in the Davies et al.665 study
had been in receipt of psychotherapy for between 4 months and 3.5 years, and in the Jensen et al.675

study weekly sessions were provided for a mean of 7.5 weeks.

Characteristics of treatment completers
Horowitz et al.647 reported that non-minority children received more therapy. Abuse variables were found
to be powerful predictors of the total number of therapy sessions, and earlier onset predicted more
sessions. Children who experienced higher levels of psychopathological disturbance also received more
treatment. Family functioning did not predict level of treatment in the model.

Lippert et al.648 profiled those who failed to participate in treatment: 46% of the sample of 101 did not
begin therapy and 54% had at least one therapy session (therapy initiators). Initiators of therapy were less
likely to be ethnically black (33%) than decliners (50%), and were more likely to have been subject to
maternal neglect (24%) than decliners (4%). Decliners were those whose first appointments were twice as
long from the initial forensic interview following abuse report. Caregivers who declined treatment reported
lower scores on the Self-Report Family Inventory (SFI) conflict, competence and expressiveness scales.
Reasons for declining included ‘work conflict’ (50%); ‘inaccessible venue’ (40%); ‘child was symptom free’
(15%); ‘caregiver was busy’ (15%); and ‘caregiver wanted to forget about abuse or let their child
forget’ (15%).

Acceptability
Interviews exploring children’s experiences of therapy were conducted in the study by Davies et al.665

Jensen et al.675 interviewed children and their caregivers, separately, at two different points in time: just
after the last therapy session and 1 year later. Lippert et al.648 relied on parents’ accounts, and presented a
profile of non-participation and data from case record reviews. Horowitz et al.647 collected data from
therapists’ reports and ran multiple regression analyses to examine the correlates of therapy usage.
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Children’s views
Davies et al.665 used a range of age-appropriate methodologies to garner children’s experiences of
psychotherapy. This was an extremely small sample size (just four), but the children interviewed valued
feeling able to make their own contributions to therapy, and they appeared to view their therapists as
attachment figures. The importance of non-verbal communication was stressed. Physical space was also
raised as an issue: children stated that the waiting room environment was important as it became a
familiar place, but they also felt that it could have been improved. There were no measures of therapy
outcome in this study.665 Jensen et al.675 was designed to explore therapy goals and whether or not these
were achieved. Of the 15 children interviewed, none had therapy goals at the outset, and expectations
of therapy were low, but, through the course of treatment, a better understanding of the therapy was
gained. The play therapy element was also recognised as being enjoyable.

Caregivers’ views
Jensen et al.675 reports mothers’ fears of feeling condemned by the therapist, and anxiety that they were
losing control over the situation. Three aspects were identified as being important in developing a positive
bond with the therapist: the therapists’ personal qualities (in contrast to parents identifying qualifications
as the most important); the collaborative process between therapist and caregiver (identified as the
gatekeeper); and developing a systemic three-way relationship between therapist, child and parent.

Staff views
In the study by Jensen et al.,675 the parent is described as the ‘gatekeeper’ who enables the child to
participate in therapy, and the importance of this three-way relationship is stressed.

Summary: acceptability of psychotherapy/counselling interventions
From the available evidence, we know very little about the factors that predict the engagement of children
with counselling or psychotherapy, or what differentiates those who complete therapy from those who do not.

Generally, children and caregivers are positive about counselling and psychotherapy and the therapists
delivering them. However, it is largely from these studies that parents’ and caregivers’ concerns about
‘knowing what is happening in therapy’ emerge.

There is no strong evidence to suggest that children have marked gender preferences for counsellors, but
it would be a mistake to draw conclusions from this particular set of studies, none of which is very
rigorous, and most of which are very small. Those studies emphasise the importance of addressing
caregivers’ concerns about the wider impact of sexual abuse on family functioning.

As with all interventions considered in this review, most of the studies were undertaken outside the UK,
and there is a need to determine the views of children and young people within the UK.

Peer mentoring

One660 study provided acceptability evidence for peer mentoring (Table 22).

Overview of this study
This was a qualitative study,660 undertaken in Canada, with a sample of 24 families with 26 children.

Participants
Participants had experienced sexual abuse and were aged between 14 and 21 years.

Intervention
The ‘Peer Support Program for Parents and Youths’ was led by parents and young people, and was
delivered on a 12-week cycle but with open-ended membership. It brought to implement and change
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existing normal treatment service and was targeted at families that did not benefit from mainstream
support or services. Specialising in child sex abuse issues, the group offered flexible delivery and outreach
support, and also offered practical advice with legal procedures and child welfare.

Acceptability
A sample of parents, youths and professionals were interviewed to collect data.

Children’s views
Young people ‘enthusiastically endorsed’ (p. 70) provision and found the outreach service to be very
helpful. Staff were available by phone during evenings, which was valued. One-to-one support
was considered to be the most important element and the youth-led support group was less
favourably viewed.

Caregivers’ views
Parents found staff to be respectful and sensitive and identified the outreach service as unique. Parents felt
that the parent-led group gave them information and coping strategies and appreciated hearing that they
were not alone.

Staff views
Staff felt that the group filled services gaps and that no other agency provided similar support.

TABLE 22 Acceptability of peer-mentoring interventions

Study/location PICO
Sample size;
response rate

Data
collection –
acceptability

Analysis
method Qualitative findings

Alaggia 1999660

Canada

PSP

P Sexually abused
young people aged
14–21 years

I Parent- and youth-led
peer support groups,
12-week cycle with
open-ended
membership

C N/A

O N/A

24 families,
26 children

Interviewed a
sample of
parents,
youths and
professionals

Summary
overview

Parent feedback

Respectful, sensitive
staff

Outreach service was
unique; group gave
them coping strategies
and they felt that they
were not alone

Youth feedback

Enthusiastic
endorsement

Outreach and staff
availability highly rated

One-to-one support
most important, group
work less so

Professional feedback

PSP fills gaps in services

No other agency
provides similar support

PICO, participants, intervention, outcomes, comparisons; PSP, Peer Support Programme.
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Summary: acceptability of peer-mentoring interventions
The evidence base for the effectiveness of peer mentoring is relatively slim (see Chapter 4) but these
interventions receive a strong endorsement from children and carers.

Intensive service models

Eight studies provided information relevant to the acceptability of a variety of intensive service provision for
maltreated children, details of which can be found in Table 23 (see also Table 24).

Residential treatment Five649–651,666,671 studies described residential facilities that provided care for
maltreated young people with behavioural and conduct problems. West et al.651 examined the views of
young people about a trauma-informed alternative to traditional school policies in a residential care
setting, so we include that study651 in this section.

Enhanced fostering Three145,146,667,671 studies reported on enhanced foster care interventions carers.

No study explored the acceptability of, or satisfaction with, therapeutic day care services.

Therapeutic residential care
Details of the five649–651,666,672 studies exploring different types of therapeutic residential care interventions
can be found in Table 23.

Location
One672 study was based in the Netherlands and three in the USA.649–651 The Gallagher and Green666 study
was undertaken in the UK.

Study design
Cunningham et al.649 described the development of a measure of youth engagement that was suitable for
use with young people in RTCs. In collaboration with staff from two RTCs, the research team established
a programme logic model, which they used to develop a multidimensional measure of engagement,
adapting items from existing measures of readiness to change and the therapeutic alliance. The tools were
then piloted drawing on data from interviews with young people at four time points, interviews with
primary caregivers at the first and last time points, questionnaires to the school, clinical and residential
members of the young people’s treatment teams, and data from the client’s case files and school records.
Confirmatory factor analysis using maximum likelihood estimation was the primary analytic method used
for analysis, and informed subsequent modifications of the measure.

Leenarts et al.672 examined motivation for change among girls in compulsory residential care, using a range
of standardised measures of child maltreatment, trauma and treatment motivation, which they analysed in
relation to motivation for treatment, using multiple linear regression analyses, and treatment dropout,
using logistic regression.

Both Shennum and Carlo650 and Gallagher and Green666 used semistructured interviews. Both interviewed
children who had previously lived in therapeutic residential care; the sample in the Shennum and Carlo
study650 included some children still resident at the time of interview.

West et al.651 used focus groups to explore the views of young people in a school that they attended under
court order.

Sample sizes
A total of 154 adolescent girls participated in the Leenarts et al.672 study and 130 young people were
interviewed on four occasions by the researchers in the study by Cunningham et al.649 Shennum and

ACCEPTABILITY

NIHR Journals Library www.journalslibrary.nihr.ac.uk

278
150



TA
BL

E
23

A
cc

ep
ta

bi
lit

y
of

th
er

ap
eu

ti
c

re
si

de
nt

ia
lc

ar
e

in
te

rv
en

ti
on

s

St
ud

y/
lo

ca
ti

on
PI

CO
Sa

m
pl

e
si

ze
;

re
sp

on
se

ra
te

D
at

a
co

lle
ct

io
n

–
ac

ce
pt

ab
ili

ty
A

na
ly

si
s

m
et

ho
d

Fi
nd

in
gs

C
un

ni
ng

ha
m

20
09

64
9

U
SA

Th
er

ap
eu

tic
re

sid
en

tia
lc

ar
e

P
Yo

un
g

pe
op

le
in

ne
ed

of
su

pe
rv

isi
on

(P
IN

S)
,w

ith
a

m
ea

n
ag

e
of

15
.5

(S
D

1.
1)

ye
ar

s;
45

%
fe

m
al

e,
38

%
w

hi
te

,3
5%

A
fr

ic
an

A
m

er
ic

an

I
Th

er
ap

eu
tic

re
sid

en
tia

lc
ar

e,
av

er
ag

e
le

ng
th

of
st

ay
88

m
on

th
s

C
N

/A

O
N

/A

n
=

13
0

A
ct

io
n

re
se

ar
ch

44
se

m
ist

ru
ct

ur
ed

in
te

rv
ie

w
s

w
ith

RT
C

st
af

f

In
te

rv
ie

w
s

w
ith

pr
im

ar
y

ca
re

gi
ve

r(
T1

a
an

d
T4

a )

Sc
ho

ol
,c

lin
ic

al
an

d
re

sid
en

tia
lt

re
at

m
en

t
te

am
qu

es
tio

nn
ai

re
s

(T
2a

an
d

T3
a )

D
at

a
fr

om
cl

ie
nt

ca
se

fil
es

In
du

ct
iv

e
th

em
at

ic
co

di
ng

;
co

nf
irm

at
or

y
fa

ct
or

an
al

ys
is

En
ga

gi
ng

yo
ut

h
re

qu
ire

d
co

nt
in

ua
le

ff
or

ts
–

ty
pe

of
en

ga
ge

m
en

tv
ar

ie
s

an
d

ca
n

be
un

st
ab

le

Th
e

au
th

or
s

co
nc

lu
de

th
at

en
ga

ge
m

en
tn

ee
ds

to
be

m
ea

su
re

d
at

m
ul

tip
le

tim
e

po
in

ts
ac

ro
ss

tr
ea

tm
en

t

St
af

fq
ua

lit
ie

s
of

cl
ie

nt
-c

en
tr

ed
co

m
m

un
ic

at
io

n
an

d
th

e
us

e
of

po
sit

iv
e

re
in

fo
rc

em
en

tw
er

e
st

ro
ng

ly
co

rr
el

at
ed

w
ith

th
e

co
m

po
sit

e
m

ea
su

re
of

en
ga

ge
m

en
t

Le
en

ar
ts

20
13

67
2

Th
e

N
et

he
rla

nd
s

Co
m

pu
lso

ry
re

sid
en

tia
lt

re
at

m
en

t

P
Se

ve
re

ly
tr

au
m

at
ise

d
fe

m
al

e
ch

ild
re

n
ag

ed
12

–1
9

ye
ar

s

I
St

ap
st

en
en

st
ab

ili
sa

tio
n

tr
ai

ni
ng

ps
yc

ho
ed

uc
at

io
n

an
d

no
n-

ex
po

su
re

C
BT

C
N

/A

O
N

/A

n
=

15
4

M
ul

tip
le

lin
ea

r
re

gr
es

sio
n

fo
r

tr
ea

tm
en

t
m

ot
iv

at
io

n
lo

gi
st

ic
re

gr
es

sio
n

to
id

en
tif

y
po

ss
ib

le
pr

ed
ic

to
rs

fo
r

dr
op

ou
t

A
ge

an
d

et
hn

ic
ity

as
so

ci
at

ed
w

ith
m

ot
iv

at
io

n
fo

r
tr

ea
tm

en
t;

no
n-

D
ut

ch
et

hn
ic

ity
an

d
yo

un
ge

ra
ge

ha
d

sig
ni

fic
an

tly
hi

gh
er

le
ve

ls
of

di
st

re
ss

Em
ot

io
na

la
bu

se
pr

ed
ic

te
d

m
ot

iv
at

io
n

fo
r

tr
ea

tm
en

tm
or

e
st

ro
ng

ly
th

an
ot

he
rt

yp
es

of
m

al
tr

ea
tm

en
t.

Th
e

st
ud

y
fo

un
d

no
sig

ni
fic

an
t

pr
ed

ic
tio

n
fo

r(
tim

e
to

)d
ro

po
ut

co
nt

in
ue

d

DOI: 10.3310/hta20690 HEALTH TECHNOLOGY ASSESSMENT 2016 VOL. 20 NO. 69

© Queen’s Printer and Controller of HMSO 2016. This work was produced by Macdonald et al. under the terms of a commissioning contract issued by the Secretary of State for
Health. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in professional journals
provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be
addressed to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House, University of Southampton Science
Park, Southampton SO16 7NS, UK.

279
151



TA
BL

E
23

A
cc

ep
ta

bi
lit

y
of

th
er

ap
eu

ti
c

re
si

de
nt

ia
lc

ar
e

in
te

rv
en

ti
on

s
(c

on
ti

nu
ed

)

St
ud

y/
lo

ca
ti

on
PI

CO
Sa

m
pl

e
si

ze
;

re
sp

on
se

ra
te

D
at

a
co

lle
ct

io
n

–
ac

ce
pt

ab
ili

ty
A

na
ly

si
s

m
et

ho
d

Fi
nd

in
gs

G
al

la
gh

er
20

12
66

6

U
K

Th
er

ap
eu

tic
ch

ild
re

n’
s

ho
m

es

P
8

fa
ci

lit
ie

s,
ea

ch
w

ith
th

re
e

to
fiv

e
ch

ild
re

n
ag

ed
16

–2
2

ye
ar

s,
su

bj
ec

t
to

m
ul

tip
le

m
al

tr
ea

tm
en

t;
63

%
fe

m
al

e;
94

%
w

hi
te

I
Th

er
ap

eu
tic

pa
re

nt
in

g,
fo

rm
al

th
er

ap
y

se
ss

io
ns

,l
ife

st
or

y
w

or
k

C
N

/A

O
N

/A

Ta
rg

et
n

=
34

A
ch

ie
ve

d
n

=
16

Se
m

ist
ru

ct
ur

ed
in

te
rv

ie
w

s
co

ve
rin

g
th

re
e

do
m

ai
ns

:

l
lif

e
in

th
e

TC
H

l
lif

e
ou

ts
id

e
l

lif
e

af
te

r

Su
m

m
ar

y
ov

er
vi

ew
Po

sit
iv

e

l
fo

rm
in

g
a

po
sit

ive
re

la
tio

ns
hi

p
w

ith
an

ad
ul

t
l

be
tt

er
be

ha
vi

ou
rw

ith
lo

ng
-t

er
m

po
sit

iv
e

ou
tc

om
es

l
lif

e
st

or
y

w
or

k
an

d
pl

ay
th

er
ap

y
he

lp
fu

l
l

le
isu

re
tim

e
bo

nd
in

g

N
eg

at
iv

e

l
m

ix
ed

vi
ew

s
on

th
er

ap
y

l
di

ff
ic

ul
ty

ha
vi

ng
fr

ie
nd

s
fr

om
ou

ts
id

e
l

pr
ep

ar
at

io
n

fo
rm

ov
in

g
on

–
m

ixe
d

ex
pe

rie
nc

es
l

gu
ilt

le
av

in
g

ot
he

rs
be

hi
nd

l
re

la
tio

ns
hi

ps
w

ith
st

af
f–

no
tf

ee
lin

g
lo

ve
d,

lo
sin

g
co

nt
ac

tp
os

ti
nt

er
ve

nt
io

n
l

no
tu

nd
er

st
an

di
ng

/e
xp

er
ie

nc
in

g
no

rm
al

fa
m

ily
lif

e
l

re
so

ur
ce

in
te

ns
iv

e,
hi

gh
co

st

Sh
en

nu
m

19
95

65
0

U
SA

Th
er

ap
eu

tic
re

sid
en

tia
lc

ar
e

P
N

eg
le

ct
ed

or
ab

us
ed

ch
ild

re
n

w
ith

co
m

or
bi

d
de

pr
es

sio
n,

an
xi

et
y,

at
te

nt
io

n
de

fic
it,

C
D

;m
ea

n
ag

e
11

.8
(S

D
2)

ye
ar

s;
32

.5
%

fe
m

al
e

I
1.

5–
2

ye
ar

s

C
N

/A

O
N

/A

n
=

80
In

te
rv

ie
w

s
w

ith
ch

ild
re

n,
58

of
w

ho
m

w
er

e
in

te
rv

ie
w

ed
af

te
r

di
sc

ha
rg

e

O
ns

ite
ob

se
rv

at
io

ns
;

in
cl

ud
in

g
vi

de
o

an
d

au
di

o
ta

pe
s

In
te

rv
ie

w
s

w
ith

st
af

f

Su
m

m
ar

y
ov

er
vi

ew
Po

sit
iv

e

l
m

os
tf

ou
nd

fo
rm

al
th

er
ap

eu
tic

on
e-

to
-o

ne
se

ss
io

ns
he

lp
fu

l
l

ta
lk

in
g

ab
ou

tf
am

ily
w

as
m

os
tm

ea
ni

ng
fu

l
l

th
er

ap
ist

s
vi

ew
ed

po
sit

iv
el

y
l

70
%

ra
te

d
th

e
m

ili
eu

th
er

ap
y

be
ha

vi
ou

r
po

in
ts

ys
te

m
as

go
od

N
eg

at
iv

e

l
20

%
re

po
rt

ed
ne

ga
tiv

e
ex

pe
rie

nc
es

–
th

er
ap

ist
w

as
to

o
bu

sy
,f

el
tf

or
ce

d
to

ta
lk

l
30

%
sa

w
m

ili
eu

th
er

ap
y

as
m

ea
ns

fo
rs

ta
ff

to
co

nt
ro

lc
lie

nt
s

l
60

%
di

sli
ke

d
be

ha
vi

ou
rm

an
ag

em
en

t
l

on
ly

20
%

fe
lt

th
at

re
la

tio
ns

hi
p

w
ith

st
af

f
w

as
go

od
l

30
%

fo
un

d
it

di
ff

ic
ul

tl
iv

in
g

w
ith

a
la

rg
e

gr
ou

p
of

ch
ild

re
n

ACCEPTABILITY

NIHR Journals Library www.journalslibrary.nihr.ac.uk

280
152



St
ud

y/
lo

ca
ti

on
PI

CO
Sa

m
pl

e
si

ze
;

re
sp

on
se

ra
te

D
at

a
co

lle
ct

io
n

–
ac

ce
pt

ab
ili

ty
A

na
ly

si
s

m
et

ho
d

Fi
nd

in
gs

W
es

t2
01

465
1

U
SA

M
od

ifi
ed

cu
rr

ic
ul

um
an

d
‘M

on
ar

ch
Ro

om
’

P
A

bu
se

d
an

d
ne

gl
ec

te
d

co
ur

t-
in

vo
lv

ed
gi

rls
at

te
nd

in
g

a
re

sid
en

tia
ls

ch
oo

l;
ag

e
ra

ng
e

14
–1

8
ye

ar
s;

10
0%

fe
m

al
e;

23
%

w
hi

te
,6

9%
bl

ac
k,

8%
ot

he
r

I
Tr

au
m

a-
in

fo
rm

ed
al

te
rn

at
iv

e
to

tr
ad

iti
on

al
sc

ho
ol

di
sc

ip
lin

e
po

lic
ie

s
an

d
‘M

on
ar

ch
Ro

om
’i

nt
er

ve
nt

io
n

de
sig

ne
d

to
de

ve
lo

p
pr

ob
le

m
-

so
lv

in
g,

em
ot

io
na

lr
eg

ul
at

io
n

an
d

se
ns

or
im

ot
or

ac
tiv

iti
es

to
de

-e
sc

al
at

e
pr

ob
le

m
be

ha
vi

ou
r

C
N

/A

O
N

/A

n
=

39
Fo

cu
s

gr
ou

p
Th

em
at

ic
an

al
ys

is
Si

x
fo

cu
s

gr
ou

ps
w

er
e

co
nd

uc
te

d
to

he
lp

un
de

rs
ta

nd
th

e
liv

ed
ex

pe
rie

nc
es

of
tr

au
m

a-
ex

po
se

d
st

ud
en

ts
an

d
ho

w
th

is
im

pe
de

s
cl

as
sr

oo
m

le
ar

ni
ng

Th
er

e
w

er
e

16
to

ta
lb

eh
av

io
ur

s
id

en
tif

ie
d

by
th

e
st

ud
en

ts
as

be
ha

vi
ou

rs
di

sp
la

ye
d

in
th

e
cl

as
sr

oo
m

or
sc

ho
ol

gr
ou

p

St
ud

en
ts

al
so

id
en

tif
ie

d
23

pr
ob

ab
le

ca
us

es
fo

rt
ho

se
be

ha
vi

ou
rs

an
d

pr
ov

id
ed

20
re

co
m

m
en

da
tio

ns
fo

ri
m

pr
ov

in
g

po
lic

ie
s

an
d

pr
ac

tic
es

in
sc

ho
ol

s

St
ud

en
td

at
a

w
er

e
us

ed
to

bu
ild

th
e

tr
au

m
a-

in
fo

rm
ed

tr
ai

ni
ng

in
te

rv
en

tio
n

fo
rs

ch
oo

l
st

uf
f

N
/A

,n
ot

ap
pl

ic
ab

le
;P

IC
O

,p
ar

tic
ip

an
ts

,i
nt

er
ve

nt
io

n,
ou

tc
om

es
,c

om
pa

ris
on

s.
a

T1
–

4
w

ee
ks

af
te

ra
dm

iss
io

n;
T2

–
m

id
po

in
ti

n
tr

ea
tm

en
t;

T3
–

im
m

ed
ia

te
ly

pr
io

rt
o

di
sc

ha
rg

e;
T4

–
4

m
on

th
s

po
st

di
sc

ha
rg

e.

DOI: 10.3310/hta20690 HEALTH TECHNOLOGY ASSESSMENT 2016 VOL. 20 NO. 69

© Queen’s Printer and Controller of HMSO 2016. This work was produced by Macdonald et al. under the terms of a commissioning contract issued by the Secretary of State for
Health. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in professional journals
provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be
addressed to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House, University of Southampton Science
Park, Southampton SO16 7NS, UK.

281
153



Carlo650 recruited a sample of 80 young people and Gallagher and Green666 achieved a sample of just 16.
Thirty-nine girls participated in focus groups in the study by West et al.651

Participants
Characteristically, the children served by these interventions were described as ‘unfosterable’ or difficult to
place, because of behavioural issues or physical and psychological conditions and/or disability.

The young people in the study by Gallagher and Green666 had experienced severe sexual, physical and
emotional abuse and neglect, by one or more members of their family, and sometimes others, which had
left them with significant problems of attachment. Previous placements had broken down, often because
of challenging (including sexualised) behaviour. Some had experienced subsequent maltreatment in
foster care.

Shennum and Carlo650 described residential facilities that were providing care for maltreated young people
who were also presenting with behavioural and conduct problems.

Young people in the study by Cunningham et al.649 had a somewhat different profile in that the majority
were in residential care (‘congregate foster care’) as the result of being in need of supervision (53%), and
it is not entirely clear whether or not they had a history of maltreatment. A further 38% were adjudicated
delinquents and 9% had been referred for reasons including abuse, neglect and special educational needs.
It is possible that – with additional information – this study649 would fail to meet our inclusion criteria in
respect of participants.

Those in the Leenarts et al.672 study were in compulsory residential treatment facilities. All had experienced
prior traumas, and their histories were characterised by several out-of-home placements (60%),
homelessness (30%), police contact of family members (45%) and histories of physical or psychological
problems of family members (62%).

The girls in the West et al.651 study were maltreated girls who were involved in the criminal justice system.

Interventions
The therapeutic residential settings ranged from a compulsory treatment facility for severely traumatised
girls651,672 through residential treatment649,650 to a small domestic-style setting described as a Therapeutic
Children’s Home,666 where children lived in ‘families’ of three or four children with two adult staff acting in
loco parentis. In this setting, the therapeutic model comprised three components: therapeutic parenting
(to address attachment issues and a secure base), formal therapy sessions (based on play and expressive
arts) and life story work.

The larger residential facilities provided a range of individual and group therapies as well as education. Typically,
the environment was structured in ways designed to promote prosocial and to adaptive behaviour.649,650,672

The treatment setting in West 2014651 was a residential school, which offered a modified training
curriculum (The Heart of Teaching and Learning: Compassion, Resiliency and Academic Success) and a
‘Monarch Room’ facility, which promoted emotion regulation and skills to de-escalate problem situations
through problem-solving techniques, talk therapy and sensorimotor activities, and avoid student
suspensions and expulsions, which are recognised as counterproductive.

Characteristics of treatment completers
One649 study specifically examined factors associated with engagement, but does not provide relevant data,
as the study concerned the development of a measure appropriate to residential treatment settings.
We discuss the issues raised by Cunningham et al.649 in our concluding discussion. One672 study explored
the factors associated with treatment engagement and dropout, and, given the risks associated with
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running away from residential care, this study – although conducted in the Netherlands – addresses an
important UK-wide issue.

Leenarts et al.672 report that several demographic variables predicted motivation for treatment, as assessed
by the Nijmegen Motivation List 2 (NML-2749). The 34 items in this self-report questionnaire ask
respondents to answer using a five-point Likert-type scale, ranging from one (‘not at all applicable’) to
five (‘highly applicable’). The NML-2 generates three subscales: (1) preparedness to engage in treatment,
(2) level of distress and (3) doubt about treatment. Data on dropout consisted of a total of five possible
outcomes: ‘client left: runaway’; ‘judge did not extend stay’, ‘transfer to another facility’, ‘regular
termination: end treatment’ and ‘stay not terminated: adolescent is still a resident’. Girls who terminated
their stay by running away were identified as dropouts, that is, those who ran away and stayed away for
> 14 days and, as a result, were discharged from the facility. In this study,672 23 girls (15%) ended their
first uninterrupted stay by dropping out. One girl was transferred to another facility but dropped out after
return, resulting in a total number of girls dropping out of 24. Girls with a non-Dutch ethnic background
and a younger age reported significantly higher levels of distress and were more likely to engage
in treatment.

Level of distress was predicted by a history of out-of-home placements when considering demographics
only, and predicted doubt about treatment when considering demographics and childhood maltreatment.
The authors point out that out-of-home placements and separating children from their parents may
adversely affect their functioning. Out-of-home placements no longer predicted level of distress and doubt
once emotional abuse, anxiety, depression and dissociation were taken into account. The authors conclude
that the relationship between out-of-home placements and motivation is mediated by emotional abuse
and trauma-related symptoms.

Emotional abuse was the type of maltreatment most strongly correlated with motivation to engage with
treatment. Girls who reported internalising symptoms (anxiety, depression) were more likely to experience
high levels of distress than those with fewer such problems. Girls with dissociative symptoms were more
likely to have doubts about treatment. Adolescents are generally more willing to change their internalising
problems than their externalising problems, and the authors point out that dropping out of treatment by
running away may be attributable to externalising symptoms and antisocial behaviour. They go on to
suggest that this is perhaps why the study672 did not find a significant association between dropout and a
history of child maltreatment. The authors suggest that as dropout often occurs when adolescents are on
leave from residential care; future research should investigate whether or not going on leave adversely
affects girls’ motivation for treatment and also the relationship between motivation to change and
motivation for treatment.

Acceptability
Three650,651,666 of these five649–651,666,672 studies specifically explored the view of children and young people.

Children’s views
From the qualitative evidence, young people in the study by Gallagher and Green666 valued the therapeutic
home-like setting provided, but pointed to limits on the extent to which it felt like a real family home;
for example, friends had difficulty calling in if they had not been officially vetted. Participants stressed
the need for developing a special relationship with an adult, so that they felt ‘loved’, and that within the
constraints of the working environment this was sometimes difficult. They liked the life story work.
There was also some evidence of poorly managed transitions, with little or no preparation for leaving care.
This intervention is costly and there is currently an absence of robust effectiveness data to support its use.

Therapists were considered helpful and, in the most part, viewed positively by young people in another
residential setting,650 but, here too, there were negative views reported: 20% felt that their therapist was
too busy to deal with them; 30% disliked the milieu of therapy, as they considered it to be a means of
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controlling young people; and 60% disliked the behaviour management approach. Only 20% of the
sample felt that they had a good relationship with the staff.

The six focus groups convened in the study by West et al.651 were used to understand the lived experiences
of students who had difficulties with their own externalising behaviour and that of others. The girls, over
half of whom had a history of maltreatment (just under half were placed for reasons of delinquency),
attended a school that aimed to ‘treat, heal, and educate its students by following a school discipline system
that incorporates the students’ treatment goals and strategies . . . [and which emphasises] . . . reducing
student disciplinary issues by providing an effective social-emotional learning environment’651 (p. 60).
Students were asked to identify behaviours that they saw in themselves or others (displayed in the classroom
or in the school grounds) and describe the kinds of experiences that led to these behaviours and to say
what advice they would give to teachers working with students like themselves. The girls identified
16 behaviours and 23 likely causes. They made 20 recommendations for improving policies and practices in
schools. The authors observe that these respondents were very aware of their behaviour and that of their
fellow students. They were able to identify triggers from past experience that they felt resulted in highly
charged emotional and behavioural reactions that are common among those who have experienced
complex trauma. The kinds of linkages that students made included unwanted or unexpected touch, raised
voices and references to relatives, as well as triggers unique to particular individuals. They conclude that
schools need more trauma-informed teaching practices in order to manage these behaviours.

Enhanced foster care
Details of the three145,146,667,671 studies of enhanced foster care can be found in Table 24.

No study explored the acceptability of, or satisfaction with, therapeutic day care services.

Location
The studies by Staines et al.667 and Biehal et al.145,146 were conducted in the UK. The Laan et al.671 study
was undertaken in the Netherlands.

Study design
Staines et al.667 used a prospective, repeated-measures design to investigate the supports and services
provided to children and carers in an Independent Fostering Agency (IFA), and the relationship between
these and children’s progress and placement outcomes over a 12-month period. They used questionnaires
to obtain data from carers, children and social workers, at two time points (at the start of a placement and
1 year later). The included paper reports the views of foster parents.

Biehal et al.145,146 undertook a small randomised trial of the effectiveness of MTFC, embedded in a larger,
observational QEx case–control study (see Chapter 4 for details of the RCT).

Laan et al.671 used data from case notes, together with data from a questionnaire completed by foster
carers, to explore the characteristics of children included in an enhanced fostering programme, the content
of counselling provided within the service, placement outcomes, and relationships between children’s
characteristics and placement outcomes.

Sample size
The achieved sample in the study by Biehal et al.145,146 was 219 participants (with 34 participants in the
RCT). Laan et al.671 examined case files for 78 children, and secured questionnaire data from 64 of the 78
foster parents. Staines et al.667 received completed questionnaires from 49% (221) of the IFA foster carers
and 66% of the IFA social workers (299) at time 1 – when child was first placed. At time 2 – either 1 year
following the start of the placement or when the placement ended, the team secured completed
questionnaires from 50% (227) of foster carers and 69% (312) of the IFA social workers. For only 138
placements at time 1 and 80 placements at time 2, were completed questionnaires received from both IFA
social workers and foster carers
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Participants
Respondents in the study by Laan et al.671 were foster parents looking after learning disabled children with
challenging behaviour. It was the only study671 of disabled children identified. Participants in the study by
Biehal et al.145,146 were children and young people in foster care, aged 10–17 years, who were showing
complex or severe emotional difficulties or challenging behaviours, and whose placements were unstable, at
risk of breakdown, or not meeting their assessed needs. Children in the study by Staines et al.667 were aged
5–14 years, who had been in a placement and provided by the IFA participating in the study for > 1 year.
All of the children had been maltreated, with most having experienced more than one form of abuse.

Interventions
Biehal et al.145,146 evaluated Multidimensional Treatment Foster Care for Adolescents (MTFC-A), described
as a ‘wrap-around multimodal foster care intervention for children with challenging behaviour’.

The IFA in the study by Staines et al.667 incorporated a therapeutic approach to its service provision, which
recognised the importance of individual therapeutic work with children, but focused the efforts of
therapists on supporting foster parents and other staff within the agency. As the authors note, local
authorities typically use IFAs for their more difficult-to-place children and this, together with the
therapeutic focus, is why this study667 was categorised as one that was concerned with enhanced
fostering provision.

Intensive Foster Care [Project Intensieve Pleegzorg (PIP): project for intensive foster care] was the focus of
Laan et al.671 PIP provided foster carers with intensive and specialised counselling by a counsellor who also
had access to an educational psychologist, and a psychiatrist or psychotherapist from a multidisciplinary
PIP support team.

Characteristics of treatment completers
In Laan et al.’s671 analysis, intensive foster care placements were more likely to end prematurely for girls,
for children with psychiatric problems and for children who had experienced neglect or sexual abuse in
their biological family.671 Staines et al.667 and Biehal et al.145,146 do not present systematic data on this issue.

Acceptability
Of the three studies, Biehal et al.145,146 was the only one to canvass children’s views of the intervention.
All three studies considered the views of staff and caregivers.

Children’s views
Using 20 purposively sampled and anonymised case studies, Biehal et al.145,146 provide qualitative evidence
of the acceptability of the intervention to young people. Two young people described the benefits of the
points and levels system integrated in MTFC-A, as both had been experiencing considerable problems in
care and at school, displaying anti-social behaviour. One boy explained how beneficial the programme was:

I thought it was quite good. It was sort of a target to reach, sort of expectation, and it was sort of
good, cos I wanted to sort of beat the expectation, sort of double it. So it was sort of a thing to
push myself.

Young male; Biehal 2012, p. 180145

Both boys interviewed felt secure and cared for in their new foster care setting and by the end of year
both were retained in the placement. The other boy stated:

They treat me nice and all that and they look after me, make sure I’ve got the right things . . . Like
they’re all kind to me.

Young male; Biehal 2012, p. 178145
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Biehal et al.145 reported that there was a sense of genuine affection demonstrated by many carers, which
can be absent in other residential care settings. One young person who had been referred for treatment
for risk-taking behaviour had initially found it hard to adapt because of the contrast of the MTFC-A
placement with previous care settings:

It was hard . . . stricter, like trying to keep in your head certain things that you have to do every day
. . . and for someone who’s just come from a house where you had to look after their parents then to
a children’s home where you just run riot basically then come into this structured programme, it was
very puzzling, difficult to get your head round, but then you get used to it (p. 182) . . . . Mary
concludes that ‘Treatment foster care was the best thing ever, I can put my hand on my heart,
if it wasn’t for TFC I would probably be in a secure unit by now.

Young woman participant; Biehal 2012, p. 183145

Some children reacted negatively to the points system during the early stages of the programme:

It’s really strict, it’s really rubbish, I had all my stuff taken off me and I have to do stupid things I would
have done anyway for points.

Young female participant; Biehal 2012, p. 195145

One child felt that the system was artificial and refused to participate, as the system would not be
introduced in a ‘normal family’. Some less successful placements were included in the case studies,
including young people with outcome scores that had showed little change or had deteriorated at
follow-up. In three of the cases that demonstrated mixed outcomes for the children, all had experienced
behavioural difficulties alongside serious emotional problems. Biehal et al.145 conclude that, in some
cases, MTFC may be less effective for young people with serious emotional problems. Although the
programme does offer therapeutic support, the main focus is on behavioural change, which may not be
the most appropriate intervention for these children. Placements that were disrupted early on, were also
less likely to lead to positive changes in the children’s outcome scores.

Caregivers’ views
The Staines et al.667 study reports high levels of success, with 77% of foster carers reporting that the
placement was going well after 12 months. Laan et al.671 reported similar satisfaction levels (79%) with
foster carers identifying the emotional support element of the counselling as the most useful.

In the study by Biehal et al.145,146 many carers found the points and levels system to be a key contributor to
the programme’s success. Typical questionnaire feedback at the 3-month follow up included:

Points and levels rewards are brilliant for her. See this on daily basis. It’s a good thing, gives a second
chance . . . Points system motivates the young person. Spending points, buying privileges brings the
desired reward for good behaviour.

Foster carer; Biehal 2012, p. 192145

A few carers felt that the programme did not suit some young people: children who did not accept that
their behaviour was a problem.

Foster carers in this study145 felt very supported, with the points and levels system creating a distance
between the carer and the sanction for poor behaviour. Responsibility for discipline was shared with the
team, and the carers were less likely to feel ultimately responsible for invoking punishment. This helped
maintain positive relationships. There was also some evidence of carers feeling less stressed because of the
‘depersonalisation of discipline’ (Carer’s view, p. 197).

Resource pressure was cited as a programme difficulty, in particular, staff shortages, which hampered delivery.
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Finding appropriate education placements was also considered extremely important by caregivers. Children
who had been excluded from school were found an environment to suit their needs, although there was
no evidence of improvement in truancy or exclusion rates by follow-up.

Factors that helped placement progress included removing the young person to a new environment in a single
placement away from antisocial influences; developing a warm and caring relationship with his/her foster carer;
and the child accepting, and being motivated to participate in, the programme. Conversely, the programme
could be hindered by the negative influence of birth families and the placement setting at follow-up.

Staff views
The research by Staines et al.667 on a therapeutic team parenting approach in an IFA found that social
workers considered resource limitations, poor planning and lengthy decision-making to have a direct
negative impact on the child.

Summary: acceptability of intensive service interventions
We have very little research intelligence about the acceptability of intensive service provision, such as
therapeutic residential care or treatment foster care, from the perspective of children and young people,
and not much more from the perspective of carers. The data from West et al.651 indicate that young
people are more aware of their behaviour and its likely triggers (and distal causes) than one might
imagine, and that training teachers to better appreciate the ways in which trauma impacts on behaviour
might help to improve social and educational outcomes for maltreated children, particularly when
combined with approaches to the curriculum and behaviour problems that minimise the adverse
consequences of externalising behaviour (school expulsion) while maximising the opportunities to develop
self-regulation and problem-solving, etc. (the Monarch Room).

