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Community Support in the UK for Parents and Parents to be 
 
Mary Sawtell and Helen Austerberry 
Social Science Research Unit, Institute of Education, University of London 
 
 
Introduction 
In this paper we will be covering the following: why support is important; approaches to 
providing community support in the UK; current and future UK services; some examples 
of our research in this area.  In particular we will describe about one piece of research 
that we have done evaluating a breast feeding support programme. 
 
 
Why support is important? 
Research shows that a poor quality early childhood is strongly linked with an increased 
risk of poor outcomes for children.  For example if a child grows up in a household with 
a very low income we know there is an increased risk of: injury; child abuse and neglect; 
sudden infant death; respiratory infections.  Research into the effects of the quality of 
early parenting shows strong links between poor parenting with a range of negative 
outcomes for children such as: behaviour problems; school drop out and poor 
performance; drug and alcohol abuse; poor physical and mental health in adulthood. 
 
The subject of the health of mothers is an important illustrator of why support is so 
important.  Good health is obviously important for women themselves but it is also very 
important for the well-being of the whole family.  For example in terms of mental health 
and well-being, rates of antenatal and postnatal depression are high in the UK and we 
know that outcomes for children are worse when their mothers are depressed.  For 
example rates of both forms of depression are about 10 -15% in UK mothers.  The 
negative impact on children whose mothers have postnatal depression is well known - 
however there is some new work showing that the children of women with persistent 
(long lasting) antenatal depression are 50% more likely to show developmental delay 
than those whose mothers are not depressed in pregnancy (Deave ,Heron et al, 2008).    
 
A poor relationship between parents - including where there is domestic violence - is also 
damaging to children and is therefore another example of risk to child well-being. 
 
The UK is a highly divided society; we have a huge, wide gap (bigger than most other 
countries in Europe) between the richest and the poorest families in our country.  We are 
a society with many pressing social concerns. For example:  
  
 1 in 3 children in the UK currently live in poverty  
 
 We have the highest teenage pregnancy rate in Europe (Wiggins, Oakley et al, 
 2005) 
 



 We have other social problems that are growing - for example family 
 homelessness – with children growing up in very poor quality temporary housing 
 when families of four or more share one small room (Sawtell, 2002). 
 
As the most vulnerable members of society, the impact of this divide falls particularly 
heavily on young children.  Evidence suggests that good quality support, offered early in 
life, enhances child and family health and wellbeing (Wiggins, Oakley et al 2004).  
 
 
Approaches to providing community support in the UK 
In order to try and address the problems in our society that I have been describing to you, 
the UK Government has introduced a range of policies and legislation.  Particularly 
relevant is the policy document Every Child Matters.  Published in (2003) – Every Child 
Matters launched a programme of change to improve outcomes for every child.  The 
outcomes listed in Every Child Matters were that every child should:  
 ·  Be healthy  
 ·  Be Safe  
 ·  Enjoy and achieve  
 ·  Make a positive contribution  
 ·  Achieve economic well-being  
 
The Children Act was made law by the UK Government in (2004) and provided the 
legislative framework to support Every Child Matters.  Another key publication was the 
report by Lord Laming.  This was the report of the independent inquiry into the death of 
Victoria Climbie published in 2003.  I will describe a bit more about this later. 
 
The key aim of current UK Government policy in this field is to develop high quality 
services for all children and families and specifically to improve services for the most 
disadvantaged in order to reduce the gap between advantaged and disadvantaged. 
 
There is a range of key characteristics that are considered important for community 
services in the UK currently. First of all the expectation is that the approach of services 
is holistic – by this I mean that the child is seen as a whole person.  This contrasts with a 
traditional medical approach where the approach is to consider a person in terms of the 
different parts of their body or systems. 
 
Secondly services should be joined up – this was a key recommendation from the 
Victoria Climibié enquiry.  To explain, Victoria Climibié was a young girl who was 
abused and killed by her guardians in 2000.  An extensive enquiry into her death found 
she had been in contact with numerous different services from hospital departments to 
social services prior to her death.  As a result of a lack of co-ordination between these 
services no one realised how at risk she was before it was too late. The main services that 
are expected to be working more closely together are health, education, social care and 
employment support services.  This joining up of services needs to happen at top tier 
level – so at highest management level as well as at the point of delivery.   
 



Next the focus for community provision is firstly protection of the child, and then the 
focus is prevention followed by early intervention.  Prevention and early detection 
services for new public health priorities such as the rising levels of obesity in children in 
the UK are becoming increasingly important. 
  
Fourthly Services should be child and family centred –for example they should be as 
convenient as possible to use, suiting the family rather than the service provider.  They 
should be flexible using a combination of approaches including outreach in non health 
settings, mobile facilities like buses that drive around rural areas and parents should be 
seen as partners in deciding what services are developed in their area. 
 
There is now a strong focus on what’s called positive parenting- i.e. the belief that 
parents can and should be taught how to be better parents.  I will say a little more about 
this shortly. 
 
Finally services will be characterised by ‘progressive universalism’.  This is a new term 
being used to describe approaches to service delivery in the UK.  In the past we described 
‘universal services’ – where the service is for everyone and ‘targeted services’ – where 
the service is targeted at a particular group who needs it most.  Progressive universalism 
is a universal service but it gives a continuum of support according to need, so everyone 
is offered a core service but those with the greatest need get more in addition. For anyone 
who is interested they might like to look up something called the Child Health Promotion 
programme which has just been launched in the UK.  This programme is going to be a 
key part of service planning and delivery in the future and is a good example of this idea 
of progressive universalism (Shribna & Billingham 2008). 
 
