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	1.    Purpose

	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	This report presents local data alongside evidence for use by local authorities. It begins with general information making the case for addressing the risk factors which make children and young people more vulnerable to poorer health and other outcomes. The report describes the work of the Children’s Commissioner for England in identifying the numbers of children who might be experiencing these vulnerabilities. The report also presents evidence on the impact of adverse childhood experiences.  
The report then gives an overview of relevant local data on risk factors and protective factors which can be used to prioritise activity with the aim of improving outcomes and reducing inequalities. Data on the numbers of children and young people in your area who are experiencing these vulnerabilities at any one time are estimated.

	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	The report should be read in conjunction with No child left behind: a public health informed approach to improving outcomes for vulnerable children and No child left behind: understanding and quantifying vulnerability. These reports  summarise the extent and nature of vulnerability in childhood; the evidence of increased risk and impact associated with factors at individual, family and community levels; the protective factors which, where present, can mean that children go on to prosper even where they experience may have increased vulnerability or experience adversity; and PHE actions and resources to improve outcomes for children, young people and their families and how the work of public health and its partners can help children realise their full potential.

	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	2.    Using this report

	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	Health and social needs are inherently complex; it is unlikely that there will be a single factor which is responsible for the particular situation in your local area. For this reason, it is important that no single item of information is treated in isolation. Instead the various pieces of data and evidence should be used as pieces of a jigsaw which when linked together give you a picture of the needs of your local community.
As with all health data and intelligence, it is important to ‘sense check’ the findings with colleagues and triangulate the data with other sources available locally such as from children’s social care, community health services and Child Death Overview Panel reviews. Is the picture given by the data what you would expect? There can sometimes be anomalies in data which have resulted in atypical results, for example a new housing development. The data may not be wrong but you should be sure that you understand the reasons why something is not as you might expect.

	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Contact your local PHE knowledge and intelligence service (see next steps section) if you need further advice.

	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	This report is intended for you to cut and paste text, tables and charts and include them in your own local documents. Please acknowledge Public Health England as the source and state the date on which you accessed the report. If cutting and pasting sections that quote from or reference other sources, please make sure you also reference the original source.

	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	3.    Approaches to understanding factors which can make a child vulnerable

	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	Benefits of addressing vulnerability
What happens during pregnancy and the first few years of life influences physical, cognitive and emotional development in childhood and may affect health and wellbeing outcomes in later life (1). A focus on these early years is important to avoid the development of such issues and improve the health of the whole population (2,3,4).
This requires taking a life course approach where action to reduce health inequalities starts before birth and continues through to old age (5). There are overlaps and interdependencies across these life stages (for example teenage pregnancy) which highlight the need to take a life course and intergenerational approach. Intervention should be based on place and that, at its heart, improving outcomes for vulnerable children includes addressing underlying health inequalities. To do this effectively, local areas may wish to create ‘place-based systems of planning’ using the ‘Population Intervention Triangle’, which combines civil-level, community-based and service-based interventions for greater impact (5, 6). They may also wish to take a public health informed approach as outlined in No child left behind: a public health informed approach to improving outcomes for vulnerable children.
While the risk factors discussed are intended to give an idea of the magnitude of the problems within Leeds, it should be noted that many parents facing challenging circumstances successfully raise healthy and happy children.
The COVID-19 pandemic raises specific considerations which can be usefully placed in the broader context of childhood vulnerability discussed in this report. The potential way in which the COVID-19 pandemic may have affected the vulnerability of children can be categorised into three groups:
1. A group of children who may be more clinically vulnerable to COVID-19 because they have underlying health conditions, or the pandemic has in some way delayed or curtailed their access to health services.
2. Children and families who are at increased risk due to family and socially circumstances where there is a statutory entitlement for care and support (education, health and care plan and those with a social worker)
3. Children who may be at higher risk due to being negatively impacted through wider determinants of health and/or family stressors family and social circumstances and may not be known to services
Children may be in more than one group and children not previously identified as vulnerable may have become so as the economic and social impact of the pandemic are felt in the family. More generally, the underlying wider community and social conditions which can make children more vulnerable which existed before the pandemic are likely to remain; these are the focus of this report.
Defining vulnerability
In recent years various organisations have attempted to define and measure vulnerability in children. For the purposes of this report, ‘vulnerable children’ are taken to be any children at greater risk of experiencing physical and/or emotional harm and experiencing poor outcomes because of one or more factors in their lives. A wide range of risk factors may make a child more vulnerable. Conversely protective factors may make a child less likely to experience a poor outcome even when risk factors are present.
The Office of the Children’s Commissioner has developed a framework of 37 categories, with the children who fall into each being vulnerable to a greater risk of harm or of not reaching their full potential (7). Estimates of the number of vulnerable children are:
       Children receiving statutory support – estimated 723,000 children (7). This includes children in care, children in secure settings and children subject to child protection plans among others
       Children living with risk because of a vulnerable family background – estimated 2.3 million children (7). This includes children in low-income families, young carers, children exposed to domestic violence and abuse and children with parental mental ill-health among others.
For both, the Children’s Commissioner sought to estimate the number of vulnerable children but this is difficult as while some individual risk factors are quantified, others are not (8). A further complicating factor is that many children have multiple risk factors so establishing a single estimate of the overall number of vulnerable children is difficult as indicators are gathered in different ways from different sources with little to no data linkage (8). Nevertheless, estimates have been developed of the likely number of children falling into each category and are given above. In considering these, it is important to note that a child may fall into more than one type and so be counted more than once in these estimates.
Children may have a combination of risk factors which make them vulnerable but may experience these with no adverse consequences. Research, however, suggests that being exposed to two or more risks in the first years of life is likely to affect a child’s cognitive and behavioural development as they grow up (9).
The absence of prevalence estimates for the total number of children who might be considered vulnerable within these parameters means that this report instead presents what is known about a local area for individual factors. In doing so, it encounters the same difficulties in that many children are likely to experience more than one risk factor or protective factor and so may well be counted in more than one estimate, though where known, these are discussed.
Promoting resilience
When looking at vulnerability, it is important also to consider the other side of the coin: resilience, which can be defined as the ability to adapt to stress and adversity (10). Resilience does not imply that those who are resilient are unharmed. Instead resilient individuals, families and communities are more able to deal with difficulties and adversities when they arise than those with less resilience (10, 11).
Many children will encounter challenge to a greater or less degree and so taking steps to improve resilience is important. A public health approach to resilience does not just seek to improve young people’s personal coping skills, but ensures that conditions are in place to support relationships in the family and strengthen local community resilience, and that services are available and appropriate for when they are needed.
Adverse childhood experiences
In recent years, there has been considerable interest in a specific set of childhood experiences and how these can be associated with negative outcomes later in life (12):
Adverse childhood experiences directly relating to the child:
         psychological, physical or sexual abuse
Adverse childhood experiences relating to the child’s household:
         parental separation
         domestic violence
         mental illness
         high risk and dependent alcohol use
         substance misuse
         incarceration
The body of research on adverse childhood experiences has galvanised action to address vulnerability in childhood and enabled collaboration at a local level. It should, however, be considered in the wider context of childhood vulnerability more generally discussed elsewhere in this report.
The concept of tackling adverse childhood experiences originally developed from a study in the United States which showed that those who experienced four or more of these specific categories of childhood exposure, compared to those who had experienced none, had a four to twelve-fold increased health risk of alcohol and drug dependence, depression, and suicide attempt; a two to four-fold increase in smoking, poor self-rated health, fifty or more sexual intercourse partners, and sexually transmitted disease; and a 1.4- to 1.6-fold increase in physical inactivity and severe obesity (12).