The studies indicate that foster carers are able to better care for challenging children when provided with
similar support and training. Although the results of the UK study of MTFC-A145 were – at best – mixed,
the majority of young people and carers were positive about them.

The study by Cunningham et al.649 is of interest because of what it has to say about treatment
engagement, and we discuss this later.

Activity-based therapies

Five652,661,668–670 studies presented qualitative data in relation to the acceptability of the three types of
activity-based intervention: art and creative therapies, play therapies and equine-assisted therapy.

Description of studies

Study designs
All five studies were qualitative studies. The study of art therapy651 was primarily a descriptive account of a
group for children in women’s refuges, but included analyses of children’s drawings and reports of the
children’s written evaluations of their group experiences. The study of equine-assisted therapy669

incorporated participant observation, field notes and interviews (semistructured, ethnographic
conversational plus unstructured interviews). Bannister and Gallagher668 investigated the case histories of
children referred to the NSPCC. Hill670 examined case records, supplemented with 48 interviews with
parents, therapists and children. Mishna et al.661 interviewed children’s parents and professionals using
semistructured interviews at 6, 12 and 18 months following the start of treatment. Both Burgon669 and
Gilbert652 wrote from the perspective of practitioner researchers.
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Samples
Samples were extremely small: just seven children in the study by Burgon669 and six in the Bannister and
Gallagher668 study. Mishna et al.661 interviewed the parents, teachers and therapists of 11 children who
were undergoing play therapy. Hill670 examined the cases of 13 children who were seen by four therapists.
No sample size was available in the study by Gilbert.652

Setting
Bannister and Gallagher,668 Burgon669 and Hill670 conducted their studies in the UK. The studies undertaken
by Gilbert652 and Mishna et al.661 were based in North America.

Participants
The seven children in the study by Burgon669 were in foster care; they had all experienced multiple abuse
and presented with additional problems, such as school exclusion or involvement with youth justice. Those
described by Bannister and Gallagher668 were children who had, themselves, been sexually abused and
who were sexually abusing other children.

The children in the study by Gilbert652 had been exposed to domestic violence exposure, and those in the
study by Mishna et al.661 included children who had been exposed to domestic violence, plus children
who experienced serious verbal, physical and/or sexual abuse, neglect by parents or neglect prior to
international adoption by their present parents. The children in the study by Hill670 had also been subjected
to physical and/or sexual abuse and neglect.

Intervention
The length of treatment varied with each intervention and population but in three of the studies, the
therapy could last up to 2 years.661,669,670 The weekly group art therapy reported in the Gilbert652 study ran
for 8 weeks.

In the study by Bannister and Gallagher668 the treatment could last up to 8 months, although one child
withdrew from treatment after 6 weeks, and, at the time of the study, some children were still
receiving treatment.

Two interventions were based around creative activity.652,668 The play therapy interventions described in the
studies by Hill670 and Mishna et al.661 also involved parents. Burgon669 helped to deliver an equine-assisted
therapeutic intervention.

The intervention in the Bannister and Gallagher668 study drew on art, play and drama therapy techniques,
and included an educative–behavioural intervention to treat offending behaviour; carers were involved as
much as possible in the treatment. Two of the six children were seen for 3 months, purely for assessment,
but the authors regarded assessment as intrinsically therapeutic.

Acceptability
None of these five652,661,668–670 studies has anything relevant to say about treatment engagement or
completion. Hill670 notes that ‘gate-keeping’ was an issue when trying to access children’s views in his
research and feels that children’s voices were not adequately represented.

Children’s views
The ethnographic study of equine-assisted therapy by Burgon669 presented some data on children’s
experiences of this therapeutic approach. Working as practitioner–observer, Burgon669 identified some
positive feedback from the seven children with whom she worked, interpreting these experiences as
empowering for them. One young person expressed this as follows: ‘[the horse] kind of made me feel like,
you know, I’m the queen of the world kind of thing because I was higher up’669 (p .171). Another child
described how she learnt to deal with feelings of anger because she knew that she had to be calm around
the horses in case she frightened them. Two other participants demonstrated how trying something new
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had helped them explore new opportunities with the confidence that they had gained from riding horses.
These young people had gone on to begin training in an equine-related career.

Using written feedback from the final meeting of an art therapy group housed in a women’s refuge,
Gilbert652 gives positive examples of some children’s experiences, but the data are sparse and it is difficult
to draw any conclusions about either acceptability or effectiveness for this group of children who had
witnesses domestic violence. She notes that the children raised multiple issues of concern through the
weekly art tasks, suggesting that the children were comfortable about doing this and that such group
work might provide a fruitful platform for therapeutic work. Unfortunately, this was not the purpose of
the group, and no information is provided that addresses the group’s effectiveness, which Gilbert652

acknowledges as a significant gap.

Bannister and Gallagher668 report mostly positive views of the intervention but one child had found it
difficult to discuss the abuse and felt that the intervention had not helped their own abuse to stop.

Caregivers’ views
The art therapy for child witnesses of domestic violence was timed to coincide with their mothers
attending a therapy session (which meant that babysitters were not required). From a practical point of
view, carers thought that this was helpful.651

Hill’s670 study of parent–therapist interactions highlighted the importance of therapists thinking carefully
about the parents’ needs, when and how it is appropriate to involve them in therapy, and when not, and
the skills required to do so effectively. One parent described how betrayed she felt following the sexual
abuse of her child, and how this had impacted negatively on her trust of all professionals. The ability to
follow the parent’s lead at the start of the therapy was identified as important by one therapist, and Hill670

refers to this as ‘interactional expertise’ – valuing the expertise of others and combining it with professional
expertise. It is also clear from Hill’s paper670 that parents also needed to be ‘taught’ how to engage with
therapy and to recognise that they were part of the therapeutic process too.

Tensions were clear in the study by Mishna et al.,661 who reported that it took parents some time to
develop a relationship with the play therapists working with their children, typically around 1 year. The
parents in this study661 had a history of school failure, and were reluctant to engage with parent/teacher
consultations; building a relationship with therapists who were school based was considered important in
re-engaging the parents in a relationship with the school community.

In the study by Bannister and Gallagher,668 caregivers observed improved behaviour, but this was not
sustained in all cases. No acceptability data per se were obtained from carers or children.

Staff views
Burgon669 described positive interactions with young people using horses as a means of initially communicating
with them, with a shared goal of riding the horse safely and with enjoyment. She documented the growing
confidence of the young people, who were very withdrawn at the start of the therapy, arguing that the
children developed empathy and a strong bond with the animals with which they were involved.

The therapist delivering the art therapy intervention in the study by Gilbert652 expressed frustration about
the fluctuating membership of her group, with only two children regularly attending the group over an
8-week period. This is perhaps because it was an add-on intervention that was timed to coincide with the
maternal therapy group.

The therapists in Hill’s670 study viewed parents as generally supportive, but in need of advice and support in
how to deal with the complex difficulties that are associated with sexual abuse. Feelings of guilt and blame
are common in parents of sexually abused children, and the therapists in this study670 described how they
worked to develop parent confidence in their own parenting skills. Only three fathers were involved in this
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study,670 but the therapists interviewed described how they took a proactive approach in involving them in
their child’s therapy.

Therapists in the study by Mishna et al.661 identified some practical considerations. Staff agreed that delivering
the play therapy intervention within a school setting facilitated the development of rapport with teachers and
school administration staff, which was felt to be important to facilitate treatment. Further work was required
to develop relationships with parents. During the first year, therapists reported difficulties with parents, which
might be attributable to feelings of mistrust and guilt (e.g. as described by Hill670) or reluctance to deal with
the school environment. Therapists describe how learning to engage and build trust with the parent ‘typically
took up to a full year before regular contact and a degree of trust was established’ (p. 79).661 There was also
evidence of relationship strain between therapists and the teaching staff, which took time to resolve.
Teachers valued therapist input into classroom behaviour management and also appreciated knowing more
about the child’s family life. More experienced therapists were able to develop a more effective relationship
with teaching staff, which, in turn, helped teachers to develop some empathy for the child’s family situation.

Summary: acceptability of activity-based interventions
There are surprisingly few studies of the acceptability of this group of interventions, which, almost by
definition, are designed to be attractive to children and young people. Possibly their acceptability is taken for
granted. No study of the effectiveness of these interventions incorporated any data that were relevant to any
dimension of acceptability, and the evidence base is also rather weak (see Chapter 4). The limited data
available within these five studies (Table 25) suggest that children are amenable to engaging in these types
of therapy (although we know nothing about those who decline). The most helpful data relate to the
important issue of how therapists relate to parents about their involvement in their child’s therapy,
emphasising the importance of establishing rapport and being inclusive rather than exclusive about the
content of therapy. The study by Mishna et al.661 raises the possibility about the potential use of schools as
settings for therapy, but no more than this. It does remind one of how difficult it can be for parents, who
may themselves have had difficult experiences with education, to find liaison with teachers. Given the impact
of maltreatment on children’s educational progress, this is an important issue that is too rarely addressed.

Studies of general relevance

Three653–655 studies focused on issues relating to children and families receiving a range of services (Table 26).

Description of studies

Study design
All three653–655 studies analysed factors associated with treatment engagement and completion.

Sample sizes
Kolverola et al.653 analysed the records of 118 children and their caregivers.

Risser and Schewe655 collected data on 1365 children (and their caregivers) for whom services were sought
from one of 12 sites between 2001 and 2010.

Murphy et al.654 used data on 928 youth from the National Child Traumatic Stress Network (NCTNS) Core
Data Set (CDS).

Participants included children from birth to age 21 years who received assessment and treatment services
from one of 56 community sites between 2004 and 2010.

Location
All of the interventions were USA based.

ACCEPTABILITY

NIHR Journals Library www.journalslibrary.nihr.ac.uk

292
164



TA
BL

E
25

A
cc

ep
ta

bi
lit

y
of

ac
ti

vi
ty

-b
as

ed
in

te
rv

en
ti

on
s

St
ud

y
an

d
lo

ca
ti

on
PI

CO
Sa

m
pl

e
si

ze
;

re
sp

on
se

ra
te

D
at

a
co

lle
ct

io
n

–
ac

ce
pt

ab
ili

ty
A

na
ly

si
s

Fi
nd

in
gs

Ba
nn

ist
er

19
96

66
8

U
K

P
M

al
tr

ea
te

d
ch

ild
re

n
se

xu
al

ly
of

fe
nd

in
g

ag
ai

ns
to

th
er

ch
ild

re
n;

ag
ed

11
–1

2
ye

ar
s;

17
%

fe
m

al
e;

83
%

C
au

ca
sia

n

I
C

re
at

iv
e

th
er

ap
y

in
te

rv
en

tio
n

(a
rt

,
pl

ay
,d

ra
m

a
th

er
ap

y
te

ch
ni

qu
es

)w
ith

ed
uc

at
iv

e/
be

ha
vi

ou
ra

li
nt

er
ve

nt
io

n
to

tr
ea

to
ff

en
di

ng
be

ha
vi

ou
r;

tr
ea

tm
en

t
la

st
ed

up
to

8
m

on
th

s

C
N

/A

O
N

/A

N
=

6;
n

=
1

ch
ild

re
fu

se
d

tr
ea

tm
en

t
af

te
r6

w
ee

ks

Pr
e-

an
d

po
st

-t
re

at
m

en
t

in
te

rv
ie

w
s

w
ith

so
ci

al
w

or
ke

r,
ca

re
ra

nd
ch

ild

Ch
ild

re
n’

s
vi

ew
s

Fi
ve

ch
ild

re
n

vi
ew

ed
th

e
in

te
rv

en
tio

n
po

sit
iv

el
y

M
os

tf
el

tt
re

at
m

en
tl

en
gt

h
w

as
‘O

K’

Th
ey

en
jo

ye
d

th
e

cr
ea

tiv
e

el
em

en
ts

an
d

vi
de

ot
ap

in
g

th
ei

rp
ro

gr
es

s

O
ne

ch
ild

fo
un

d
it

di
ff

ic
ul

tt
o

ta
lk

ab
ou

ta
bu

se
,

th
e

tr
ea

tm
en

tf
ai

le
d

to
st

op
th

ei
rc

on
tin

ue
d

ab
us

e
an

d
m

or
e

he
lp

w
as

ne
ed

ed

Ca
re

rs
’v

ie
w

s

Tw
o

ca
re

rs
fe

lt
th

e
tr

ea
tm

en
tw

as
to

o
sh

or
t

A
ll

ob
se

rv
ed

th
at

th
e

ch
ild

re
n

w
er

e
ca

lm
er

/le
ss

ag
gr

es
siv

e
bu

tt
hi

s
w

as
no

ts
us

ta
in

ed
in

al
lc

as
es

.
A

lso
re

po
rt

ed
a

de
cr

ea
se

or
ce

ss
at

io
n

in
se

xu
al

ise
d

be
ha

vi
ou

r

Th
er

e
w

as
no

fo
llo

w
-u

p
in

cl
ud

ed
in

th
e

de
sig

n
bu

ts
om

e
pr

og
re

ss
w

as
ob

se
rv

ed
in

tw
o

ch
ild

re
n,

ov
er

tim
e,

w
ho

ha
d

re
ce

iv
ed

bo
th

cr
ea

tiv
e

an
d

be
ha

vi
ou

ra
la

sp
ec

ts
of

tr
ea

tm
en

t.
O

ne
ch

ild
w

as
in

ve
st

ig
at

ed
fo

rs
ex

ua
lly

ab
us

iv
e

be
ha

vi
ou

rd
ur

in
g

tr
ea

tm
en

ta
nd

fo
rv

io
le

nt
be

ha
vi

ou
rp

os
t

tr
ea

tm
en

t

co
nt

in
ue

d

DOI: 10.3310/hta20690 HEALTH TECHNOLOGY ASSESSMENT 2016 VOL. 20 NO. 69

© Queen’s Printer and Controller of HMSO 2016. This work was produced by Macdonald et al. under the terms of a commissioning contract issued by the Secretary of State for
Health. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in professional journals
provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be
addressed to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House, University of Southampton Science
Park, Southampton SO16 7NS, UK.

293
165



TA
BL

E
25

A
cc

ep
ta

bi
lit

y
of

ac
ti

vi
ty

-b
as

ed
in

te
rv

en
ti

on
s

(c
on

ti
nu

ed
)

St
ud

y
an

d
lo

ca
ti

on
PI

CO
Sa

m
pl

e
si

ze
;

re
sp

on
se

ra
te

D
at

a
co

lle
ct

io
n

–
ac

ce
pt

ab
ili

ty
A

na
ly

si
s

Fi
nd

in
gs

Bu
rg

on
20

11
66

9

U
K

P
M

al
tr

ea
te

d
ch

ild
re

n
in

fo
st

er
an

d
re

sid
en

tia
lc

ar
e;

71
%

fe
m

al
e

I
1–

3
ho

ur
s

of
eq

ui
ne

-a
ss

ist
ed

le
ar

ni
ng

an
d

th
er

ap
y/

th
er

ap
eu

tic
ho

rs
em

an
sh

ip
;w

ee
kl

y,
fo

rt
ni

gh
tly

or
in

te
rm

itt
en

tly
ov

er
2

ye
ar

s

C
N

/A

O
N

/A

A
ge

nc
y

re
fe

rr
ed

,
n

=
7

Q
ua

lit
at

iv
e

in
te

rv
ie

w
s,

fie
ld

no
te

ob
se

rv
at

io
ns

Q
ua

lit
at

iv
e,

pa
rt

ic
ip

at
iv

e
an

d
re

fle
xi

ve
et

hn
og

ra
ph

y;
th

em
at

ic
an

al
ys

is

M
ot

iv
at

io
n

to
w

or
k

w
ith

ho
rs

es
le

d
to

:

l
co

nf
id

en
ce

bu
ild

in
g

l
se

lf-
es

te
em

l
se

lf-
m

as
te

ry
l

em
pa

th
y

l
ne

w
op

po
rt

un
iti

es

G
ilb

er
t1

98
865

2

U
SA

P
C

hi
ld

re
n

ag
ed

2–
14

ye
ar

s,
w

ho
ha

d
w

itn
es

se
d

or
be

en
vi

ct
im

s
of

fa
m

ily
vi

ol
en

ce

I
8

×
Ih

ou
rw

ee
kl

y
be

ha
vi

ou
ra

l
gr

ou
p

th
er

ap
y,

de
liv

er
ed

in
a

w
om

en
’s

re
fu

ge

C
N

/A

O
N

/A

G
ro

up
at

te
nd

an
ce

ra
ng

ed
fr

om
tw

o
to

six
ch

ild
re

n
(a

ve
ra

ge
at

te
nd

an
ce

n
=

4)

A
rt

qu
al

ita
tiv

e
fe

ed
ba

ck
Th

e
ch

ild
re

n
w

er
e

fo
un

d
to

pr
oc

es
s

a
nu

m
be

ro
f

th
ei

rc
on

ce
rn

s
th

ro
ug

h
th

e
m

od
al

ity
of

ar
t

Be
ha

vi
ou

ra
la

pp
ro

ac
he

s
an

d
de

ve
lo

pm
en

ta
la

nd
cu

ra
tiv

e
fa

ct
or

s
pr

ov
id

ed
th

e
th

er
ap

ist
w

ith
m

ec
ha

ni
sm

s
fo

rs
tr

uc
tu

re
an

d
ro

le

Po
sit

iv
e

gr
ou

p
ev

al
ua

tio
ns

w
er

e
re

ce
iv

ed
fr

om
th

e
ch

ild
re

n,
th

e
th

er
ap

ist
,t

he
sh

el
te

rd
ire

ct
or

an
d

th
e

pa
re

nt
s

H
ill

20
09

67
0

U
K

P
Ph

ys
ic

al
ly

an
d

se
xu

al
ly

ab
us

ed
ch

ild
re

n
ag

ed
2–

17
ye

ar
s;

46
%

fe
m

al
e

I
In

di
vi

du
al

pl
ay

th
er

ap
y

w
ith

ch
ild

re
n;

in
di

vi
du

al
se

ss
io

ns
w

ith
pa

re
nt

s,
jo

in
ts

es
sio

ns
w

ith
pa

re
nt

s
an

d
ch

ild
re

n:
pa

re
nt

pe
er

su
pp

or
t

gr
ou

p,
in

di
vi

du
al

pa
re

nt
su

pp
or

t;
va

rie
ty

of
m

od
el

s
ra

ng
in

g
fr

om
6

w
ee

ks
to

2
ye

ar
s

C
N

/A

O
N

/A

13
fa

m
ili

es
:

M
ot

he
rs

,n
=

12

Fa
th

er
s/

st
ep

fa
th

er
s,

n
=

4

C
hi

ld
re

n,
n

=
28

Q
ua

lit
at

iv
e

ca
se

st
ud

y
of

13
ca

se
s

co
m

pr
isi

ng
in

-d
ep

th
in

te
rv

ie
w

s
w

ith
th

er
ap

ist
s

(n
=

27
),

pa
re

nt
s

(n
=

18
)a

nd
ch

ild
re

n
(n

=
3)

;p
lu

s
ex

am
in

at
io

n
of

ca
se

fil
es

Th
em

at
ic

an
al

ys
is

‘In
te

ra
ct

io
na

le
xp

er
tis

e’
in

vo
lv

es
va

lu
in

g
th

e
ex

pe
rt

ise
of

ot
he

rs
(e

.g
.f

am
ily

m
em

be
r)

an
d

co
m

bi
ni

ng
it

w
ith

on
e’

s
pr

of
es

sio
na

le
xp

er
tis

e

It
is

im
po

rt
an

t,
pa

rt
ic

ul
ar

ly
in

bu
ild

in
g

tr
us

t,
to

ne
go

tia
te

pa
re

nt
al

gu
ilt

an
d

se
ns

iti
vi

ty
to

po
te

nt
ia

lb
la

m
e,

en
ab

lin
g

re
lu

ct
an

tp
ar

en
ts

to
be

co
m

e
in

vo
lv

ed
,a

nd
in

vo
lv

in
g

fa
th

er
s

ACCEPTABILITY

NIHR Journals Library www.journalslibrary.nihr.ac.uk

294
166



St
ud

y
an

d
lo

ca
ti

on
PI

CO
Sa

m
pl

e
si

ze
;

re
sp

on
se

ra
te

D
at

a
co

lle
ct

io
n

–
ac

ce
pt

ab
ili

ty
A

na
ly

si
s

Fi
nd

in
gs

M
ish

na
20

12
66

1

C
an

ad
a

P
Ph

ys
ic

al
ly

or
se

xu
al

ly
ab

us
ed

/
ne

gl
ec

te
d

ch
ild

re
n

pl
us

th
os

e
w

ho
w

itn
es

se
d

do
m

es
tic

vi
ol

en
ce

;a
ge

4–
10

ye
ar

s;
27

%
fe

m
al

e

I
Sc

ho
ol

-b
as

ed
ec

ol
og

ic
al

tr
ea

tm
en

t–
in

de
pe

nd
en

tp
la

y
th

er
ap

y
2–

3
tim

es
w

ee
kl

y,
1

ho
ur

of
th

er
ap

ist
tim

e
w

ith
pa

re
nt

s
an

d
te

ac
he

rs
ov

er
18

–2
4

m
on

th
s

C
N

/A

O
N

/A

n
=

11
63

in
te

rv
ie

w
s

w
er

e
co

nd
uc

te
d

at
6,

12
an

d
18

m
on

th
s

w
ith

pa
re

nt
s,

te
ac

he
rs

an
d

th
er

ap
ist

s

G
ro

un
de

d
th

eo
ry

ap
pr

oa
ch

Sc
ho

ol
lo

ca
tio

n
vi

ew
ed

po
sit

iv
el

y
by

al
l:

ea
sy

to
at

te
nd

;c
ou

ld
vi

ew
ch

ild
in

co
nt

ex
t

So
m

e
te

ns
io

ns
re

po
rt

ed
be

tw
ee

n
th

er
ap

ist
s,

te
ac

he
rs

an
d

pa
re

nt
s,

w
hi

ch
re

qu
ire

d
re

so
lu

tio
n,

w
hi

ch
to

ok
up

to
1

ye
ar

Pr
op

os
ed

gu
id

el
in

es
fo

rb
es

tp
ra

ct
ic

e

N
/A

,n
ot

ap
pl

ic
ab

le
;P

IC
O

,p
ar

tic
ip

an
ts

,i
nt

er
ve

nt
io

n,
ou

tc
om

es
,c

om
pa

ris
on

s.

DOI: 10.3310/hta20690 HEALTH TECHNOLOGY ASSESSMENT 2016 VOL. 20 NO. 69

© Queen’s Printer and Controller of HMSO 2016. This work was produced by Macdonald et al. under the terms of a commissioning contract issued by the Secretary of State for
Health. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in professional journals
provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be
addressed to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House, University of Southampton Science
Park, Southampton SO16 7NS, UK.

295
167



TA
BL

E
26

G
en

er
al

st
ud

ie
s

St
ud

y/
lo

ca
ti

on
In

te
rv

en
ti

on
;p

op
ul

at
io

n
Sa

m
pl

e
si

ze
;

re
sp

on
se

ra
te

D
at

a
co

lle
ct

io
n

–
ac

ce
pt

ab
ili

ty
A

na
ly

si
s

m
et

ho
d

Q
ua

lit
at

iv
e

fi
nd

in
gs

M
ur

ph
y

20
14

65
4

U
SA

P
Ph

ys
ic

al
an

d
se

xu
al

ab
us

e;
m

ea
n

ag
e

12
.1

ye
ar

s;
57

%
fe

m
al

e;
58

%
w

hi
te

,1
9%

bl
ac

k;
24

%
ot

he
r

m
in

or
ity

or
m

ul
tir

ac
ia

lb
ac

kg
ro

un
d;

41
%

w
er

e
of

H
isp

an
ic

or
La

tin
A

m
er

ic
an

he
rit

ag
e

I
C

om
m

un
ity

tr
ea

tm
en

tc
en

tr
es

ac
ro

ss
U

SA
,s

pe
ci

al
isi

ng
in

ch
ild

ho
od

tr
au

m
a,

pr
ov

id
in

g
EB

Ts

C
N

/A

O
N

/A

n
=

92
8

Ex
am

in
ed

th
e

di
re

ct
an

d
in

di
re

ct
as

so
ci

at
io

ns
am

on
g

ph
ys

ic
al

an
d

se
xu

al
tr

au
m

a,
ch

ild
PT

SD
sy

m
pt

om
at

ol
og

y
(P

TS
D

-R
I75

0 )a
nd

tr
ea

tm
en

t
co

m
pl

et
io

n
co

nt
ro

lli
ng

fo
r

de
m

og
ra

ph
ic

va
ria

bl
es

an
d

tr
ea

tm
en

ts
ite

M
ed

ia
tio

n
an

al
ys

es
;l

in
ea

r
an

d
lo

gi
st

ic
re

gr
es

sio
n

m
od

el
lin

g

M
al

tr
ea

tm
en

tn
ot

di
re

ct
ly

re
la

te
d

to
th

e
tr

ea
tm

en
tc

om
pl

et
io

n

In
di

re
ct

as
so

ci
at

io
ns

l
ph

ys
ic

al
tr

au
m

a
as

so
ci

at
ed

w
ith

hy
pe

ra
ro

us
al

,b
ut

hy
pe

ra
ro

us
al

di
d

no
t

pr
ed

ic
tt

re
at

m
en

tc
om

pl
et

io
n

l
se

xu
al

tr
au

m
a

sig
ni

fic
an

tly
as

so
ci

at
ed

w
ith

hi
gh

er
av

oi
da

nc
e

(in
tu

rn
,

as
so

ci
at

ed
w

ith
lo

w
er

lik
el

ih
oo

d
of

tr
ea

tm
en

tc
om

pl
et

io
n)

l
se

xu
al

tr
au

m
a

sig
ni

fic
an

tly
as

so
ci

at
ed

w
ith

ov
er

al
lP

TS
D

sy
m

pt
om

s
(in

tu
rn

,
as

so
ci

at
ed

w
ith

tr
ea

tm
en

tc
om

pl
et

io
n

at
a

m
ar

gi
na

lly
sig

ni
fic

an
tl

ev
el

Ri
ss

er
20

13
65

5

U
SA

P
C

hi
ld

re
n

ag
ed

1–
11

(M
=

3.
82

)
ye

ar
s,

ex
po

se
d

to
do

m
es

tic
vi

ol
en

ce
an

d/
or

ch
ild

ab
us

e;
54

%
m

al
e;

51
%

w
hi

te
,1

5.
9%

bl
ac

k,
15

.4
%

H
isp

an
ic

,1
6.

1%
bi

ra
ci

al
,0

.8
%

N
at

iv
e

A
m

er
ic

an
;0

.8
%

A
sia

n
A

m
er

ic
an

,0
.3

%
ot

he
r

I
In

di
vi

du
al

/fa
m

ily
an

d
m

ul
tim

od
al

th
er

ap
y

an
d

ps
yc

ho
ed

uc
at

io
n;

se
rv

ic
e

le
ng

th
ra

ng
ed

fr
om

0
to

55
(M

6.
3,

SD
5.

4)
m

on
th

s

C
N

/A

O
N

/A

n
=

52
9

tr
ea

tm
en

t
co

m
pl

et
er

s
Ba

ck
gr

ou
nd

In
fo

rm
at

io
n

(B
I)

C
om

pl
et

io
n

of
Se

rv
ic

es
fo

rm
(C

SF
)

C
BC

L34
9

PS
I36

7

A
N

O
VA

,M
A

N
O

VA
an

d
re

gr
es

sio
n

an
al

ys
is

C
hi

ld
em

ot
io

na
la

nd
be

ha
vi

ou
ra

lp
ro

bl
em

s,
ge

ne
ra

lp
ar

en
ts

tr
es

s
an

d
in

co
m

e
no

t
co

rr
el

at
ed

w
ith

tr
ea

tm
en

te
ng

ag
em

en
t

Ty
pe

of
vi

ol
en

ce
ex

po
su

re
,p

ar
en

t–
ch

ild
st

re
ss

an
d

ra
ce

di
ff

er
ed

by
ca

te
go

ry
of

tr
ea

tm
en

te
ng

ag
em

en
t

C
hi

ld
re

n
ex

po
se

d
to

bo
th

do
m

es
tic

vi
ol

en
ce

an
d

ch
ild

ab
us

e
de

m
on

st
ra

te
d

hi
gh

er
ra

te
s

of
tr

ea
tm

en
tc

om
pl

et
io

n
an

d
at

te
nd

ed
m

or
e

se
ss

io
ns

th
an

ch
ild

re
n

ex
po

se
d

to
ei

th
er

do
m

es
tic

vi
ol

en
ce

or
ch

ild
ab

us
e

C
ar

eg
iv

er
s

w
ith

hi
gh

er
le

ve
ls

of
pa

re
nt

–c
hi

ld
st

re
ss

w
er

e
m

or
e

lik
el

y
to

en
ga

ge
in

tr
ea

tm
en

t

W
hi

te
ch

ild
re

n
in

th
e

fu
ll

sa
m

pl
e

co
m

pl
et

ed
tr

ea
tm

en
ta

th
ig

he
rr

at
es

th
an

m
in

or
ity

ch
ild

re
n

ACCEPTABILITY

NIHR Journals Library www.journalslibrary.nihr.ac.uk

296
168



St
ud

y/
lo

ca
ti

on
In

te
rv

en
ti

on
;p

op
ul

at
io

n
Sa

m
pl

e
si

ze
;

re
sp

on
se

ra
te

D
at

a
co

lle
ct

io
n

–
ac

ce
pt

ab
ili

ty
A

na
ly

si
s

m
et

ho
d

Q
ua

lit
at

iv
e

fi
nd

in
gs

Ko
ve

ro
la

20
07

65
3

U
SA

Ec
le

ct
ic

–
in

di
vi

du
al

an
d

gr
ou

p
bo

th
ch

ild
an

d
ca

re
gi

ve
ra

nd
FT

(in
cl

ud
in

g
sib

lin
gs

,s
po

us
es

an
d

gr
an

dp
ar

en
ts

)

P
Ph

ys
ic

al
,s

ex
ua

la
bu

se
an

d
ne

gl
ec

t
(4

1.
5%

al
so

w
itn

es
se

d
do

m
es

tic
vi

ol
en

ce
);

m
ea

n
ag

e
9.

6
(S

D
3.

76
)

ye
ar

s;
44

.2
%

fe
m

al
e;

73
%

A
fr

ic
an

A
m

er
ic

an
,2

4%
C

au
ca

sia
n;

1%
H

isp
an

ic

I
Pa

ed
ia

tr
ic

ou
tp

at
ie

nt
m

en
ta

lh
ea

lth
cl

in
ic

C
N

/A

O
Tr

ea
tm

en
te

ng
ag

em
en

t

n
=

11
8

W
ith

dr
aw

al
m

et
ric

s

C
hi

ld
re

n:

l
TO

N
I-3

75
1

l
C

BC
L29

4

l
C

RO
PS

75
2

l
PR

O
PS

75
3

C
ar

eg
iv

er
s:

l
PS

I36
7

l
ES

I(
H

al
l,

un
pu

bl
ish

ed
)

l
BS

I75
4

l
SS

Q
75

5

Th
re

e
tr

ea
tm

en
tg

ro
up

s
id

en
tif

ie
d:

l
no

n-
en

ga
ge

rs
(2

0%
),

at
tr

ite
rs

(1
6%

),
co

m
pl

ie
rs

(6
4%

)
l

no
di

ff
er

en
ce

in
ch

ild
re

n’
s

ra
ce

or
ge

nd
er

or
ca

re
gi

ve
rs

’g
en

de
rb

y
tr

ea
tm

en
ta

tt
rit

io
n

ty
pe

,o
rr

ef
er

ra
l

so
ur

ce
l

no
n-

en
ga

ge
rs

w
er

e
ol

de
rt

ha
n

at
tr

ite
rs

or
co

m
pl

ie
rs

A
tt

rit
er

s
w

er
e

m
or

e
lik

el
y

to
liv

e
w

ith
th

ei
r

fa
m

ily
of

or
ig

in

Ve
ry

fe
w

di
ff

er
en

ce
s

in
ca

re
gi

ve
rs

w
er

e
ob

se
rv

ed
,b

ut
ca

re
gi

ve
rs

re
po

rt
in

g
hi

gh
ch

ild
-r

el
at

ed
pa

re
nt

al
di

st
re

ss
an

d
hi

gh
ps

yc
ho

lo
gi

ca
ld

ist
re

ss
w

er
e

le
as

tl
ik

el
y

to
en

ga
ge

in
tr

ea
tm

en
t

Fa
m

ili
es

re
ce

iv
in

g
m

ul
tim

od
al

tr
ea

tm
en

t
co

m
pa

re
d

w
ith

in
di

vi
du

al
/fa

m
ily

-o
nl

y
tr

ea
tm

en
tw

er
e

m
or

e
lik

el
y

to
co

m
pl

y

C
om

pr
eh

en
siv

e
st

ud
y

de
sig

n
an

d
da

ta
co

lle
ct

io
n

m
et

ho
do

lo
gy

M
ea

su
re

s
us

ed
ha

d
ev

id
en

ce
of

re
lia

bi
lit

y
an

d
va

lid
ity

In
te

rv
en

tio
ns

cl
ea

rly
de

sc
rib

ed
al

th
ou

gh
th

e
ec

le
ct

ic
na

tu
re

of
th

e
IT

m
ak

es
re

su
lts

hi
nd

er
s

ge
ne

ra
lis

at
io

ns

D
at

a
an

al
ys

is
w

as
ap

pr
op

ria
te

an
d

cl
ea

rly
pr

es
en

te
d

A
N

O
VA

,a
na

ly
sis

of
va

ria
nc

e;
C

SF
,C

om
pl

et
io

n
of

Se
rv

ic
es

Fo
rm

;E
BT

,e
vi

de
nc

e-
ba

se
d

tr
ea

tm
en

t;
N

/A
,n

ot
ap

pl
ic

ab
le

;S
SQ

,S
oc

ia
lS

up
po

rt
Q

ue
st

io
nn

ai
re

.

DOI: 10.3310/hta20690 HEALTH TECHNOLOGY ASSESSMENT 2016 VOL. 20 NO. 69

© Queen’s Printer and Controller of HMSO 2016. This work was produced by Macdonald et al. under the terms of a commissioning contract issued by the Secretary of State for
Health. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in professional journals
provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be
addressed to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House, University of Southampton Science
Park, Southampton SO16 7NS, UK.

297
169



Participants
The participants in the study by Murphy et al.654 had suffered physical as well as sexual abuse. In the
Koverola et al.653 study the children had been referred to outpatients with a history of intrafamilial
violence, and those in the Risser and Schewe655 study had been exposed to violence, including domestic
violence. Ethnicity was reported in all studies, with the majority being white American.

Intervention
Intervention type varied from individual therapy, group therapy and FT653,655 to evidence-based mental
health services for trauma-exposed children.654

Acceptability
Quantitative analysis was undertaken to examine the direct and indirect associations among physical and
sexual trauma, child PTSD symptomology and treatment completion in Murphy et al.654 The data reported
in the study by Koverola et al.653 were collected through an archival chart review process. Data contained
in the charts were drawn from comprehensive assessment protocols completed by the child and his/her
primary caregiver, referral forms, progress notes and discharge summaries. Risser and Schewe655 examined
factors associated with treatment engagement and child outcome. No data are available on children’s views.

Characteristics of treatment completers
Murphy et al.654 concluded that neither physical nor sexual trauma was directly related to the probability of
treatment completion. Indirect associations were found: physical trauma was associated with hyperarousal,
but hyperarousal did not predict treatment completion. Sexual trauma was significantly associated with
higher avoidance symptoms, which, in turn, were associated with lower likelihood of treatment
completion. Sexual trauma was also associated significantly with overall PTSD symptoms, which, in turn,
were associated with treatment completion at a marginally significant level.

In the study by Risser and Schewe,655 children were categorised into groups based on whether or not they
attended any therapy session after the intake, terminated prematurely from therapy or completed
treatment. Results demonstrated that child emotional and behavioural problems at intake, general parent
stress and income did not differ by treatment engagement. Type of violence exposure, parent–child stress
and race differed by category of treatment engagement. Children exposed to both domestic violence and
child abuse demonstrated higher rates of treatment completion and attended more sessions than children
exposed to either domestic violence or child abuse. Caregivers with higher levels of parent–child stress
were more likely to engage in treatment. White children in the full sample completed treatment at higher
rates than minority children.

Koverola et al.653 found no differences in children’s race, gender or caregivers’ gender by treatment
attrition type; 60.5% of the sample were legally mandated to participate in treatment, but whether
treatment was court mandated or voluntary was not associated with a likelihood of engaging in, or
completing, treatment [�2(2) = 0.1; p = 0.95].

There were some baseline differences in compliers, dropouts and non-engagers in Koverola et al.653

The mean age in the three groups was significantly different [F(2,116) = 4.0; p = 0.02]. Non-engagers were
older than both attriters and compliers (M = 11.1, 9.5 and 8.0 years). Attriters were more likely to be in
the family of origin than non-engagers or compliers. Families referred for child abuse in this study were
also more likely to comply with treatment than those who were referred for domestic violence (67% vs.
33%, respectively) [�2(2) = 5.6; p = 0.06]. There were very few differences found among caregivers of
attriters, completers and non-engagers. Caregivers’ self-reports revealed that caregivers of completers do
not experience significantly higher levels of social support and daily stress than caregivers of attriters or
non-engagers (F = 0.5; p = 0.63; F = 0.7; p = 0.52). In addition, they do not report higher levels of
internalising or externalising behaviour problems or post-traumatic symptoms in their children (F = 0.5;
p = 0.59; F = 2.9; p = 0.05; F = 1.8; p = 0.17). Differences were found in relation to psychological distress
and parental distress. Caregivers reporting high child-related parental distress [F(2,32) = 3.9; p = 0.03] and
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high psychological distress [F(2,70) = 3.3; p = 0.04) were least likely to engage in treatment. No differences
were found with regard to children’s self-report of post-traumatic symptoms or cognitive functioning
(F = 0.3; p = 0.71; F = 0.7; p = 0.49). When treatment modality was examined, findings revealed that
families were more likely to complete treatment successfully if they received multimodal treatment relative
to individual or family-only treatment [�2(2) = 7.6; p = 0.01].

Caregivers’ views
The majority of the mothers interviewed by Koverola et al.653 were reluctant to discuss the abuse because
of fear that it had not happened. Some also felt vulnerable because of how therapists perceived their
reactions – they either felt overprotective or too careless that abuse had happened. Most expressed
positive opinions about treatment and felt that they understood their children better, had new ideas about
possible solutions and valued the contributions made by the team.

Staff views
Conflicts associated with alleged abuse had been reduced in n = 20 cases in the study by Koverola et al.653

Alleged perpetrators who had engaged in therapy expressed relief being able to talk about it in a
non-judgemental setting. Those who did not view the intervention positively felt that mothers had formed
a coalition with the therapist.

Summary
We consider the relevance of these data in the concluding section of this chapter.

Summary: key messages about acceptability

Insofar as the evidence permits, we have summarised data on the acceptability of particular kinds of
treatment above. In this final section, we consider overall messages from the evidence presented above.

What the studies said
The included studies approached acceptability in a number of ways. Some framed it in terms of client
satisfaction, often using questionnaires that required respondents (usually caregivers) to answer by scoring
statements on a Likert scale, representing views from ‘not at all (satisfied)’ to ‘completely (satisfied)’.
Typically, they covered issues such as the respondent’s relationship with the therapist, the perceived
relevance of the therapy and the perceived helpfulness of the therapy and therapist. But, of course, this
measures acceptability only for those who accept services. Findings from these studies tell us nothing
about how acceptable a service or therapy is to those who have not taken up the offer. Did they not
accept help because the help on offer was not something they saw as relevant, or otherwise acceptable to
them? Or was it for other reasons, such as an inability to travel to the service, to secure time off work or
because someone else stopped them attending? Few studies have investigated the reasons why maltreated
children and their carers decline services.

Engaging with therapy is often deemed to be an implicit marker of acceptability, and dropping out of
therapy an implicit marker of dissatisfaction or unacceptability. Again, without asking them, one cannot be
sure why people drop out of therapy or other kinds of help, and relatively few studies present such
information, if indeed they obtained it. Furthermore, engagement [and disengagement (or ‘dropout’)] are
defined in different ways. Often, in the studies we reviewed, researchers excluded from the final analyses all
of those who did not receive a certain ‘dose’ of therapy. Although this might make sense from the point of
view of assessing impact, it leaves unanswered questions about why some people complete therapy and
others leave early. Is it because the therapy is not helping, or is it because the client feels better and in no
further need of help? Or is it for reasons unconnected with the therapy? And do those who drop out of this
therapy continue without further support or do they seek it, and accept it, elsewhere?
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In controlled studies of the effectiveness of psychosocial interventions, concerns about group equivalence is
often the driving force behind those that document reasons for dropout. Researchers are concerned to
identify any evidence of differential dropout between the intervention and comparison groups, and any
evidence to suggest that the reasons for dropout are attributable to factors associated with a particular
intervention or study arm, both of which might confound the results of the study. Rarely, however, do the
lists of reasons include attitudes towards the therapy. Rather, they concentrate on factors such as moving
placement, lost contact, refusal, all of which – from the point of view of acceptability – raise more
questions than they answer.

Examining dropout in controlled effectiveness studies is further complicated because it is often difficult to
disinter the effect of the interventions offered from those of participating in the study, that is, are the
demands of therapy unacceptable or the demands of the study design? This may be particularly true of
randomised trials, for which potential participants may hope to be randomised to receive (or not receive)
the intervention, and opt with their feet when allocated to the unwanted arm of the study. This is one
reason why uncontrolled studies are helpful in exploring acceptability.

Definitions matter
The studies in this review examined the phenomena of treatment engagement, dropout and completion
using differing definitions, ranging from percentage of client-attended sessions to ‘last appointment
missed’. This needs to be borne in mind when considering their results, as variations in definition impact
on the apparent evidence base relating to the prevalence and predictors of attrition.756

In addition to the inherent heterogeneity across studies (in relation to location, samples, settings, staff
profiles, factors explored, etc.), differential approaches to defining core concepts make it particularly
challenging to synthesise the findings of the included studies.

Treatment completion and dropout
How one conceptualises treatment completion dictates how one defines premature treatment termination
or dropout. This, in turn, can change the answers that research studies provide to questions about
treatment acceptability. Even defining completion is not straightforward. Some researchers define it in
terms of attending all sessions. Although one cannot assume that full attendance is equivalent to engaging
with treatment (turning up at a lecture is not synonymous with listening or learning), it may be a
reasonable indicator that someone is finding therapy helpful or expecting it to be helpful. It may indicate
that someone is probably an active participant, although this may not be a reasonable assumption for
children who might have no choice. In contrast, defining lack of success as lack of engagement is, at best,
tautologous. Timmer et al.656 provide an example of the problem. In this study656 of PCIT, parents were
considered to have completed treatment once they:

l had met the mastery criteria for the relationship enhancement element of the programme
l could demonstrate compliance commands from their children
l could successfully implement a discipline procedure, and
l could show maintenance of skills that they had acquired in the first phase of the programme.

In this study,756 failure to comply with all of these tasks was categorised as early termination, but this was
essentially synonymous with programme effectiveness, thereby stacking the odds in favour of a positive
result for the efficacy of the treatment being assessed.

Some studies define completion in terms of ‘dosage’, by calculating the average number of sessions
attended and setting a minimum threshold. Theoretically, this is often argued on the basis of evidence
from earlier studies suggesting that a minimum level of exposure is necessary for a certain intervention to
have an effect.757 So, for example, Laan et al.671 defined premature termination of intensive foster care
placement as those placements that ended within 2 years of inclusion within the intensive fostering
service. In this case, the authors acknowledge that this is ‘something of an arbitrary criterion’, based on
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the belief that fostering can postpone a residential placement and postponement of at least 2 years is
deemed a success. The children in this study757 were predominantly learning disabled children, the
remainder having serious physical impairments or health problems. All were in out-of-home placements as
a result of maltreatment or inadequate parenting. Yet others use definitions such as ‘termination with
therapist approval or mutual agreement’. Some might see these definitions of completion as a source of
bias. Taken as a whole, these factors probably account for some of the contradictory messages that appear
across studies, but perhaps make some of the consistent messages more important.

Although no intervention can demonstrate 100% effectiveness, the odds of success should arguably not
be estimated without consideration of the factors that cause those it is designed to help to decline or drop
out early. The reasons for both might reflect factors that are only indirectly linked to the intervention
(relationship with therapist, service setting, time of day) but are important to know and understand.

Treatment engagement
Almost no study addressed the issue of treatment engagement, which is also subject to various definitions,
some of which can run the risk of being used almost interchangeably with treatment success, that is,
failure is explained in terms of failure to engage, when – in some circumstances at least – engagement
might be a function of service or therapist attitude and behaviour.

Engagement can be used to refer to a variety of closely related things. Most usually it refers to someone’s
commitment to the therapeutic process and active participation in it. As Cunningham et al.649 point out, it
is ‘related to other concepts such as readiness to change, rapport, motivation, working alliance, and
collaboration and compliance’ (p. 64). As such, measures of engagement (the focus of this study) have
looked variously at clients’ motivation for, and expectations about, treatment; the client–therapist
relationship; and client behaviour within therapy.

Expectations of treatment may act as facilitators or barriers to participation in treatment, for example
believing that treatment will – or will not – be helpful, recognising the need for treatment compared with
failing to see a problem to be resolved.

On the basis of the wider therapeutic literature, establishing rapport with the therapist or with care staff is
probably a necessary prerequisite of achieving therapeutic change, but it may present particular challenges
with reluctant, ambivalent or involuntary clients. Cunningham et al.649 noted that engagement by young
people in the RTCs they studied required continual effort because the process of engagement was
unstable and required constant ‘refreshing’. Few studies in this review of psychosocial interventions gave
much attention to this aspect of effective interventions, with only a handful referring (in passing) to
strategies such as motivational interviewing, and none to the wider challenges of engaging young people
in therapeutic interventions.

What the study by Cunningham et al.649 emphasises is the importance of professionals thinking
theoretically and strategically about what they need to do to facilitate engagement, and how this might
vary with context (service setting, timing, voluntary/compulsory and therapy type) and indeed, influence
service outcomes. For the population of seriously maltreated children, engagement may require particular
thought and care, given the fracturing of trust and the damaged ability to form relationships that is so
much a feature of these young people’s lives.

Key themes

We first consider some of the findings from the studies that were designed to explore issues of
engagement and treatment exposure. We then summarise some of the key themes to emerge from our
thematic analysis of all included acceptability studies, recognising that these need to be considered in light
of the issues discussed above. The studies discussed in this section are illustrative – further detail can be
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found in the relevant sections dealing with intervention groups. As indicated above, studies that used data
from key stakeholders typically gathered information from parents or other caregivers and therapists,
rather than children themselves. However, parent and therapist reports of experiences raised a number of
issues that could clearly impact on a child’s engagement or retention in therapy.

Keeping the first appointment
Many children who require help do not receive it because they are not referred for appropriate services
(see Chapter 6). It is also the case, however, that significant numbers of those referred for therapy do not
avail themselves of it.

The study by Haskett et al.657 was one of a few studies that were concerned specifically with
understanding the reasons why children referred for treatment following abuse failed to keep their first
scheduled therapy session. This early American study of referrals for children who had been sexually
abused found that ethnicity (African American) was significantly associated with failure to attend, together
with whether or not the referral was to a public or private centre, whether or not clients had access to a
telephone and whether or not the mother agreed that the family needed counselling. However, these
factors accounted for only some 11% of the total variance between families who failed to keep that first
appointment (45 out of 129) and those who turned up. This points to the importance of factors not
measured in this study, such as practical obstacles, for example parental illness or forgetting appointments.
Mothers who felt that the whole family could benefit from counselling were more likely to attend the first
treatment session, and the authors highlight the potential significance of mediating variables that might
inhibit attendance, such as failing fully to understand the abuse or feelings of guilt and self-blame.

More recently, Lippert et al.648 undertook a study of the factors differentiating those families who decline
therapy from those who initiate therapy. In this study,648 46% of families of sexually abused children who
were referred over a 6-month period did not commence therapy within 2 months. In addition to measures
of child behaviour, family functioning, data from child protection service records and information provided
by caregivers, this study648 also used semistructured interviews to explore caregivers’ support networks;
their perceptions of, and relationship with, the child; and perceptions of therapy. Analyses of the
administrative data indicated only two significant variables, namely the child’s ethnicity and neglectful
supervision by the mother. The odds of entry to therapy were just over two times greater for non-black
children than for black children (p < 0.099) and just under 14 times greater for children whose mothers
were accused of neglectful supervision (p < 0.01). Caregivers from both groups reported low levels of child
problem behaviours as measured by the ECBI,311 but those who declined therapy had lower scores on the
SFI,747 indicating higher functioning. Interview data suggest that mothers who declined therapy were
possibly less child centred than those who attended, that is, ‘decliners’ more often talked about ‘going
places’ as what they enjoy doing with their children, in contrast to ‘attenders’, who more often talked
about playing with the child, talking, singing or engaging in other activities, such as reading or doing
homework. Although most caregivers (80%) initially saw the relevance of therapy, the authors hypothesise
that ‘those who decline child therapy may overlook its emotional benefits’, as these caregivers less
frequently described therapy in terms of emotional help or change (p. 866). Perceived barriers to therapy
identified by caregivers were practical ones, such as location (see below). Although neither of these
studies648,657 was conducted in the UK, both indicate the importance of addressing sociocultural factors,
such as class and ethnicity.

In the study by Koverola et al.,653 caregivers who, at intake, reported high levels of stress related to the
caregiver role (as opposed to general stress) and high levels of psychological distress were least likely to
keep the first therapy appointment after assessment. In this study,653 concerned with children with a
history of intrafamilial violence, the majority of participants (61%) were legally compelled to attend, but
this was neither associated with a likelihood of engaging in, or completing, treatment. Few studies found
any impact of mandatory, compared with voluntary, referral on subsequent engagement or attendance.
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Starting but not finishing
Of those who start treatment, significant numbers cease attending before therapy is scheduled to end.
We identified a number of studies that specifically explored factors associated with dropout from therapy,
and a number that undertook post hoc explorations of those children who dropped out of therapy in the
course of the effectiveness study (see above). These studies simultaneously explored the factors associated
with retention. Studies that explored treatment dropout or retention did so in very different ways, making
it difficult to draw generalisable conclusions. This general problem is exacerbated by the fact that most
of these studies have been conducted outside the UK, most usually in the USA.

Among the factors reported by individual studies or groups of studies are those in four key domains:
(1) sociodemographic variables (age, ethnicity, family status); (2) maltreatment variables (age at onset,
duration and severity); (3) child symptomatology/psychopathology (depression, PTSD, behaviour problems);
and (4) family functioning/caregiver attributes or involvement. Typically, these were explored in relation
to children who have experienced one kind therapy (e.g. CBT) or one kind of maltreatment (e.g.
sexual abuse).

Correlates of treatment engagement and attrition
An early study647 used regression analyses to investigate factors associated with the amount of therapy
(unspecified) received by 81 girls who had been sexually abused (primarily by male family members).
Horowitz et al.647 found that earlier onset of abuse predicted more sessions of therapy, and more
disturbance was associated with more treatment. Non-minority ethnic status also appeared to be
associated with increased treatment, but this failed to approach significance once age at onset was added
to the equation. Around 33% of the variance in total numbers of sessions attended could be explained by
variables from three of the above domains, namely age at onset, number of types of sexual abuse (severity)
and child depression.

The authors noted that their study647 was biased towards families who had engaged with therapy, most of
whom were recruited through Child Protection Services and who may have felt that they had little choice
about attending. Bearing that in mind their findings raise some interesting issues, both for researchers and
for clinicians. They speculate that the significance of children’s abuse history may be attributable to
therapists’ expectations that children who are more seriously abused require more sessions, or indirectly
from the ways in which their abuse influences their behaviour and affect. Although children’s views were
not sought, their parents reported a general pattern of initial reluctance or hostility towards therapy, which
became more positive as therapy got under way, something reported in other studies. This may reflect
children’s initial fearfulness or anxiety when faced with something unknown to them, and which
attenuates as they establish a relationship with the therapist. In this study, the same pattern was noted by
the children’s therapists. In contrast, parents may initially see treatment as something to be welcomed but
subsequently feel threatened by the child’s developing relationship with the therapist and the issues that
therapy might raise within the family. From a research perspective, the authors noted that, in contrast to
other studies of treatment dropouts, ‘family functioning’ did not appear to be correlated with length of
time and treatment. They suggest that researchers may be assessing different family characteristics using
the same general term, and that multiple measures of family functioning would be useful in helping to
identify which families are at risk of dropping out, and how this might be prevented.

Other studies identify maltreatment severity as predictive of treatment completion. In Boisvert 2008,658

higher dropout (those completing fewer than 15 sessions) was associated with higher levels of sexual
abuse impact, behavioural difficulties, social difficulties and delinquency. There were no family
characteristic differences identified between treatment completers and non-completers. In Chasson
2013,630 children who had been abused by an adult figure, had been physically injured, and had been
subjected to more than one event, were more likely to complete treatment. Even if true of all studies or
interventions, knowing these associations is not sufficient to enable one to know what steps to take to
enhance treatment completion.
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Two631,634 studies report correlations between the child and/or caregiver’s age and treatment completion,
although it is worth noting that the study by Cross et al.634 is primarily a report of study retention rather
than treatment retention, and it is particularly difficult to disinter the relative effect of study requirements.
Eslinger et al.631 found that as caregivers’ age increased by 1 year, the likelihood that both child and
caregiver would fully complete treatment increased by 11%, whereas the chance of completing treatment
decreased by 80% as the child’s age increased by 1 year. Similar findings were reported by Cross et al.,634

who found that older caregivers were more likely to continue with treatment, but that the older the child
was, the less likely they were to engage in treatment (see also the study by Koverola et al.653).

In a study633 comprising a retrospective chart review of a sample of children referred for TF-CBT following
sexual abuse, only 254 of 490 referred for therapy (52%) started treatment and only 98 (38% of the 254)
completed therapy. The authors found no evidence that ethnicity, severity and duration of abuse, SES or
placement in foster care influenced use of therapy, which the authors attribute to agency factors, for
example a sliding scale of payment, accepting all insurance plans and an integrated model of assessment
and treatment. What was significant was whether or not the caregiver themselves participated in
counselling services, either individual therapy or FT. When this happened, the young person was more
likely successfully to complete the recommended therapy. The authors attributed this to the fact that
non-offending caregivers often have mental health problems that negatively impact on family functioning
in ways that can interfere with treatment completion. In this agency, the psychosocial assessment was
designed to identify such risk factors and, when identified, referral was made for the caregiver. When
these carers ‘bought in’ to therapy, they believed that this was associated with enhanced motivation to
continue with counselling (for the child) and provide them with important support. Of course, it may also
be simply that parents who received help for the negative impact of sexual abuse on themselves were
more able to provide adequate care and attention to the child. The bottom line is that in this study,633

48% families referred to this agency did not start treatment and, of those who did, 62% did not complete
therapy. Another 532 families were referred to other services, but the study collected no data on service
engagement for these families. The evidence about parental involvement resonates with a trend in the
review of effectiveness studies – that parental involvement is associated with better outcomes.

Ambivalence about the value of therapy
Parents whose children are referred for therapy following maltreatment may be apprehensive for a number
of reasons. Non-offending parents may feel guilty at having failed to protect their child, and may be
fearful of how they will be viewed by others. Those implicated in maltreatment may be even more
trepidatious, anticipating censure. All parents may be concerned about what their child will share with the
therapist, and how this might influence their relationship with their son or daughter. A number of studies
have confirmed the importance of these, and other issues that matter to parents, which, if unaddressed,
may prevent engagement with therapy, lead to premature termination or undermine its effectiveness.
Few studies explored these issues, and none did so with respect to the interventions that appear most
promising from the point of view of effectiveness. Here are some examples.

In a study of the involvement of parents in their children’s play therapy (seen primarily through the eyes of
therapists), Hill670 notes that some parents expressed an initial lack of trust in the professionals and
concludes that rapport and trust is something that the therapist needs explicitly to address. One mother
described her experience as a parent of a sexually and physically abused child receiving play therapy
as follows.

You are going through such emotional upheaval that you don’t trust anyone. And there are definitely
some real difficulties with some professionals. You need honesty . . . you need to be sure that they will
be open with you.

Hill 2009, p. 1670

Therapists decided whether or not mothers should be involved in the child’s therapy, sometimes deciding
against it because of problems in the mother–child relationship. Clearly, communicating those decisions
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to mothers in ways that do not result in them withdrawing the child from therapy is a complex business.
The guilt that mothers may experience may lead them to imagine that professionals are developing very
negative assessments of their parenting, even when therapists are saying otherwise:

I felt so bad about myself that I thought they must be thinking the same thing even if they were
smiling nicely. I think I was very frightened.

Mother; Hill 2009, p. 390670

Hill670 also found that, for some mothers, relief at securing help may result in a metaphorical ‘handing over
of responsibility’ to the therapist, when their involvement is essential to securing a good outcome. In Hill’s
study,670 involving fathers presented particular challenges. There were only three fathers in his small
sample, none of whom had much to do with therapy. The singleton father who became involved did so
because the therapist conveyed a clear expectation that he should be there, rather than leaving it as an
open invitation.

Scott677 used in-depth interviews to explore the views of a small group of parents (n = 10) whose children
were receiving counselling. Twelve of the 17 children in these families had been sexually abused. Parents
expressed mixed views about the value of talking about painful feelings. Some worried about their children
having to relive traumatic experiences in therapy, whereas others felt that this process was helpful. Scott677

highlights the importance of managing parents’ expectations, as some parents clearly had quite unrealistic
expectations. For example, some parents expected particular changes in children’s behaviour as a result of
therapy and were frustrated and disappointed when these did not occur. Typical concerns described by
parents included the following.

l Some parents had high levels of anxiety, but felt unable to discuss these with the therapist because
they were unaware of what was being discussed with their child.

l As discussed previously, issues of parental guilt that the abuse had been able to happen – once this
issue was addressed, it became easier to talk about.

l Some parents felt ambivalent about the therapist’s ‘authority’; counselling for some families was
compulsory once social services were involved, and they felt that things were taken out of their control.

l Parents also reported being distanced from the criminal justice process; once legal action was taken,
it was important for parents to be briefed about any progress on this front.

Similar concerns about ‘wanting to know what was happening’ in the therapy were reported by De Luca
et al.170 and Grayston and De Luca171 Parents interviewed by De Luca et al.170 wanted more feedback from
therapists about their child’s group therapy, and would have welcomed the opportunity to observe
treatment and receive regular updates by phone. Half of those surveyed in the study by Grayston and
De Luca171 said that more feedback would have been helpful.

Tjersland et al.673 reported how vulnerable some parents felt, worried that the therapist would think they
were too overprotective or too careless that abuse had been allowed to happen.

Where parents had clear expectations of treatment, satisfaction levels were higher. Parents who felt part of
the therapeutic team or part of the treatment process experienced less tension with the team.629 Evidence
from studies of the effectiveness of cognitive–behavioural studies confirm the value of parental involvement.

Addressing the needs of caregivers
There is some evidence that caregiver distress is correlated with treatment attrition and that, if this is
addressed, children are more likely to complete therapy. For example, Koverola et al.653 conducted an
exploratory study examining the association between attrition and retention and (1) demographic and
referral characteristics; (2) child functioning; and (3) caregiver functioning. The sample included 118
children, aged 4–17 years, referred for treatment of child abuse and/or exposure to domestic violence.
They classified children into three distinct groups: those who failed to engage with treatment at all (n = 24;
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20%); those who started but failed to complete treatment (n = 19; 16%); and those who completed
treatment (defined as those who were ‘compliant with treatment and who completed their recommended
course of treatment’653 p. 26). The 75 children who completed treatment completed between 1 and
55 sessions (median eight sessions). Data were collected through an archival chart review. The only factors
that predicted treatment completion were high levels of child externalising behaviour and receipt of
multimodal treatment, rather than individual or family-only treatment. In this agency, all children and their
caregivers received one of three treatment modalities: IT for both child and caregiver, FT or multimodal
therapy. Multimodal therapy included individual therapy and FT, and family advocacy services, aimed at
helping families deal with practical issues such as court orders, housing, financial assistance, job training
and school resources. Essentially, the family advocate worked with families and community agencies to
ensure that nothing prevented the family from engaging in treatment. This included providing in-home
services during crises. The authors hypothesise that high levels of externalising behaviour may essentially
ensure that the child’s voice is heard and may generate more concern from parents, teachers and indeed
juvenile justice agencies. Conversely, the authors suggest that caregivers (and others) may underestimate
the adverse consequences of internalising or PTSD symptoms, and that it might be important to
provide psychoeducation regarding the importance of intervention for such children, even when their
symptoms do not interfere with day-to-day life. Similarly, using multinomial logistic regression, Eslinger
et al.631 were able to predict whether a family would complete treatment, receive a ‘moderate dose’ or
drop out early, using the variables age of child, age of caregiver, child’s baseline score for externalising
behaviour (CBCL297,349) and child’s baseline maximum post-traumatic stress score (TSCCA325). Older
caregivers with younger children were more likely to complete treatment, and older caregivers who
identified higher ratings of post-traumatic stress and externalising behaviour were more likely to receive a
moderate dose.

Many of the qualitative studies canvassing the views of caregivers stressed the importance of speaking to
other parents with similar crises in their own families, and the strength they could draw on sharing these
similar experiences, knowing that they were not alone (see, for example, the studies by Powell and
Cheshire662 and Costa et al.678):

I always find it very helpful to meet other mums who’ve been through this. You automatically kind of
feel like you belong. It is a terribly isolating experience, and though you may have friends you can talk
to, they don’t really understand the true horror or the system or what you’ve been through.

Powell 2010 (reproduced with permission), p. 149662

On a rather different note, Mishna et al.661 described difficulty in forming alliances between the teacher
and therapist, and between the therapist and parent, in a play therapy intervention based in a school.
These difficulties took up to a year to resolve, but once the needs of the parents were considered as part
of the therapeutic process, relationships improved – one therapist described their thoughts, thus:

I started realising that something had to shift in my relationship with this parent and I think it shifted
because I was able to hold her in my mind as well as him.

Mishna 2012, p. 79661

Talking to therapists
It is clear that a good relationship between a young person and therapist will benefit treatment. However,
respondents in the included studies reported mixed experiences of the client–therapist relationship. Some
participants reported difficulties with this relationship, which required significant investment, and some
considered that therapists were too analytical and not adequately child focused. Children valued the
personality characteristics of therapists highly, whereas parents were more interested in evidence of
appropriate qualifications.

ACCEPTABILITY

NIHR Journals Library www.journalslibrary.nihr.ac.uk

306
178



A number of children and young people were initially resistant towards therapy and found it difficult to
articulate their feelings and talk about what had happened to them (see, for example, Haight 2010175).
One child in the study by Sudbery et al.663 put it like this:

Having to talk to people about your problems. Having to share your feelings with them as well, which
brings out a lot. I don’t like doing talking about stuff when they want you to talk about it, it feels sad.
It really upsets me, scares me.

Sudbery 2010, p. 1543663

The respondents in this study663 had spent time in residential care and were being interviewed some years
later. Young people in the study conducted by Nelson-Gardell638 also said how difficult they had found it
to talk about their abuse but that doing so was helpful.

In the study by San Diego et al.,680 there was some suggestion that children may have had low treatment
expectations, and felt that therapy would not help them. If this is a problem (and the young people in our
advisory groups identified it as an issue) then it is something that could be improved by placing a greater
emphasis on preparation for treatment. However, no study appears to have explored the treatment
expectations of maltreated children.

For children and young people living in a therapeutic care setting, the issue of acceptability is perhaps more
complex. Although by no means always the case, young people in therapeutic residential care are often not
there by choice, and the (often very troubled) experiences that lead to their placement make it extremely
difficult for them to engage with care staff or those offering a specific therapeutic service. One UK study666

interviewed 16 young people who had previously lived in a therapeutic children’s home. These former
residents were almost certainly not a representative sample but they were generally positive about their
experiences. They valued the relationships with staff, and many of the leisure and therapeutic activities
provided during their time in the home. Here too, some respondents commented on the length of time it
took to build up trust with staff but, having done so, their ongoing contact with them remained important.
Only one interviewee expressed a different view, pointing to something that goes to the heart of the adverse
consequences of severe maltreatment and the challenges facing those providing substitute care and therapy.

. . . in care, you are craving this kind of love but you never really get it . . . The one thing you need
most is to feel genuinely loved. You never quite got that.

Gallagher 2012, p. 440666

Four641–643,645 studies examined young people’s gender preference for their counsellor. Most female
participants expressed a preference for a female counsellor pre treatment; however, in those
studies641–643,645 that measured preferences post treatment, gender appeared to matter less. One643 study
presented evidence that female counsellors verbalised more than their male counterparts but concluded
that gender did not play a significant factor in treating girls. Another study645 suggested that the type of
questions asked (specifically sexual abuse-focused ones) was more important than counsellor gender.
Young people in one of our advisory group consultations said that they thought gender might not matter
per se, but that a young person might wish to talk to someone of a different gender than the person who
had maltreated them – again, choice being important.

Children in foster and adoptive placements
Eslinger et al.631 found that children in foster care were more likely to complete treatment than those living
with biological or adoptive parents, perhaps because of the degree of external scrutiny by social workers of
these children and their progress. As Koverola et al.653 observe, in order to ensure that children attend
therapy, there needs to be at least one caregiver who is sufficiently motivated to take them (or ensure that
they are taken) and possibly to participate in treatment. In violent families, there may be no-one able or
willing to do this, and this may be true of families in which children are presenting with other forms of
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maltreatment. However, not all studies found such a clear relationship between treatment completion and
living with foster carers.

In a UK study conducted by Staines et al.,667 the research team investigated the supports and services
provided to children and their foster carers by one IFA. Children placed in IFAs are typically particularly
challenging, and IFAs make much of the additional support they provide to parents compared with those
foster carers registered with the local authority. This IFA described its approach to fostering as inherently
therapeutic and, although recognising the importance of individual therapeutic work, IFA therapists focus
their attention on ‘helping to create ‘therapeutic placements’ through the application of their particular
skills in assessment and consultation to carers and staff’667 (p. 319). In this broad definition of therapy
(seen as the impact of the whole organisation on the young person), foster carers have a formally
recognised role as members of the therapeutic parenting team. The approach seemed to address concerns
often expressed by foster carers that they are not adequately informed about the child or what is
happening, not consulted, and excluded from therapeutic work.

The parenting team was seen to be an essential part of the information-sharing/decision-making
process and many carers commented on the inclusive and respectful nature of the team: ‘We are
always discussing things together and we all make decisions on how to meet the child’s needs.
We always feel equal.’

Staines 2010 (reproduced with permission), p. 8667

Providing foster care for children with a challenging placement profile, the majority of whom displayed
difficult behaviour, this approach contributed to providing stable and successful placements, with 77% of
foster parents feeling the placement was going ‘very well’ after 12 months. Almost all (97%) foster carers
felt that they were a valued member of the team and that their opinions mattered, although the authors
suggest that this is perhaps more reflective of the experience of independent foster agencies rather than
local authority-led foster care.

Other barriers to treatment engagement and completion
A variety of practical obstacles can conspire to prevent children accessing therapy or benefiting from it.
The physical environment – in terms of location and quality of meeting space – was raised in a small
number of studies. Other practical considerations, such as transport costs, child-care facilities or expenses,
were also reported.

Lippert et al.648 examined the reasons given for non-participation (46%) in a sample of 101 children who
were referred for psychotherapy following CSA. Reasons for declining included some factors we have
already discussed, but also covered some important practical obstacles: work conflict (50%); inaccessible
venue (40%); child was symptom free (15%); caregiver was busy (15%); and caregiver wanted to forget
about abuse or let their child forget (15%).

The mothers of sexually abused children in the study of FT reported by Costa et al.678 identified financial
constraints as a barrier to support – particularly viewed in the context of primary earner perpetrators
(fathers) being removed from the home.

The young people surveyed in the study by Kolko et al.644 were perceived to be highly motivated to
participate in services, and the children themselves reported moderate ratings about the need to address
child and family goals during treatment. They identified parent factors as the largest obstacles to
participating in therapy, selecting reasons such as ‘parent was too busy to attend’ and ‘parent does not
think counselling will help’. Clearly, this is relevant to the issue of accessibility of therapy for some young
people. Although caregiver ratings were generally similar to those of the children, they assigned higher
ratings to the severity of family problems and the importance of targeting child behaviour and
competencies as treatment goals. Commenting on the limited number of children who were offered IT in
this study, Kolko et al.644 hypothesise that this may reflect caseworkers’ perceptions that family or parent
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services are more important for the improvement of children’s adjustment, partly as a result of the risk
assessment tool used by caseworkers. They suggest that, in this agency, some children who probably
required services to address specific abuse sequelae or risk factors associated with their own behaviour did
not receive it.

Children in the Tjersland et al.673 study talked about other issues that made them reluctant to discuss their
abuse, including having been threatened by the abuser; being afraid of telling their mother; and being
concerned that that they would not be believed. Nelson-Gardell638 reported that ‘being believed’ by
someone was considered by the sexually abused girls she interviewed as the thing that mattered most to
them, experiencing it as intrinsically therapeutic.

Woodworth533 highlights the problem of staff turnover. In this study,533 as part of a move to be more
cost-effective, college interns were used to provide therapy. Although keeping costs down, one
unintended consequence is the increased risk, for some children, that the departure of someone with
whom they had begun to develop a therapeutic bond may have a detrimental effect.

Summary

The studies
Understanding what makes a therapy acceptable is complex. The immense heterogeneity in those
(relatively few) studies that have sought to ascertain what factors encourage people to seek therapy, to
accept an offer of therapy, to actively engage with therapy and to ‘stick with’ therapy’ means that few
unequivocally clear answers are to be found. The different ways of defining engagement, completion and
attrition make synthesising the data very challenging, but this variation may be indicative of the need to
take a more nuanced approach to thinking about attrition.

Chasson et al.482 point out that treatment is not static and neither is symptom severity (and possibly other
factors that influence engagement). In their study,482 which explored the predictive value for dropout
(from exposure-based CBT) of trauma-related symptom severity, they found that baseline symptom severity
failed to predict dropout. In contrast, symptom severity measured just before termination was significantly
associated with the number of attended sessions, and higher severity of depression, measured just before
termination, was correlated with fewer treatment sessions, that is, immediate distress may be a trigger for
dropping out of treatment. The implication for therapists working with children with mental disorders is
that monitoring those factors that might impact on future attendance on a session-by-session basis could
possibly help to prevent premature termination. This might be particularly relevant for exposure-based
psychological interventions.

Synergies with the views of young people
Some of the studies focused on issues that mattered to the young people in our advisory group, and some
of the findings resonate with their concerns. For example, their concern that some children might be
deterred from seeking help because they felt their situation too complicated or too serious for anybody
to be able to help with is in keeping with findings that severity of abuse is an important factor in
differentiating those who start (and complete) therapy from those who do not. The studies note the
connection, but generally do little more than speculate about the mechanism of effect. It is possible that
caregivers, as well as children, may have doubts about the ability of therapy to ‘fix’ what they may regard
as ‘unfixable’.

The pivotal role that parents and other caregivers play in ensuring the availability of therapy to young
people, particularly younger children, was also recognised as an issue in our consultations, and was
mirrored in the findings from the included studies. Some young people identified parents as a potential
barrier to accessing therapy. Younger children are particularly dependent on having someone reliable and
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willing to get them to the therapist, but even older children may be unable to avail of therapy if their
parent objects, for whatever reason.

Only one of the studies included in this review mentioned the importance of being believed, but the
concern about not being believed was a very significant issue for some of the young people with whom
we talked.

Issues of confidentiality and trust appear not to have been systematically examined in studies of therapy
for maltreated children. It is possible that both researchers and therapists take this for granted, and it is
difficult to say how widespread a concern this might be for young people, but it perhaps merits more
attention, from therapists if not researchers.

Given the limited resources available in children’s mental health services, it is perhaps unsurprising that no
study examined the issue of choice, but the potential benefits of involving children in discussions of
therapy is something that young people identified as one way of enhancing engagement in therapy and
might therefore be worth exploring further. Several studies talk about the process of therapy, and the
considerable anxiety that some children experience at the outset. The suggestions made by the young
people may help to alleviate these concerns for some children.
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Introduction

Numerous international studies point to very large variations in child
abuse reporting rates as well as differences in patterns and rates of child
welfare interventions between and within a range of countries (see e.g.
Gilbert et al., 2011; Gilbert, 1997; Bunting and Wallace, 2007; Munro
and Manful, 2012; Tilbury and Thoburn, 2008). Most notably, compara-
tive analyses of official statistics have been used by Gilbert (1997) to
identify two different welfare state models: the child protection model
(England, Canada and the USA) and the family support model
(Sweden, Denmark, Finland and the Netherlands). More recent analyses
(Gilbert et al., 2011) point to greater international convergence between
these two models over time across a range of countries, as well as the
emergence of a third child-focused orientation. While providing a valua-
ble framework for interpreting variations between countries, UK-based
comparative research, to date, has tended to focus either solely on
England or the UK as a whole, discounting differences across the four
UK countries of England, Northern Ireland (NI), Scotland and Wales.

Although qualitative comparison (Stafford et al., 2012) points to con-
siderable commonality amongst constituent UK countries with regard to
child protection legislation, structures and procedures, a cursory glance
at recent national statistics shows considerable variation between
nations; at the end of 2013/14, Scotland had the lowest rate of children
subject to child protection plans (28 per 10,000) and Wales the highest
(50 per 10,000), while England had the lowest rate of children looked
after by the state (60 per 10,000) and Scotland the highest (156 per
10,000). Likewise, at a sub-national level, research in fourteen English
local authorities has also revealed very large inequalities in a child�s
chances of becoming subject to a child protection plan or of becoming
looked after both between and within local authorities (Bywaters et al.,
2014). A child in the most deprived decile of neighbourhoods in
England had a ten times greater chance of being placed on a child pro-
tection plan (CPP) and a twelve times greater chance of being looked
after than a child in the most affluent decile.

As part of a major grant awarded by the Nuffield Foundation, the
Child Welfare Inequalities Project (CWIP) is now replicating and
extending the work of Bywaters et al. (2014) across the UK. A key ele-
ment of the CWIP involves examining variation in child protection fig-
ures collected across England, Scotland, Wales and NI to assess the
extent of comparability and consider how a range of factors may con-
tribute to variability. This is the first in a series of articles comparing
trends in official data relating to the operation of the child protection
and looked after systems across UK countries. The primary focus of this
paper is on child protection processes, while McGhee et al. (2018) focus
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on looked after children statistics. Child protection data for each UK
nation over the ten-year period 2005�14 are presented. To set these fig-
ures in context and provide a tentative framework for interpretation,
key components of the legislative, policy and practice context are
summarised.

National legislative, policy and practice context

Legislation and structures underpinning child protection across
the UK

Although all parts of the UK have undergone significant reform of child
protection policy over the past decade, particularly in relation to the
2004 Children Act in England and Wales, this has tended to focus more
on structural and procedural reform aimed at improving planning, inter-
vention and integration. The 1989 Children Act and equivalent legisla-
tion in Scotland (1995 Children Act (Scotland)) and NI (1995 Children
Order (NI)) remain the legislative foundation of each national child pro-
tection system. Across all nations, this places a duty on local authorities
to both support families in which children are deemed to be in �need� as
well as investigate cases in which children are considered to be at risk of
�significant harm�. The NI legislation contained some amendments in
recognition that, uniquely, it operated an integrated health and social
care system. However, the Scottish legislation contained more significant
amendments which took account of separate legal and child protection
structures unique to Scotland in the form of the Children Hearing
System (CHS).

The CHS, an integral element of both child protection and youth jus-
tice systems in Scotland since 1971, was reformed by the 2011 Children�s
Hearings (Scotland) Act which now provides the legal basis for child
protection measures in Scotland. The children�s hearing is a non-
adversarial tribunal involving a lay panel of volunteers which provides
an informal setting for parents, children and panel members to make
decisions based upon the needs of the child (McGhee and Waterhouse,
2012). In England, Wales and NI, where there are child protection con-
cerns necessitating some kind of statutory intervention, local authorities
make an application to the Family Law Courts for a variety of legal
orders. In Scotland, local authorities can make also an application to the
Scottish courts (Sherriff Courts) for child protection measures but they
also have the option of applying for a Compulsory Supervision Order
(CSOs) through the CHS. Importantly, significant harm as a criterion is
only specific to child protection measures heard by the Sherriff Courts,
while CSOs encompass a broader range of concerns including the need
for guidance, treatment or control as well as protection. As such, the
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CHS provides an alternate legal route for the protection of children in
addition to the administrative systems of child protection. Additionally,
children who are made subject to CSOs but remain at home with their
families receiving support are defined as �looked after� in Scotland.