	
	
	


	
	
	
	
	
	An evidence review has been published by Public Health Wales and Cardiff and Bangor Universities (13) which identifies 110 interventions to prevent and mitigate the harms relating to adverse childhood experiences. 
These are summarised into four approaches:
         supporting parents
         building relationships and resilience
         early identification of adversity
         responding to trauma and specific adverse childhood experiences

Early Help and the Troubled Families Programme
Early Help describes an approach for total support that improves a family’s resilience and outcomes or reduces the chances of a problem getting worse, offering community support, universal services and acute and targeted services which are combined in different ways depending on the local area. The Troubled Families Programme has formed part of how local areas have sought to take a whole family approach.
The first Troubled Families Programme ran from 2012 to 2015, with a new programme running from 2015 to 2020 (14). The current programme is similar to the first but, this time, aims to achieve significant and sustained progress with 400,000 families with multiple, high-cost problems (14). All families in the programme must have at least two problems from worklessness and financial exclusion; poor school attendance; crime and anti-social behaviour; children who need help (including children in need and children with special educational needs); physical and mental health problems; and domestic violence (14). Similarities can be seen between these factors and those identified elsewhere in this report as making children and young people more vulnerable. For this reason, an area is likely to want to consider the work of the Troubled Families Programme in their local area alongside planning services for vulnerable children more generally.
The most recent evaluation of the programme found that individuals on the programme were considerably more complex than individuals in the general population (15). Compared to the general population the children of families in the programme were nearly three times more likely to be persistently absent from school, and over nine times more likely to be classified as a child in need (15). Over two fifths of troubled families had a family member with a mental health problem and over a fifth had a family member affected by an incident of domestic abuse or violence (15).
In the two years following joining the programme, the proportion of children in need fell, and the proportion of looked after children rose (15). A smaller proportion of juveniles on the programme received a custodial sentence compared to a comparison group (15).
Serious case reviews
Serious case reviews are carried out when abuse and neglect are known or suspected factors when a child dies or is seriously injured or harmed (16). Since 2008 the Department for Education has carried out a study into serious case reviews (SCRs) to establish what improvements can be made to the ways in which professionals and agencies work together to safeguard children (16). The fifth such study covered the years 2011-2014 and considered a total of 293 SCRs (16). Previous analysis listed domestic violence, parental mental health problems and parental substance misuse (including alcohol) as important factors which can increase risk of harm to a child (16). The most recent edition added to this list adverse experiences in the parents’ own childhoods, a history of violent crime, a pattern of multiple consecutive partners, acrimonious separation, and social isolation (16). Many of these risk factors will be discussed later in the report in the context of wider vulnerability, but it is important to note that these may be indicators of risk of serious harm.
Children in need
A child in need is defined under the Children Act 1989 as a child who is unlikely to achieve or maintain a reasonable level of health or development, or whose health and development is likely to be significantly or further impaired, without the provision of services; or a child who is disabled (17). Local authorities are required to provide services for children assessed as in need for the purposes of safeguarding and promoting their welfare. These assessments will be referenced in this report.

	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	
	
	
	
	
	4.    Looking at the picture for Leeds

	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	The picture in a local area is likely to be complicated. A detailed understanding will be essential in order to prioritise interventions as effectively as possible. This report has been produced at a population level and as such cannot be used to infer that individuals with particular characteristics will necessarily have particular outcomes as a result. 
However, a local area may wish to balance interventions which make a small improvement for many children with those which have a major impact on improving the life chances of smaller groups of children. The interactions between risk and protective factors is also something which should be considered. The following two sections provide data and evidence on these factors. It should be noted that, in many cases, the absence of a protective factor can be considered a risk factor so the section should be considered as a whole.
In looking at the factors in a population, it may be of value to consider those which affect children at the individual level or within a family context, together with the role played by the wider school and local community in making children more or less vulnerable.