Guidance and assessment

All UK nations produce and update guidance (All Wales Child
Protection Procedures Review Group, 2008; DHSSPS, 2015; DfE, 2015;
Scottish Government, 2014; Welsh Government, 2004) which operation-
alises the Children Act/Order legislation and outlines the roles and
responsibilities for various agencies, in particular social services, in pro-
tecting and promoting the well-being of children. While England,
Scotland and Wales have traditionally relied on a system of voluntary
reporting which emphasises information sharing and inter-agency co-
operation (Bunting et al., 2010), Wales has recently introduced manda-
tory reporting for local authority �partners� through the 2014 Social
Services and Well-being (Wales) Act and recent changes to the 2003
Female Genital Mutilation Act now also place a duty for professionals
to report �known� cases in England and Wales. In NI, section 5(1) of the
1967 Criminal Law Act provides for a criminal offence of failing to dis-
close an arrestable offence to the police, which, de facto, includes most
offences against children. However, as this legislation was introduced to
address concerns about terrorism and is not referenced in child protec-
tion guidance, its applicability to child welfare cases appears limited.

While child protection guidance in each nation covers the four broad
maltreatment areas of physical abuse, sexual abuse, emotional abuse and
neglect, there are some definitional differences between countries as
well as changes within countries over time (see Bywaters et al. (2016)
for more detailed analysis). For example, in England, Wales and
Scotland, neglect is broadly defined as the persistent failure to meet a
child�s physical and/or psychological needs. However, the recent 2014
Social Services and Well-being (Wales) Act has excluded �persistent�
from the Welsh definition, while recent guidance in NI has removed
reference to �persistent� and focused more on the failure to meet physi-
cal needs (DHSSPS, 2015). In England, emotional abuse is defined as
�the persistent emotional maltreatment of a child such as to cause severe
and persistent adverse effects on the child�s emotional development�
(DfE, 2015, p. 92). While devolved UK nations also include �persistent�
in their definitions of emotional abuse, the range of behaviours covered
varies considerably, with England having the most extensive definition
currently (DfE, 2015). Importantly, this definition has changed signifi-
cantly from earlier guidance (HMSO, 1991) published following the
introduction of the 1989 Children Act.
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All nations have adopted a common framework for assessing the
needs of children and families. The Framework for the Assessment of
Children in Need and their Families (FACNF) (Department of Health,
2000), intended for use as a specialist assessment tool, primarily by
social workers, was introduced in England and Wales to provide a sys-
tematic and consistent way of collecting and analysing information about
children who were thought to be �in need�. By contrast, the Common
Assessment Framework, introduced in 2006, was designed to be used by
practitioners in all agencies to identify additional needs at an earlier
stage. Scotland and NI have also introduced assessment frameworks:
Understanding the Needs of Children in NI (UNOCINI) (DHSSPS,
2006b) and the Getting it Right for Every Child (GIRFEC) in Scotland
(Scottish Government, 2008). Each of these frameworks uses the same
�assessment triangle� covering the three domains of the child�s devel-
opment, parenting capacity and family/environmental factors used in the
FACNF and CAF. Although currently still in use in England and Wales,
as both the FACNF and CAF were Labour initiatives, they have tended
to be less visible under subsequent governments.

Directions in family policy

Social policy in the UK has developed considerably in recent decades,
with the thirteen-year reign of the Labour government (1997�2010)
being a particular time of radical family policy development and invest-
ment more generally. Over the course of three administrations, Labour
broadened the focus of intervention from child protection to safeguard-
ing through the Every Child Matters (ECM) green paper (HM
Government, 2004) and associated 2004 Children Act, and introduced a
swathe of initiatives to better support parents such as the roll-out of the
national Sure Start programme, the development of children�s centres
and investment in a range of parenting support, education and child-care
services. Services originally intended as targeted programmes came to
take on a more universalist approach with Sure Start Local Programmes
evolving into Sure Start Children�s Centres (SSCCs) and the introduc-
tion of children�s centres in every community (Frost et al., 2015). Labour
also focused on developing more targeted and integrated services to
meet the need of families experiencing multiple disadvantage and at
high risk of �social exclusion� through its �Think Family� initiative (Social
Exclusion Task Force, 2008). Reducing child poverty was also a key tar-
get for Labour as exemplified in the 2010 Child Poverty Act, which
required the UK and devolved governments to publish child poverty
strategies and annual reports outlining their progress towards ending
child poverty.
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However, with the onset of the financial crisis in 2008 and election of
the Conservative/Liberal Democrat Coalition government in 2010, the
unprecedented investment in child and family services came to an end.
The first spending review of the Coalition government (HM Treasury,
2010) brought about significant reductions in central government funding
for local authorities, with the most deprived populations suffering dis-
proportionately higher levels of cuts (Hastings et al., 2015). This was
accompanied by some of the biggest ever reforms to UK welfare, which
resulted in unprecedented cuts to social security. Progressive universal-
ism was eschewed under fiscal austerity and a more targeted approach
to family support delivery was promoted (Frost et al., 2015). Policy
development continued to be focused on prevention and early interven-
tion (Allen, 2011), particularly in the first five years of a child�s life, but
increasingly took on a more authoritarian tone against a background of
reductions in family support services (Featherstone et al., 2014). The
�Troubled Families� programme (HM Government, 2012) drew heavily
on Labour�s �Think Family� agenda and became a major initiative target-
ing families experiencing multiple and complex problems in a more inte-
grated way. Family Intervention Projects were positioned as forms of
primary intervention targeted at the lives of the most �chaotic families�
who were costing the taxpayer in terms of service and resource alloca-
tion. The discourse of safeguarding gave way to a sharper focus on child
protection and, despite the Munro (2011) call for �early help� rather than
�early intervention�, discussion of family support remained limited
(Featherstone et al., 2014) and anti-poverty measures increasingly
focused on individual and family deficits (Churchill, 2013).

The themes of early intervention, integrated children�s services provi-
sion and development of whole-family support approaches have also
been common to policy development across Scotland, Wales and NI
(Davidson et al., 2012), although some variation in approach has also
been evident. While discussion of ECM largely disappeared under
Coalition and Conservative governments in England, equivalent child-
ren�s strategies in the devolved administrations (DHSSPS, 2006a;
Scottish Government, 2008; Welsh Government, 2011) remain central to
family policy and service provision. Wales and Scotland have both
embedded an early-intervention approach within legislation through the
2014 Social Services and Well-being (Wales) Act and 2014 Child and
Young Persons (Scotland) Act, with the latter placing some elements of
Scottish children�s strategy �Getting in Right for Every Child� (2008) on
a statutory footing. In NI, the regional Children and Young People�s
Strategic Partnership (CYPSP), responsible for integrated planning and
commissioning to improve outcomes for children, published NI�s first
ever Children and Young People�s Plan in 2011 and established family
support hubs across NI to provide better access to, and coordination of,
statutory and community support services.
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Children�s strategies in the devolved nations have also tended to
reflect a more explicit focus on children�s rights than their English coun-
terpart, with both Scotland and Wales incorporating the UNCRC into
domestic legislation through the 2014 Child and Young Person
(Scotland) Act and the Children and Young Persons (Wales) Measure
2010. Uniquely within the UK, the Children and Families (Wales)
Measure 2010 also provides a legal mandate for the provision of inte-
grated family support services in Wales and requires ministers, local and
other authorities to develop anti-poverty strategies (McCormick, 2013).
Welsh Child Poverty Strategies (Welsh Government, 2011, 2015) reflect
the statutory framework set out in the 2010 Measure and explicitly rec-
ognise family support policy as integral to the eradication of poverty.
Likewise, Scotland and NI have specific child anti-poverty strategies
(Scottish Government, 2011; DHSSPS, 2006a) which underpin family
policy in these jurisdictions and reaffirm a commitment to support fami-
lies and communities experiencing difficulties through a range of provi-
sions. Although the devolved administrations are constrained by the fact
that the bulk of tax and welfare powers are reserved to Westminster,
Scotland, in particular, has made significant in-roads in reducing the pro-
portion of children living in poverty (Lodge et al., 2015). Rates in Wales
and NI share the same downward trajectory but have tended to be more
volatile over time, remaining higher than in England or Scotland.

Data comparability and ten-year trends

Methodology

The data presented in this paper are derived from national administra-
tive data published annually in each of the four UK nations. Previous
work examining the comparability of official child welfare statistics
(Munro et al., 2011) has shown that, despite the breadth and detail of
statistical data collections in each nation, there are limits as to how far
these statistics can be compared. Broadly speaking, data collected in
England and Wales tend to be more closely aligned, while there is
greater divergence in the data items and classifications used in Scotland
and, to a lesser degree, NI. Building on the work of Munro et al. (2011)
and Ju¤ tte et al. (2015), the data presented in this paper are based on a
range of statistics identified as identical or broadly comparable across
some or all nations. An overview of different definitions and data cate-
gorisations impacting comparability can be found in the supplementary
material accompanying this article together with references to the source
material. Findings and analysis are structured to follow the �filter-and-
funnel� process which characterises UK child protection processes (Hood
et al., 2016). Cases are tracked from the initial �funnel� (referral) into the
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system and through the various �filter� stages of assessment, initial case
conference and child protection planning or registration (CPP/child pro-
tection registration (CPR)). Rates of children per 10,000 at the census
date are presented alongside annual activity statistics calculated both as
the rate per 10,000 children and as a percentage of referrals during the
year.

Where available, five-year trend data for England, Wales and NI cov-
ering the years 2009/10�2013/14 have been taken from the most recent
statistical publications (2013/14) and earlier trend data covering 2004/05�
2008/09 have been taken from 2008/09 statistical publications. Where
trend data were not available, statistics were sourced from individual
annual publications covering the time period 2004/05�2013/14. Likewise,
where available, rates per 10,000 children published in official reports
have been used and, where unavailable, they have been calculated using
the 2005�14 mid-year population estimates for each of the nations
(ONS, 2014). All data relating to Wales have been taken from the
national data system available online, StatsWales (https://statscymru.
cymru.gov.uk (accessed 8 September 2017)).

Results

Referral rates and cases assessed by children�s social care

All the nations, except Scotland, collect data on the number of referrals
to children�s social services received and define this in the same way.
Figure 1 shows the rate of referrals to children�s social services have
been increasing in England and NI over the past decade. In England,
numbers and rates stayed roughly the same between 2004/05 and 2008/
09 and then rose, albeit unevenly, over the next five years. In Wales,
referrals have tended towards greater fluctuation but have been decreas-
ing since 2010. However, official statistical reports Statistics for Wales,
(2015) have noted that a contributing factor to the fall in the number of
referrals has been the exclusion of contacts which did not result in a sub-
sequent referral�data which were incorrectly included by some local
authorities in previous years. NI has a significantly higher referral rate
than the other countries�a disparity which has been maintained and
increased over the past decade.

In terms of assessment, England and Wales provide data on the num-
ber of initial assessments completed during the year. Figure 2 indicates
substantial changes over time in the proportion of referrals which have
resulted in an initial assessment being completed, rising to roughly more
than three-quarters of all referrals in 2013�14 (a calculation is not possi-
ble for 2014 in England, as many local authorities moved to a process of
continuous assessment during the year). The figures for England have
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risen more incrementally than in Wales, which has seen a significant
increase from 50 per cent in 2010 to 79 per cent in 2014.

While there are no equivalent assessment data for NI, figures are col-
lected on the proportion of children referred whose cases were allocated
for further action following initial assessment of the referral, either through
further assessment or service provision. These indicate that the proportion
of cases actioned has fluctuated since 2009, reaching a high of 80 per cent
in 2011 but dropping in recent years to 71 per cent in 2014.

Rates of children subject to CPPs/registration

All UK nations collect statistics on the rate of children per 10,000 sub-
ject to CPPs or CPR at a given time point in the year. As we can see
from Figure 3, Scotland has consistently maintained a significantly lower
lever of children on the register than any other nation over the past ten

Figure 1: Rates of referrals during per 10,000 children (2005–2014)

Figure 2: Proportion of case proceeding to initial assessment or actioned by social services
(2005–2014)
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years, although, as with England and Wales, this has been increasing
over time. NI has historically tended to have higher rates than other
nations, although this has decreased in recent years and has recently
been overtaken by Wales.

Child protection investigations, initial case conferences and
registrations during the year

Only England and NI collect data on the numbers of child protection
investigations/enquiries started during the year. As Table 1 highlights,
the rate of investigations in England and NI has been steadily increasing
over time, although NI rates are consistently lower and have been drop-
ping over the past three years. It also shows that more than twice as
many referrals in England proceeded to a child protection investigation
in 2013/14 compared to NI since 2011.

Data on the number of initial case conferences held or required dur-
ing the year are collected across all nations, although the Scottish

Table 1 Child protection investigations, initial case conferences and registrations during the years
2005�14 as rates per 10,000 and percentage of referrals

2005 2006 2007 2008 2009 2010 2011 2012 2013 2014

Rates of children per 10,000 subject to section 47 enquiries/CP investigations which started during
the year

England 62 65 66 69 75 79 98 109 110 123
NI 46 50 54 54 66 79 89 85 81 75
Number of children subject to section 47 enquiries/CP investigations which started during the year

as percentage of total referrals
England 12 13 14 14 15 15 18 21 21 22
NI 8 7 7 8 10 11 11 10 9 8
Rates of children subject to an initial child protection conference which started during the year
England 34 34 35 36 39 39 47 49 52 56
Wales � � 29 36 43 49 64 70 74 74
Scotland 31 38 44 41 45 45 50 52 54 57
NI 50 50 58 52 51 54 50 49 57 52
Number of children subject of an initial child protection conference as percentage of total

referrals
England 7 7 7 8 8 7 9 9 10 10
Wales � � 4 5 6 6 9 10 12 13
Scotland � � � � � � � � �
NI � � � 8 7 7 6 6 6
Rates of children per 10,000 who became the subject of a plan during the year
England 28 28 30 30 34 39 43 46 46 52
Wales 43 45 46 46 48 53 59 61 66 66
Scotland 22 27 30 27 34 34 37 40 41 45
NI 26 27 30 35 43 43 49 44 43 46
Children who became the subject of a plan during the year as percentage of total referrals
England 6 6 6 6 7 7 8 8 9 9
Wales � � 6 7 7 7 8 8 11 12
Scotland � � � � � � � � � �
NI 4 4 4 5 6 6 6 5 5 5
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definition is somewhat broader. Rates of case conferences held/required
per 10,000 children have been increasing across England, Scotland and
Wales, while NI rates have remained relatively stable. Wales in particu-
lar shows a significant increase since 2010. The figures also show that a
smaller proportion of referrals result in an initial case conference in NI
compared to either England or Wales.

In relation to children who become subject to a plan during the year,
again rates have been steadily increasing across England, Wales and
Scotland, as have the figures when calculated as a proportion of total
referrals (excluding Scotland). This would indicate that such changes are
a reflection of not just increasing referrals, but an increasing tendency
for children to be made subject to a CPP/CPR once they come into con-
tact with the welfare systems in these countries. Conversely, the

Figure 3: Rates of children subject to child protection plans/registration per 10,000 at census
date 2005/2014

Figure 4: Registration at census date by abuse category, England (2005–2014)
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proportion of referrals proceeding to registration during the year in NI
has remained consistently lower and has been reducing since 2011.

Ages of children and reason for registration at the census date

All nations collect data on the reasons for a child becoming subject to a
CPP or registration which broadly equate to the four maltreatment cate-
gories outlined in guidance. There are variations in the use of multiple
abuse categories and the broadening of available categories in Scotland
means that data are not comparable after 2011. Nonetheless, broad
trends are discernible, as are some differing patterns between nations
(Figures 4�7).

Figure 5: Registration at census date by abuse category, Wales (2005–2014)

Figure 6: Registration at census date by abuse category, Scotland (2005–2014)
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Registrations for neglect have remained consistently high across all
nations, while sexual abuse registrations have declined. Registrations for
emotional abuse have increased substantially across England and Wales,
while Scottish data show a similar pattern. Physical abuse registrations
have also declined across England, Wales and Scotland, although they
still accounted for almost one in five registrations in Scotland in 2010/11.
NI shares a similar pattern of declining sexual abuse registration but
emotional abuse has also declined and remains low, while physical abuse
has risen substantially, making up 42 per cent of registrations in 2013/14.

All nations publish data on the ages of children subject to CPPs/CPRs
at the census date (Figure 8). Focusing on the birth-to-four-years age
group, there is a general upward trend. Scotland has maintained the
highest proportion of younger children subject to registration, England
and Wales have similar but somewhat lower levels, while NI, despite
having historically had the lowest proportion of younger children on the
register, has tended to converge with England and Wales in recent
years.

Only England and Wales publish a breakdown of category of registra-
tion by age group. As Figures 9 and 10 show, the increasing registration
rates for emotional abuse in both these nations has occurred primarily in
the younger age group, birth to four years, although it dropped slightly
in 2013/14.

Discussion

The data indicate that, over the past decade, the initial funnel for entry
into the child protection system in England and NI has been widening,
particularly since 2009, with NI having a significantly higher referral rate
than any other country. This increase in referrals is often attributed to
the impact of the Baby P case, although the sustained nature of the rise
suggests that other factors likely play a role, not least the economic
downturn and large reductions in funding. Difference in referral rates
between NI and England may also be explained by a number of factors:
better identification of need achieved through the long-standing integra-
tion of health and social care systems; the presence of a form of manda-
tory reporting which has been in statute for several decades; and higher
levels of child poverty and deprivation. Several decades of research
across many different countries evidence a strong relationship between
poverty and child maltreatment (Bywaters et al., 2016), with recent lon-
gitudinal analysis (Hood et al., 2016) showing that increased deprivation
drives �demand� for English local authority services in the form of
increased referrals to children�s social care.

Hood et al.�s (2016) analysis also suggests that local authorities with
higher demand tend to screen out more referrals and divert more cases
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to non-statutory services. At a national level, there is limited evidence
to suggest that there are major cross-national differences in cases filtered
out at the referral stage, as similar proportions proceed to initial assess-
ment in England and Wales or are allocated for further action (following
initial assessment of the referral) in NI. Bearing in mind that these data
are not directly comparable, all three countries appear to have experi-
enced a decrease in the proportion of cases filtered out at the referral
stage. However, despite the use of similar assessment tools across the
UK, how they are used to manage case allocation, potentially in con-
junction with other filtering/screening methods, is not easily discernible
and requires further investigation. Likewise, the observation that the
decrease in Welsh referrals may be partially attributable to some local

Figure 7: Registration at census date by abuse category, NI (2005–2014)

Figure 8: Proportion of children aged 0–4 on child protection plans/registers at the census
date across UK nations (2004–2014)
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authorities counting �contacts� which required no further action as refer-
rals points to how national figures can be affected by practice variation.

Rates of children subject to CPPs/CPR have also been increasing
across England, Scotland and Wales since the early 2000s, namely for
several years before the Baby P case. Historically, NI has tended to
have higher registration rates, although this has decreased in recent
years and has been recently overtaken by Wales. By contrast, Scotland
has consistently maintained a significantly lower level of children on the
register than any other nation. However, this disparity is most probably
due to the operation of the Children�s Hearing System, which offers an
alternative route to the management of child protection cases not avail-
able in other nations. Bywaters et al. (2014) show a strong relationship
between deprivation and increased risk of children becoming subject to
child protection planning/registration. Qualitative research (Gillies, 2007;
Canvin et al., 2007) also suggests that this is more than simply a �needs-
led� relationship, pointing to a lack of fit between professionals�

Figure 9: Proportion of registrations for emotional abuse by age group – England (2005–2014)

Figure 10: Proportion of registration for emotional abuse by age group – Wales (2005–2014)
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construction of �need� and the expressed need of impoverished service
users which can result in the practical needs being overlooked. As such,
the fact that none of the four UK nations collects basic information
about deprivation or other family circumstances remains a serious omis-
sion�one made all the more significant by research which suggests that
the impact of environmental factors may not always be fully appreciated
or paid variable attention by social workers (Horwath, 2002; Cleaver
and Walker, 2004).

When viewed within the context of Gilbert�s (1997) child welfare
model, these high and increasing rates of registration appear indicative
of system convergence around a child protection orientation. Similarly,
Bilson and Martin�s (2016) longitudinal analysis points to an increasing
investigative orientation of the English child protection system which
now encompasses greater numbers of children and families than ever
before. However, data relating to cases which proceed to various stages
of the child protection process during the year reveal different filtering
patterns between countries. Over time, England has a maintained a sig-
nificantly higher investigation rate compared with NI. In 2013/14, more
than twice the proportion of referrals proceeded to investigation in
England, suggesting a lower filter between these processes than in NI.
The figures also show that both the rate of initial case conferences and
the CPPs/CPRs have increased across England, Scotland and Wales,
again with Wales showing more significant increases, particularly since
2010. In NI, the rate of initial case conferences has remained relatively
stable, while registration has steadily increased. However, the proportion
of referrals which result in an initial case conference or registration
remains consistently lower than in other countries. Within the context of
Gilbert�s (1997) model, one might see this as suggestive of a stronger
family support orientation within NI and Scottish systems. However, as
Hood et al. (2016) note, local authorities with high referral rates exhibit
a tendency to step down statutory plans quickly and be less likely to
work longer term with families�a finding which might also explain NI�s
lower investigation and registration ratios.

Data relating to the proportion of younger children placed on child
protection plans/registers show a general upward trend, particularly in
Scotland and NI. Over time, Scotland has maintained the highest pro-
portion of registrations in the birth-to-four-years age group, albeit in the
context of low overall registration rates. England and Wales have similar
but somewhat lower levels, while NI, despite having historically had the
lowest proportion of younger children on the register, has tended to con-
verge with England and Wales in recent years. As such, in 2013/14, chil-
dren aged from birth to four years made up between 40 and 50 per cent
of CPRs at the census date across all UK nations. These changes no
doubt reflect the strong policy focus on early intervention which is com-
mon to all UK nations and which, particularly in England, emphasises
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the need to intervene with urgency and a clear focus on children aged
from birth to three years (Allen, 2011). However, the relationship
between early intervention and child protection is by no means unpro-
blematic. It has been argued that the �now or never� focus of the early-
intervention agenda, underpinned by the (mis)use of neuroscience, is
driving coercive state intervention in the lives of an ever-increasing num-
ber of families (Featherstone et al., 2014).

The data also evidence changing patterns in the abuse types used to
categorise children subject to child protection planning/registration.
Over the past decade, the proportion of cases attributed to neglect has
remained relatively stable, at around 40�45 per cent of registrations
across the UK, while sexual abuse and physical abuse have declined.
Emotional abuse, on the other hand, has increased over time in England
and Wales, accounting for 33 per cent and 38 per cent of registrations in
2013/14, with Scotland exhibiting similar patterns during 2004/05�2010/
11. English and Welsh data show that increases in registration for emo-
tional abuse have primarily occurred in the birth-to-four-years age
group�a finding which is likely reflective of an early-intervention
agenda which stresses the early years as a critical time period for the
developing social and emotional structure of the brain, requiring sensi-
tive and attuned parenting (Allen, 2011). Devine and Parker�s (2015)
historical analysis of English data notes the significance of the shift with
the �core abuse types� of physical abuse and sexual abuse which once
made up the bulk of CPRs now accounting for only a minority of cases.

This also mirrors changing trends internationally, with the majority of
children in Australia and the USA now being classified under neglect or
emotional abuse (Munro and Manful, 2012). Munro and Manful (2012)
attribute this to increasing recognition of the detrimental impact of these
forms of abuse, although they recognise these designations have the
greatest definitional ambiguity at an international level. Definitions also
vary somewhat between UK nations but, more importantly, they vary
over time, with emotional abuse and neglect having expanded substan-
tially (Featherstone et al., 2016). A number of national and international
researchers and academics have highlighted the contested nature of
emotional abuse and neglect, raising concerns about net-widening and
arguing for narrower abuse definitions (Lonne et al., 2009; Pelton, 2015)
supported by a universal welfare model of provision and reduced focus
on forensic investigation. Scott (2006) suggests this definitional broaden-
ing has been driven by greater recognition of the child not only as a psy-
chological being, but as a holder of human rights�a concept which has
influenced legislative and policy development across the UK. The
growth in registered child protection cases may not just be indicative of
an increasing investigative focus within the system, but may also reflect
pragmatic decisions to categorise families� troubles in ways that bring
greater access to limited resources. Thus, while the numbers of abuse
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and neglect cases have increased, the actual conditions of children�s lives
may not have necessarily changed.

Conclusion

As previous analyses have noted (Munro and Manful, 2012), there are a
number of limitations to relying on administrative data-sets to compare
child welfare policy and practice. Most notably, differences in what data
are collected and published, coupled with variations in maltreatment
definitions, thresholds for action and recording conventions, can pose
particular problems. Throughout this paper, we have highlighted com-
monalities and differences in national policy, assessment and data collec-
tion procedures in order to assess the comparability of UK child
protection statistics and provide a tentative framework for interpreting
variation. Despite various legislative and operational differences, a num-
ber of national and cross-national trends are apparent. In terms of indi-
vidual nations, the data show that:

� the English child protection system is characterised by a widen-
ing of the initial funnel as evidenced by increasing referral
rates. It operates a comparatively low filter between referral
and investigation, with one in five referrals proceeding to this
stage. This is accompanied by increasing numbers of families
being subject to initial case conferencing and child protection
planning.

� the Welsh child protection system has witnessed greater fluctu-
ation and the initial funnel has narrowed in recent years. The
proportion of cases filtered out at an early stage has reduced
dramatically, with the majority of cases now proceeding to
assessment. This has been accompanied by a rise in the propor-
tion of cases proceeding to initial case conference and
registration.

� the NI system has the widest initial funnel with the highest
level of contact between families and children�s social services
of any UK nation. Despite comparatively high registration
rates, it operates a high filter between referral and investiga-
tion, with only one in ten cases proceeding to this stage. The
proportion of cases which proceed to initial case conference
and registration is consistently lower than in England and
Wales.

� the Scottish system is characterised by very low CPR, primarily
because of the operation of the CHS, which provides an alter-
native legal route for processing child protection cases. The
lack of referral data makes it difficult to ascertain whether
cases are filtered in different ways from other nations.
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Across UK nations, there is also an ongoing trend towards increased
child protection planning/registration in relation to emotional abuse and
in respect of children aged from birth to four years.

Although the lack of any objective bench mark for the operation of a
�good� system makes interpretation of such national differences difficult,
a number of additional issues emerge from this analysis. First, despite
the routine annual collection of a range of statistics across all nations,
such data rarely, if ever, engender any national debate as to what they
say about the operation of these systems�for example, whether the
direction of travel towards a more child protection-orientated system
involving younger children is an intentional, or even a desirable, out-
come? Second, national data returns continue to collect next to no infor-
mation on the family characteristics of those who come into contact with
the child protection system or the support services offered. Twenty-
seven years after the 1989 Children Act sought to achieve a better bal-
ance between child protection and children in need through providing a
statutory basis for the provision of family support services, we still have
no clear picture as to what is provided, to whom and at what stage, in
any nation across the UK or what the outcomes are for children of their
differential chances of being assessed as �at risk�.
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Abstract

Comparative child welfare administrative data from each of the four jurisdictions of
the UK (Scotland, England, Northern Ireland (NI) and Wales) were analysed over a
ten-year period to examine rates and patterns of public care. Scotland followed by
Wales has the highest rates of children in out-of-home care, followed by England and
NI with similar lower proportions. Despite strong links between deprivation and
higher chances of becoming looked after, this national variation appears more a
reflection of differing legal and operational practice than higher levels of need for
public care. Notwithstanding differing devolution settlements, a convergence in the
direction of policy across the UK towards early intervention, extensive use of kinship
care and adoption as an exit route from public care is apparent. This convergence is
most apparent in the increased entry of very young children to public care in
Scotland, NI and Wales. The lack of any systematic collection of data by governments
on the social and economic conditions of children reflects a missed opportunity to
examine separately their influence on rates of children in public care.
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Introduction

Children in public care and the capacity of public institutions to safe-
guard and promote their security, stability and opportunity remain a
central focus for global and regional policy development. Contemporary
Western states provide for the separation of children from their family
of origin when this is in the child�s interests through both voluntary and
compulsory mechanisms. Children in out-of-home care therefore repre-
sent a relatively well defined population generally captured effectively
within child welfare administrative data. Cross-national comparison
employing such data can provide insight into the potential impact of pol-
icy on rates, demographic characteristics and outcomes for these chil-
dren, although caution in interpretation and comparison is a necessity to
guard against inapt or mistaken conclusions on policy success (Thoburn,
2007).

This paper draws on comparative child welfare administrative data
from each of the four jurisdictions of the UK (Scotland, England,
Northern Ireland (NI) and Wales) over a ten-year period to inform an
interpretive enquiry into patterns of public care involvement. It is a
companion piece to a comparable analysis of official child protection
data (Bunting et al., under review). Identifying the �appropriate� number
of children in public care remains troublesome for policy makers.
Examining comparative rates of looked after children illuminates the
impact of policy and legal contexts as one element in a complex network
of socio-economic, institutional and individual influences.

The UK provides an ideal case study to examine the potential impact
of diversity in child welfare policy, for three main reasons. First, broadly
similar social and economic conditions prevail, setting a relatively uni-
form context to policy development. Second, differing approaches to
welfare policy, already present for thirty years, have increased following
devolution, with more universalist approaches, at least in Scotland and
Wales, that prioritise social citizenship over consumerism (Keating,
2012). Third, it represents an opportunity to address limited cross-UK
policy learning (Keating et al., 2012) and to contribute towards greater
understanding of how child welfare systems produce differential rates
and responses to children�s need for public care. Trends are examined in
relation to the legislative and policy context pertaining to looked after
children in each of the four UK jurisdictions.

Many Western states provide for degrees of multi-level governance
(e.g. federalism in Germany or devolved administrations as in the UK).
These locate responsibility for areas of public policy making (Hallett
and Hazel, 1998) at different levels and are in themselves influenced by
supranational institutional organisations including the United Nations
(UN) and the European Union. In the UK, devolution settlements in
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1999 created three separate parliaments/assemblies (Scotland, NI and
Wales) with differential jurisdictional powers but all capable (from 2006
in Wales) of delivering primary and secondary legislation and deriving
independent policy agendas in health, social services and education�key
strategic areas for child welfare. In these areas, legislative powers for
England reside with the UK parliament and policy development within
separate government departments.

National legislative and policy context

In England, the 1989 Children Act, albeit amended, remains the under-
pinning legislative foundation of the child welfare system and, in NI,
equivalent legislation is found in the Children (NI) Order 1995. In April
2016, the 2014 Social Services and Well-being (Wales) Act replaced many
of the child welfare provisions previously found in the 1989 Children Act.
Within the 1989 Children Act and the Children (NI) Order, the term
�looked after� refers to children and young people under the age of eight-
een years who live away from their parents or family and are supervised
by a local authority social worker. A �looked after� child may either be
accommodated by the local authority (at parental request, with parental
consent or in the absence of parents) or be subject to an order made by
family courts in order to protect the child from significant harm. This defi-
nition is retained in the 2014 Welsh Act (section 74).

In Scotland, the 1995 Children (Scotland) Act and the 2011 Children�s
Hearings (Scotland) Act underpin the child welfare system. England,
Wales and NI have court-based systems for child welfare and address the
needs of children who offend in separate youth justice courts (Bottoms
and Dignan, 2004). In Scotland, a unitary jurisdiction integrates child wel-
fare and youth justice decision making within a system of lay tribunals
(Children�s Hearings System); children�s underlying needs and circumstan-
ces are considered similar regardless of legal classification. Children�s
hearings are intended to encourage a non-adversarial approach to facili-
tate discussion of child welfare issues between parents, children and panel
members�the citizen volunteers who are the decision makers (McGhee,
2011). Courts remain the primary decision-making forum when adoption
and permanence decisions are required and where there is immediate risk
of significant harm albeit these latter cases are promptly transferred to
the children�s hearings for ongoing consideration. Children�s hearings
decide whether a child is in need of compulsory measures of supervision
(CSO)�a legal order that is not available in other UK jurisdictions. The
legal basis for a CSO provides for a broader range of concerns than child
protection and additionally includes the need for guidance, treatment or
control. CSOs may permit a child either to remain at home with his/her
family (discouraged in recent policy; Scottish Government, 2015) or it
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may place the child in out-of-home care (McGhee, 2011). Children in out-
of-home care and those who remain at home with their families receiving
support by virtue of a compulsory supervision order are defined as
�looked after� in Scotland. See Table 1 for a summary of policy and law.

Permanency and kinship care

In all four jurisdictions, there is separate adoption legislation and varied
public and private law measures to secure children in long-term alternate
care, primarily through adoption, foster or kinship care arrangements.
Although Scotland has enshrined the concept of permanency within legis-
lation, it remains a core theme of policy and legislative development
across the UK (NIHSCB, 2010; DfE, 2010; Scottish Government, 2011,
2015). In England and Wales, for example, the 2008 Children and Young
Persons Act and Care Planning Guidance (DfE, 2010) requires that there
should be an agreed permanence plan for all children who are accommo-
dated or in care. Early intervention, another common theme of child
welfare policy across the UK (Davidson et al., 2012), is central to policy
development for looked after children in all four jurisdictions (Scottish
Government, 2015; DHSSPS, 2007; DfE, 2011) albeit in Wales this is
couched in a general duty on local authorities to provide or arrange pre-
ventive services (Welsh Government, 2015).

Kinship care is prioritised as the preferred placement choice in gov-
ernment policy across the UK (Selwyn and Nandy, 2013); however, dif-
ferent terminology and assessment processes are applied in each of the
four jurisdictions (Murphy, 2014). In England, the term �family and

Table 1 Policy and law: summary

Key legislation Decision-making fora Looked after chil-
dren�definitions

Adoption�
interim measures

England 1989 Children Act Family and Youth
Courts

Children in out-of-
home care super-
vised by local
authority

Placement orders

Wales 2014 Social Services
and
Well-Being Act

Family and Youth
Courts

As above Placement orders

Northern
Ireland

Children (NI) Order
1989

Family and Youth
Courts

As above Freeing orders

Scotland 1995 Children
(Scotland) Act/2011
Children�s Hearings
(Scotland) Act

� Lay tribu-
nal�child-
ren�s
hearings

� Court pri-
marily for
permanency
measures

As above and
includes children
on Compulsory
Supervision Orders
living at home

Permanence
orders with
authority to
adopt
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friends care� is used instead of kinship care and statutory guidance
(DfE, 2011) differentiates informal family and friends care, where there
is either no involvement from social services or the child is considered a
child in need, from more formal arrangements where the child is looked
after by the local authority. Although Welsh guidance refers to kinship
care, it makes the same informal/formal differentiation and, in both
England and Wales, non-relative foster-carers and relative/friend foster-
carers are formally assessed against the same standards. NI and Scotland
also use the term �kinship carers� but assess and approve this group
against specific standards for kinship care (DHSSPS, 2014; The Looked
After Children (Scotland) Regulations 2009, SSI/210). Financial regimes
for kinship carers vary depending on whether the child is formally
looked after by a local authority and variation in payment of allowances
is not uncommon (see e.g. Wade et al., 2014; Kidner, 2012).

Adoption, including non-consensual adoption, is available in all four
jurisdictions. In England and Wales, this is primarily through placement
orders, in NI through freeing orders, with or without parental consent.
In NI, the Adoption (Northern Ireland) Order 1987 still remains the
legal basis for adoption processes, although consultation to update this
legislation is ongoing. England has witnessed legislative reform to
increase the number of children adopted and to speed up the process
through the 2014 Children and Families Act. This act amended the 1989
Children Act to give greater priority to �fostering for adoption� place-
ment in cases where adoption is being considered for a child (similar
arrangements are in place in Wales under section 81 of the 2014 Social
Services and Well-being (Wales) Act). This reflects a long-standing pri-
ority given to adoption for looked after children in English policy circles
(Narey, 2011). Concurrent planning processes (DfE, 2011) increasingly
underpin adoption processes. This involves placing children, typically
infants and younger children, with carers who are approved as both fos-
ter-carers and adopters, whilst at the same time providing the birth fam-
ily, usually those with the most complex and entrenched needs, with
intensive, time-limited, rehabilitative support services. If rehabilitation is
unsuccessful, then the foster-carer can go on to adopt the child. In
Wales, a National Adoption Services has been launched to reduce delay
in adoption processes (http://gov.wales/?view…Searchþresults&lang…en
(accessed 12 September 2017)). Scottish legislation has undergone
reform following a lengthy review process that culminated in the 2007
Adoption and Children (Scotland) Act. This act created a new legal
order�a Permanence Order (intended to provide security of placement
without resort to adoption). Permanence Orders with authority to Adopt
(PO(A)) effectively replaced freeing orders; direct adoption petition
remains. Both orders are permitted with and without parental consent.

Variation also exists between UK jurisdictions regarding the use of
special guardianship orders (SGOs) introduced through the 2002
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Adoption and Children Act. This order provides a legal status for non-
parents who wish to care for a child in a long-term secure placement
and was implemented as an intermediate legal status offering greater
security than long-term fostering without the absolute legal severance
from the birth family associated with adoption. Although it was antici-
pated that SGOs would be primarily used where a child had developed
a strong relationship with a foster-carer, since implementation, the
majority of applicants have been family carers (Wade et al., 2014).
Available only in England and Wales, once a SGO has been granted,
the child is no longer defined as looked after in these countries. The
Scottish Permanence Order differs from SGOs in that it allows not only
the restriction of parental responsibility, but its removal where there is a
grant of the authority to adopt and, unlike SGOs, a child subject to a
Permanence Order remains looked after unless they are adopted or the
order revoked.

Residential settings

In England, Wales and NI, child offenders in secure residential settings are
considered and counted in official statistics as looked after by the relevant
local authority; in Scotland, young people aged sixteen to seventeen years
who receive offence-related custodial sentences are not counted in looked
after children statistics unless they remain on compulsory measures of
supervision; children aged eight to fifteen years referred to a children�s
hearing on the offence ground and subsequently placed on supervision are
counted as looked after children. In Scotland and Wales, diversion of
young people who offend from formal systems is a key strategy (Scottish
Government, 2008b; Jones, 2016). Pitts (2015) argues that, in England, a
�pragmatic rediscovery of �diversion�� (p. 37) through revision of a key per-
formance indicator has seen a significant reduction in young people enter-
ing the youth justice system. All jurisdictions have developed policy to
support care leavers in the transition from care to adulthood, including pro-
vision to remain in the same (or similar) care placements for longer periods
(see e.g. Scottish Government, 2013; DfE, 2015).

Method

The data presented in this paper are derived from published administra-
tive data. Where available, trend data for the years 2009/10�2014 are
taken from the most recent publications (2013/14) while earlier data for
the years 2005�08/09 are taken from 2008/09 publications. Where trend
data are not available, statistics are sourced from individual annual pub-
lications and in one case direct aggregate data from a statistics authority.
Likewise, where available, rates per 10,000 children published in official

Looking After Children in the UK�Convergence or Divergence? 1181

D
ow

nloaded from
 https://academ

ic.oup.com
/bjsw

/article-abstract/48/5/1176/4555372 by guest on 12 O
ctober 2018

228

Deleted Text:  2002
Deleted Text:  
Deleted Text:  
Deleted Text: p
Deleted Text: o
Deleted Text: &hx2019;
Deleted Text: they
Deleted Text: not only 
Deleted Text: p
Deleted Text: o
Deleted Text: orthern 
Deleted Text: reland
Deleted Text: 16/17
Deleted Text: 8&hx2013;15
Deleted Text: ,
Deleted Text: &hx201C;
Deleted Text: &hx2018;
Deleted Text: &hx2019;&hx201D;
Deleted Text: for example
Deleted Text: is
Deleted Text: 20
Deleted Text: is
Deleted Text: is
Deleted Text: c


reports are used. Where these were not available, they are calculated
using the 2005�14 mid-year population estimates for each of the nations
(ONS, 2014). Findings are structured to examine rates of children in
out-of-home care, the balance between voluntary and compulsory place-
ments, entries and exit destinations.

Previous work examining the comparability of official child welfare
statistics (Munro et al., 2011) has shown that, despite the breadth and
detail of statistical data collections in each jurisdiction, there are some
limits on comparability. There is close alignment between data collec-
tions in England and Wales and greater divergence in data items and
classifications used in Scotland and, to a lesser degree, NI. Building on
the work of Munro et al. (2011) and further detailed review of each
jurisdiction�s data collection documentation, the data presented are
either identical or broadly comparable across the four parts of the UK.
Any differing legal, statistical or data categorisations that might impact
on comparability are highlighted and considered throughout the paper.

Findings

Comparing rates of looked after children

All UK nations collect data on the number of children looked after
(LAC) at the census date. In Scotland, the annual census date coincides
with the school year (31 July) whilst, for the rest of the UK, it is 31
March. Over the past decade, Scotland has maintained a substantially
and consistently higher rate of looked after children than all other UK
nations (see Figure 1). As in Wales, the Scottish rates of looked after
children have been steadily increasing over time, although this began to
drop off from 2012. Rates in England and NI also show a slight upward
trend over time.

The difference in looked after rates between Scotland and other UK
nations can be partially explained by the operation of the Children�s
Hearings System, which is unique to Scotland and which classifies chil-
dren living with parents on a compulsory supervision order as looked
after. This grouping represents a significant proportion of looked after
children�just over a quarter (27 per cent) in 2014 (Scottish
Government, 2014). In order to make LAC rates more comparable, stat-
istical publications commonly calculate the rate of children looked after
in out-of-home care through exclusion of Scottish data relating to chil-
dren looked after at home. Using this method, although LAC rates for
Scotland reduce significantly, they remain substantially higher than other
UK nations (Figure 1�the dotted line represents Scottish rates of chil-
dren looked after in out-of-home care). However, additional variation in
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available legal orders and use of different placement options may also
contribute to differential rates between nations, as explored below.

Placement type at the census date

All nations collect data on the placement type of looked after children
at the census date (see Table 2). While there are considerable variations
in the degree of detail provided, six comparable groupings are available:

� non-relative foster placement;
� relative/friend foster-care/kinship care placement;
� adoption;
� placement with parents;
� residential care (regulated children�s homes);
� other placement type�includes other residential settings,

secure units, hostels, community placements, residential
schools, non-regulated homes/hostels, etc.

Adoption is used in only a small minority of cases across the UK but
there are national differences. This placement option accounts for 0�1 per
cent of placements at the census date in Scotland and NI, compared to 5�6
per cent in England and Wales. The majority of placements in England
and Wales and NI are in foster-care, although three in ten of these involve
kinship placements in NI compared to 11�15 per cent in England and
Wales. Given the different thresholds and mechanisms for assessing and
approving non-relative foster-care/kinship care across nations, arguably this
is not a comparison of like with like. One way to take account of varying
operational practice on overall looked after rates is to exclude both those
placed in kinship/relative foster-care and those looked after at home,

Figure 1: Rates of looked after children at census date (2005�14)
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Table 2. Placement type at census date (2005�14) (percentages)

Foster placement/kinship care Adoption Placed with
parents

Residential care
(regulated
children�s
homes)

Other
placement*

Total Non-relative
foster-care

Relative/ friend
foster-care

England
2005 68 66 12 6 9 9 8
2006 69 57 12 5 9 9 8
2007 70 58 12 5 9 9 8
2008 71 60 11 5 8 9 8
2009 72 61 11 4 7 9 8
2010 73 62 11 4 7 8 9
2011 74 63 11 4 6 8 7
2012 75 64 11 4 5 8 7
2013 74 63 11 5 5 8 8
2014 75 64 11 5 5 8 7
Wales
2005 72 58 14 0 14 5 3
2006 74 60 14 0 12 5 4
2007 75 61 14 5 11 5 4
2008 75 61 14 5 12 5 4
2009 77 63 14 4 11 4 4
2010 78 62 16 4 9 4 4
2011 79 63 16 3 9 4 4
2012 77 62 15 5 10 4 5
2013 77 62 15 5 10 4 5
2014 77 62 15 5 9 4 5
Scotland
2005 42 28 14 1 43 6 7
2006 42 29 13 1 42 6 8
2007 44 29 15 2 43 6 6
2008 45 29 16 2 43 5 6
2009 49 29 20 2 39 5 6
2010 49 20 20 2 39 5 6
2011 50 30 20 2 39 4 5
2012 55 31 24 2 34 4 5
2013 58 33 25 2 32 4 5
2014 59 33 26 2 30 4 5
Northern Ireland
2005
2006 62 � � � 20 13 4
2007 59 � � � 24 12 5
2008 57 � � � 26 13 5
2009 65 � � � 19 13 3
2010 65 � � � 19 11 6
2011 74 46 29 1 10 10 6
2012 74 44 30 1 11 9 7
2013 75 44 31 1 12 8 5
2014 75 44 32 1 12 7 5

*Other placement includes other residential settings, secure units, hostels, community placements,
residential schools, non-regulated homes/hostels, etc.
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focusing instead on children for whom the local authority provide accom-
modation. As Figure 2 demonstrates, this reduces the rate of LAC at the
census date across all countries; it has a much more substantial impact on
Scottish statistics, giving an �accommodated� rate which is similar to that of
Wales (Figure 2). It also shows that NI has a much lower �accommodated�
rate�almost half that of either Wales or Scotland.

Voluntary and compulsory measures

Each UK jurisdiction collects data on the legal status of looked after
children at the census date, although the range and level of detail pro-
vided vary considerably and several orders are specific to certain juris-
dictions, such as CSOs in Scotland. However, the legislation in each
nation provides for children to become accommodated by local author-
ities on a �voluntary basis� as a form of family support, allowing
comparison of the use of voluntary measures versus compulsory meas-
ures across the UK. The data show that both England and NI have the
same relatively high proportions�approximately three in ten looked
after children in �voluntary� placements, although this has decreased in
recent years. Whilst Welsh figures for 2005 were higher than any other
nation during the ten-year time period, these have decreased ever since
and now account for one in five of placements. Scottish figures have
been consistently lower, at roughly one in ten, although changes in data
collection practices mean than reliable data are not available for 2009�
12 (see Figure 3). Lower Scottish rates, highlighted above, will also be
affected by the wider use of placements with parents and kinship care in
this jurisdiction.

Figure 2: Rates of looked after children per 10,000 accommodated by local authorities
(2005�14)
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Admissions to care during the year

All UK nations collect data on the number of admissions to care during
the year, which can provide a more current overview of practice. As
Figure 4 shows, admissions to public care have remained fairly stable in
Wales and NI but have been steadily increasing in England, particularly
since 2008, while Scotland has seen a slight reduction since 2010.

All nations disaggregate admission to care data by age and, despite
variation in the age grouping used, two trends are apparent. First, in
Scotland, Wales and NI, there has been a substantial increase in the pro-
portion of young children under five years old entering public care (see

Figure 4: Admissions to care during the year (2005�14)

Figure 3: Proportion of looked after children �voluntarily� accommodated across the UK
(2005�14)
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Figure 5; primarily driven at least in Scotland and Wales by a propor-
tionate increase in children aged less than one year). NI has seen a pro-
portionate increase in both age groups. Scottish data will include
children looked after at home, reflecting the use of compulsory supervi-
sion as an alternate to registration as a child protection measure.
England, in contrast, has a relatively stable proportion of new entrants
under five years old and an increase in young people aged sixteen years
or older: from 7 per cent in 2005 to 16 per cent in 2015.

The proportion of primary-aged children has remained relatively sta-
ble in all four jurisdictions (see Figure 6).

The second similar trend in all four jurisdictions has been the substan-
tial reduction in the proportion of early adolescent children.
Notwithstanding data are not gathered for the exactly similar age ranges
across the UK, this broad pattern is evident. In Scotland and NI, the
proportion of twelve-to-fifteen-year-olds reduced from 38 per cent to 29
per cent and 36 per cent to 22 per cent, respectively. In England and

Figure 5: Percentage of children aged from birth to four years on entry to care across the UK
(2005�14)

Figure 6: Percentage of children aged �ve to nine/�ve to eleven years on entry to care across
the UK (2005�14)
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Wales, similar reductions can be seen for the ten-to-fifteen-year-old age
group (see Figure 7).

Discharges from care during the year

Data on destinations following discharges from care during the year are
collected across all four UK jurisdictions. While there are variations in
the categorisations used, five comparable groupings are available:

� adoption;
� returned home to live with parents, relatives or friends or

someone with parental responsibility (including residence
orders);

� special guardianship order;
� independent living, including both supported and unsupported;
� other�including those who died, were sentenced to custody,

were transferred to adult social care, taken into care by another
LA or whose destination was unknown.

All nations publish data on the number of children adopted. As Table
3 highlights, Scotland has a consistently lowest proportion of children
adopted from care, followed by NI, while England and Wales have
higher proportions (11�17 per cent). Numbers of children returned to
the care of parents/friends or relatives account for the largest proportion
of discharges across all nations, although these have been decreasing
over time in England and Wales whilst, in Scotland, they have been
increasing. The data also show that SGOs, available only in England

Figure 7: Percentage of children aged ten to �fteen/twelve to �fteen years on entry to care
across the UK (2005�14)
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and Wales, increasingly account for a significant minority of discharges
from care: 11 per cent and 14 per cent, respectively, in 2014.

It is possible to consider the impact of different permanency
arrangements�through Adoption or Special Guardianship on rates of

Table 3 Discharges from care during the year by destination (percentages) (2005�14)

Adopted Returned home
to live with parents/
relatives/friends or
on residence order

Special
guardianship

Former
foster
parents

Independent
living

Other

England
2005 20 47 11 27
2006 14 46 0 � 13 27
2007 13 45 1 � 14 25
2008 13 43 4 � 14 25
2009 13 42 5 � 13 27
2010 13 43 5 � 13 26
2011 11 42 6 � 13 27
2012 13 42 8 � 14 25
2013 14 41 10 � 14 22
2014 17 41 11 � 12 20
Wales*

15 56 � � 11 19
16 56 � � 10 18
16 53 2 � 12 16
14 43 4 � 13 25
16 41 4 � 14 25
14 46 4 � 13 23
15 44 5 � 13 22
15 43 8 � 14 20
17 41 9 � 11 21
17 37 14 � 11 21

Scotland
2005 3 63 � 0 5 29
2006 3 65 � 0 5 27
2007 3 61 � 0 5 31
2008 3 60 � 1 6 30
2009 5 75 � 2 5 14
2010 5 74 � 2 6 14
2011 6 73 � 1 6 14
2012 6 80 � 1 5 7
2013 6 81 � 1 6 5
2014 7 80 � 2 6 5
Northern Ireland
2005 10 � � � � �
2006 7 � � � � �
2007 7 � � � � �
2008 7 � � � � �
2009 6 � � � � �
2010 6 � � � � �
2011 7 � � � � �
2012 8 � � � � �
2013 10 � � � � �

*Excludes data categorised as �episode ceases and new episode begins on same or next day�, as
these children remain looked after.
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out-of-home care for England and Wales (see Figure 8). Adding children
discharged from care through these arrangements back into figures for
looked after children at the census date, whilst a rudimentary calcula-
tion, highlights how these differences can make fairly significant
increases to rates in both jurisdictions.

Discussion

Removing children from the care of their parents to alternative living
arrangements, whether with kin or non-familial caretakers, is a highly
charged public intervention usually undertaken in an environment where
a child�s well-being is at stake. Analysis of routine data collected on chil-
dren in public care offers one comparative measure of the operation of
child welfare systems illuminating, as Nelken (2009, p. 291), in another
context, suggests, �what they (other jurisdictions) are actually trying to
do� in responding to children�s needs. Comparative analysis of such data
requires appreciation of the distinct norms and culture within a country�s
specific child welfare regime (Thoburn, 2007). This paper suggests that
three similar policy drivers�early intervention, adoption/permanency
and the position of kinship care�are operating in each particular policy
and legal regime in ways that partially shape rates of children in public
care across the UK.

Scotland, followed by Wales, has the highest rates of children in out-
of-home care followed by England and NI with similar lower propor-
tions. Given the strong link between deprivation and higher chances of
becoming looked after (Bywaters et al., 2014), we might expect this to

Figure 8: Recalculated rates of looked after children in England and Wales including those
adopted and discharged from care under an SGO during the year (2005�14)
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have a significant influence on national rates. However, Wales and NI
have the highest levels of deprivation but very different looked after
rates, whilst the same is true of England and Scotland, which both have
lower average levels of deprivation. A study underway to compare
equally deprived neighbourhoods across the four countries will provide
more useful detail on this broad conclusion. Thus, national variation
appears, in the case of the UK countries, less a reflection of differential
levels of need for public care and more a reflection of differing legal
and operational practice. This is especially true within the Scottish con-
text, where integration of youth justice and child protection within the
Children�s Hearings System and the use of Compulsory Supervision
Orders clearly contributes to substantially higher rates. Attempting to
account for some of these differences by focusing on rates of children
�accommodated� by local authorities, the Scottish rate reduces to the
equivalent of Wales. However, it is still higher than England and it is
not possible to disaggregate how youth justice applications might specifi-
cally impact these figures. In relation to England, Wales and NI, a range
of factors including differing national practices regarding the use of
adoption and other permanence options influences variation in rates.

Adoption and kinship care

Adoption legislation including non-consensual adoption (the latter per-
mitted across the UK) is contained within separate legislation in each
UK jurisdiction. England and Wales have taken the strongest lead in the
promotion of adoption as a primary route to permanence for children
looked after in out-of-home care, including time targets, concurrent
planning and fostering to adopt (DfE, 2012). This is reflected in the
higher proportion of children in England and Wales exiting care through
adoption. Adoption rates in Scotland have historically been the lowest
of all UK nations but have seen a small but significant increase in recent
years, no doubt influenced by the implementation of Permanence
Orders with authority to adopt and a more robust policy emphasis on
early permanence (Scottish Government, 2011). Equally, rates in NI
have increased over time, accounting for one in ten discharges from care
in 2013.

Government guidance in all four jurisdictions prioritises kinship care
as the first option where an alternate living arrangement for a child is
required. However, the data show very different patterns between
nations, with 11�15 per cent of looked after children placed in kinship
care in England and Wales in 2013/14 compared with 26 per cent in
Scotland and 32 per cent in NI. In England and Wales, this is likely
linked to the increasing use of SGOs, primarily involving kinship place-
ments, which operate as an exit and diversion from public care (Wade
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et al., 2014), removing a substantial number of children from future out-
of-home care statistics. Both NI and Scotland have specific assessment
processes for kinship carers and, in Scotland, the rate of kinship place-
ments has steadily increased over time, accounting for almost half of the
increase in numbers of looked after children in Scotland between 2001
and 2010 (Kidner, 2012). This is perceived to reflect a transfer from
informal to formal kinship care (Scottish Government, 2015). Access to
financial and support resources for kin carers is most likely to underpin
the preferred legal status of formal kinship care arrangements (Wade
et al., 2014; Farrugia, 2015) across jurisdictions and, while there are
undoubted benefits of providing stable living arrangements for young
children, kinship care and adoption may also be relatively financially
attractive for cash-strapped local authorities.

Reorienting towards younger children?

Entries and exits from care provide another comparative lens to exam-
ine policy influences, entry data speaking to the influence of current pol-
icy direction (Thoburn, 2007). A variable picture is present: over the
ten-year period, Wales and NI rates of entry remained relatively stable,
increased in England and are recently reducing in Scotland. In Scotland,
the preventive contribution of the getting it right for every child (Scottish
Government, 2008a) and youth justice (Scottish Government, 2008b)
policies alongside a concerted effort through local pre-referral screening
systems to reduce overwhelming numbers of referrals to the hearings
system are likely contributors to a reduction in these historically high
rates of looked after children. In England, a triple whammy of reduced
access to primary and secondary preventive resources through local
authority funding cuts, the impact of child fatalities on professional and
institutional decision making (Hood et al., 2016; Cafcass, 2012) and
direct impacts on families of austerity measures (Hastings et al., 2015)
arguably have served to increase rates of entry to public care.

What is particularly stark is the increase in children aged under five
years entering public care systems in Scotland, Wales and NI, to an
extent reflecting what has been the case in England during this period.
In recent years, close to one-fifth of children entering public care across
the UK are less than one year old. Two factors are likely prominent.
First, pre-birth child protective processes across the UK have become
more common practice in the wake of inquiries into the fatal non-
accidental injury of children. England saw a significant increase in care
orders following the Baby P inquiry (Macleod et al., 2010) and
Broadhurst et al. (2016) have observed over the period 2007�14 an
increase in the use of compulsory measures at birth. In Scotland, emer-
gency child protection measures rapidly increased from 2003. In 2013�
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14, almost half (48 per cent) of child protection orders concerned chil-
dren aged under one year. Although data are not routinely collected on
outcomes, in 2011�12, almost four-fifths (79 per cent) of children subject
to child protection orders subsequently were looked after away from
home (Henderson and Hanson, 2015).

Second, all four jurisdictions have well-developed policy and practice
emphases on early and preventive intervention and the provision of
early help via multi-agency support to families. This includes policy
aimed at reducing the impact of social disadvantage on children, often
oriented towards very young children (Flying Start, Welsh Government,
2016, for example). Neuroscientific research on infant brain development
has become a potent policy influence (Allen, 2011) despite a misreading
of the policy readiness of the research base (Wastell and White, 2012).
Early-years intervention sits alongside policy where stage of intervention
is relevant (Walker, 2005), namely to prevent significant harm, reduce
the disruption of public care and consider diverse ways of securing per-
manence for children. In England, at least, these policy objectives have
been contradicted since 2010 by radical reductions to the funding of
early-years services (Action for Children et al., 2016). Rates of children
in public care are not detached from earlier upstream child welfare pol-
icy and intervention, and all four jurisdictions have seen increasing rates
of child protection referral, increasing registration of children aged from
birth to four years and an increased orientation towards neglect and
emotional abuse as the defining child protection concerns (Bunting
et al., a companion article, forthcoming, analysing child protection
referrals across the UK). Balancing child protection and family support
and the emergence of a more child-focused orientation (Gilbert et al.,
2011) are not without consequence. Featherstone et al. (2014) have
argued that the �marriage� of the early-intervention agenda and child
protection has driven coercive state intervention in the lives of an
increasing number of families, emphasising a form of practice that is
legally based and privileges adoption. These data raise questions as to
the extent to which early intervention for very young children may well
have morphed into early removal, particularly in the context of an
increased focus on permanence and implementation of processes such as
concurrent planning.

Equally stark has been the reduction in the proportion of adolescent
children entering public care (not including over-sixteens) across all four
jurisdictions of the UK. Data are not completely comparable due to dif-
fering age categories; however, the overarching trend is clear. Diversion
of youth justice cases from child welfare systems may be a factor.
Scotland has seen greater diversion of young people who offend from
formal systems (Scottish Government, 2008b); in 2014, only 18 per cent
of children referred to the hearings system were so on the offence
ground SCRA (2015). In England, there has been a significant process
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of decarceration of children partially attributable to cost-reduction aims
following the financial crisis of 2008, illuminating the influence of eco-
nomic (alongside social and political) conditions on rates of child impris-
onment (Goldson and Muncie, 2015).

Future developments

Despite the availability of a range of data indicators on children looked
after by local authorities, especially those in out-of-home care, these
data are frequently shorn of contextual and temporal information, espe-
cially regarding the social and economic conditions of the children and
their families. There is extensive evidence of social and economic depri-
vation present in the lives of looked after children (Bebbington and
Miles, 1989; Pelton, 2015; Bywaters, 2015) and an association between
poverty and maltreatment (Thoburn, 2007; Bywaters et al., 2016a) yet
this contextual information remains undocumented. Given that political
ideologies affect poverty alleviation, housing, general health and child
welfare services that indirectly impact on children�s needs, there is a
strong argument for including some measures of socio-economic circum-
stances (e.g. area-level deprivation measures), long routinely collected in
health administrative data, to child welfare data collections. Child wel-
fare inequalities require as much attention and analysis as health
inequalities (Bywaters, 2015). In addition, more consistent and better-
quality data collection on subgroups of children within child welfare sys-
tems would enable more effective cross-country comparison permitting,
for example, complex analysis of interactions between ethnicity and
socio-economic circumstances (Putnam-Hornstein et al., 2013; Bywaters
et al., 2016b). This would facilitate a more nuanced understanding of
ethnicity and child welfare involvement required for policy and practice
development (Barn, 2007; Barn and Kirton, 2012). Whilst recognising
routine collection of socio-economic data will not overcome issues of dif-
ference versus magnitude or the uncertainty and contingency of individ-
ual decisions on entry to care (Alastalo and Po¤ so¤ , 2014), it will provide
a further dimension to policy development in all four jurisdictions of the
UK.

Conclusion

This analysis of administrative data on looked after children gathered in
the four jurisdictions of the UK considers the impact of differing legal
and child welfare policy contexts on rates and patterns of placement.
Despite differing devolution settlements, it is suggested that convergence
characterises the broad direction of policy across the UK towards early
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intervention, extensive use of kinship care and adoption as an exit route
from care. The legal and operational context of the implementation of
these concurrent policy trends influences categories counted in national
administrative data. This can serve to occlude similarities present across
the UK, such as the trends towards increased entry of young children to
public care. The failure systematically to gather data on the socio-
economic conditions of looked after children represents a missed oppor-
tunity to examine the influence of social and economic conditions on
rates of children in public care. Greater comparability of data across
jurisdictions would be one contributory element in building the potential
to begin to explore the big question: in which country are children�s
developmental needs best served?
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Abstract
Comparative international data on patterns of inequality in child welfare interventions,
for example, the proportion of children about whom there are substantiated child
protection concerns or who are in out-of-home care, are far less developed than
data about inequalities in health. Few countries collect reliable, comprehensive infor-
mation and definitions, methods of data collection and analysis are rarely consistent.
The four UK countries (England, Northern Ireland, Scotland and Wales) provide a
potential ‘natural experiment’ for comparing intervention patterns. This study reports
on a large quantitative, descriptive study focusing on children in contact with children’s
services on a single date in 2015. It found that children’s chances of receiving a child
protection intervention were related to family socio-economic circumstances, mea-
sured by neighbourhood deprivation, within all four countries. There was a strong
social gradient which was significantly steeper in some countries than others.
Ethnicity was another important factor underlying inequalities. While inequalities in
patterns of intervention between the four countries were considerable, they did not
mirror relative levels of deprivation in the child population. Inequalities in intervention
rates result from a combination of demand and supply factors. The level and extent of
inequity raise profound ethical, economic and practical challenges to those involved in
child protection, the wider society and the state.

Keywords
Social work, child protection, child welfare, looked after children, out-of-home care,
inequalities, social gradient, ethnicity

Introduction
In the public health field, much attention has been paid to measuring and analysing
differences in mortality and morbidity between and within countries. While recog-
nising problems in ensuring that data are genuinely comparable between and within
different countries, sufficient convergence is managed through the WHO Global
Health Observatory for data on over 1000 indicators of population health to be
gathered from 194 countries (http://www.who.int/gho/en/). There is a substantial
body of work that underpins judgements about relative rates of sickness and death
and discussions of contributory causal factors. It supports a focus on understanding
and combatting both underlying and more immediate causes of health inequalities
(WHO, 2008). Reducing health inequalities is seen as an essential element for max-
imising the health of populations (Acheson, 1998; Marmot et al., 2010).

Some elements of a similar approach can be found for child welfare services
(including family support and prevention, child protection, out-of-home care) but
far less progress has been made in the key elements for an internationally compa-
rable model. There has been limited progress in establishing agreed definitions of
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key concepts and even less in establishing comparable systems of data collection,
analysis and reporting systems, though the socially negotiated nature of the subject
under study is unlikely to be more complex than some medical categories. The
epidemiology of child welfare (i.e. population-based and longitudinal studies) is far
less developed internationally compared to knowledge about health inequalities.
There has also been relatively little development of a discourse of inequity to
account for differences in child welfare intervention rates. Reducing inequities
has not secured widespread support as a policy objective for cutting levels of
maltreatment, despite the WHO’s report on prevention in Europe asserting that
child abuse and neglect are a ‘leading cause of health inequality and social injus-
tice, with the socioeconomically disadvantaged more at risk’ (Sethi et al.,
2013, Foreword).

Background

Child welfare – International comparisons
To briefly summarise the international comparative evidence about child welfare
inequalities, first, there are relatively few countries with consistent national systems
of data collection and reporting (Del Valle, Canali, Bravo, & Vecchiato, 2013;
Fallon et al., 2010; Fluke & Wulczyn, 2010; Gilbert, 2011; Kojan & Lonne,
2012; Thoburn, 2007). Second, it is common for insufficient details to be presented
about how data have been collected (Fallon et al., 2010). Third, there are frequent-
ly found to be problems in the quality and consistency of data collection, with
protocols sometimes not followed (Thoburn, 2007) or even contested (Alastalo &
P€os€o, 2014). Fourth, definitions, for example, of different categories of child abuse
or neglect are not agreed internationally, with the same words sometimes being used
to describe different things either over time or at a point in time (Bywaters et al.,
2016b). For example, it is relatively recently that the concept of emotional abuse has
emerged and forms of sexual abuse have become differentiated. Fifth, there are few
established common measures of child maltreatment or system response proxies,
with referrals, substantiated child protection concerns and out-of-home care all
having inconsistent meanings across boundaries (Sethi et al., 2013; Thoburn,
2007). Even within-country comparisons can be problematic, but on an internation-
al basis, comparison is difficult, indeed ‘limited and questionable’ (Alastalo & P€os€o,
2014, p. 722). The WHO review of European systems reported that ‘intercountry
comparisons cannot be made with any certainty and there is an urgent need to
standardize policies, processes and registrations’ (Sethi et al., 2013, p. 14).

Such evidence as there is suggests profound inequalities in children’s chances of
experiencing abuse and neglect and in the construction of state responses. Rates of
physical maltreatment appear much higher in Eastern European states than
Western countries (Gilbert et al., 2009; Sethi et al., 2013). Reports of physical
abuse in the UK, USA, New Zealand, Finland, Italy and Portugal ranged from
3.7 to 16.3%, while in Macedonia, Moldova, Latvia, Lithuania, Siberia, Russia
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and Romania the range was 12.2–29.7%. In many Western countries, rates of
physical abuse have decreased in recent years in response to legislation and atti-
tudinal change. However, definitions of maltreatment continue to evolve and
expand, with new categories being included in some countries, such as exposure
to domestic violence, leading to overall rates remaining relatively static (Gilbert
et al., 2012).

A number of studies have examined and compared rates of out-of-home care.
However, the heterogeneity of this population is considerable: age; length of stay
in care; placement and the purpose of care all vary substantially, in addition to the
complication of whether care is measured by point or period prevalence (Alastalo
& P€os€o, 2014; Gilbert, 2011). The age profile and length of placement vary between
different models of child protection systems. The Nordic countries with universal
social welfare tend to place older children in out-of-home care compared to a much
younger population in the UK and Australia. Movement away from paternalistic
state institutional care is evident in the former communist states, but this is a slow
process (Anghel, Herczog, & Dima, 2013). Child welfare policies in Spain and Italy
are also moving away from institutional care, but both nations have experienced
problems consolidating family foster care. Australia, Ireland, Norway and the UK
have some of the highest rates of family foster care (>80%), and Italy and
Germany the lowest (<50%). In many countries interventions involve the state
placing children with relatives or friends or taking over elements of parental
responsibility but without necessarily removing the child from the parents’ home
or from their day-to-day care.

There is also compelling evidence that the care system is being used for different
purposes in different countries. Out-of-home care tends in Nordic countries to be
used as a family support mechanism rather than valuing permanent separation
from birth parents (Forrester, Goodman, Cocker, Binnie, & Jensch, 2009) so its
social function is not the same as in the UK. Adoption is not permitted in Finland,
requires birth parent permission in Sweden and is rare in Denmark (Gilbert, 2011).
Out-of-home placements in these countries are often by voluntary consent of both
child and parent and regularly used to transition older teens to independent living
(Gilbert, 2011; Kojan & Lonne, 2012). The number of children adopted in the US
rose by almost 50% in the years 1998–2007 which is said to account in part for a
fall in out-of-home placements (Gilbert, 2011). But in England an increase in
adoption has accompanied a rise in the rates of children looked after.

So, although patchy and weakened by the methodological problems identified
earlier, there is consistent evidence that the responses of states and independent
organisations to children and families result in very different experiences according
to where you live. To put it at its most cautious it is unlikely that such inequalities
simply reflect real differences in childhoods or that there are equally good out-
comes for children and their families. There are no grounds for complacency when
professions and states are implicated in systematically unequal treatment of chil-
dren and parents. An important but not a sufficient step towards rectifying this
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situation would be the recognition of this fact and the development of an inequal-
ities perspective.

The current study and comparisons between UK nations
The research presented in this article, funded by the Nuffield Foundation, aimed to
begin the task of detailing and understanding inequalities in intervention rates by
examining differences in the proportions of children on CP plans or registers, or
who were ‘looked after’ in out-of-home care, between and within the four countries
of the United Kingdom (UK): England, Northern Ireland, Scotland and Wales.
The UK offered the possibility of a kind of natural experiment in comparing
policies and services for CP (Bywaters et al., 2017a) although only these two
types of state intervention within the wider range of provision were examined.
The UK countries share a common language, government and history.
However, a number of significant differences also apply. First, many powers are
devolved from Westminster, the seat of the UK government, to the four individual
nations. Devolution has been substantially extended in recent years with the estab-
lishment of new legislative bodies, the Scottish Parliament and the Welsh
Assembly, and the power sharing agreement creating greater devolved government
in Northern Ireland. CP policy is a devolved power and increasing differences of
approach are being seen between the countries. Second, Scotland has an entirely
separate legal system to that in England and Wales with different terminology and
structures. The Scottish children’s hearings system is unique. Third, this is just one
example of different structures operating across the four countries, with children’s
services in Northern Ireland being managed through joint Health and Social Care
Trusts rather than by elected local councils as in the three other countries. Finally,
the politics of the four countries have become increasingly divergent with a differ-
ent political party in power in each, at the time of writing. The Conservative party
in England has to negotiate with a Labour-led government in Wales, a Scottish
National Party government in Scotland and Unionist and Republican parties in
Northern Ireland. Again, as devolution has grown, the political distinctiveness of
the four countries has become more apparent, albeit the UK Government operates
the key levers of the economy, taxation and social security policy.

Published administrative data for the four countries summarised on an annual
basis by the third sector organisation, the NSPCC, and our own analysis of that
published data had suggested that there were substantial differences in the pro-
portions of children who were in out-of-home care (‘children looked after’)
(Bentley, O’Hagan, Raff, & Bhatti, 2016; Bunting et al., 2018; McGhee et al.,
2018) or subject to child protection interventions. However, the NSPCC summa-
ries also pointed to the possibility that some of these differences were artefacts of
the data collection process rather than real differences. The published data had
also not controlled for key demographic and economic differences between the
countries, nor had there been any comparison attempted at the local authority
level, never mind any smaller geography. Previous authors had pointed to both the
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potential value and the practical problems inherent in comparing what was hap-
pening to children in the four nations (Munro, Brown, & Manful, 2011).
Governments had responded only with publications that identified some of the
problems, not with measures to ensure that published administrative data allowed
readers to compare like with like.

A central intention of our research was to establish building blocks for subse-
quent programmes of work to identify, understand and respond to child welfare
inequalities. These foundations included, first, identifying a valid basis for making
like-with-like comparisons in intervention rates between the four countries by
resolving as far as possible the differences of legislation, definition and adminis-
trative data collection; second, developing theoretical and conceptual models for
examining inequalities; third, creating and testing methodological approaches –
quantitative and mixed methods – for detailing inequalities and for understanding
the contributory causal factors; and, fourth, changing the conversation about child
welfare in the UK by establishing inequality as a key dimension of discussion.

For differences in intervention rates to be inequalities rather than just random
variations they had to meet the standard of the definition we had developed: child
welfare inequity occurs when children and/or their parents face unequal chances,
experiences or outcomes of involvement with child welfare services that are sys-
tematically associated with structural social disadvantage (Bywaters et al., 2015).

Current administrative systems are not designed to identify the underlying inci-
dence or prevalence of maltreatment in the UK, so we could only investigate those
children who came to the attention of state services. Several alternative measures
are potentially available within those collections but difficulties in comparisons
increase if period prevalence is attempted, as legislation, definitions and data col-
lection methods have all been subject to change but at different rates and directions
in different countries. We, therefore, decided to examine only the proportion of
children subject to interventions on a single day – the date for annual administra-
tive returns, 31 March 2015 in England, Northern Ireland and Wales and the
31 July in Scotland.

Essentially we were trying to answer this question: Are there inequalities
between the four UK countries in the proportions of children who, at a point in
time, are either considered to be at risk because of substantiated concerns about
child protection or who are being looked after by the State?

Research methods
This article is concerned with one aspect of the funded study, namely the quanti-
tative analysis of intervention rates in each UK country. The study combined
administrative data of three kinds: about individual children subject to state child-
ren’s services interventions, about the deprivation level of the neighbourhood and
the area in which the children lived and about the child population of neighbour-
hoods and areas which enabled the calculation of rates of intervention. Ethical
approval for the study was obtained from the Coventry University Faculty
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Research Ethics Committee and support secured from the Association of Directors
of Children’s Services in England and parallel bodies in Northern Ireland,
Scotland and Wales.

Because the child populations in the four countries are of very different sizes a
mixed sampling approach was adopted to ensure sufficient numbers to allow for
meaningful comparison and statistical analysis. In Northern Ireland and Wales,
data were requested on 100% of children who were on the Child Protection
Register or who were looked after on 31 March 2015, the census date. In
England, data were collected from a representative sample of 18 LAs for the
same date, including all 10 regions, and a spread of high, mid and low deprivation
LAs. In Scotland, data from 31 July 2015 (the Scottish census date for children’s
services data) were sought from 10 LAs responsible for over half of all Scotland’s
children, including all the largest LAs by population. After data cleaning, this gave
us data on over 12,000 children on Protection Plans or Registers (CP) and over
24,000 children looked after (CLA), more than 10% of all such children in the UK
(see Table 1).

Data were collected on the children’s age, gender, ethnic category, type of abuse
or neglect experienced if CP, and the legal status and the current placement if
CLA. In addition, we asked for the small neighbourhood in which they were
living or, in the case of CLA, from which they had entered care, which we could
link to a deprivation score.

In the UK, extraordinarily, no data are collected systematically about the parents
of children involved with children’s services. In order to test for the existence of a
relationship between family circumstances and children’s involvement with services,
therefore, we had to use small neighbourhood deprivation scores as a proxy measure
for family socio-economic circumstances. In England and Wales, these neighbour-
hoods are called Lower Super Output Areas and have average total populations of
around 1600; in Northern Ireland, they are Super Output Areas with populations
around 2000; and in Scotland, Data Zones with average populations of around 750.
Each neighbourhood has a deprivation score based upon multiple measures but the
four countries use overlapping but different measures, weighted differently, so we
constructed a UK-wide deprivation index following the methodology outlined by
Payne and Abel (2012). This enabled us to group all UK neighbourhoods in deciles
from the least deprived 10% of neighbourhoods to the most deprived.

Child population data for the small neighbourhoods were taken from the mid-
year population estimates for 2014. These estimates update the comprehensive
2011 national census. Unfortunately, child population data by ethnic category
and neighbourhood are not available from these mid-year estimates, so 2011
census data had to be used for the ethnicity analysis.

Data were analysed as rates per 10,000 children. Analysis was typically based on
deprivation deciles, but summarised as quintiles for simplicity. Summary rates for
each country were compared to deprivation decile number using Spearman’s rank
correlation to confirm relationships. Similarly, log transformation of summary
rates (to make the relationship more linear) for each country was regressed on
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decile number to estimate the proportional rate of increase in intervention for each
decile increase in deprivation. A technical paper is available online which gives full
details of the data sets and our analysis (Bywaters et al., 2017b).

Findings

Data gaps and comparability
We had previously identified three main kinds of limitations in the administrative
data sets currently produced by the four UK governments (Bywaters et al., 2016a,
2016b, 2018). First, there are large gaps in the data that are collected. The two
most important are that, as mentioned above, virtually no data are collected about
the lives or circumstances of the parents of children subject to CP or CLA inter-
ventions and no national data are analysed or reported for levels of geography
below whole local authorities. There are no published data focusing on smaller
geographical communities or areas. Second, some of the data collected and or
reported are of dubious quality, particularly those on child disability which have
had to be excluded from the analysis. Third, some of the data collected are only
analysed and reported to a limited extent. The main example of this is data ana-
lysed by ethnic category.