	
	
	


	
	
	
	
	
	
	
	Summary of Leeds population: 
Proportions of Leeds population of children and young people (0-17 year olds) in vulnerable groups: 

Under 18 population (0 - 17 year olds)

Count

Percentage of total population 

Timescale of data collection

Source 

Total population

169,422

100%

Mid Year Estimate 2019

DfE: Schools Pupils and their Characteristics, January 2020, Published 25 June 2020
Living in 10% most deprived LSOAs in England 

54,512

32%

Mid Year Estimate 2018

ONS Mid-Year Estimates by LSOA 2018, IMD 2019
Children Looked After

1,288

0.76%

Snapshot 31st March 2019

SSDA903 2019, SFR 903 2019 Comparator and Trend Data, Safe From Harm/ CYPP Monthly Reports
Number subject to Child Protection Plan 

399

0.24%

Snapshot 31st March 2019

DfE, CiN Census 2019, CiN Census 2019 Trend and Comparator Analysis
Child in Need cases 

5,472

3.22%

Snapshot 31st March 2019

DfE, CiN Census 2019, CiN Census 2019 Trend and Comparator Analysis
Early help contacts

11,354

6.70%

In financial year 19/20
Personal communication –with B. Brown, LCC, 14/12/20
Involved with Youth Justice Service 

676

0.40%

In financial year 19/20
Personal communication –with R. Coates, LCC, 11/12/20
Homeless or at risk of homelessness

228

0.13%
In financial year 19/20
Personal communication –with B. Wagnar-Adir, LCC, 11/12/20
Child Exploitation assessment

466

0.26%
In financial year 19/20
Personal communication –with P.Hall, LCC, 16/10/20
Children living with parent using Forward Leeds

2,477

1.46%
In financial year 19/20
Personal communication –with H. Cook, Forward Leeds, 23/9/20
Proportions of school-aged population in vulnerable groups:
School aged population (nursery to Year 14)
Count

Percentage of total population 

Timescale of data collection

Source

Total school aged population
126,976

100%

Snapshot January 2020

January 2020 School Census Data Summary

Education Health and Social Care plan
1,199

0.94%

Snapshot January 2020

January 2020 School Census Data Summary

Receiving SEN support
15,420

12.14%

Snapshot January 2020

January 2020 School Census Data Summary

Eligible for pupil premium
35,690

28.10%

In financial year 19/20

Leeds Data Matrix Sept 2019

Fixed term exclusions 
6,457

5.08%

In academic year 18/19

DfE, July 2020


	
	
	
	
	
	
	


	
	
	
	
	
	
	The Children’s Commissioner local vulnerability profile estimates:
· 19.8% (33,580 children) of the Leeds population of 0-17 year olds estimated to live in in households with any of the so called 'toxic trio' (i.e. domestic violence, parental mental health and parental substance abuse).

· 1.2% (1,994 children) of the Leeds population of 0-17 year olds estimated to live in in households with all 3 of the so called 'toxic trio'.

These predictions are based on statistical models estimated using the Adult Psychiatric Morbidity Survey (APMS) and as a result should be treated as experimental in nature. This technical report sets out how these predications were calculated and the caveats to consider. 

Risk factors

	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	A pupil perception survey carried out in schools in 2018/19 (88) asks young people about family members. Of 18,025 pupils from year five to year twelve, 11.4% reported they help look after someone who has a ‘social, emotional or mental health problem’ ‘some days’ and 7.6% reported they help look after someone ‘most days’.
Parental death:

The death of a parent does not automatically result in a child or young person developing mental health problems or future difficulties, as this can be mitigated against with good support networks, opportunity to talk openly about loss etc. Some types of death are more likely to be traumatic, such as losing a parent to suicide. 

The pupil perception survey ‘My Health My school’ (88) asks participants about whether they have had a death in their household such as a parent or sibling. 10453 primary aged pupils completed this, and 6958 secondary pupils. 

· 3.12% of Primary aged children reported someone in their household had died within the last 12 months. 

· Of those bereaved (including those who responded to another question about a death of grandparents and friends), 4. 95% reported that they had no support from school/college or anywhere else despite needing it. 

· 2.95% of secondary aged pupils reported someone in their household had died within the last 12 months. 

· Of those bereaved (including death grandparents and friends) 7.18% reported that they had no support from school/college or anywhere else despite needing it. 

36 children were identified as affected by suicide bereavement from referrals to the Leeds Suicide Bereavement service in 2018/19. 28 of these accessed the service directly from 24 families. Out of these 24 families:
· 15 children had lost a parent (12 had lost their dads and 3 had lost their mum’s)

· 3 children had lost an uncle.

· 3 children had their grandad

· 2 children had lost a brother

· 1 child had lost a sister.

  

Parental Incarceration

Discussions are ongoing regarding how to include data from probation services. Colleagues are exploring whether they can extrapolate data about the number of children with parents with contact orders or in custody. This is not available currently. 

Child exploitation 

466 children had an assessment in 19/20 for child exploitation in Leeds. Of these:

· 148 were for Child Criminal Exploitation

· 308 for Child Sexual Exploitation 

· 59 for both CCE and CSE.

Each assessment is given a risk rating. Of the total, 65 were identified as high risk and 200 medium risk.

Young Carers

The Children’s Commissioner report estimated that there are 287 young carers supported by Local Authority (estimate extrapolated from CCO report ‘The support provided to young carers in England young carers' 2016).

Being a young carer was identified as a factor at 80 Child in Need assessments in 2018/19. 

‘Young carer’ was identified as a child primary need or child other need at 70 Early Help assessments (2019/20)

Young people in contact with the youth justice system
Children who offend or are at risk of offending have been identified as a subgroup experiencing disadvantage, often at multiple levels (48). Children and young people who offend are also more likely not to be in education, employment or training (49). There is also an association between young people who have difficulties with communication and youth offending; 60% of young offenders have communication difficulties (50). The health and wellbeing needs of children and young people tend to be particularly severe by the time that they are at the risk of receiving a community sentence and more so when they receive custodial sentences (51). 
Children with learning difficulties and neuro-disability are overrepresented in the youth justice system. Having these conditions can make it more difficult to cope with justice processes, such as police interviews, court proceedings or compliance with the requirements of a community sentence (52). As young people are admitted to custody their needs (including health needs) are assessed. Through this process, young people entering youth custody have been found to have disproportionate health needs (often undiagnosed or untreated) when compared to the general population, including mental health (33%), substance misuse (including alcohol) (45%), and learning difficulties or disabilities (32%) (53). PHE's evidence review: smoking, drinking and drug use among hard to reach children and young people (54) offers further information about this topic.
In Leeds in 2018, 149 10-to-17 year-olds received their first conviction or youth caution, a rate of 226.3 in every 100,000. This is similar to Yorkshire and the Humber region (244.7 per 100,000) and is similar to England (238.5 per 100,000) overall.
In the year 2019/20, there were 676 young people recorded as open cases in Leeds Youth justice Service.

In 2018, the service carried out in internal review of the prevalence of ACES that their service users experienced. 

Practitioners completed a questionnaire to state whether each person had experienced any of the following ACES:

· Emotional abuse from caregiver or adult in the household

· Physical abuse from caregiver or adult in the household

· Neglect

· Sexual abuse from someone at least 5 years older

· Not being loved or supported by family

· Their parents are separated or divorced

· Their mother being domestically abused

· Living with someone who is a problem drinker or drug user

· Living with someone who has mental health problems or who has committed or attempted to commit suicide

· Living with someone who has been sent to prison during the child's life

A total of 237 cases with information completed. The cases were a snapshot of open cases from mid-July.

Key findings: 

· 4 young people had experienced 9 out of 10 areas of trauma

· 36% of the cohort had experienced 4 or more traumatic events 

· 43.5% of the 10-14 year olds had experienced 4 or more traumatic events whereas 35.1% of those over 15 years had experienced 4 or more.

· Three quarters of the young people had parents who were separated or divorced (75.1%)

· 22% of young people had experienced someone in their home being sent to prison during their lifetime

The full report (Appendix 1) looks in more depth at the different types of interventions the young people have and links with ACES. It also proposes areas for the service to explore further. 

School absence
Persistent absence from school can be more common in children from families with multiple problems such as those taking part in the Troubled Families Programme (25). Addressing the wider issues within the family may make it more likely for children to attend school and achieve the education and training which will make them less vulnerable to worklessness themselves as young adults (25). In Leeds in 2018/19, 14.6% children in state-funded secondary schools were persistent absentees which is better than Yorkshire and the Humber region (15.3%) and is worse than England (13.7%).
School exclusions
Additionally, the rate (per 100) of fixed period exclusions in primary and secondary schools in England in 2016/17are shown below.

	

	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	Primary school fixed period exclusions: rate per 100 pupils

Secondary school fixed period exclusions: rate per 100 pupils
 

Leeds
0.6 (463)
14.5 (6,601)
Yorkshire and the Humber
1.5 (7,465)
16.0 (51,125)
England
1.4 (64,340)
9.4 (302,890)

	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	Source: Exclusions, Department for Education. www.gov.uk/government/collections/statistics-exclusions

	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	Teenage pregnancy
Although a high number of teenage parents in a population may mean that more children are vulnerable, at an individual level many teenage parents will parent effectively and raise healthy children, without negative outcomes. At a population level, teenage pregnancy can make both the young parents and their children more vulnerable to poorer health and other outcomes. Teenage mothers are more likely than other young people not to be in education, employment or training; and by the age of 30, are 22% more likely to be living in poverty than mothers giving birth aged 24 or over (55). Young fathers are twice as likely to be unemployed aged 30, even after taking account of deprivation (55). Children born to teenage mothers have a 63% higher risk of living in poverty (55), and mothers under 20 have a 30% higher risk of poor mental health up to three years after giving birth (55). At an individual level the strongest associated risk factors for pregnancy before 18 include family poverty, slower than expected academic progress between ages 11-14, persistent school absence by age 14 and being in care. It is estimated that preventing adverse childhood experiences in future generations would reduce levels of unintended teenage pregnancy by 44% (56).
In 2018 in Leeds 1.2% of women giving birth were aged under 18 years. This rate is worse than Yorkshire and the Humber region (1%) and is worse than England (0.6%).
Special educational needs
Children are defined as having special educational needs (SEN) if they have a learning difficulty or disability which calls for special educational provision to be made for them (57). Nationally in 2017/18, 24.2% of children receiving SEN support achieved a good level of development at the end of reception compared to 77% of children with no identified SEN. In Leeds in 2018, 13.8% of school children had special educational needs, which is lower than Yorkshire and the Humber region (14.3%) and is lower than England (14.4%).

Asylum Seekers and Refugees

Data is available for Unaccompanied Asylum Seekers (see below) however it has not been possible to find out the number of children and young people who are asylum seekers/refugees who live with their families as it does not seem that this data set exists. 

Unaccompanied Asylum Seeker Children (UASC): 

The Migration Yorkshire Local Migration Profile (2019) includes (89) this description:

Unaccompanied asylum seeking children, sometimes known as ‘separated children’, are in the UK without an adult member of their family, and make an application for asylum themselves [rather than as a dependant on an adult’s claim]. rather than going through the standard Home Office system of support for adult asylum seekers and their families. Local authorities have a legal duty to care for these children.