However, two further issues of importance emerged from this comparative
study. It became clear that there are complex but important differences between
countries in the proportion of children defined as looked after but placed either at
home with at least one parent or out-of-home with relatives or family friends. It is
unclear to what extent this is primarily a matter of practice or a matter of defini-
tion. In other words, do some countries place a larger proportion of children with a
parent, relative or friend than others or are there different practices in whether
children living with parents or relatives or friends are counted as looked after?
Table 2 shows the scale of this issue but sheds only a limited light on whether this is

Table 1. Child and local authority sample sizes for UK comparative study.

Country
Number
of LAsa

Children on child
protection plans
or registers

Children looked
after

England 18 6310 8090
NI 5 1845 2878
Scotland 10 1410 8418
Wales 22 2847 5091b

Total 55 12,412 24,477

LA: Local Authority; NI: Northern Ireland.
aHealth and Social Care Trusts in NI.
bHigh levels of missing neighbourhood data in two Welsh LAs meant that they were excluded
from this analysis.
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a real difference of practice. As can be seen, in Northern Ireland and Scotland,
around a half of all CLA were placed with a parent, relative or friend. This com-
pared to a little over a quarter of CLA in Wales and one in six in England. For a
number of years up to 2014, the NSPCC’s annual ‘How Safe Are Our Children’
reports, when comparing the proportion of CLA in the four countries, only pre-
sented data for Scotland about children who were looked after away from home
but gave the data for all CLA in the other three countries. As can be seen, this
approach underestimates the complexity of comparing CLA rates between the
four countries.

It is clear that there are a variety of positions taken in relation to kinship care
when state services are involved, from informal arrangements acknowledged by
and agreed to by children’s services without formal assessment or payment,
through various levels of assessment and payment to the point where relatives
or friends are assessed and paid on a par with foster carers not previously
known to the family. Because of these nuances and because the data available
lack the detail necessary to sort between the alternatives, we decided that, for
the purposes of cross-country comparisons in this study, we would only use
CLA data on children placed in out-of-home care who were not with parents,
relatives or friends: essentially those in foster homes and residential care.

The second new issue, first identified by Bilson (private communication), is the
cumulative effect of decisions to place children for adoption or on Special
Guardianship Orders (SGOs) in England and Wales. More frequent, earlier and
faster adoption of CLA has been a central plank of children’s services policy in
England in recent years. In England, in every year since 2000/1 more than
3000 children have left the care system to be adopted and this increased to over
4000 in 2012/13 and over 5000 in 2013/14 and 2014/15 before falling back to 4690
in 2015/16. Twelve per cent of care leavers were adopted in 2000/1 rising to 17% in
2014/15. A new permanency provision, the SGO, was brought into effect in England
and Wales on 1 January 2006. Like adoption, it was designed to provide greater
security of care for children who had been looked after either with pre-existing foster
carers or with relatives or friends (approximately half in each type of placement).
Children on SGOs are no longer counted in statistics for looked after children.

Table 2. Percentage of all looked after children who are placed at home or with
relatives or friends, by UK country, 2015.

At home with
a parent

Placed with a
relative or friend Total

England 5 11 16
NI 16 31 47
Scotland 23 29 52
Wales 11 16 27

NI: Northern Ireland.
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The use of SGOs increased rapidly and by 2014/15 over 3000 children in England
were counted as leaving care under such orders. Cumulatively, Bilson estimates that
at 31 March 2016 more than 70,000 children may be currently living in alternative
families having been placed by the state through adoption or SGOs. The total is
similar to the number of children counted as being looked after.

However, in Scotland adoption has been less a focus of policy. Proportionately,
many fewer children left care because of adoption, between 3 and 7% of all care
leavers between 2000/1 and 2014/15. There is no SGO and the nearest equivalent
order does not remove children from the looked after head count. Cumulatively, in
the period 2002/3 to 2014/15, although the full details of age and outcome neces-
sary for a precise calculation are not available, it looks as though approximately
twice as many children, proportionately, were living in adoptive or SGO families,
having been placed from care, in England as in Scotland.

The cumulative numbers involved are sufficiently large to have a considerable
effect on comparative rates of CLA between Scotland and England and Wales.
This presents both conceptual and statistical challenges. Conceptually, it has long
been assumed in the UK, at least, that adoption is a totally different status to being
‘in care’, even if the adoption placement is made by the state. Once parental rights
and responsibilities have been conferred the state no longer has a role. However,
more recently there has been some blurring of this boundary with the recognition
that adoptive parents may require or benefit from continuing support. The bound-
ary is even more blurred in the case of SGOs, where local authorities are required
to make available a range of support services including financial support and retain
powers to be party to subsequent changes in the child’s legal status. It is at least
arguable that the numbers and rates of children on SGOs should be published as
part of the annual CLA data returns, at least in as much detail as data on CLA and
adopted children.

Statistically, because it is not known whether or how many children on SGOs
become looked after again and because of other definitional differences between
England and Scotland, any calculation about the impact on CLA rates would have
to involve wide confidence limits. In the case of this research, we decided not to
make such calculations but to draw the issue to readers’ attention. SGOs do not
apply in Northern Ireland.

Deprivation in the UK
As Table 3 demonstrates, the general population of children in Northern Ireland,
especially, and Wales, were much more likely to be living in higher deprivation
neighbourhoods than those in England and Scotland, which had a broadly similar
pattern. In all countries children are over-represented in the most deprived 20% of
neighbourhoods (Column 5), but the proportions in the least deprived quintile
(Column 1) are starkly different. Close to 70% of children in Northern Ireland
were living in the most deprived 40% of neighbourhoods in the UK but only a
little over 40% of children in England.
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LAs face radically different socio-economic conditions across the UK. In eight
LAs and Trusts in our sample, at least 50% of children were living in neighbour-
hoods amongst the most deprived 20% in the UK while in four LAs fewer than
15% of children did so. More than 50% of all children lived in the least deprived
20% of neighbourhoods in the UK in only one LA, but several had a third or more
of their children in such places. On the other hand, two LAs had no neighbour-
hoods in the least deprived 40% in the UK. Given, as we outline below, the strong
relationship between deprivation and intervention rates, these profound demo-
graphic differences have a major effect on demand.

Similarities in child welfare interventions
Most of the variables examined showed significant differences between countries.
However, gender patterns were an exception to this rule. While overall levels of
intervention for males and females showed between-country inequalities, the ratio
of males to females was remarkably similar. There was no statistically significant
difference in the proportions of males and females on CP plans or registers in
England, Scotland and Wales (we did not have the data for Northern Ireland).
There was a small but persistent difference in the proportions for CLA with a small
excess (around 15%) of males in all three countries. Given the differences between
boys and girls in educational attainment and in CLA rates, the apparent similarity
in CP rates is remarkable and perhaps worth further exploration.

Deprivation and intervention rates
Within each country there is a very strong positive association, probably exponen-
tial rather than linear, between the level of neighbourhood deprivation and the
proportion of children who are CLA or CP (Tables 4 and 5). This relationship is
very strong and statistically significant in each country (Spearman’s rank correla-
tions at decile level: in all countries rs >0.95, p < 0.001).

Differences between areas of high and low deprivation are not a matter of a few
percentage points but multiples. A child in Scotland living in one of the most
deprived 20% of UK neighbourhoods is 10 times more likely to be looked after

Table 3. Distribution of child population (0–17; percentages) by neigh-
bourhood deprivation quintile, UK countries, 2014 mid-year estimates.

Deprivation quintile (1 ¼ least deprived)

1 2 3 4 5

England 20 19 19 18 24
NI 1 13 19 31 37
Scotland 19 19 18 17 26
Wales 7 16 24 26 26

NI: Northern Ireland.
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away from parents, relatives or friends than a child in the least deprived 20%. In
England this ratio is 9:1. Small numbers in the least deprived neighbourhoods in
Northern Ireland and Wales preclude a similar analysis but the broad pattern is
repeated, as it is in every LA and Trust we examined. This supports the hypothesis
that deprivation – a proxy for family socio-economic circumstances – is a primary
driver of service demand in any given country or local authority.

However, differences between UK countries in overall rates cannot be explained
by levels of deprivation. If deprivation was the main factor explaining inequalities
in rates between countries, Northern Ireland would have the highest overall rates
and England the lowest. Neither for CP nor for CLA is this the case: supply side
factors are also at work, interacting with demand.

For CP, England and Northern Ireland appear to have similar overall rates but
higher than those in Scotland. The lower Scottish rates may reflect the use of
Supervision Orders in which children are placed at home and not also placed on
the CP register. For many of these children there may well be CP concerns but they
may not be recorded in the register because they are considered protected by the

Table 5. CLA not with parents, relatives or friends by deprivation quintile
and overall, rate per 10,000 children, adjusted, UK countries, 2015.

Deprivation quintiles (1 ¼ least deprived)

1 2 3 4 5 ALL

England 13 26 35 61 112 52
NI 17 29 31 48 35
Wales 10 19 35 57 135 62
Scotland 18 34 45 82 188 82

CLA: Children looked after; NI: Northern Ireland.
Numbers of children in NI living in the least deprived 20% of UK neighbourhoods are
too small for rates to be reliable.

Table 4. CP rates per 10,000 children by deprivation quintile and overall,
adjusted, UK countries, 2015.

Deprivation quintiles (1 ¼ least deprived)

1 2 3 4 5 ALL

England 12 23 36 52 100 47
NI 14 23 37 68 43
Scotland 4 9 21 25 57 26
Wales 5 11 26 47 94 45

CP: child protection; NI: Northern Ireland.
Numbers of children in NI living in the least deprived 20% of UK neighbourhoods are
too small for rates to be reliable.
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order. This raises questions about the value of the register as a comprehensive
record of CP concern. Another key difference is that in Scotland, almost no chil-
dren aged 16–17 are on CP registers, unlike in the other countries (see Table 7).
However, this does not explain the lower rates overall in Scotland which are seen in
all other age groups.

The very different distribution of children by deprivation quintile in the coun-
tries means that these overall figures mask other significant differences. Although
the overall CP rate in Northern Ireland is similar to that in England and Wales,
Northern Ireland rates are in fact much lower in the two highest deprivation
quintiles where two-thirds of Northern Ireland children were living. The differ-
ences between countries can only be properly examined when deprivation patterns
are also taken into account.

For CLA not placed with parents, relatives or friends, by contrast, Scotland has
the highest rates, approximately 30% higher than those in Wales, 60% higher than
England and more than double those in Northern Ireland. The cumulative impact
of differential adoption and non-kinship SGO rates may account for at least part
of the difference between overall Scottish and English rates but cannot account for
the stark gap between Scotland and Northern Ireland. And if children on non-
kinship SGOs were counted as CLA in England and Wales, this would widen the
gap between those countries and Northern Ireland. Given the costs of looked after
children – the average cost in England is over £50,000 per year – these large
differences could be expected to be at least as much a focus of attention for policy-
makers as the outcomes of placing children in care. However, with the exception of
Wales (Drakeford, 2012), there is limited evidence of such concern.

Successive NSPCC How Safe Are Our Children? reports have drawn attention
to the gap in CLA rates between Scotland and England, although with little appar-
ent effect on policy or practice. However, these data, while confirming that ineq-
uity, place a greater spotlight on Northern Ireland’s lower rates, particularly for
CLA. And it is interesting to note that Northern Ireland is the only UK country in
which more children were on CP plans than were being looked after in foster and
residential care in 2015.

The social gradient
There is a strong social gradient affecting children’s chances of a child welfare
intervention: each step increase in deprivation is accompanied by a higher CLA or
CP rate. There are no exceptions to this pattern between deprivation quintiles,
which is also seen within individual LAs and Trusts, except in a handful of cases
where numbers of children are too small to yield reliable rates.

However, the steepness of the gradient – how much each step up in deprivation
influences the CP or CLA rate – varies between countries. Using least squares
regression of log transformed decile rates weighted by population numbers to
calculate the slope (Table 6) reveals that, for CP, Wales has the steepest gradient,
followed by Scotland, Northern Ireland and England but only the differences
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between Wales and Northern Ireland and between Wales and England are statis-
tically significant. For CLA, Wales again has the steepest gradient followed by
Scotland, England and Northern Ireland. Northern Ireland has a significantly
shallower gradient than all the other countries and England is significantly shal-
lower than Wales. It is unclear why gradients differ but within an inequalities
analysis flattening the slope – finding ways to reduce the impact of deprivation
on intervention rates – would have a large effect on overall rates and numbers.
Flattening the slope is an alternative – or possibly complementary strategy – to
reducing the numbers and proportion of children subject to interventions in more
deprived areas.

Age
A further dimension in which clear inequalities in children’s chances of interven-
tion between the four countries can be seen is age. As Table 7 shows, and we have
already indicated, in Scotland CP interventions are essentially not used with young
people aged 16 and 17 but overall Scottish rates are significantly lower across all

Table 6. The social gradient. Average increase in intervention rates
for each increase in deprivation decile.

CP (%) CLA (%)

England 29 29
NI 31 18
Scotland 37 33
Wales 46 38

CLA: Children looked after; CP: child protection; NI: Northern Ireland.

Table 7. CP and CLA rates by age group, UK countries, 2015.

England NI Scotland Wales

CP rates
0–4 61 54 42 66
5–9 48 48 28 46
10–15 36 37 18 37
16–17 12 19 1 15
CLA rates
0–4 29 25 49 35
5–9 34 27 63 43
10–15 60 39 103 79
16–17 96 67 86 100

CLA: Children looked after; CP: child protection; NI: Northern Ireland.
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age groups. By contrast, overall CP rates in Northern Ireland are only lower than
in England and Wales for the 0–4 age group. In the 0–4 age group (Table 8), CP
rates in Northern Ireland and Scotland are very similar when comparing children
living in areas of similar deprivation, but in both countries rates are lower than in
England and Wales.

CLA rates for children not placed with parents, relatives or friends show a
consistent age pattern with one exception. Across all age groups, rates are highest
in Scotland, then Wales, then England and lowest in Northern Ireland, with the
exception of the 16- to 17-year age group. In this older group, Scottish rates are
lower than those in England and Wales.

Once again, these patterns raise further questions. Overall, across the UK, at all
age groups approaching one child in 100 was either on a CP intervention or being
looked after at a point in time in 2015 (Table 9). Scotland is the only country in
which CLA rates fall in the oldest age group, compared to the 10–15 group, while
CP interventions are essentially absent. Service patterns for 16- to 17-year-olds
compared to other age groups do appear to be different in Scotland to the other
nations, perhaps reflecting the younger Scottish age of maturity: aged 16. The
implications for young people who may be vulnerable require further examination.
Of course, it is the outcomes of policy differences that are the central concern
rather than the policy differences themselves.

Table 8. CP rates, age 0–4, by deprivation quintile, UK countries, 2015.

Deprivation quintiles (1 ¼ least deprived)

1 2 3 4 5 All

England 14 31 47 67 120 61
NI 10 26 44 91 54
Scotland 7 15 29 41 90 42
Wales 5 18 38 59 134 66

CP: Children looked after; CP: child protection; NI: Northern Ireland.
Numbers of children in NI living in the least deprived 20% of UK neighbourhoods are
too small for rates to be reliable.

Table 9. Combined CP and CLA rates, by age group, UK countries.

England NI Scotland Wales

0–4 90 78 91 101
5–9 82 76 91 90
10–15 96 77 121 117
16–17 107 86 86 114

CLA: Children looked after; CP: child protection; NI: Northern Ireland.
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Ethnicity
A much larger proportion of children in England (21%) were identified as mem-
bers of minority ethnic categories than in Scotland (6%) or Wales (7%) according
to the 2011 Census, the latest source for which data are available at neighbourhood
level. One consequence of this is that intervention rates become less reliable within
some deprivation quintiles or deciles, because numbers are very small. Data on
ethnicity were not available in Northern Ireland.

As Table 10 shows, patterns of deprivation affecting children vary considerably
between the five broad ethnic categories commonly used to present ethnicity data
across the UK. In all three countries shown, Black children were very much more
likely than other children to be living in the most deprived 20% of neighbour-
hoods: around half or more in all countries. Patterns for Mixed heritage and Asian
children were more varied with apparently lower proportions living in quintile 5 in
Scotland than in England or Wales. It should be borne in mind that there may be
different categorisation practices across the UK.

Overall CLA rates for children not placed with parents, relatives or friends in all
three countries for which numbers are sufficient show a similar pattern (Table 11).
Rates for Mixed, Black and Other children are higher than those for White chil-
dren but Asian children have the lowest rates by a very large margin. However, this
picture looks different when controlled for deprivation. In the most deprived quin-
tile of small neighbourhoods where the majority of Black children live (Table 12) in
all three countries, rates for Black children are lower than those for White children.
This repeats the pattern seen for the English West Midlands in 2012 (Bywaters
et al., 2016c). By contrast, in the 80% of neighbourhoods that have lower depri-
vation (Quintiles 1–4; Table 13), Black children’s rates are higher than those for
White children. The reasons for these apparently large inequities between children
in different categories and jurisdictions require further investigation. The number
of children involved in the data presented, while always above the threshold of 10
used by the DfE in reporting data, is small outside England. The categories used
and the consistency with which they are applied are a further concern. Whether
low rates for children in minority ethnic categories reflect better childhoods or the
differential reach of services is unknown. And whether apparently higher rates for
minority category children in low deprivation neighbourhoods (which are also less
ethnically diverse) reflect discrimination in service delivery or pressures arising

Table 10. Percentage of all children living in quintile 5 by ethnic
category and country, 2011 census.

White Mixed Asian Black Other

England 20 33 31 49 35
Scotland 26 20 26 59 33
Wales 25 32 39 55 36
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from greater isolation are also unknown. What the data do confirm is the complex
interaction of supply and demand, of national and local service delivery priorities,
policies and patterns and children’s unequal experiences in different communities.
Further analysis of the ethnicity data will be published separately.

Limitations of the study
A number of cautionary points about the study have been noted already. Two
major factors should be particularly borne in mind. The first is the consequence of
no data being collected about the circumstances, identities or backgrounds of the
children’s parents or the households from which the children come. Using neigh-
bourhood deprivation scores as a proxy for family socio-economic circumstances is
a widely adopted approach but it is not certain that the families in contact with
children’s social services are representative of the neighbourhoods in which they
live. Furthermore, the construction of the UK-wide deprivation index relies

Table 11. Overall CLA rates by ethnic group and country, 2015.

White Mixed Asian Black Other

England 49 73 17 67 61
Scotland 76 183 24 104 203
Wales 58 89 27 74 59

CLA: Children looked after.

Table 12. CLA rates in quintile 5 (most deprived), by ethnic category
and country.

White Mixed Asian Black Other

England 127 117 23 71 87
Scotland 179 545 61 144 360
Wales 131 187 47 65 87

CLA: Children looked after.

Table 13. CLA rates in quintiles 1–4 (least deprived), by ethnic
category and country.

White Mixed Asian Black Other

England 30 51 14 63 46
Scotland 41 90 11 47 127
Wales 34 44 14 84 43

CLA: Children looked after.
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heavily on two key indicators: income and employment, rather than a wider range
of factors, such as the neighbourhood environment or the health of the population
which may be of significance. However, deprivation scores are only used to judge
the relative positions of neighbourhoods and LAs and tests of alternative depri-
vation measures within countries suggest a high level of congruence whatever
particular measures are used.

Second, securing comparability of the data between countries is complex. As we
have outlined, while the term ‘looked after’ is employed in all the four countries,
very different patterns in its application – for example, in the proportion of CLA
who are placed with parents, relatives or friends – are apparent. Our headline
measure of CLA, which only compares children in foster or residential care, is
weakened by the exclusion of children in England and Wales who are on SGOs,
around half of whom are living with adults who were previously their foster carers
(but of whom an unknown number may, in fact, be relatives or friends). It is also
impossible to judge, because no data exist, exactly how many informal arrange-
ments are being made for relatives and friends to be involved in the care of children
where the state is involved in the negotiation but there is no monetary or legal
transaction.

It is also unfortunate, to say the least, that data on childhood disability (and
health) are so unreliable that they have been excluded from this analysis.

Conclusions
Despite these important limitations, we would argue that it is reasonable to reach a
number of key conclusions. There are large structural inequalities in children’s
chances of being on a CP plan or register or being in out-of-home care which
relate to where the child’s family lives. Within all the four countries there is a
strong social gradient. Children’s chances of state intervention are patterned by
their family or household circumstances measured by neighbourhood deprivation.
This has a major impact on service demand. This is true at different ages and for
both boys and girls. These inequalities are very large: children in the most deprived
10% of neighbourhoods in the UK are over 10 times more likely to be subject to an
intervention than children in the least deprived 10%. The steepness of the social
gradient varies between countries but is ever present. Demand factors affecting
childhoods are fundamental to CP rates. It is clear that children’s services inter-
ventions reflect social inequalities. It is unclear whether those interventions reduce
or exacerbate inequalities affecting children and their parents.

However, inequalities in overall intervention rates between countries do not
reflect the relative levels of deprivation affecting children. Broadly speaking,
Northern Ireland, which has the highest levels of deprivation, has the lowest inter-
vention rates. Scotland, with apparently similar deprivation patterns to England,
appears to have higher rates of CLA but lower rates of CP. The relative use of CP
plans or registers compared to foster and residential care is very different in the
different countries. In Scotland something like three times as many children are
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in out-of-home care as on the CP register. In England and Wales CLA rates are
roughly 20 and 30% higher than CP rates, respectively, but in Northern Ireland
CP rates are higher than CLA rates. So supply factors are also important. The
balance of emphasis within policy and service provision between family and com-
munity support, CP investigation and substantiation, out-of-home care, kinship
care, guardianship and adoption vary substantially between the four countries.
Data on expenditure are not transparent and cannot currently be reliably com-
pared but are likely to be important (Webb & Bywaters, 2018).

Inequalities between children in different ethnic categories are also profound.
Comparing rates between ethnic categories makes little sense unless deprivation is
taken into account because of the very substantial social inequalities that exist
between ethnic groups in the UK. Black children, including Black Caribbean chil-
dren whose families have been here for generations in most cases, are significantly
disadvantaged economically – if the measure of neighbourhood deprivation is an
accurate proxy. This appears to be reflected in CLA rates that, overall, are higher
than rates for White children. However, for children of Pakistani and Bangladeshi
origin, whose families are even more deprived on average (Corlett, 2017), inter-
vention rates are relatively low so the relationships at work are clearly complex.
But for rates to differ by a factor of five, as they do between Asian and White
children in the most deprived 20% of neighbourhoods, is extraordinary. At very
least, this requires proper understanding as to whether children are being better
cared for or whether services are failing to reach children in need. If some com-
munities do have a lower incidence of abuse and neglect, is there a model here for a
different approach to supporting and protecting children?

Fourth, while there are clearly structural inequalities of demand and supply
between and within countries, there are also substantial variations in policy or
practice between local authorities operating in the same jurisdiction. We have
reported elsewhere that these may be partly related to levels of expenditure relative
to demand (Bywaters et al., 2015; Webb & Bywaters, 2018) and so themselves
reflective of patterns of deprivation. But other factors in the priorities, approaches
and cultures of local services must also be at work, as others have reported pre-
viously (Dickens, Howell, Thoburn, & Schofield, 2005; Oliver, Owen, Statham, &
Moss, 2001).

These inequities in children’s services intervention rates have profound impli-
cations for children and their parents. We estimate that if CLA rates in England,
controlling for deprivation, were the same as in Northern Ireland, around 40%
fewer English children would be living apart from their parents in foster or resi-
dential care with cost savings approaching 20% of the total children’s services
budget. Of course, currently, a further weakness in family policy internationally
is that there is no clear measure of the ‘right’ proportion of children who should be
in out-of-home care. Recently, studies in the UK have provided some evidence that
being placed in out-of-home care can lead to better outcomes for children, com-
pared to children in need who remain at home or looked after children who return
home (Forrester & Harwin, 2008; Sebba et al., 2015; Ward, Brown, & Westlake,

Bywaters et al. 19

264



2012). However, none of these studies have controlled for the comparatively
advantaged socio-economic circumstances of foster families, including the financial
support provided by the state which is not available to birth families.

This comparison of the four UK countries raises profound ethical challenges to
everyone with a role in policy, practice, education or research relating to CP and
family support. Whether the rates of intervention in some places, or with some
groups, are ‘too low’ or ‘too high’, the degree of disparity in the lives of children
and their families that are represented in these data cannot reflect social justice.
The injustice in children’s chances of a safe, supportive and stimulating childhood
living consistently with one or more of their birth parents reflects a combination of
the inequitable conditions in which children are being brought up and inequitable
service responses to children. The injustice is compounded by the evidence of
ethnic inequities. The challenge faced by politicians, policymakers and practi-
tioners is made more difficult by the paucity of systematic information about
the parents and the home circumstances of children in contact with services or
about the role of poor health and disability. The absence of agreed measures of
appropriate intervention rates is a further indictment of the current state of play.
And this takes place in the context of insufficient knowledge about the short- and
long-term costs of alternative approaches to CP and family support or about
their outcomes.

Finally, this evidence about CP is indicative of the most acute impacts of social
inequalities on children and on their parents. While those directly involved with
children’s services have an obligation to face these facts and question the patterns
and trends of current policy and practice, children’s services alone cannot be
expected to resolve the underlying structural fault lines in UK society visible in
so many areas of social, economic and environmental policy.
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Abstract

This theoretical paper addresses fundamental questions raised by a four-nation com-
parison of child welfare interventions in the UK, the Child Welfare Inequalities
Project, which has highlighted differences between and within countries. The project
analysed administrative data to examine the relationship between deprivation and
state intervention. This project builds on research by Coventry University which estab-
lished both a social gradient in child welfare interventions and an inverse intervention
effect similar to the inverse health law (better health care in more affluent areas).
These empirical findings raise the question of, but do not fully answer, whether such
inequalities in child welfare interventions should be addressed. In order to consider
this complex question, this article aims to explore theoretical ideas from other disci-
plines to provide important perspectives on such inequalities. These perspectives in-
clude ideas from political theory, psychology and moral philosophy. They suggest that
child welfare should be: structured in a fairer way (based on Rawls�s work on justice);
that people think society is more equitable than it is and would prefer it to be more
equally distributed (based on Norton and Ariely�s work on attitudes to inequality);
and that it is ethically irrational not to address this (based on Singer�s work on moral
distance).
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Introduction

It is long established and well accepted that there is a social gradient in
health (Black, 1980; Acheson, 1998; Marmot et al., 2010). In other
words, the more deprived your circumstances, the more likely it is that
you will experience health problems and ultimately die at a younger age.
There is also growing evidence of a similar gradient in child welfare. So
the more deprived your circumstances, the more likely it is that you will
experience child welfare interventions which, although they may be
influenced by a range of factors, are the nearest proxy we have for abuse
and neglect (Bywaters, 2015; Bywaters et al., 2015, 2016a, 2016b;
Bunting et al., 2017). Despite this clear evidence that poverty is a con-
tributory causal factor in children�s health and welfare�arguably the
most important single factor�social work policy and practice have not
effectively addressed this issue at any level. This is not to suggest that
poverty is the only factor in the abuse, neglect and health problems that
children experience, or that it is even necessary or sufficient, but that
the graduated impact deprivation has on the likelihood of these difficul-
ties should make it of more central importance to child and family social
work in the twenty-first century. Theoretical perspectives from other dis-
ciplines may facilitate fresh thinking about this issue so this article aims
to explore, from different perspectives, both why inequalities, or more
accurately inequities (avoidable inequalities), should be addressed and
why this has not yet become the main priority of social work policy and
practice.

This article has been developed as part of a four-nation comparison of
child welfare intervention rates in the UK which has highlighted differ-
ences between and within countries. Using administrative data to exam-
ine the relationship between deprivation and state intervention, this
project builds on research by Coventry University which established
both a social gradient in welfare interventions and an inverse interven-
tion effect, similar to the inverse health law (Hart, 1971) of better health
care in more affluent areas and of more context-specific inequalities
along the gradient (Bywaters et al., 2015, 2016a; Bunting et al., 2017).
This Project therefore raises questions about: why there are context-
related differences in welfare and interventions; whether more interven-
tion is necessarily better; and why these issues are important.

As part of the project, some of the underlying theoretical ideas about
why inequalities in child welfare and child welfare interventions may be
problematic have therefore been explored. These include ideas from po-
litical theory (Rawls, 1971), psychology (Norton and Ariely, 2011) and
moral philosophy (Singer, 1997). Rawls (1971), a political philosopher,
argues that, if we were to develop the structures of society from behind
a veil of ignorance, unbiased by knowledge of what our own
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circumstances were to be, then we would create a much fairer system.
Norton and Ariely (2011) add empirical research to these political argu-
ments which found that a representative sample of people in the USA
thought society to be more equitable than it is and would prefer it to be
even more so. The third set of ideas, this time from moral philosophy,
comes from Singer (1997), who gives an example of the drowning
child�a scenario in which we personally encounter a child in immediate
danger. He suggests that it is ethically irrational that we do not respond
in the same way when children are at risk of harm but not geographi-
cally, or indeed temporally, in front of us. This theoretical example was
given additional poignancy and weight by the public response to the
tragic and real example of Alan Kurdi, the Syrian boy who drowned and
whose body was photographed on a beach in Turkey. Together these ar-
guments and research studies suggest that, in general, people want a
more equitable society, especially if they are more aware of the realities
of deprivation.

Inequalities in child welfare and child welfare
interventions

The empirical research which has provoked this theoretical discussion
has been completed as part of the Child Welfare Inequalities Project, a
mixed-methods comparative study across the four UK countries, which
aimed to map and understand inequalities in child welfare intervention
rates. The definition of child welfare interventions used by the project
included: all children formally identified as �children in need�; all chil-
dren subject to child protection planning or registration; and all �looked
after children�. In the absence of available data on rates of child abuse
and neglect, the intervention rates, whilst an imperfect indicator, also
provide the nearest proxy we have on abuse and neglect. It is also
widely acknowledged that, although intervention rates are not a direct
indicator of abuse and neglect, the extent of maltreatment is hugely
under-reported and the official rates are likely to be an underestimate
(Munro and Manful, 2012; Stoltenborgh et al., 2015). For the purpose of
the project, inequalities in child welfare interventions were defined as
when children and/or their parents face unequal chances, experiences or
outcomes of involvement with child welfare services that are systemati-
cally associated with structural social disadvantage and are unjust and
avoidable.

The project built on the findings of an earlier study conducted in the
West Midlands in England (Bywaters et al., 2015, 2016a). It examined
the relationship between being on a child protection plan or being
looked after with area-level measures of deprivation as the indicator of
structural social disadvantage. The West Midlands study included
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thirteen local authorities which represented 10.5 per cent of all children
in England, 10.6 per cent of children on a child protection plan (4,546)
and 11.3 per cent of all looked after children (7,210). Using postcode
data, it was then possible to examine child welfare interventions at the
lower super output area, which are defined geographical areas with an
average of about 1,500 residents, to explore possible associations with
area-level deprivation. It found that the rate of children on child protec-
tion plans in the most deprived areas (70.1 per 10,000 children) was
approximately ten times higher than those in the most affluent areas
(7.0 per 10,000) with a reasonably consistent gradient in between. The
pattern held for looked after children with the rate in the most deprived
areas being 108 per 10,000 compared to 9.2 per 10,000 in the most afflu-
ent areas. So, overall, a child�s chances of being subject to a formal child
welfare intervention are much greater at higher levels of deprivation.

It is not possible from these findings alone to establish why these dif-
ferences exist and or whether they are necessarily problematic for social
work. The most benign, if unlikely, interpretation is that the increase in
child welfare interventions along the social gradient is an appropriate
and proportionate response to increasing need. Even if that were the
case, that explanation does not address the underlying question of
whether and how such differences in child welfare and associated life
chances should be more of a priority. Other possible interpretations in-
clude that there is an over-identification of child welfare concerns in de-
prived areas and/or an under-representation in more affluent areas.
Those more service-focused explanations also seem unlikely to fully ex-
plain the extremely consistent gradient across such a wide geographical
area and high number of children.

The initial study also enabled, for the first time, relatively small neigh-
bourhoods to be compared. This uncovered inequalities between areas
of similar levels of deprivation depending on whether they were in the
context of an affluent or deprived local authority area. The measure
used to provide an indicator of deprivation for small neighbourhoods
and local authorities was the Index of Multiple Deprivation (IMD) score
(Department of Communities and Local Government, 2011). This analy-
sis found that, for any given level of neighbourhood deprivation, a child
in an affluent local authority is more likely to be subject to a child wel-
fare intervention than a child in a neighbourhood of similar deprivation
but in a deprived local authority (Bywaters et al., 2015). Again, the rea-
sons for these inequalities may be complex but this more nuanced find-
ing undermined the possibility that the gradient in interventions could
simply be a reflection of a gradient in need. The findings have been
reinforced by the four-nations project which has not only established
that the same relationship between deprivation and child welfare inter-
vention rates exists across the UK, but has also established further
inequalities between countries (Bunting et al., 2017).
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These findings establish that there are inequalities in both child wel-
fare and child welfare interventions, and this raises the question of
whether such inequalities, whether they are associated with wider
inequalities in society and/or inequalities in the provision of social work
interventions, are problematic and, if so, why and for whom? In order to
explore these issues further, the project has drawn on theoretical per-
spectives from different disciplines that focus more on the fairness, desir-
ability and ethics of inequalities.

Political philosophy perspectives on child welfare

The political philosophy of John Rawls, especially in his seminal book
first published in 1971 (revised in 1999), A Theory of Justice, may help
to address the question of whether society, and so child welfare, should
be structured in a more equitable way? Rawls argued that, in constitu-
tional democracies, which are founded on social co-operation, justice
should be the central organising principle and promoted regardless of
the wider political context of the society. In order to determine princi-
ples of justice that would be fair to all, regardless of whether they were
motivated more by self-interest or concern for others, he developed a
thought experiment�that the principles should be determined from be-
hind �a veil of ignorance� where we would have no knowledge of the
characteristics of our lives. He argued that, in those circumstances, soci-
ety would be structured in a way that was fairer for all, regardless of the
relative advantage or disadvantage of the circumstances of birth. He pro-
posed that society should therefore be based on

the principles that free and rational persons concerned to further their
own interests would accept in an initial position of equality as defining
the fundamental terms of their association. These principles are to
regulate all further agreements; they specify the kinds of social co-
operation that can be entered into and the forms of government that can
be established. This way of regarding the principles of justice I shall call
justice as fairness (Rawls, 1999, p. 10).

Wakefield (1988a, 1988b, 1998) has applied these ideas to social work
and argued that the organising value of social work is distributive justice
so the central aim of social work is to ensure that everyone has the fair,
social minimum of economic and social goods. He clarifies that Rawls�s
�veil of ignorance� is a means by which we can attempt to agree these
organising principles for society and social work which are not influ-
enced by our own immediate priorities, desires and preferences. This is
not necessarily arguing for a society that is entirely equal, but one in
which there is a robust safety net for all and economic and social goods,
including social services, that are distributed and provided in a fair and
unbiased way.
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Whitt-Woosley and Sprang have more specifically applied Rawls�s
Theory of Justice to child welfare, asking:

What would child welfare policy look like if created without any
knowledge of whether you would be entering into the inherent contract
as a maltreated child, a maltreating parent, a foster parent, a judge, a
child protection worker, or any other member of society who stands to
benefit or suffer the costs of individuals being harmed and treated
unjustly? It seems logical that if one could truly undertake the thick veil
of ignorance described by Rawls and suspend the false notion that child
maltreatment only concerns an undesirable segment of society, then we
would all favor heavier investment in primary and secondary prevention
services to eliminate many of these justice dilemmas from occurring and
create greater equality of opportunity regarding the resources necessary
to sustain healthy families (Whitt-Woosley and Sprang, 2014, p. 127).

This interesting and illuminating perspective from political philosophy
therefore suggests that, in a democratic society based on some level of
social co-operation, avoidable inequalities in child welfare and child wel-
fare interventions that are influenced by where you live in that society,
regardless of whether they advantage or disadvantage you, are problem-
atic because they are unjust. Whitt-Woosley and Sprang (2014) suggest
that including all of the relevant perspectives in the development and
provision of services could lead to a greater emphasis on prevention,
family support, social capital access to health care, structural factors as
well as access to specialised child welfare services.

Psychological perspectives on inequalities in child welfare

It is perfectly reasonable to suggest that Rawls�s veil of ignorance, whilst
perhaps a beautiful concept, is unachievable, as we cannot suspend knowl-
edge of ourselves and societies, so we should explore further what people,
in full knowledge of their circumstances, think of how resources should be
distributed in society. Norton and Ariely (2011) have done so in the USA
by asking a nationally representative online panel (n … 5,522) their views
on how wealth is and should be distributed. Initially, they devised a task
based on Rawls�s work. They presented people with three unlabelled pie
charts representing three possible distributions between the five segments
of the society pie: a perfectly even split between societal quintiles; percent-
ages which represented Sweden�s distribution; and one which represented
the distribution in the USA. Participants were then asked to consider which
society they would prefer with the Rawlsian premise �In considering this
question, imagine that if you joined this nation, you would be randomly as-
signed to a place in the distribution, so you could end up anywhere in this
distribution, from the very richest to the very poorest� (Rawls quoted in
Norton and Ariely, 2011, p. 10). They found that 92 per cent of the repre-
sentative American panel preferred the Swedish distribution.
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Again, it could be argued this was because of the �veil of ignorance�
premise but they also then asked people to estimate the current distribu-
tion of wealth in the USA and what they felt it should be. They found
that people estimated the percentage of wealth owned by the most afflu-
ent 20 per cent to be 59 per cent, whereas it is in fact 84 per cent. They
also asked participants what they felt it should be and the estimate was
32 per cent. So, not only did people dramatically underestimate the cur-
rent level of inequalities; they also expressed a preference for an even
more equitable distribution than their underestimate. A fascinating as-
pect of that study was that there was a high level of consensus between
different societal groups including across gender, political orientation
and income. So they found even relatively affluent people who were po-
litically right of centre also underestimated the level of inequality and
felt society should be even more equal than their underestimate.

Although perspectives on wealth inequalities are not necessarily di-
rectly transferable to views on child welfare and associated interven-
tions, these findings do suggest that people�s general preferences, even
when they are fully informed of their own circumstances and regardless
of political affiliations, are for more equitable societies than we currently
have.