· As at 31/08/2020 there are 40 UCAS and 124 former UASC in Leeds

This chart, from the Migration Yorkshire profile shows the change in time for this group:
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Homelessness
Children from homeless households are often the most vulnerable in society. In Leeds in 2017/18 139 households with dependent children or pregnant women were regarded as unintentionally homeless and eligible for assistance, a rate of 0.4 per 1,000 households. This is better than Yorkshire and the Humber region (1 per 1,000) and is better than England (1.7 per 1,000).
Homelessness is often linked to other risk factors such as family breakdown or children who are leaving care (23). Over a third of young homeless people have poor physical or mental health and potentially abuse substances (23). Many young homeless people are also affected by gang crime (23). In Leeds in 2017/18 61 homeless households had a young person aged 16 to 24 at its head (0.2 per 1,000 households), which is better than Yorkshire and the Humber region (0.3 per 1,000) and is better than England (0.5 per 1,000).

In 2019/20, there were 228 children in households that were homeless or at risk of homelessness In Leeds. The following table shows the factors identified when the main applicant (usually mother) :

Factor identified 

Count

Percentage

At risk/experienced DV
575
18.4%

History of mental health problems
506
16.2%

Drug dependency needs
31

1%

Family disharmony or parental breakup
Parental arguments and separation can cause emotional and behavioural problems in children and they may find it harder to concentrate in school, with feelings of insecurity sometimes leading older children to misbehave or withdraw (24). Families with multiple problems who are taking part in the Troubled Families Programme are more likely to be lone parent families (25). In 2017 there were an estimated 2.8 million lone parent families in the UK (26) although these will not all be due to separation. It is important to note that lone parent families are not a risk factor on their own, and having at least one positive parent-child relationship or another supportive adult in a child’s life is seen to be a protective factor in terms of mental health outcomes (27).
As might be expected, issues to do with work can be associated with tensions in a relationship. Children living in workless couple-parent families were almost three times more likely (27.6%) to have a parent reporting a distressed relationship as those where both parents worked (9.7%) (28). This may lead to parental separation (28).

Children in low income families
There is evidence that childhood poverty, in addition to being linked to higher rates of offending, may also lead to premature mortality and poor health outcomes in adulthood (4). In Leeds in the latest year, 20.3% of under 16s were living in low income families, which is worse than Yorkshire and the Humber region (19.7%) and is worse than England (17%). The 2015 Index of Multiple Deprivation (IMD) is a commonly accepted measure of deprivation. Upper tier local authorities are ranked out of the 152 upper tier local authorities in England, with a rank of 1 indicating the most deprived. Leeds, with a score of 26.6, is in the fourth more deprived decile, though it is important to recognise that local variation across the authority will exist, with some wards being more deprived than others.
The inter-relation between deprivation and vulnerability can be demonstrated by the higher proportions of children within social care system who live in the most deprived areas. 

The following statistics are taken from a snapshot of children on 31st March 2020

57.6% of children subject to a child protection plan live in the most deprived decile, compared to 8.3% in the top 5 deciles combined (based on Index of Multiple deprivation) 

The same pattern in seen in terms of the number of children looked after with 59% living in the most deprived decile, 12% in the second most deprived, 7.8% in the third, and 14.9% from the forth to tenth combined. 


	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	
	
	
	
	
	In order to visualize this, local data was extrapolated and applied to population numbers in order to create the following model:
Out of 1000 children in Inner East Cluster (the most deprived cluster) we could expect around:

· 20 to have an open Child in Need case

· 4 to be subject to a Child Protection plan

· 14 to be Looked After

In comparison, out of 1000 children in EPOS cluster (the least deprived cluster) we could expect around:

· 3 to have an open Child in Need case

· 1 to be subject to a Child Protection plan

· Less than 1 to be Looked After

It is important to note that this was based on snapshot data which will fluctuate over time. It is intended to give a broad indication of the difference between the least and most deprived areas in the city.
Protective factors

	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	By contrast, some factors can mean that children are less vulnerable to poor outcomes, guarding against the negative impact of the risk factors listed above. These factors can contribute to the resilience of a child, though it should be noted that these factors are not exhaustive, and that the absence of these does not mean that a child cannot be resilient. In many cases sources of resilience are difficult to quantify.
Community engagement
Children who live in a supportive community are more likely to be resilient to the harmful impact of vulnerability such as mental health problems in their adult lives (58). Taking part in community activities can take many forms.
Social inclusion
Loneliness has been shown to affect an individual’s wellbeing and has been linked to poor physical and mental health (59). Young people aged 16-24 are significantly more likely than most other age groups to report feeling lonely often or always (32.7%), and are the least likely age group to report never experiencing loneliness (11.4%) (59). The Office for National Statistics have recently published national measures of loneliness to explore this further (59).
Access to outdoor play areas and green spaces
There is good evidence for the benefits of physical activity on wellbeing (60) and that participating in sport can build resilience in both adults and children (58). In 2014/15, 13% of fifteen-year-olds were physically active for at least one hour per day seven days a week, which is similar to Yorkshire and the Humber region (13.7%) and is similar to England (13.9%).
Access to green spaces has also been found to be beneficial for both physical and mental health (61,62). In Leeds in 2015/16, 20.5 % of people of all ages make use of the outdoors for exercise and health reasons, which is similar to Yorkshire and the Humber region (17.5%) and is similar to England (17.9%). Nationally, 70% of children under 16 report spending time outside at least once a week, falling to 64% of 16 to 24-year-olds (63).
Working families
Children are likely to be less vulnerable where both they and their families have had a good education and are in work. There is an established link between outcomes for children who grow up in working families and those who are workless; those in workless families are almost twice as likely not to reach expected levels at all stages of education (28). While the number of children in workless families has declined nationally, approximately 1.2 million children in the UK lived in workless families in the final quarter of 2018 (64). About 80% of these were long-term workless families (64).
The impact of work or its absence on health and wellbeing as a child enters young adulthood is also a factor in his or her overall vulnerability. Children and young people who are out of work and education are at greater risk of a range of negative outcomes including poor health,(65) depression (65) or early parenthood (55). On the other hand, having a stable job or being in education can build resilience in young people, give them access to peer support and mentoring, as well improve wellbeing by helping to build a sense of self-worth (11). In Leeds in 2018 9.9% of children and young people are not in education, employment or training, which is worse than Yorkshire and the Humber region (6%) and is worse than England (6%).
Children in less affluent families are more likely to report lower Warwick-Edinburgh Wellbeing Score (WEMWBS) scores whereby the higher the score, the higher the respondent’s self-reported wellbeing (66). A proxy measure for family affluence is the percentage of children eligible for free school meals. In 2018 in Leeds, 15.6% of children are eligible for and receive free school meals, which is similar to Yorkshire and the Humber region (15.5%) and is higher than England (13.5%).
Positive relationships with parents, other trusted adults and peers
When protected by supportive relationships with adults, a child is better placed to learn how to cope with everyday challenges (67). Adults who could provide a supportive relationship include parents, grandparents or members of the extended family but equally could be a teacher, support worker or other role model in the wider community.
In addition to the support of adults, children and young people who have a reliable circle of friends have been found to be less badly affected should they have multiple adverse childhood experiences. Where supportive relationships with parents, other adults and peers are in place, the chance of poor childhood health as a result of such experiences has been found to reduce from 60% of children to 21% (69).
The Health Behaviours in School-aged Children study has found that in England 77% of young people agreed that when they talk someone always listens to them and 59% agreed that they got emotional support from their family, though both figures decrease as children get older (69).
Self-esteem
Building resilience and establishing positive mental wellbeing can make it less likely that a child who has experienced one or more of the risks listed above has poorer outcomes as a result(11). In 2015 a lifestyle survey of 15 year-olds in England asked respondents to answer a series of questions to establish how satisfied they were with their lives currently (70). It also established a wellbeing score based on WEMWBS (66, 70). Children who report higher WEMWBS scores are less likely to engage in risky behaviours such as drinking or smoking and more likely to state that their general health is excellent (60).

	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	Mean score of the 14 WEMWBS statements at age 15
Percentage reporting low life satisfaction at age 15
Leeds
47.9
12.9
Yorkshire and the Humber
47.7
13.1
England
47.6
13.7

	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Source: Health and Wellbeing of 15-year-olds in England - Main findings from the What About YOUth? Survey 2014 NHS Digital. https://digital.nhs.uk/data-and-information/publications/statistical/
health-and-wellbeing-of-15-year-olds-in-england/main-findings---2014

	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Educational attainment
It is important that all children reach their academic potential through education and training, ensuring that a child’s background does not determine his or her future outcomes, and encouraging social mobility (71). Unfortunately, socio-economic factors mean that not all children currently reach their potential and so action to tackle these underlying factors is needed (71).
Children are assessed at various points, data from which can help inform both the education of individual children but also the planning of services which bring benefit to larger groups in the community.
As children come to the end of reception, their readiness for school is assessed. In Leeds in 2018/19, 66.4% of children achieved a good level of development at the end of reception which is worse than Yorkshire and the Humber region (70%) and is worse than England (71.8%). 48.4% of children with free school meal status achieved this level which is worse than Yorkshire and the Humber region (54.1%) and is worse than England (56.5%).
Attainment 8 measures the achievement of a pupil at the end of Key Stage 4 (age 15 to 16) and replaced previous indicators based solely on GCSE results in 2017. Further details about the measure are available from the Department for Education. The most recent attainment 8 scores (2019/20) are shown in the table below, where higher scores represent better average achievement.

	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	Average Attainment 8 score
Average Attainment 8 score of children in care
Leeds
46.4
23.6
Yorkshire and the Humber
45.7
20.0
England
46.9
19.2

	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Source: Department for Education

	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	Academic achievement is not the only benefit of education, with connectedness to school having been shown to have direct positive outcomes in terms of reduction of violence, substance misuse and teenage pregnancy rates (72). In England 32% of young people (aged 11 to 15) reported liking school ‘a lot’ (69).
Language development
Children who do not develop good oral language in early life are at greater risk of experiencing problems with literacy later on, potentially impairing their ability to reach their academic potential (73). As the National Institute for Health and Care Excellence (NICE) explains: “Children and young people with communication difficulties are at increased risk of social, emotional and behavioural difficulties and mental health problems. So identifying their speech and language needs early is crucial for their health and wellbeing. Many young children whose needs are identified early do catch up with their peers” (74).
Early prevention can ensure that all children start school in a position to flourish and avoid the development of gaps which can have a lasting detrimental impact on social mobility (71). Research has shown that “children who had poor language skills at age five were about six times less likely to reach the expected standard in English and about 11 times less likely to reach the expected standard in maths at age 11” (75). In addition, 15% of pupils with identified speech, language and communication needs achieve the expected standard in reading, writing and maths at the end of primary school, compared with 61% of all pupils (76). As the government’s national plan to improve social mobility through education states: “Children who arrive at school in a strong position will find it easier to learn, while those already behind will face a growing challenge: early advantage accumulates, but so too does early disadvantage” (71).
In 2018/19, 6,222 children in Leeds had reached the expected level of development in communication skills when they were assessed between the ages of 2 and 2 ½ years of age. This represents 95.1% children reaching the expected standard in communication at this age, which is better than England (90%) overall and is better than Yorkshire and the Humber region (92%). At the end of reception 7,934 children in Leeds had reached the expected level of development in communication and language skills. This represents 81.1% children reaching the expected standard in communication and language at this age, which is worse than England (82.2%) overall and is worse than Yorkshire and the Humber region (82.1%).

	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	
	
	
	
	
	
	
	

	
	
	5.    Next steps

	
	

	
	
	
	
	
	
	
	

	
	
	Combined with local knowledge and data, the data and evidence in this report should help to set priorities for interventions in a local area to support vulnerable children and young people. The list below sets out other resources and sources of information to look at to help do this and to move on to the next stage of planning for services which meet the needs of a local population.
       Find out more about the general population in your area, including child poverty, by looking at the child and maternal health section on PHE's Fingertips tool.
       There may also be local data and intelligence which could be compared with other sources.
       Considering the views of local children and families when commissioning services is valuable. Local Healthwatch has more information on ensuring the voice of service users is included in the commissioning and delivery of health and care services.