Moral perspectives on inequalities in child welfare

The final perspective to be considered to inform the debate about child
welfare inequalities is from moral philosophy. Peter Singer (1997) devel-
oped another thought experiment to explore whether it is morally right
and or logical for us to prioritise those whom we are aware of and or
are geographically closer to. He sets the premise that we are out walking
and see a child who has fallen into a shallow pond and is in danger of
drowning. Singer suggests that most people would probably not hesitate
to wade in and rescue the child, even if this involved some cost to our-
selves�at the very least, time and some discomfort, possibly missing
what we were on our way to, maybe even costing us some new clothes
and shoes. Singer then puts the question: �Would it make any difference
if the child were far away, in another country perhaps, but similarly in
danger of death, and equally within your means to save, at no great
cost�and absolutely no danger�to yourself?� He acknowledges that we
do tend to prioritise those who are closer to us, and family and friends
are important, but he suggests that, once we have achieved the necessi-
ties of life, not to redistribute excess wealth to those in immediate need,
regardless of where they are, is irrational (Vanags, 2017). Recently,
Kearns et al. (2014) have added a further empirical dimension to these
ideas of moral distance as they found that, in the UK, attitudes to redis-
tribution are influenced by your proximity to deprivation.
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Singer also argues that there may be a harmony between a more mor-
ally responsible, equitable society and self-interest. He suggests that
inequalities make us unhappy and ethical actions give us meaning, pur-
pose and indirectly happiness more effectively than the direct pursuit of
pleasure without regard for others. Wilkinson and Pickett�s (2009) quan-
titative analysis of the association between more equal societies and bet-
ter outcomes provides evidence for this.

Why are we not effectively addressing inequalities?

If we more or less agree that society should be fairer, that most people
want it to be more equitable and that our individual response to a
drowning child should inform our societal response to abuse and neglect,
then why are the relevant policies, services and outcomes not better?
These ideas from political philosophy, psychology and moral philosophy
also provide some possible explanations for why addressing inequalities
is not currently prioritised in child welfare policy, services and practice.

The first is that current policy discourses do not approach the issues
from an unbiased perspective to design child welfare services that are
fair for all. In other words, the starting point for policy on child welfare
and the associated services is not from behind a �veil of ignorance� con-
cerned with issues of justice. The debate is instead influenced by how
child welfare services have developed over time, often in response to
high-profile and tragic cases, into an individualised child protection sys-
tem focused on risk of harm (Parton, 2014). The way the narrative is
framed is therefore very important. So, for example, when people vote,
they do not have the Rawlsian opportunity to express a specific prefer-
ence for the principles of justice which would determine child welfare or
indeed to vote for more resources specifically for child welfare services.
Instead, the current political debates focus on issues such as Brexit and
immigration, which may lead to people, even those experiencing the
negative impact of child welfare inequalities, to vote for parties which
will further reinforce such inequalities. There are therefore explanations
around a democratic deficit in policy related to child welfare and a
wider issue about the current structure and focus of political debate.

Related to the relative under-prioritising of child welfare inequalities
in political and societal discourse, it may also be that there is a knowl-
edge gap between what people think is happening in child welfare and
the actual extent of the inequalities and inadequacies of current re-
sponses. Norton and Ariely�s (2011) findings would suggest this and they
offer a number of possible explanations. They argue that, in addition to
underestimating inequality, people may also overestimate their own op-
portunities for social mobility. They also propose that, although they
found a high level of consensus across political affiliations, this
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consensus may be lost in the traditional party political debates. Finally,
in an explanation which links to Singer�s ideas of moral distance, they
suggest that there is a disconnect between attitudes to inequality and
policy preferences. In other words, people may state and hold a prefer-
ence for greater equality but disagree with policies that would achieve it.

Singer�s work is also relevant to the nature of democracy and suggests
that a political distance has been created between societal decisions
about the distribution of resources and social work decisions about indi-
vidual families and children�so people may not have the opportunity to
vote for what their preferences are for child welfare policies and ser-
vices. This democratic deficit may be reinforced, as people who are af-
fected most by child welfare interventions may be under-represented in
the wider political system. Singer�s perspective also provides some expla-
nation for why there appears to be relatively little concern about every-
day anonymous inequities but widespread outrage at individual cases
where there is a name and an image.

Conclusion

These perspectives from other disciplines suggest our current approach
to child welfare, which does not effectively address inequities, is politi-
cally unjust (Rawls), not what most people want (Norton and Ariely)
and morally irrational (Singer). Based on these arguments from across
disciplines, if we agree that society should be fairer and, as part of that,
child welfare interventions should be more equitable, then it raises the
question of why social work policy, services and outcomes do not reflect
this. Three interacting explanations have been suggested, again drawing
on these ideas from political theory, moral philosophy and psychology.
The first is that current policy discourses do not approach the issues
from an unbiased perspective to design child welfare services that are
fair for all, but rather focus on identifying specific �Troubled families�
and individual protection issues. The second suggests that people may
be unaware of the extent and impact of inequalities, and there may also
be an associated disconnect between people�s abstract preferences and
their views on specific policies. The third set of overlapping explanations
relates to the nature of democracy and suggests that a political distance
has been created between societal decisions about the distribution of re-
sources and social work decisions about individual families and children.
Recent policy consensus on the importance of early intervention, al-
though not without controversy (Featherstone et al., 2014), does suggest
there are opportunities to better argue and communicate how inequities
can and should be addressed. Intervening to support and protect child
welfare is a central aspect of social work and a crucial aspect of society.
This article does not challenge the need for intervention, but it does
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suggest that avoidable inequalities in child welfare and child welfare in-
terventions are concerning. Drawing on these wider theoretical and em-
pirical perspectives helps to establish why inequalities should be of more
central importance to child and family social work. They also inform the
perhaps more complex question of how this can be most effectively
achieved.
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Abstract: The relationship between deprivation and health and educational inequalities has been
well evidenced in the literature. Recent UK research has now established a similar social gradient in
child welfare interventions (Bywaters et al. 2018) with children living in the most deprived areas in
the UK facing a much higher chance of being placed on the child protection register or in out-of-home
care. There is an emerging narrative that poverty has become the wallpaper of practice, �too big
to tackle and too familiar to notice� (Morris et al. 2018) and invisible amid lack of public support
and political will to increase welfare spending. This paper will examine poverty-related inequalities
and how these affect families. It will discuss the importance of recognising that poverty is a social
justice issue and a core task for social work and outline the range of supports that may be available
for families to help lift them out of poverty. Finally, it will describe the development of a new practice
framework for social work in Northern Ireland that challenges social workers to embed anti-poverty
approaches in their practice. The framework emphasises that poverty is a social justice issue, seeks to
provide practical support and guidance to re-focus attention, debate, and action on poverty in times
of global economic uncertainty and give social workers the tools to make it central to their practice
once again. It reinforces the need for social workers to understand and acknowledge the impact of
poverty, and to advocate for and support those most in need. It aims to challenge and empower
professionals to tackle poverty and inequality as an aspect of ethical and effective practice.

Keywords: poverty; child protection; child welfare; inequalities; public welfare; public assistance;
income support

1. Introduction

The social determinants of health, education, and economic outcomes have been well documented
(Lee and Burkam 2002; Marmot et al. 2010; Wilkinson and Pickett 2006). Recent UK evidence has also
quanti�ed the relationship between deprivation and child welfare interventions, �nding that a child’s
chances of becoming looked after or being placed on the child protection register (or subject to a child
protection plan) greater for those living in the most deprived areas of the UK (Bywaters et al. 2018).
Despite this, poverty has become the wallpaper of social work practice, �too big to tackle and too
familiar to notice� (Morris et al. 2018, p. 370) during a sustained period of economic recession, public
spending cuts and little public or political will to increase welfare expenditure. This paper will examine
poverty-related inequalities and how these affect families. It will discuss the importance of recognising
that poverty is a social justice issue and outline the range of supports that may be available for families
to help lift them out of poverty. Finally, it will describe the development of a new Anti-Poverty
Practice Framework for Social Work in Northern Ireland (NI) that challenges social workers to embed
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anti-poverty approaches in their practice. Arising from research funded by the Nuf�eld Foundation,
(the Child Welfare Inequalities Project (CWIP) (Bywaters et al. 2015, 2016a, 2018)), the Department of
Health in NI has developed this new framework to emphasise that tackling poverty should be a central
objective of social work practice and demonstrates a commitment to social justice. It seeks to provide
practical support and guidance to re-focus attention, debate, and action on poverty in times of global
economic uncertainty and give social workers the tools to make it central to their practice once again.

2. The Problem of Poverty

Poverty can have both direct and indirect consequences for the health and wellbeing of children
and families. Not all children experiencing poverty will face abuse and neglect but the interaction
of poverty with other risk factors can increase their chances of maltreatment (Bunting et al. 2018).
The evidence is compelling: children born in the poorest areas of the UK are more likely to die in
the �rst year, weigh on average 200 g less, be bottle fed, have tooth decay, breathe second-hand
smoke, become overweight, suffer from asthma, and die in an accident compared to those living in
the most af�uent areas (Roberts 2012). Financial strain can prevent parents from affording the basic
essentials necessary for healthy growth and development and put pressure on family relationships
and parenting capacity (Bywaters et al. 2016b). Poverty can subject children to poor nutrition, poor
housing, inadequate heating, and clothing, and creates stress that can compromise mental and physical
wellbeing. By the age of three, poorer children are estimated to be cognitively nine months behind
children from more wealthy backgrounds and, by age 16, children receiving free school meals achieve
1.7 grades lower at the General Certi�cate of Secondary Education (GCSE) (Child Poverty Action
Group 2018). Mental health problems in children including anxiety and depression are more prevalent
in deprived areas (Elliott 2016). The effects of poverty on brain development can be apparent in infancy
but there is growing evidence that these negative effects can be mitigated or reversed through targeted
parenting interventions and poverty alleviation (Blair and Raver 2016). Poverty damages children but
its effects can be reduced if appropriate action is taken.

Some families are disproportionately at risk, as a result of poverty-related inequality. According
to a recent Gingerbread report (Rabinradkumar 2018), one third of children living with a working lone
parent are in relative poverty. Lone parents are more likely to be trapped in low paid work and the
number on zero-hour contracts has risen ten-fold between 2008�2018. One in ten have relied on last
resort steps, such as payday lenders, loan sharks and food banks. Mothers on low incomes often rely
on informal child care support that does not qualify for government subsidies or have non-standard
work patterns that formal care cannot support (Edin and Kissane 2010). Many welfare programmes
that support maternal employment can lead to positive outcomes for school-aged children’s academic
achievement, behaviour and health (e.g., subsidised child care, preschool provision, afterschool clubs),
however, there is also contrasting evidence linking maternal shift work and transient employment to
negative behavioural outcomes in young children (Han 2008; Joshi and Bogen 2007). Families with
disabled children are 50 per cent more likely to be in debt and unable to afford holidays, new clothes,
school outings or treats for their children (Tinson et al. 2016). Children in larger families have an
increased risk of poverty because the UK tax and bene�t system favours small families over larger
ones (Bradshaw et al. 2006). In 2004/05, 50 per cent of children in 4+ families were poor compared to
23 per cent of one-child families (Bradshaw et al. 2006). Parents in low-income neighbourhoods tend to
have low levels of social support and are less likely to access formal services. This is perhaps less true
for some deprived areas of NI where families tend to live and/or work in close proximity of extended
family and friends and rely heavily on them for economic and social support (Daly and Kelly 2015).

Even for families who secure steady employment, this may not lead to economic self-suf�ciency
but generate ‘working poor’ or ‘in-work poor’ households. Many have entry-level jobs in the service
sector, work part-time, for minimum wage and do not qualify for workplace bene�ts. Many also
continue to work informally, sell personal belongings for cash, rely on family and charities for support.
To avoid in-work poverty there must be: (a) enough adults in the household working, with (b) wages
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that are not too low, and with (c) income support targeted at those who cannot survive on work
alone. This is all the more dif�cult when only one parent is present to work and care for the family
(Smeeding and Th†venot 2016). It is argued that the state has a responsibility to children if parents
cannot provide an adequate income.

3. Poverty and Social Justice

Poverty is a social justice issue for social work. Applying Thompson’s (Thompson 2016)
anti-discriminatory approach to practice, poverty forms one of the structural layers of inequality that
can negatively impact on an individual or family. The way poverty interacts with other inequalities
(e.g., gender, race, age, disability) creates a complex setting for reflective practice that understands and
responds to the power relationships that exist between social work and an individual or family. Effective
anti-discriminatory practice recognises these power relationships and the multiplier effect that these
inequalities can create. Being able to understand and respond effectively may take a social worker time
and experience to develop these skills. McLaughlin and colleagues’ (McLaughlin et al. 2017) qualitative
work with Canadian social workers found that professionals with ten plus years’ experience felt better
equipped to link and understand social justice in practice. Their research found that newly qualified
workers were preoccupied with the rules and regulations of practice and lacked the self-confidence and
ability to incorporate a social justice approach in their work. Gasker and Vafeas (Gasker and Vafeas
2003) identified a fatalistic attitude in younger social workers, who underestimated their ability to effect
change. Failure to understand the complex nature of poverty-related inequality may have a direct impact
on child welfare interventions. Neglect is now the most cited reason for a child being subject to a child
protection plan in England and Wales (Bentley et al. 2018) and current UK child protection policy seems
to be driven by learning from individual child protection cases (Featherstone et al. 2016) and designed
to reduce individualized risk (Davidson et al. 2017) rather than reduce the inequalities that increase
the chances of neglect and abuse. As Featherstone and colleagues point out, �Comparatively speaking,
many more children and young people are dying from what would appear to be avoidable reasons such
as poverty and associated issues.� (Featherstone et al. 2016, p. 10).

For those families who cannot afford to provide adequate food, clothing or shelter, there is
a danger that poverty is mistaken for neglect (Turcios 2009). Social workers committed to social
justice must understand the difference and work towards reducing inequality. Gupta and colleagues’
(Gupta et al. 2018) qualitative work highlights the importance of recognising and respecting the
experiences, knowledge and skills of families in the child protection system. Testimonies from families
with lived experience gave powerful examples of bias and exempli�ed the signi�cance of unequal
power relationships within the child protection system. From the outset, parents expressed fear that
their children would be removed from their care and were faced with practitioners who showed a
lack of understanding and empathy and did not appreciate parents’ emotional responses as normal
when feeling under threat. Nor was there any acknowledgement of the shame associated with state
intervention into family life. Often referrals to parenting programmes or psychotherapy seek to change
behavior rather than tackle the root causes of the problems, e.g., material deprivation (Zilberstein 2016).
As one of the participants in the Gupta study illustrates, social work is �one of the most intimate
relationships [individuals] have with the state� (Gupta et al. 2018, p. 255). Social workers have a
lot of power, they have access to highly sensitive and intimate knowledge about a person’s: sex life
and history, mental health, childhood events, income, education level, children’s needs, and have the
power to make unannounced home visits where deemed necessary.

Another issue of central importance for social justice in child welfare is the right to family life
and relational identity, from both the parent and child’s perspectives. Featherstone et al. propose a
social model for supporting families and protecting children, acknowledging that �children’s rights
are interwoven and inseparable from those of their parents and family� (Featherstone et al. 2016, p. 18);
it is a model that asks what the family needs to thrive and one which upholds their human rights.
With so many children living in poverty in the UK, even more children and families are exposed to the
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inequalities associated with deprivation. It is important that social workers are supported in policy
and practice to understand how poverty can affect or in�uence their decision-making, encourage
them to be re�ective, and feel equipped and empowered to respond to the challenges that deprivation
creates for children and families.

4. The Politics of Welfare

While the relationship between poverty and inequality is evident, policy, and welfare reform
has had great dif�culty addressing it effectively. In 2000, Tony Blair’s Labour government pledged
to halve child poverty in a decade and eradicate it in a generation. Speci�c targets were set across
government departments to increase income supplements, employment, child care and education
support and by 2010, the absolute poverty rate had almost halved. The economic crisis of 2008 and
Labour’s subsequent general election loss in 2010 resulted in the formation of the Conservative/Liberal
Democrat coalition government and a subsequent Conservative government which changed direction
from targets to reduce poverty (increasing income from work and government through bene�ts, tax
credits and affordable child care) towards tackling ‘drivers of poverty’ (family breakdown, poor
education, substance misuse, and worklessness). In 2015, a £12 million welfare budget cut led to the
Chancellor’s pledge to take the UK from a ‘low wage, high tax, high welfare economy’ to a ‘higher
wage, lower tax, lower welfare country’. Whilst the introduction of the Universal Credit was welcomed
(replacing six existing means-tested bene�ts and tax credits for working age people with one bene�t),
there has been criticism over how it has been rolled out (Timmins 2016), with lone working parents
expected to be worst hit by the changes. The Institute for Fiscal Studies anticipates that the new
two-child limit of the Universal Credit will contribute a further 600,000 children living in absolute
poverty by 2020/21 (Institute for Fiscal Studies 2016). The current freeze on UK bene�t payments
has meant that relative income has been reduced putting additional �nancial pressure on families
(Schmuecker 2017).

It is apparent that child poverty is a global concern and extensive policy and legislative
commitments have been made to reduce it by individual nations, international political and economic
unions (e.g., European Union (EU)), and non-governmental organisations (e.g., United Nations
Children’s Fund (UNICEF), the World Bank). Analysis by the Children’s Defense Fund (2015)
concluded that investment in existing programmes and policies could reduce child poverty in America
by 60 per cent, lifting 6.6 million children out of poverty, and 500,000 extremely poor out of poverty.
Solutions to reducing or ending child poverty in many rich nations �already exist if we are willing to
invest in them. We must create that public will.�(Wright Edelman 2016, p. S7).

Despite these commitments, welfare spending is political. People are much more resistant to
welfare spending compared to other types of government expenditure (Campbell 2016) and support
for it has experienced a long-term decline (although over the last �ve years there has been a small
reversal in support). UK Data from 2014, found that only 30 per cent of people agreed that more should
be spent on welfare (compared to 61 per cent in 1989 (British Social Attitudes Survey)) (Taylor-Gooby
and Taylor 2014). Support for government wage top-ups for low earnings was much more popular
for single parents (70 per cent) compared to working couples with children (58 per cent) and working
couples without children (31 per cent) (Kelley et al. 2017). Welfare spending also re�ects political party
af�liations, those identifying with the centre-left Labour Party being more likely to support additional
welfare than Conservative voters on the right. Seventy-one per cent of Conservative Party identi�ers
believed that unemployment bene�ts were too high and discouraged work (versus 30 per cent of
Labour af�liates) (Taylor-Gooby and Taylor 2014). Perhaps welfare is considered to be a disincentive
to work, but there is evidence too of prejudice against those most likely to bene�t. Higher taxation
may be resented by those who can see no direct bene�t and perceptions about the causes of poverty
(individual versus structural) can also in�uence societal responses.

How welfare is framed in policy may foster negative views (Campbell 2016). Huber and Paris’
experiment concluded that ‘assistance to the poor’ is more acceptable than ‘welfare’ even though
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they might refer to the same thing (Huber and Paris 2013). Social judgements are often made about
who are the ‘deserving poor’ (Cousins 2013), whether the unemployed are ‘lazy’ (Robinson 2010)
or whether parents are ‘�t’ to parent (Campion 2005). While there is bias in the general public, it
also exists within the child protection system (Bywaters et al. 2016a; Featherstone et al. 2017) and
conservative and right-wing media can reinforce these messages (Davies et al. 2010). Davidson and
colleagues (Davidson et al. 2017) apply perspectives from political theory, moral philosophy, and
psychology to explore why current approaches to child welfare do not effectively address inequalities
concluding that current policy is focused on individual risk and protection and ‘troubled families’,
many people are unaware of the extent of inequalities and that political distance has been created
between voting/policy behaviour and how social work functions in society.

Helping people out of poverty is a humanitarian and social justice issue as well as a child
protection concern but there is also a compelling economic argument to generate support for ensuring
all families have access to a basic income level (Fajth et al. 2012). Providing a guaranteed level of
income gives people the means to protect themselves against economic shocks, to plan, invest, and save
which, in turn, can move them from dependency into self-reliance, bene�ting the entire economy. Asset
building and income generation schemes are fundamental to many aid programmes in developing
countries and welfare could be reframed to promote this view. The safety net that welfare assistance
provides reduces poverty immediately and may also have positive long-term effects that extend well
into the next generation (Sherman et al. 2016).

5. Poverty Reduction Programmes

By reducing poverty, inequalities in child welfare would also be reduced. There are a number of
programmes that already exist to help boost family income and relieve material deprivation.

5.1. Cash Transfers

A number of programmes have focused on the income maximisation of families living below
the poverty line. These include tax transfers, tax credits, housing bene�t, food vouchers, and income
support and there is compelling international evidence that money affects children’s outcomes. Cooper
and Stewart’s (Cooper and Stewart 2013) systematic review of 61 studies from the Organisation for the
Economic Co-operation and Development (OECD) and EU countries found overwhelming evidence
that extra household income resulted in signi�cant positive effects for child cognitive, social and
behavioural, and health outcomes. There was also evidence for better maternal health and improved
home environment giving further support for the theoretical models which explain how money makes
a difference: the Investment Model (families can invest money in the things their children need to thrive);
and the Family Stress Model (more income reduces family stress, improves parenting, reduces the risk
of exposure to toxic stress). Based on 2013 prices, provision of an additional $1000 (£900) per year was
associated with signi�cant effect sizes in cognitive and social behavioural outcomes, and maternal
depression. Providing families with additional income helps them to plan and budget better, disperses
money across a range of spending categories and reduces ‘risky spending’, e.g., on alcohol or tobacco
(Jones et al. 2015). Directing payments to families with babies and children rather than teenagers
(Fletcher and Dwyer 2008) may achieve better outcomes and who receives the income may count: the
‘purse versus wallet’ theory (Ward-Batts 2008) that mothers who receive additional money are more
likely to spend it on their children. Increasing income gives families the opportunity to make their
own decisions about spending, and sends a message that they are respected and trusted to do so.

Increased income can lower rates of child maltreatment (Eckenrode et al. 2014; Pelton 2015).
Cancian (Cancian et al. 2013) found that mothers randomly assigned to directly receive the full child
support payment of Temporary Assistance for Needy Families (TANF) were 10 per cent less likely
to have a child maltreatment report than the control group. Outcomes can be better for children in
out-of-home care, displaying greater placement stability for youths in non-relative foster and kinship
care where there are larger monthly stipends (Pac 2017). In contrast, �nancial instability or precarity
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can have a direct impact on families. Hook and colleagues’ (Hook et al. 2016) construction of income
histories of parents with children in foster care found that two thirds of the N = 15,159 parents had
experienced ‘economic disconnection’ (i.e. without either work or welfare) over a three-year period
and these families were also the least likely to achieve reuni�cation with their birth children. It is no
coincidence that children placed in foster care are predominantly from poor families (Pelton 2015).

5.2. Universal Bene�ts

A number of universal basic income (UBI) pilots have been underway in a range of countries,
including Canada, Spain, and Finland, and although formal evaluations of the trials are yet to report,
the signs are positive that a UBI gives people the capacity to plan and budget, improving diet, and
health and, importantly, giving people a sense of dignity (Keegan 2018). Countries with high child
allowances and universal bene�ts provide a strong base for all families (e.g., Sweden, France, Germany,
Italy) and �Countries that dedicate a greater share of their budgets to children achieve generally better
outcomes in reducing child poverty� (Smeeding and Th†venot 2016, p. S72). The USA spends much
less of its Gross Domestic Product on children and has one of the highest rates of child poverty in
the OECD.

5.3. Family Support

There are many ways that government intervenes in the labour market to assist parental
employment, and policies directed at supporting parents to work may have longer term family
bene�ts but do not replace the importance of income support. However, such assistance schemes,
including job training, child care subsidies, working family support schemes, and parental leave,
have their limitations. Job training may take a long time to raise parents’ earnings and may only
have a modest impact. There is no evidence that extended parental leave is bene�cial to the child
and although child care subsidies can support employment and promote child wellbeing via good
quality early education, much child care provision is of average quality (Currie 2016). Indeed, many
successful programmes are independent of parental employment (e.g., USA Medicaid cover for poor
children under 18, Supplemental Nutrition Assistance Program (SNAP), and the Special Supplemental
Feeding Program for Women Infants and Children (WIC)). Although such initiatives have been proven
to reduce mortality in adulthood, reduce chronic health conditions including obesity and heart disease,
and reduce reliance on welfare in later life (Wherry and Miller 2016) they may be at risk under
current austerity.

Countries where in-kind services facilitate work and increase income tend to achieve better
outcomes than those that rely on cash provision alone (e.g., Sweden and Norway). As stated previously,
for working families, it is essential to ensure a non-poor living standard for children�if not enough
adults are not working enough hours, or wages are too low, work alone may be insuf�cient.

5.4. Community-Based Responses

Building community capital and responding to need on a local level can be effective. The Head
Start programme in the US introduced in the mid-1960s aimed to lift children out of poverty by
preparing them for school, and provided health, nutrition and parenting support. The programme has
been developed and extended across the States serving over 22 million children, helping parents into
employment and a large number of evaluations have linked Head Start to long term educational, health
and employment bene�ts well into adulthood (Abbott-Shim et al. 2003; Puma et al. 2010). In the UK,
the Sure Start early intervention programme targeted services at the 20% most deprived areas, offering
outreach services and home visiting, support for families and parents, early childhood education, and
healthcare. Evaluations of Sure Start raised concerns that it did not reach the most disadvantaged
families and resources were stretched too thinly; with a focus on employability rather than the original
child development agenda (Bate and Foster 2017). However, Sure Start has established the role that
government needs to play between birth and school (Eisenstadt 2011). The Vibrant Communities

302



Soc. Sci. 2018, 7, 193 7 of 16

initiative across 12 Canadian cities aimed to reduce poverty through multi-sectoral collaboration,
action planning, building community assets, and learning and change (Cabaj et al. 2015). The key
to its success lay with the engagement of local leaders (Trail Builders) from the private, public, and
voluntary sectors and residents with lived experience to develop the vision for action and to drive
efforts locally.

Reliance on community support through community and voluntary organisations is also growing.
Food banks are inundated; the UK’s largest food bank, The Trussell Trust reported record numbers
of requests last year with their network of 428 food banks dispensing almost 1.2 million three-day
emergency supplies. They have been developing pilots to improve links with government employment
support JobCentre Plus of�ces and similar projects are underway across the UK; �Food banks are doing
crucial work. But food banks cannot stop UK hunger alone� (Loopstra and Lalor 2017). The need for
food banks demonstrates the pervasive extent of poverty in the UK.

In other countries, acknowledging that child protection is not the sole responsibility of any
one profession has led to the development of integrated child welfare and community development
practice. In Ethiopia, the pilot of the Integrated Community Development and Child Welfare Model
(CD-CW) trained community development workers. This role combines the skills and responsibilities
of community development with child protection to encourage asset-based development and
family enterprise to increase family income coupled with trauma-informed practice with children
(Butter�eld et al. 2017). Work with Aboriginal children in both Canada (Chalker Place) and Australia
(National Association for the Prevention of Child Abuse initiatives) has also adopted a community
development approach to child protection; by helping to build a community around a child to provide
greater economic and emotional security (Butter�eld et al. 2017). The Whanau-Ora policy in New
Zealand aims to address the intergenerational nature of poverty and the disproportionate rates of
Maori child poverty (Davies et al. 2010). Establishment of the Early Years Hubs in New Zealand has led
to encouraging results to co-ordinate service delivery, and the early intervention Family Support Hub
model in NI may also be contributing to lower child welfare interventions rates compared to the other
UK nations (Bunting et al. 2017). Other community partnerships have also been established in the UK
and USA to build social networks and social capital to prevent maltreatment (Butter�eld et al. 2017).

5.5. Healthcare

Substantial changes to healthcare delivery have been made at a local level in the United States.
The introduction of paediatric practice frameworks allow for the identi�cation and referral of children
stressed by poverty. Enhanced advocacy within the healthcare system is raising awareness of poverty
and pressing for policy change including minimum wage increases, expansion of tax credits, paid
family leave, and universal preschool education (Racine 2016). Early years programmes have been
embedded in paediatric practice in the USA, e.g., Read Out and Read, home visiting programmes, and
parent mentoring programmes. Exemplar home visiting programmes build economic self-suf�ciency
improving parent knowledge, skills and motivation, and providing practical links to adult education
and job training (Minkovitz et al. 2016). Primary care parenting interventions have the potential to
reach large numbers of children (Cates et al. 2016) and the American Academy of Pediatrics has been
vocal in policy, legislation, education and leadership (Beck et al. 2016), clearly demonstrating a strong
and dynamic advocacy role for their members. This is a good example of how professionals in the
health and social care sectors can address social justice and inequality beyond the con�nes of policy or
limited resources.

GPs in the UK have been involved in a number of pilot schemes designed to identify and respond
to poverty including a fuel poverty referral scheme in Wiltshire (Eadson et al. 2017), food prescriptions
(Pasha-Robinson and Matthews-King 2017) and plans are underway in NI to embed a community
social worker within primary care GP practices. The British Medical Association has also encouraged
doctors to become community leaders and activists and use their advocacy skills to lobby for resources
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or contribute to policy development while providing direct support to patients, including the role that
social prescribing can play (British Medical Association 2017).

6. Barriers

Factors can limit the reach and depth of services include poor interdisciplinary working, proximity
of services, leadership, and the lack of lived experience of poverty. Poverty is not equally distributed
among neighbourhoods and improving access to good transport, quality housing, affordable child care
and nutrition, and health services would help to reduce inequalities (Davies et al. 2010). Community
cohesion and social capital within a neighbourhood are important support networks for families
and many low-income areas do not have high levels of community capital. Even when children are
relocated from low-income neighbourhoods to be housed and educated in more af�uent areas, the
lack of a social network can impede their efforts to engage in services (Keels 2013). Attrition rates in
family treatment programmes can be high with at-risk populations suggesting that services need to be
designed to encourage participation (De Haan et al. 2013). Further, programmes designed for those
most in need may not be reaching their target population. Gilbert and colleagues’ (Gilbert et al. 2014)
analysis of social support programmes for at-risk families in poverty, e.g., TANF, SNAP, and MAP
assessed whether recipients were simultaneously enrolled across the available schemes. Of the
N = 23,065 families 100 per cent below the federal poverty level (on an average income of $10,160),
only 8 per cent were claiming all three bene�ts, and 28 per cent were not enrolled on any programme.
Gilbert concluded that �enrolment in these programmes is often uncoordinated, with differing and
complicated administrative requirements leading to inconsistent services and reduced participation�
(Gilbert et al. 2014, p. 605). Barriers that prevent enrolment include stigma, clinic based (waiting
list delays), perceived eligibility, logistics (transport, child care), English as an additional language,
distrust of government, and homelessness (Gilbert et al. 2014). In the UK, Sure Start has been criticised
for not delivering to those most in need (Bate and Foster 2017). In NI, the Department for Communities
‘Make the Call’ bene�t uptake programme has targeted households to receive a bene�ts entitlement
check. Additional bene�ts of £21.3 million were generated for 4810 people in 2016/17, leading to on
average an extra £85 per week (Department for Communities 2017).

Arguably social work education has moved away from addressing poverty, policy analysis,
and community organisation towards a greater emphasis on the psychotherapeutic approaches
(Castillo and Becerra 2012). Social work needs help to understand how policy is framed and consider
the importance of the safety net that government and community provides. The social work role
should include political campaigning and advocacy, �social workers and social welfare advocates
�rst and foremost must continue to work diligently to shape policies and programs as opposed to
largely implementing and administering them� (Cousins 2013, p. 1257). In NI, practice had largely
disengaged from political analysis because of the tensions between state and civil society (Das et al.
2016) and requires a rede�nition of the partnerships between statutory and community sectors, and
the development of new partnerships with community organisations.

7. Child Welfare Interventions in NI

The CWIP found a statistically signi�cant social gradient between neighbourhood deprivation
and the proportion of children on the child protection register or being looked after in all four nations
of the UK. Child welfare intervention rates were lower in NI compared to the rest of the UK. This is
despite higher levels of deprivation, a larger proportion of children living in deprived neighbourhoods,
and higher referral rates to Children’s Services. These �ndings suggest that the context and practice in
NI may be different to GB and qualitative work is currently underway using the same methodology
as Morris et al. (2018) to explore why rates are comparatively lower. Closer proximity to poverty,
integrated health and social care services, a strong community and voluntary sector born out of the
Troubles, and the role of the Family Support Hubs may all contribute to lower child welfare intervention
rates; the team are due to report on �ndings in early 2019. The CWIP �ndings have stimulated debate
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across each of the four nations, and in NI this was led by the Department of Health NI’s Of�ce of Social
Services (OSS). With clear evidence provided by the CWIP data and growing evidence from practice,
the OSS sought to respond to the �ndings by looking more closely at how poverty informs practice and
challenges the profession to think and understand better how the multi-dimensional nature of poverty
affects people. Applying the inequalities lens, familiar within healthcare and education, to understand
child welfare interventions encourages social work to confront individual, structural, and systemic
inequalities in policy and practice, and presents an opportunity for re�ection, empathy, advocacy, and
a renewed commitment to social justice.

8. An Anti-Poverty Practice Framework

The OSS is a small branch of the Department of Health in NI staffed by professional social
workers who have considerable previous operational experience in delivering social work and social
care services. The Of�ce has a varied remit including the provision of professional advice and input to
the formulation and implementation of government policy in respect of social care services and related
social policy and professional practice matters. The OSS has oversight responsibilities for social work
training in NI and is the sponsorship body for the NI Social Care Council who are the regulatory body
for social work and social care.

In 2018, the OSS decided to launch a Re�ections series. The Re�ections series aims to support
social workers in their practice and is designed to provoke thought and stimulate a conversation with
and within the social work community in NI. It very deliberately does not have the status of formal
government policy and procedure and does not introduce new requirements for practice. However, it
is intended to be an in�uential �re�ection� which will inform and encourage critical thinking. The �rst
of the Re�ections series was an Anti-Poverty Practice Framework for Social Work in Northern Ireland
(Department of Health NI 2018). The decision to produce an anti-poverty framework was prompted
by a number of developments. Firstly, social workers on the ground were telling the OSS about rising
levels of poverty, including evidence of extreme poverty and severe hardship at levels not previously
seen. This included issues such as an increasing dependence on food banks, holiday hunger, poor
housing conditions and debt. Secondly, the OSS was very struck by the �ndings from the CWIP.
Evidence that children in the most deprived ten per cent of small neighbourhoods in NI are nearly six
times more likely to be on the child protection register and four times more likely to be �looked after�
were stark and challenged the OSS to re�ect on how much poverty and its impact on individuals,
families and communities is considered in social work practice. Thirdly, the anti-poverty message
chimed with a growing emphasis within the OSS on reclaiming a practice that emphasised equality and
social justice. The OSS recognised that the weight of the demands on the social work profession could
lead to a focus on process and the transactional; do the assessment, �ll in the right form, get the care
package in place, hold the review, and close the case approach. The OSS was aware that this can feel
mechanistic and deeply dissatisfying for service users and social workers both. Developments in NI
including a new role for social work in primary care and a new post-qualifying course in community
social work had the potential to create a space for practice that would be more holistic and systemic
and concentrate on the causation of people’s problems.

The OSS set up a steering group to guide, advise and support the work of developing an
anti-poverty practice framework. Steering group membership included service user representation,
the advice sector, the community and voluntary sector, social work academics from Queen’s University
Belfast, front-line social work practitioners, Department for Communities NI representation, OSS staff
and two of the �ve Executive Directors of Social Work in NI’s Health and Social Care Trusts. The group
as a whole had considerable breadth of experience, expertise and perspective which was of immense
value to the work.

The framework seeks to bring poverty into the foreground of social work practice. It was agreed
that while social workers in both children and adult services instinctively know that many of those
they work with do experience poverty and deprivation, it was so commonplace that it risked becoming
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the �wallpaper of practice: too big to tackle and too familiar to notice� (Morris et al. 2018, p. 370),
slipping into the background, not featuring in assessments of contributory factors and not seen as
something to address. The framework aims to help social workers both recognise and respond to the
impact of poverty on the people they support. The framework is also very clear that social work, as a
profession committed to social justice, must address the injustice of poverty.

A decision was made to divide the framework into two sections, a recognition and a response
section. The Recognition section aims to give social workers in NI key facts, �gures and evidence
about the impact on poverty on the various client groups they support. This part includes sections on
poverty and caring, poverty and mental health, poverty and ethnicity, and poverty and child abuse and
neglect. It aims to help social workers understand the pervasive and far-reaching nature of poverty,
including the psychological impact of poverty by building on Thompson’s anti-discriminatory practice
(Thompson 2016) and prompting them to consider how they interact and engage with poverty and
avoid contributing to inequalities. Using the testimony of ATD Fourth World project participants,
the framework features direct quotations throughout from people who have experienced poverty.
These raw and authentic voices greatly enrich the messages from the evidence base.

In the Response section, the framework seeks to give meaningful, realistic, and practical ideas
for anti-poverty practice. The steering group had agreed that some social workers might struggle to
understand poverty as part of their remit. Even where it was understood, the steering group had
discussed the risk of social workers feeling powerless in the face of poverty (Carlson 2017). Indeed,
one of the �rst debates at the steering group was what to call the framework. There was some concern
that calling it an anti-poverty framework might appear too ambitious and, therefore, off-putting for
social workers. However, by comparing it to anti-racist or anti-sexist or anti-homophobic practice, we
agreed that the aim was conceptually the same as these other areas of anti-oppressive practice and,
therefore, the term anti-poverty was appropriate and necessary.

Placing anti-poverty work �rmly under the umbrella of anti-oppressive practice is an important
feature of the framework. In doing so, the framework uses a concept and terminology that is very
familiar to social workers and invites social workers to extend their understanding of poverty to see it
as oppression. The framework uses Thompson’s (Thompson 2016) personal, cultural, and structural
model of oppression to give examples of how and when social workers might need to challenge the
oppression of poverty. At a personal level, a social worker may need to challenge their own views that
those experiencing poverty need to work harder, budget better, waste less, or reduce their expectations
and question whether the demands made on service users for child protection plans, risk management
plans are poverty aware. Are the expected standards of personal behaviour and self or household
management poverty aware? People having dif�culty engaging with services may be dealing with
underlying problems that are poverty-related. At a cultural level, social workers may need to challenge
underlying judgements about the ‘deserving poor’ and at a structural level, challenge the system, e.g.,
tackling structures that will not give out cash, but will give food vouchers.