	
	

	
	
	
	
	
	
	
	

	
	Contact local PHE knowledge and intelligence service for further advice and support:

	
	

	
	
	
	
	
	
	
	

	
	
	
	North East
LKISNorthEast@phe.gov.uk
North West
LKISNorthWest@phe.gov.uk
Yorkshire and the Humber
LKISYorkshireandHumber@phe.gov.uk
East Midlands
LKISEastMidlands@phe.gov.uk
East of England
LKISEast@phe.gov.uk
West Midlands
LKISWestMidlands@phe.gov.uk
London
LKISLondon@phe.gov.uk
South East
LKISSouthEast@phe.gov.uk
South West
LKISSouthWest@phe.gov.uk

	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


	
	
	
	
	
	

	
	6.    Glossary

	

	
	
	
	
	
	

	
	
	Adjustment disorders
Adjustment disorder is a state of mixed emotions such as depression and anxiety which occurs as a reaction to major life events or when having to face major life changes such as illness or relationship breakdown.
Source: Royal College of Psychiatrists (77)
Adverse childhood experiences
A specific set of childhood experiences associated with negative outcomes in later life.
Child abuse
Child abuse is when “a person – adult or child – harms a child. It can be physical, sexual or emotional, but can also involve a lack of love, care and attention.”
Source: NSPCC (78)
Community
The term is used as shorthand for the relationships, bonds, identities and interests that join people together or give them a shared stake in a place, service, culture or activity.
Source: PHE (79)
Health inequality
Avoidable and unfair differences in health status between groups of people or communities.(5)
Life course
Instead of focusing on a single condition at a single life stage, a life course approach considers the critical stages, transitions and settings where large differences can be made in promoting or restoring health and wellbeing. In doing so, it emphasises minimising risk factors and enhancing protective factors through evidence-based interventions at important life stages (80).
Mild-moderate depression and anxiety
The main symptoms of depression are losing pleasure in things that were once enjoyable and losing interest in other people and usual activities. A person with depression may also commonly experience some of the following: feeling tearful, irritable or tired most of the time, changes in appetite, and problems with sleep, concentration and memory. People with depression typically have lots of negative thoughts and feelings of guilt and worthlessness. Sometimes people with depression harm themselves, have thoughts about suicide, or may even attempt suicide.
Mild depression is when a person has a small number of symptoms that have a limited effect on their daily life. Moderate depression is when a person has more symptoms that can make their daily life much more difficult than usual. Mild anxiety is experienced as feelings of being overwhelmed by responsibilities and unable to cope. People with depression may have feelings of anxiety as well.
Source: NICE,(81) Best Beginnings,(82)
Perinatal
The period of time coming both before (antenatal) and after (postnatal) birth. The term is often used when talking about mental health.
Place-based
Place-based working is a person-centred, bottom-up approach used to meet the unique needs of people in one given location by working together to use the best available resources and collaborate to gain local knowledge and insight. By working collaboratively with the people who live and work locally, it aims to build a picture of the system from a local perspective, taking an asset-based approach that seeks to highlight the strengths, capacity and knowledge of all those involved (83).
Postpartum psychosis
Postpartum psychosis (or puerperal psychosis) is a severe episode of mental illness which begins suddenly in the days or weeks after having a baby. Symptoms vary and can change rapidly. They can include high mood (mania), depression, confusion, hallucinations and delusions.
Source: Royal College of Psychiatrists (84)
Post-traumatic stress disorder
Postnatal Post Traumatic Stress Disorder (PTSD) is experienced as nightmares, flashbacks, anger, and difficulty concentrating and sleeping. It may be a pre-existing condition or be triggered by a traumatic labour.
Source: Best Beginnings (82)
Resilience
The ability to manage and recover from adversity in a way that strengthens wellbeing in the long term.
Source: PHE (10)
Serious mental illness (severe mental illness)
Serious mental illness includes diagnoses which involve psychosis. The most common disorders which are associated with psychotic symptoms are schizophrenia, bipolar disorder and psychotic depression. Psychosis is used to describe symptoms or experiences that happen together. Each person will have different symptoms, but the common feature is that they do not experience reality like most people. A person with psychosis may have: hallucinations, delusions, muddled thinking, lack of insight.
Source: Mental Health Wales (85) Royal College of Psychiatrists (86)
Severe depressive illness
Severe depression is when a person has many symptoms that can make their daily life extremely difficult. Sometimes a person with severe depression may have hallucinations and delusions (psychotic symptoms).
Source: NICE (81)
Vulnerable children and vulnerability
For the purposes of this report, vulnerable children are taken to be any children at greater risk of experiencing physical or emotional harm and experiencing poor outcomes because of one or more factors in their lives when compared with children who do not have such factors.
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Appendix A

To note – this was produced as an internal report rather than intended to be included in an external report. 
Trauma informed practice update for OMM 9/10/18. Youth Justice Service, Leeds City Council 

Below is feedback on the ACE questionnaires and from the development days. There are several suggestions for work going forward for discussion and agreeing actions.

Outcomes from the trauma questionnaires based on the ACE checklist

Sample:

There were a total of 237 cases with information completed. The cases were a snapshot of open cases from mid-July. The vast majority of case managers completed their questionnaires, the sample size is large, so hopefully not impacted by the young people missing.  The questionnaires were answered by the case manager, so relied on their knowledge of the young person, clearly some ACEs may not have been disclosed or known. 

What does the ACE study predict?