This emphasis on the attitudinal is a feature of the Response section of the framework. While, it
contains many helpful suggestions about practical supports, it also challenges social workers to think
about how they respond to people in poverty, what judgements they make and what assumptions
they rely on. Again, the use of personal testimony powerfully supports the rest of the text with a
strong emphasis on the need for respect, dignity and empowerment. It includes practice ideas on
co-production of responses to poverty, improving material circumstances, countering the non-material
aspects of poverty, advocacy, community social work, and policy input. This includes supporting
people to receive their maximum bene�t entitlement, and providing sign posts to advice organisations
where necessary to receive advice about fuel, heating, debt management, money advice, etc. Social
workers should also be aware of their power to make cash grants, and prioritise those in poverty to
access other discretionary resources. Being aware of the local organisations that can provide support
can also be key. The framework also encourages professionals to consider how they can tackle the
non-material aspects of poverty and encourage service users to develop con�dence and skills and
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seek out options to access play, education, work, sport, holidays or social and leisure activities central
to promote dignity, self-belief, and self-esteem. The advocacy skills of the social worker can also
be used to counteract disempowerment of service users, and promote poverty aware practice with
other professionals within their multi-disciplinary networks, �Social workers should act as leaders in
tackling poverty. Leadership on this issue can occur at many different levels.� (Department of Health
NI 2018, p. 32). Social workers also have a role contributing to the development of policy, social work
training, and research.

Careful attention was paid to the design of the document. The intention was to create a highly
visual document that would be attention grabbing and easy to read. The Framework uses bright
colours, infographics, quotation bubbles and bullet points throughout. Full documents, summary
documents and posters were made available as hard copies and on line. Inspired by a Harry Venning
cartoon drawing showing poverty as the �elephant in the room� of social work practice (see Figure 1),
it was decided to extend the motif throughout the document to show a �poverty elephant� looming
over mental health issues, disability issues, caring, etc. The use of this motif helped emphasise one of
the key aims of the Framework which was to support social workers to recognise and name poverty as
a factor in their work.
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The framework was launched by the Chief Social Worker on 3 July 2018. The Department of
Health partnered with East Belfast Mission, a local faith-based organisation who focus on anti-poverty
work, to hold the event. Social workers were the main target group for the audience and other agencies
from the statutory, community, and voluntary sector also promoted their anti-poverty work at the event.
This was an acknowledgement of the partnership needed for anti-poverty work and the need to help
support social workers to network and understand what resources are available locally to help combat
poverty. Distribution of the framework material is now underway and a series of awareness�raising
practice seminars will take place in each of the �ve Health and Social Care Trusts in Autumn/Winter
2018. The support of the Executive Directors of Social Work in the �ve Trusts for this initiative has
been an important part of the process to date and will remain key in ensuring the integration of the
Framework into practice. Discussions are also underway with social work trainers and educators in
NI’s two local universities about integrating the framework and embedding anti-poverty practice in
both under-graduate and post qualifying training. While it is too early to evaluate its impact, the initial
response from the social work community in NI has been enthusiastic. The Framework has generated
a lot of discussion both on and of�ine and it has been welcomed both as a much-needed response
to poverty but also as a clear commitment to social work’s place in tackling inequality and injustice.
A formal evaluation is planned for approximately one year’s time.
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9. Conclusions

This paper has outlined the multi-dimensional nature of poverty and poverty-related inequalities
and the risks and negative effects it can have on children and families. It has looked at the politics of
welfare and how little public and political support there is to increase spending in times of economic
pressure. It has highlighted the need for poverty-aware responses in practice and given examples
of the type of help and support that may be available to families. Programmes that can support
families in poverty whether focusing on income support/maximisation, helping families to work and
earn an adequate wage, subsidising high-quality child care, or improving parenting should focus
on giving parents dignity and independence. Equipping families with an income guarantee to help
them to plan, budget and cope with economic adversity is a positive aspect of welfare provision
which could also substantially reduce the need for more negatively focused child welfare interventions.
Aiming to reduce poverty should be the intention of policy and practice, and in doing so, help to
tackle poverty-related inequality. This initiative also seeks to reassure and encourage social workers
that they can do something to alleviate poverty. Social work has an important role to demand social
justice. Anti-poverty practice can generate better understanding of the causes, mechanisms and
impact that poverty has on families and can challenge individual responses, systems, and structures
to respond with empathy, ‘recognition and respect’ (Gupta et al. 2018). The promotion of dignity
and independence is central to the Anti-Poverty Practice Framework. It reinforces the need for social
workers to understand and acknowledge the impact of poverty; and to advocate and support those
most in need. It aims to challenge and empower professionals to help tackle poverty and inequality
and promote social justice as an aspect of ethical and effective practice.
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This thesis aims to explore issues of power, social justice and child welfare 

using a critical realist perspective. It describes a range of methodological 

approaches, demonstrating different research skills, areas of investigation and 

makes an original and significant contribution to the field of child welfare and 

social justice. 

We need to build on the participatory techniques and approaches developed 

to help engage with and understand young people’s experiences. It is clear 

that more work needs to be done to prevent child abuse and neglect. We also 

need more robust UK data about how different types of maltreatment impact 

on children and young people, both in the short- and the long-term. This 

knowledge could then be used to develop and tailor interventions. It is 

imperative that those most affected by child abuse and neglect are consulted 

and informed about their treatment options and are afforded some level of 

participation and choice in their referral or engagement in therapy. 

We have recently completed CWIP case studies in Northern Ireland replicating 

the same methodology developed by Kate Morris and colleagues (Morris et al. 

2018) to explore social workers responses to poverty in their practice. Although 

the findings are yet to report, early discussions about the data suggest that 

practice is different in Northern Ireland and while area deprivation is greater 

and referral rates are higher, approaches to reducing material poverty for 

families would appear to be a central part of social work practice. This may be 

in part due to the experience of community social action during the Troubles 

that has left a mobilised third sector network that responds well when families 

are in need.  

Better and more nuanced data needs to be collected to understand more about 

the financial circumstances of families. Joined-up data systems that can 

monitor support, health and welfare services could help to identify families at 

risk of poverty earlier and help target measures to mitigate these risks.  It will 

be interesting to learn from the findings of current trials of universal basic 

income (UBI) (see for example the Finnish Basic Income Trials, GiveDirectly 

in Kenya, Weten Wat Werkt in the Netherlands, and pilot schemes by the 

Scottish Government) to see how these may help to alleviate poverty and as 
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a result reduce one of the risk factors for child maltreatment. Early results from 

the Finnish trial, report that while little difference in the employment outcomes 

between the treatment and control groups have been observed, those in 

receipt of UBI have experienced significantly fewer problems relating to health 

and stress (Kangas et al., 2019). This could be important for families under 

strain.  

This thesis has demonstrated the power of participation and exploring 

children’s lives using a range of research methods. Using these approaches 

we can enhance knowledge and understanding and create opportunities for 

young people to be listened to and consulted about their lives and in doing so 

help reduce inequalities and promote social justice.  
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Appendix 15 Report of consultations with young
people and professionals

Introduction

The involvement of young people and professionals was seen as important for helping to:

l shape the review
l interpret the evidence
l draw conclusions from it.

It was hoped that engagement with a range of stakeholders would help to ensure the relevance of
the review report to the UK practice and policy contexts. In addition, it would help to identify the
potential barriers and facilitators to the implementation and use of the review findings from the
following perspectives:

l children and young people who have been maltreated and who could benefit from
psychosocial interventions

l those involved in the identification of such young people
l those responsible for referring them
l those who deliver the interventions.

Approach and methods

The plan that was outlined in the proposal consisted of an advisory group process with young people
and professionals that would reflect the different above purposes. Consultations took place at two points:

1. early in the review process to help ‘shape’ the review planning
2. late in the review process to help with interpretation and conclusion forming.

An overview of the advisory group sessions that were held is provided in Table 32. The key questions and
methods for the ‘early’ advisory groups for young people and professionals were the same. There were
three sets of questions around:

l outcomes for maltreated young people from psychosocial interventions
l factors that would facilitate them getting the help they needed
l factors that would act as barriers to them getting that help.

More specifically, the questions that the young people addressed were:

l What difference would ‘helpful help’ make for a child or young person who had been treated badly?
l What would make it easier to ask for help or get help?
l What would make it harder to ask for help or get help?

A sorting and ranking exercise was conducted with the early Young People’s Advisory Groups and
Professional Advisory Groups (PAGs), called the Q-Set. Group members were presented with a set of cards,
each of which had a different possible outcome/facilitator/barrier, generated by the Steering Group from
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knowledge of the research and from professional experience. Group members were first asked to review
the cards individually and consider their own opinions on where each card should be placed on the
large Q-sort pyramidal grid. They were then asked to discuss their opinions in the group and to work
together to create one single, group-agreed, Q-sort pyramid. Cards placed to the right of the grid would
be those that were the most important outcomes/facilitators/barriers, and the least important were placed
to the left. Group members were informed that they could amend the cards if necessary. They were also
welcome to add new cards if they felt that any potential factors were missing, and to remove any cards
that they felt were irrelevant.

The two Young People’s Groups were cofacilitated by a member of the project team and an existing group
facilitator who was well known to the young people. The Q-Set process proved to be quite effective at
engaging the young people and serving as a basis for discussion, although there were some limitations to
this in both groups. It became clear that the task for the young people was a demanding one, and we
had been a bit optimistic as to what could be achieved in one session. In one group the energy levels
noticeably dipped as the session wore on. In the other, only three or four of the group were well engaged
with the task at any one time, although those who were engaged changed during the course of the
discussion. As a result of the experience of the first group, the second group was run a little differently,
including revision of the sequence of issues (which had started with a discussion of facilitator factors
originally) and part of the session was spent in smaller subgroup discussions. It is notable that groups
responded so differently to the same task. This is encouraging, as it suggests that, despite the limitations
noted above, the young people felt an ownership of the task and hence that the engagement process was
meaningful for them.

The early PAG session also used the Q-Set process in a similar way. Given the large size of the group, it
had to be organised into smaller groups to enable meaningful discussion and the steering group decided
to organise the groups by professional discipline. This was principally to enable all groups to have a say,
but it was hoped that it would also highlight any differences between the groups and reasons for this,
as well as areas of agreement. Groups were facilitated by members of the project team/steering group.
Given the intensity of debate across all groups, this exercise seems to have been effective at promoting
engagement and participation.

The ‘later’ consultations with young people and professionals focused on responses to evidence from the
review, although the focus and methods were different. The Young Persons’ Group was cofacilitated by
members of the research team and steering group, without an adult present that the young people knew
well. This session was part of a broader participation event, for which known and trusted adults were
available to support the young people should they become distressed. We explained to them that during
the session they would hear quotations from young people that were quite powerful and which they

TABLE 32 Advisory group sessions

Early Young people Group 1 Voice of Young People in Care, Belfast: seven young people aged between
16 and 24 years, 27 March 2013

Group 2 Voices from Care, Cardiff: seven young people aged 18+ years, 9 April 2013

Professionals Group of 39 professionals, 1 May 2013, from a range of professional groupings: voluntary
sector/social work; health economics; clinical psychology/psychiatry; health professionals;
educational psychology; social science; and foster carers

Late Young people Group of six young people at NSPCC participation event, 27 October 2014, aged
15–19 years

Professionals Group of 20 professionals, 27 November 2014, from a range of professional groupings
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might find unsettling. In such an event we told them that they could let us know if they wanted a break or
simply take themselves off to the agreed point to find their identified adult supporter. One young person,
who had been the only one to struggle to engage with the process, seemed to become bored and did ask
to leave the session.

In the first part of the session, members of the research team provided an overview of the key intervention
types that were identified through the review: CBT; counselling/psychotherapy; family intervention;
attachment therapy; activity-based interventions; and therapeutic residential care. In addition to talking
about these, pictures were provided, on large laminated sheets, to help illustrate key features of these
approaches. The main part of the session was focused around three sets of questions:

1. Prioritising between interventions:

¢ Which of these intervention types would young people want more?
¢ Some therapies have a lot of evidence showing that they work, but others do not. If you were

the government, which ones would you give the money to?

2. Responses to ‘acceptability’ statements:

¢ Therapy does not help people to forget about abuse – they just make them talk about it over and
over again

¢ In some situations when the child starts therapy, he/she can get upset, and the parent then does
not want them to go. What advice would you give a parent if their child was upset for the
first time?

¢ It’s not just the child that needs help – parents do too.
¢ Do other people need to know what the therapist and child talk about?
¢ Does a young person have to like their therapist for treatment to help?

3. Disseminating research evidence and findings to young people:

¢ Suggestions for how to do this most effectively.

The group was given a range of tools to help the discussion. For example, they were given a pile of fake
bank notes to help them allocate the funds to different intervention types. The visual component to this
was important, and the young people ensured that they distributed the money carefully to reflect their
priorities. They were also given voting cards with which to respond to the acceptability statements,
with different colours representing different options.

A much longer, detailed and technical presentation of the findings was provided for the ‘later’ PAG. Given
the smaller size of this compared with the earlier group, the whole session was held as one group, without
splitting into subgroups, as this seemed unnecessary. A series of questions was developed to focus
the discussion:

1. Do you think there is anything missing?
2. Are there any:

i. surprises about the coverage of maltreatment types?
ii. surprises about the profile of evidence across different types of intervention?
iii. disappointments or puzzles?

3. To what extent do the findings match your experience of what is offered by clinicians?
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4. If different, what might account for this?

i. training
ii. therapeutic context
iii. therapeutic preferences
iv. resource constraints
v. other.

5. How do you think clinicians will respond to the messages about the weight of evidence in favour
of CBT interventions (broadly defined)?

6. What are the barriers to implementing the findings, and how might these be addressed in the
final report?

7. What do you see as the priorities for research?

Findings from early advisory group process

Outcomes
There were striking differences between the two Young People’s Groups in how they ranked outcomes.
This, in part, reflected differences in how they approached the task. One group did the rankings as
outlined, whereas the other group felt that it would be inappropriate to rank the majority of outcomes.
Their reasoning for this was because they felt that those outcomes were too specific to an individual’s
particular problems and circumstances, such as anger or an eating disorder. They were unhappy about the
task as originally outlined, as they felt it made them ‘generalise’ inappropriately about the population of
maltreated young people. Therefore, they removed those cards, leaving only seven plus one that they
added, as they felt that those remaining were more general and could apply to the majority of young
people. As a result, one group ranked many more outcomes than the other. The full lists of outcomes
rankings are provided in the appendix.

There were some similarities between groups in the highest ranking outcomes, as shown in Table 33.
There is an emphasis on safety (both keeping and feeling safe) and resilience. There is also a similarity in
the absence of positive rankings for interpersonal relationship outcomes. In other words, they were
defining the outcomes more narrowly, as for the young person only. For the group that ranked a large
majority of the outcomes, their rationale for ranking, as least important, the outcomes around stealing and
drug use, for example, was that these represented individuals’ situations and choices, and hence were less
generally applicable. This resonates closely with the rationale of the other group for removing many of
those cards. In other words, although the groups approached the task very differently, there was an
important similarity in their narratives, which formed a link with the later consultation exercise, as young
people argued for the importance of each individual to be assessed according to their needs and
circumstances, rather than just as part of a wider grouping.

TABLE 33 Highest-ranked outcomes by Young People’s Groups

Rank Group 1 Group 2

+4 Helping the person to learn skills to
handle life’s ‘ups’ and ‘downs’

Helping the person to understand what being ‘treated badly’ is,
learning to recognise when things are not OK

Helping the person to learn ways to keep themselves safe
(e.g. knowing when to report something and to whom to report it)

+3 Helping the person to feel safe

Helping the person to ‘bounce
back’ if things in their life go wrong

Helping the person to feel safe

Helping the person to ‘bounce back’ if things in their life go wrong

Helping the person to stop worrying
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The highest-ranked outcomes by the professional groups were well-being; attachment; emotional
development; keeping safe; placement stability; peer relationships; and depression. The least important
outcomes were socioeconomic; suicide prevention; violence/aggression; self-harm; criminality/legal;
mental health literacy; substance abuse; and eating disorders (see appendix to this report for a full listing).

There were significant differences between the eight professional groupings, as shown both by their
different rankings and their reasoning for these. Placement stability is an example of an outcome that
attracted a wide range of rankings. This was generally ranked high, except for one group, which did not
rank it at all – reasoning that this was not because it was unimportant, but because it did not represent an
outcome, but rather a facilitator. This is significant in raising a definitional question about outcomes
and also in focusing on the relationship between different types of outcome; for example, that
placement stability could be seen as an intermediate outcome that would enable other outcomes to
be achieved.

The relationship between outcomes was reflected in the high ranking for ‘well-being’, as two groups both
referred to this as an ‘overarching’ outcome that other outcomes would feed into. Even here, though,
with the highest-ranked outcome across all professional groups, there was disagreement, as neither of the
foster carer groups rated it as an important outcome. Reasons given for the low ranking of some
outcomes included:

l A question of timescale, such that these more ‘tangible’ outcomes would feed into broader
outcomes ‘downstream’.

l The framing of the outcomes, either in that they could prove to be negative for the young person as
well as positive (e.g. they may adopt coping skills that have negative effects) or that they were too
much of an ‘adult concept’, such as intimate relationships.

l Neurodevelopmental outcomes can be very difficult to change.
l Not understanding what was meant by ‘mental health literacy’.

Facilitating factors

As with the outcomes discussion above, the two groups of young people approached the task differently,
with one group removing a large number of cards. An example concerned the two cards: ‘the person was
still living with their family’ and ‘the person was no longer living with their family’. They argued that these
could not be ranked against each other, as the importance of each would differ, depending on whether
the young person had experienced abuse from within or from outside their family. As with the outcomes,
this group argued that such factors would be dependent on an individual’s circumstances and that it
would be wrong to generalise. The facilitating factors ranked highest by the two groups are presented in
Table 34. The key similarity across the groups is the importance of choice for the young person, both in
starting and ending the service. Group 1 created the factor that was their most highly ranked, focusing on
what would help the young person decide to start to receive the service. The group added to this that the
format of the preliminary meeting should be determined by the young person, for example that he/she
should have the option of either having an informal chat over coffee without any mention of the
intervention, or a formal discussion of what to expect from the intervention.

Other highly ranked factors reflect the importance of the ‘boundaries’ of the service in relation to
confidentiality, trust in the help-giver, a quality to the experience such that they do not feel judged
or criticised, and not having to worry about paying for the service (see Table 34). The lowest ranked
factors included:

l what other people think, such as parents or social workers
l characteristics of the help-provider, such as gender.
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The factors that were ranked the highest as facilitators by the PAGs were interventions tailored to
individual needs and providing ‘young person-friendly’ information about services. Other factors to rank
highly were high-quality research evidence; services are free to use; knowing where to find help; support
for family/carers; and help/interventions available online. There was generally a high level of agreement
among the PAGs on these, although there was some disagreement over ‘services are free to use’, with the
range from high ranking to not being ranked at all. In the latter case, a group member explained that this
was because it was ‘taken for granted’.

There was some disagreement too over ‘reducing stigma’. This was rated as the most important
(4) by both foster carer groups, as they saw that getting the child/young person to engage with services
and actually attend was most important. Other groups saw reducing stigma as less important, particularly
the voluntary sector/social work group. Discussions indicated that this group felt that if services were
well designed and delivered then the service would overcome any barriers created by stigma.

The factors that the professionals rated as being the least important in facilitating change were:
child/young person can meet the service provider before therapy begins; choice of location of
service delivery; child/young person can choose when the service ends; mental health literacy; and
school-based interventions. Three of these five factors relate to the young person’s choice and represent a
striking contrast with the importance given by young people to choice. A factor that young people
and professionals agreed on, however, was in the importance of tailoring the intervention to
the individual.

Barriers

As with outcomes and facilitators, the two groups of young people approached the task a little differently.
One group found it difficult to agree on which factor was the most likely barrier, and felt that several of the
cards held an equal status and were equally important. It was agreed that they could have more than one
highest-ranked barrier, and these were moved into a specially created ‘+5’ column. This is significant
in showing how the young people took ownership of the task and responded creatively when faced with their
own barrier. The factors rated as the most likely barriers by the two groups of young people are presented in
Table 35.

A range of factors is highlighted, including suspicion and concern over the service being offered;
implications of receiving the service, such as feeling judged or being labelled; feelings about one’s own
needs and situation, and barriers created by others, such as parents. The point about not knowing where

TABLE 34 Highest-ranked facilitating factors by Young People’s Groups

Rank Group 1 Group 2

+4 The person could meet the person giving help beforehand, to
decide if they would be happy to begin getting help from them

The person knows that the person giving the
help would not judge them or criticise them

The person knows that the help will not stop
before they are ready for it to stop

+3 The person knows that no one would see them getting this
help (e.g. no one would see them in that room, or see them
through the window from the street)

The person knows that it is their own decision whether to get
the help or not, and not the decision of their parents or carers

The person knows that they could trust the
person/people that they would be getting
the help from

The person did not have to worry abut
having money to pay for the services
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to look for information reflects the points made under facilitators about the importance of child-friendly
information. There was agreement between the two groups about the relative lack of importance of
practical issues. A facilitator noted, for example, that one group had a remarkable trust that the services
would accommodate them as necessary, for example coming to where they were if they could not travel,
services were free so money was not a concern, and translators or someone who speaks your language
would be made available if that was a problem for you.

The factors that were ranked the highest as the most likely barriers by the professionals were
embarrassment; inadequate resources; stigma; lack of trust in service providers; fear; negative attitude;
and lack of training for staff. Themes of stigma and lack of resources come strongly through the
professionals’ responses. There is a significant difference between the professionals’ focus on lack of
resources and the trust that young people put in the system to make the necessary service available.

There was generally a high degree of agreement between groups of professionals as to the relative
significance of the various barriers. Groups generally ranked items related to the theme of stigma/fear
highly, with the exception of the social work/voluntary sector group. They ranked all items relating to the
child or young person as less important than items relevant to service providers and wider structural
barriers, such as lack of training for staff, inadequate resources and ineffective health system structures.
They indicated that if services are effective then they will be designed so that barriers relating to the
child/young person would be eliminated. Other groups disagreed with this approach, as they saw stigma
and fear as a wider social issue. Barriers relating to the child/young person were seen as equally important,
and in some cases more important, than the barriers that were relevant for service providers.

The relative importance of ‘negative attitude’ also caused some disagreement. The majority saw this as the
negative attitude of the child/young person towards the service, although the educational psychology
group were clear that they saw the negative attitudes of other professionals as an important barrier.
The educational psychology group also differed in their ranking of continuity of service. They ranked high
staff turnover and continuity of service as the most important barriers. Other groups ranked these barriers
as of medium importance (range –2 to 2). Money was ranked as a barrier by half of the groups. Those
who did not rank it saw it as too broad/generic a barrier and so excluded it. Those groups who did rank it
indicated that it was an important barrier, with the exception of one of the foster carer groups, which felt
that ‘they would always find the money’ if necessary.

TABLE 35 Factors rated highest by young people as barriers

Rank Group 1 Group 2

+5 The person thinks that their situation is too complicated for anyone to help

The person thinks that the people offering help will not believe them

+4 The person does not want to be seen as having mental health problems

The person does not think they need any help

The person does not think that the help available will work for them

The person does not trust the people/services offering help

The person does not know who
to ask about getting help

+3 The person does not trust the
people/services offering help

The person’s parents or carers
will not allow it
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Findings from later advisory group process

Of the intervention types that were presented, the Young People’s Group felt that the most widely known
among young people were CBT; counselling; and FT. The initial response from the group when starting
the resource allocation exercise was that they found it hard to answer, as they suggested that it was
important to know the individual before judging what interventions would be effective. Looking across
the interventions, the group felt that all the interventions could potentially be useful, but again the
judgement about this for an individual would have to be made in the light of that individual’s
circumstances, their experience and environment. For example, if they had suffered ‘bad’ abuse, they
may not want counselling – they may prefer CBT and attachment-based work. Hence on this basis, the
group considered that all the different therapies should be made available.

The group considered different ways of completing the task, for example allocating the available resource
equally across all intervention types and to the intervention types with fewer well-developed evidence
bases. The group was very thoughtful about what sorts of information they would need to help make the
judgement, including:

l asking people what service they would prefer
l having a choice, as some young people may prefer not to talk but would find ‘doing’ things helpful
l the nature of evidence that is available
l the need to ascertain as much information about an individual at the beginning as possible,

with a suggestion that a ‘survey’ could be done with them.

They were concerned that focusing all of the resource to CBT, for which there is already evidence, does
not help the other interventions to establish their own evidence bases. Nevertheless, they did not want
to lose the benefits from CBT, given the evidence of its effectiveness. The group finally decided that they
would want to continue to deliver CBT, but would also want to invest resources in the lesser-known
therapies – attachment, activity based and therapeutic residential care – to see if it was possible to
generate an evidence base for those.

Table 36 shows a high degree of consensus among the young people as to their views on a range of
statements. The statements had been framed based on views expressed within the review of studies for
the acceptability of interventions. The group disagreed with statement 1, from a parent who was critical
of the therapeutic process for their family member, for two reasons:

l It is not possible to forget about the abuse. The best thing is to talk about it to get it in the open.
It should be the child’s decision as to what works best for them.

l Therapy does not mean going over it again and again. It means going over it once, thinking about the
experience, learning how they feel about it, but then doing different things.

TABLE 36 Responses to series of statements about interventions

Statement Red Amber Green

1. Therapy doesn’t help people to forget about abuse, they just make them
talk about it over and over again

5 0 0

2. It’s not just the child that needs help, parents do too 0 1 4

3. Do other people need to know what the therapist and child talk about? 0 5 0

4. Does a young person have to like their therapist for treatment to help? 0 0 5
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The group could understand why it may be difficult for a parent, as they may take it personally and feel
that it is their fault. They suggested that parents can need reassurance and it may help them to talk
through the process. This could mean that the parents could meet the therapist first, or even get some
therapy first, as they may need it. This led neatly into their consideration of the second statement,
with a large majority of the group agreeing that parents may also need therapy. The group member who
had selected ‘amber’ said that this was because the parent may not need therapy as such, but may instead
need some guidance. The rest of the group agreed that support, rather than therapy, may be more
appropriate in some situations. Meeting other parents was seen as potentially helpful, possibly with
mothers’ and fathers’ groups run separately before being brought together.

The reason for the middle ‘amber’ position to statement 3 was that the group felt that it would depend on
the child’s views as to who their information should be shared with, including parents. However, they did
agree that other services would need to be informed if the child was in danger. There was agreement too
in response to statement 4. Group members felt that young people would have to feel comfortable with
their therapist for the therapy to be effective and this would mean feeling listened to and not feeling
judged. A downside to this, however, is that if the therapist leaves, as this could result in the young person
going back to their ‘old ways’. This led to a discussion about the nature of the therapeutic relationship:
that it should not be too personal, as it is a job for the therapist; they are not a ‘friend’, so the young
person should not become too attached to them.

The Professionals’ Advisory Group reflected on the significance of some of the factors that had been
identified as facilitators, including parental involvement in the therapeutic process, as results have indicated
that parent-plus-child therapy may be more effective than child-focused therapy alone. The foster carers
stressed that the parent/carer must be involved in the process and be aware of what’s happening.
For example, if a child wakes up at night having nightmares following a revelation made during therapy,
the parent/carer must know how to deal with this. It was acknowledged that carers can be involved in
different ways. One foster carer shared his/her experience of regular update meetings with the child’s
therapist, in which they do not hear about the details of the sessions but can consider any implications
arising from them. He/she felt that this arrangement had represented a balance between being sufficiently
‘in the loop’ and maintaining client confidentiality. A voluntary sector representative reminded the group
that many children do not have a ‘functioning adult’ in their lives, and that this would have to be
considered in any push towards greater carer involvement in the therapeutic process.

There was a nuanced discussion about the possibility of increasing the young person’s choice-making in
relation to their own therapy. There was some resistance to the idea that young people should be more
involved in deciding which type of therapy they should have, on the basis that they do not know or
understand enough about the choices with which they are presented. A suggestion from this followed –
that it may be more important to involve young people in discussions about the options for their therapy
rather than simply seeing it as their choice. The group confirmed the importance, underlined by the first
PAG, about the need to tailor interventions to individual children’s needs: ‘We cannot look at a child as a
set of symptoms, we must look at each individual as a whole.’ This discussion was grounded by the view
that choice and tailoring may not actually matter, given that young people are probably offered only
whatever intervention is available locally. Despite these constraints and the caveats above about
choice-making, the group considered that not enough was known about what outcomes children wanted
and that this should be a future research priority.

The Professionals’ Advisory Group considered implications arising from the lack of evidence of effectiveness
of interventions. A concern was raised about how any decisions on resource allocation or priorities could
be made based on such a limited evidence base. It was agreed that, other than for CBT, it was important
to emphasise for the other interventions that they should not be seen as ineffective, but that there is
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currently no evidence of their effectiveness. Some group members were not surprised at the lack of
evidence of effectiveness for CBT at follow-up, for a couple of reasons:

l CBT is very limited in duration (often delivered over 12 weeks), which may not be sufficient given
the complexity of needs experienced by maltreated children.

l CBT may be inappropriate for children, given that it was originally designed for adults.

The group considered the importance that young people had attached to the outcome of safety. They
were concerned, however, to be careful when talking about ‘safety’ as an outcome, as it may be more
related to prevention, and this could be misunderstood, given some confusion between prevention and
early intervention. The group agreed that early intervention should be defined as an intervention that
occurs at ‘the first recognition of trouble’, regardless of the child’s age. It was suggested that the review
findings should be situated carefully within these discourses to avoid confusion and because of their
current salience in government policy.

The group also highlighted practice contexts that the review findings will be seen within. The issue that
came across most strongly concerned the pressures under which professionals are operating, including
budget cuts for local authorities, a large-scale turnover of social workers and a large number of vacancies
in social work departments. It was suggested that there is a risk that this review could add to the pressure
on professionals by promoting criticism of them from the lack of evidence of their effectiveness, and the
group was keen that this should be avoided.

Pressures on the professional system can help to explain, in part, why there can be little choice for the
service user as to the type of intervention offered, such that there is a risk that the service is offered
because it is available rather than because it is needed. There is also potentially a gap between the services
that are researched and reported on in this review and those that are offered more widely in practice.
There was agreement in the group that an urgent next step should be to conduct a survey of what services
are currently being offered to maltreated young people. This was one of a range of future research
priorities identified by the group, which included:

l access to psychosocial interventions and impact of different referral routes on the effectiveness
of interventions

l children’s views concerning desired outcomes
l mechanisms of change in therapy
l importance of therapist persona
l effects of the age of child on outcomes achieved by different interventions
l experience of maltreated children who are asymptomatic.

Summary

The advisory group process was arguably quite limited. Nevertheless, it achieved the purpose for which
it was designed. The early consultations provided a very helpful reminder of the range and diversity of
views about desired outcomes for psychosocial interventions. There were different narratives for the
relationships between different types of outcome and a definitional question about outcomes and
facilitators. This was a further reminder of the contested nature of this field. There was a range of views
too over the factors that were seen as facilitators of, and barriers to, change. This fed through into the
later consultation phase, which considered different possible interpretations of the findings. The later
consultation phase helped the project team to situate the findings within current policy and practice
contexts, which is essential for promoting engagement with, and use of, the findings.
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Appendix

Young People’s Advisory Group 1: 27 March 2013, Belfast

‘What difference would ‘helpful help’ make: Rank Notes

Helping the person to learn skills to handle life’s
‘ups’ and ‘downs’

+4

Helping the person to feel safe +3

Helping the person to ‘bounce back’ if things in their
life go wrong

+3

Helping the person to stop going over and over in
their mind the bad things that have happened to them

+2

Helping the person to feel better about themselves +2

NEW CARD – Helping the person to not feel alone
and to recognise that they are not ‘different’ to other
people

+2

(The group did not place any cards in the ‘+1’ column) +1

(The group did not place any cards in the ‘0’ column) 0

(The group did not place any cards in the ‘–1� column) –1

(The group did not place any cards in the ‘–2� column) –2

Helping the person to stop taking their problems out
on other people

–3

Helping the person to look after their physical health –4

CARDS REMOVED

The group removed all of the following cards because they felt that they were all too specific to an individual situation, e.g.
it is not possible to rank whether eating properly is more important than not using drugs. A person with an eating disorder
would rank addressing that as a more important outcome than a person who was using drugs, and so forth

Helping the person to stop feeling sad or unhappy

Helping the person to stop worrying

Helping the person to stop wanting to hurt himself
or herself

Helping the person to eat well and not overeat or
eat too little

Helping the person to stop bullying other people

Helping the person to stop using too much alcohol

Helping the person to get on better with their friends

Helping someone who was stealing to stop

Helping the person to do their best at school

Helping the person to get on better with their family

Helping the person to stop using drugs

Helping the person to be happier

Helping the person to stop getting in fights

Helping to stop the person being bullied

Helping the person to feel less angry

Helping the person to control their temper
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‘What difference would ‘helpful help’ make: Rank Notes

Helping the person to understand what being ‘treated
badly’ is, learning to recognise when things are not OK

Helping to person to learn ways to keep themself safe
(e.g. knowing when to report something and to whom
to report it)

Young People’s Advisory Group 2: 9 April 2013, Cardiff

What would ‘helpful help’ help with? Rank Notes

Helping the person to understand what being ‘treated
badly’ is, learning to recognise when things are not OK

4 Both +4 rankings were made by one more-senior
member of the group

There was little discussion of these two rankings by
the rest of the group

Helping the person to learn ways to keep themself safe
(e.g. knowing when to report something and to whom
to report it)

4 Both +4 rankings were made by one, more senior
member of the group

There was little discussion of these two rankings by
the rest of the group

Helping the person to ‘bounce back’ if things in their
life go wrong

3

Helping the person to feel safe 3

Helping the person to stop worrying 3 This was seen as a big problem for many in the group

They expressed how they often or always felt anxious
and worried about everything

Helping the person to control their temper 2 More than half of the group made reference to that
being relevant for them, or joked about needing
‘anger management’

Helping the person to stop feeling sad or unhappy 2 A number of people in the group said they suffered
badly with depression

Helping the person to feel better about themselves 1 Ranked highest of the ‘+1’ rankings

Helping the person to stop going over and over in
their mind the bad things that have happened to them

1

Helping the person to stop taking their problems out
on other people

1

Helping the person to be happier 0 Being happy was seen as a choice: ‘some people are
happy being miserable’

Helping the person to do their best at school 0 This was not seen as overly important by the majority,
but two participants expressed the view that doing
well at school is important to help you ‘get out’ or
get away from the bad situation you are in and make
a better life for yourself in the future

Helping the person to eat well and not overeat or
eat too little

0 A number of people in the group mentioned not
eating right but this was not seen as a particularly
important problem to overcome

It was seen as being related to other bigger issues,
such as the overall stresses of their lives
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What would ‘helpful help’ help with? Rank Notes

Helping the person to look after their physical health 0 The items on drugs, alcohol and food were all seen
as relating to physical health and also a form of
self-harm

They felt that looking after your physical health
would include eating well, not abusing drugs and
alcohol

Helping to stop the person being bullied 0

Helping the person to learn skills to handle life’s
‘ups’ and ‘downs’

–1 This one came out surprisingly low compared with
the rating from Young People’s Advisory Group 1

Helping the person to stop using drugs –1 The items on drugs, alcohol and food were all seen
as relating to physical health and also a form of
self-harm

They felt that looking after your physical health
would include eating well, not abusing drugs and
alcohol

Helping the person to stop using too much alcohol –1 ‘That’s a personal choice, some people can enjoy
drinking. It’s not always a problem for most people’

Helping the person to stop wanting to hurt himself
or herself

–1

Helping the person to feel less angry –2 Controlling your temper was seen as more important
because sometimes getting angry is a good thing.
It can help you protect yourself and stop people
taking advantage of you

Helping the person to stop bullying other people –2

Helping the person to stop getting in fights –2 ‘That’s a personal choice’

Helping the person to get on better with their family –3

Helping the person to get on better with their friends –3 ‘If your friends don’t understand then you’ve got the
wrong friends’

Helping someone who was stealing to stop –4 This was not seen as a problem related to
maltreatment . . . ‘That’s an individual choice’,
‘If you can get something for free then get it’

One person rated this as more important than the
rest of the group as ‘getting into trouble or getting
caught could mess up your whole future’

Professional Advisory Group: 1 May 2013

Outcome domain Average ranking SD Number of groups Theme

Well-being 2.83 1.47 6 Well-being

Attachment 2.63 1.19 8 Attachment/emotion

Emotional development 1.88 1.73 8 Attachment/emotion

Keeping safe 1.86 1.95 7 Being/keeping safe

Placement stability 1.57 2.57 7 Placement stability

Peer relationships 1.50 1.20 8 Relationships

Depression 1.25 1.91 8 Mental health
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Outcome domain Average ranking SD Number of groups Theme

Cognitive 1.17 0.98 6 Neurological/cognitive

Anxiety 1.13 2.10 8 Mental health

Coping skills 1.13 1.64 8 Well-being

Academic 1.00 1.15 7 Attainment

Conduct/behaviour 0.88 1.55 8 Externalising behaviour

Intimate relationships 0.75 1.75 8 Relationships

Post-traumatic stress 0.75 2.05 8 Mental health

Physical health 0.57 2.30 7 Physical health

Family relationships 0.50 1.85 8 Relationships

Self-efficacy 0.50 1.85 8 Well-being

Self-regulation 0.29 1.11 7 Attachment/emotion

Neurodevelopmental 0.25 3.10 4 Neurological/cognitive

Socioeconomic 0.00 0.82 7 Attainment

Suicide prevention 0.00 2.00 8 Internalising behaviour

Violence/aggression –0.14 1.57 7 Externalising behaviour

Self-harm –0.38 1.92 8 Internalising behaviour

Criminality/legal –0.50 1.51 8 Externalising behaviour

Mental health literacy –0.60 1.14 5 Well-being

Substance abuse –0.86 1.35 7 Internalising behaviour

Eating disorders –1.80 1.48 5 Internalising behaviour

SD, standard deviation.

APPENDIX 15

NIHR Journals Library www.journalslibrary.nihr.ac.uk
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AIM

This practice framework aims 
to support social workers in NI 

to recognise and respond to the 
impact of poverty on individuals, 

families and communities.

2

“That’s what poverty is - not being
free, always having to ask others for things, always 

having to count pennies.  To feed the children, you have to 
count: how much for milk? How much for bread? You wake 
with a start in the middle of the night: What will happen 
tomorrow? How will we eat? You worry in your dreams. 

You can’t sleep anymore.”1 

Thomas “Poverty, to me, means not being 
able to walk around with your head up high because 
you feel ashamed for being in poverty. People look 
at you as if you’re an outcast on the street.”2 

Georgina 

www.therolesweplay.co.uk
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54

Poverty  The Elephant
in the Room

This illustration: Harry Venning 342



SECTION A
RECOGNITION

6

A

“Lots of people just don’t know
what poverty means, what it’s 
like or what it’s all about. 

They just don’t know.”3

Hazel
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4.8 Poverty
and Ethnicity 
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