The original ACE study was completed with adults and demonstrated that those with 4 or more ACEs were substantially more likely to adopt health risking behaviours, such as substance use, smoking or being overweight leading them to develop chronic health problems. The mechanisms for these outcomes are illustrated below.  Further studies in the US have illustrated that young people with 4 or more ACEs are 32 times more likely to be diagnosed with a behavioural or cognitive problem than a child with no ACEs and young people with 3 or more ACEs were 3 times more likely not to succeed academically and five times as likely to have attendance problems.   
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Mechanisms by Which Adverse Childhood Experiences
Influence Health and Well-being Throughout the Lifespan





The ten ACEs included in this review were:

· Emotional abuse from caregiver or adult in the household

· Physical abuse from caregiver or adult in the household

· Neglect

· Sexual abuse from someone at least 5 years older

· Not being loved or supported by family

· Their parents are separated or divorced

· Their mother being domestically abused

· Living with someone who is a problem drinker or drug user

· Living with someone who has mental health problems or who has committed or attempted to commit suicide

· Living with someone who has been sent to prison during the child's life

Key Findings

· 4 young people had experienced 9 out of 10 areas of trauma – 3 had Youth Rehabilitation Orders (YROs) and one was recorded as “other” but now also on a YRO

· 30 young people (12.7%) had no areas of trauma identified (including the maybe and don’t know responses – it would be 17 if these were removed)

· 36% of the cohort had experienced 4 or more traumatic events – this was the same for males and females. 71% of these young people were White British, 27 % BAME and 1% unknown.

· The question most frequently answered “don’t know” was about whether mother had experienced DV, with 32 of 237 cases unknown

· 43.5% of the 10-14 year olds had experienced 4 or more traumatic events whereas 35.1% of those over 15 yrs had experienced 4 or more. 75% of the 10-14 year olds with high ACE scores were on youth panel related or prevention interventions. 

· Three quarters of the young people had parents who were separated or divorced (75.1%)

· 22% of young people had experienced someone in their home being sent to prison during their lifetime

· The overall average for all cases was 3 positive responses to the questions

Breakdown by intervention type:
[image: image6]
	Nos yps score 4 or more ACES
	Intervention type
	Percentage of that intervention type

	27
	All out of court disposals and prevention
	34%

	22
	Referral Orders
	32%

	13
	YRO (not Intensive Supervision and Surveillance - ISS
)
	41%

	7
	All ISS including bail
	87.5%

	15
	Custody including remand
	52%

	1
	Other

(now on ISS)
	50%


It might have been expected for the percentage of young people with custodial sentences with 4 or more ACEs to be higher. Taking out remands makes little difference to the percentage. 

Of the young people scoring 4 or more ACEs on custodial sentences 64% had been on a YRO with ISS and 29% Bail ISS with 7% having had no ISS involvement. Of the young people scoring 3 or fewer ACEs 31% had had a YRO with ISS and 69% had had no contact with ISS.  For this cohort overall 48% who had a current custodial sentence had had a previous YRO with ISS, 37% had had no ISS intervention and 15% bail ISS only. 

The custodial cohort with 4 or more ACEs are 71% White British, 29% BAME, whilst those with 3 or fewer ACEs were 46% BAME and 54% White British. 

Possible factors impacting on the custody scoring may be: under-reporting- maybe we don’t know as much about young people in custody with less offending history or cultural issues may be a factor.  Some young people in custody may have had other experiences or disadvantage not reflected on the questionnaire. 
Some things to consider:

· Is screening for ACEs useful? Is it adequately covered by existing assessments?

· Experience of DV continues to be the highest question answered don’t know. Police information on all new orders not just out of court disposals had been planned but this hasn’t been implemented as yet. 

· There may be a link between re-offending and higher ACE score due to higher percentages on YROs and Detention and Training Orders
 (DTO). Is this worth further exploration? 

· With more than 40% of the cohort of 10-14 year olds scoring 4 or more ACEs do we need to consider how we work with the younger children and our offer to them? 

· Does the high percentage of high ACE score for young people on ISS indicate there is a need to make ISS more trauma-informed or to look at an alternative enhanced case management model, like in Wales? Would it be useful to do more research on a larger ISS cohort to see if a similar high percentage is replicated? 

Development days’ feedback

In addition to the above, feedback from the development days has resulted in the following suggested workstreams going forward:

Emotional health/building resilience in young people:

Ensuring we have appropriate resources and staff feel confident to deliver these sessions.

Child friendly buildings:

There has been some negative feedback about our buildings from young people, particularly about interview rooms being like cells. A participation project? 

Staff care:

Consultation. Feedback. Praise. One to ones that aren’t process driven. Contact with senior managers. 

Making team meetings have more focus on staff care. Tapping into LCC opportunities for emotional wellbeing. Team building.

Interventions:

Ensuring interventions reflect trauma informed practice principles.

Safety planning 

Develop safety plans with young people and families in creative meaningful ways 




Additional data/text provided by Leeds City Council and other local partners have been added in blue text. The remainder of the document is the text from the original report from PHE.














� Expect for personal communication, all references have been taken from Leeds Children and Young People Official Citywide Key Statistics, JULY 2020, Intelligence and Policy Service, Leeds City Council.





� All references have been taken from Leeds Children and Young People Official Citywide Key Statistics, JULY 2020, Intelligence and Policy Service, Leeds City Council


� � HYPERLINK "https://www.childrenscommissioner.gov.uk/vulnerable-children/local-vulnerability-profiles/" �https://www.childrenscommissioner.gov.uk/vulnerable-children/local-vulnerability-profiles/� 


� These figures are different to the tables in the preceding section as they included Children Looked After, whereas the CCO report excludes them. 


� Service which supports adults, young people and families needing help with alcohol and drug use in Leeds


� ‘Intensive Supervision and Surveillance means the young person has 25hrs of work with the service every week, and is an element of an order such as a YRO or a post custodial licence period as directed by court.


� DTO is a custodial sentence up to 2 years





	
	
	

	
	20

	

	
	
	