To just add to what I said about positive parenting there is now a lot of government 
attention on teaching parents how to be better at parenting– so making something that has 
in the past been a private matter a public one.  Early evidence suggest that parenting 
support can be effective as part of a package of support measures.  In particular the focus 
is on supporting a better infant/parent relationship through improved attachment between 
both mothers and their children and fathers and their children too.  There is also a focus 
on helping parents meet their own goals, including becoming economically independent.  
 
So, I have just described a list of things that are currently considered central to UK 
community services for children.  To summarise - this list included that services are 
holistic and flexible, that they are child centred and that that teaching positive parenting 
becomes a focus.  I would like to add one more and this is that systems for monitoring 
and evaluation of services at a local level are made a priority from the start.  This allows 
both the uptake of the service and matters such as user satisfaction to be measured.  This 
allows for development of the service to be ongoing in order to make it as effective as 
possible.  In our research at SSRU it is a consistent finding from our evaluations that 
prioritising monitoring and evaluation of services in this way at a local level is not 
something that we are good at in the UK – maybe it is something that you are better at in 
Japan. 
 



Current and future UK services  
I am going to describe community services in terms of these three groups: health visitors, 
general practitioners, midwives; The Sure Start programme; Sure Start Children's Centres. 
 
Health visitors, general practitioners and midwives have historically been the backbone 
of community child and family health services.  General practitioners are doctors while 
health visitors and midwives are nurses with additional training.  Health visitors have 
been in existence for nearly 150 years and have been the main co-ordinators and 
providers of community primary health services for children organising immunisations, 
developmental checks, parenting advice and support to mothers, as well as prevention 
and early detection of child abuse.  In the past these services have been considered 
universal – however both health visiting and midwifery are now becoming more of a 
progressive service offering a core service to all families but particularly in terms of 
health visiting a more intensive one to those who are at risk of disadvantage.  Historically 
health visitors have worked mainly in people’s homes, they continue to do this but also 
often now providing services in Sure Start Children’s centres which I am about to 
describe.  I would just like to say that I am a health visitor myself – this was my work for 
10 years before I became a researcher.  I believe that you have public health nurses in 
Japan – I would be really interested to know how similar or different the two roles are. 
 
Some of you may have heard of the Sure Start Programme in the UK.  It is based on an 
American programme called Head Start which started in the 1960s and was found to have 
some long term success in improving educational outcomes and reducing crime in 
children growing up in disadvantaged circumstances.  The Sure Start programme was set 
up in the UK in 1999 as a pilot or a trial programme.  A large scale evaluation looking at 
its progress and impact has been running alongside the Sure Start programme for the first 
eight years of its life.   

 
The Sure Start programme combined, at local level, support in the home with support in 
special Sure Start Centres.  These Sure Start centres have now taken the title Sure Start 
Children’s Centres.  Early findings from the Sure Start evaluation (in 2005) were 
considered disappointing – with outcomes for children being worse in the more 
disadvantaged groups than in similar populations without a Sure Start Programme.  More 
recent findings in 2008 appear more positive revealing positive effects across the target 
population, showing that parents of three year old children showed more positive 
parenting skills and provided a better home learning environment, that these children 
showed better social development and higher levels of positive behaviour and 
independence, and that families took more advantage of the range of support services 
available than in areas where Sure Start was not operating (see 
http://www.surestart.gov.uk/ for more detail on Sure Start and the evaluation).   
 
So what we have today is a Government Strategy that by the year 2010 there will be a 
Sure Start Children’s Centre in every community for every 800 under 5 year olds.  There 
will be a total of 3,500 centres across the country.  Areas where the population has a 
lower income will receive more funding than areas where the population is wealthier.  



Holistic health and well-being services will be offered under one roof in what we call a 
‘one stop shop’, but there will also be outreach work in other places in the area. 
 
Sure Start has been a well resourced programme; it’s been very high profile and a real 
government priority with nearly one and a half billion pounds spent on it in the first five 
years (2.5 billion dollars).  I would like to describe for you what a typical Sure Start 
Children’s Centres looks like.  I am going to describe what you would see if you visited 
one in a poor area of the UK.   
 
It is very likely that the centre would be a new purpose built building.  The group 
working on the design would have included architects, service managers, local 
professionals such as midwives and health visitors, and local parents.  The resulting 
building is likely to be very child friendly – for example inside it will be very brightly 
coloured and much of the interior will have been considered through the eyes of a child.  
It will be a large building with space to house a whole range of professionals from 
education and health and social care.  There may well be a nursery on the same site. 
 
The kind of people who would be working there are health visitors and midwives, 
teachers and social workers, physiotherapists and massage practitioners, speech therapists, 
dieticians and counsellors.  There will also be employment advisors to advise parents on 
how to get back into work.  Members of the community will also be working there both 
in a paid and a voluntary capacity.  The sorts of services they will be offering are the 
usual child health type services and also a nursery but also a range of other things 
according to what local people say they need.  For example there may be baby massage, 
parenting programmes, cooking workshops for parents and counselling sessions for 
parents whose relationship is in difficulties.  There will also be breast feeding support – 
an example of which is going to be described in a minute by Helen.  Of course there will 
always be some parents who won’t use the centre and in these cases staff will visit in the 
home – but the hope is that even these parents will in time feel confident enough to take 
up the services on offer.  All these services are offered free or at very low cost. 
 
As you can see the idea is that you get a joined up service – what we call in the UK a 
seamless service.  At its most fundamental it is hoped that this will avoid what happened 
with Victoria Climibié who fell through the gaps between services.   
 
 
Examples of our research 
We have carried out a number of studies in this field – particularly relevant ones are: 

 
 Social Support and Family Health Study (Sawtell & Jones 2002: Wiggins and 
 Oakley 2004; Austerberry and Wiggins 2004)  

 
       Sure Start Kilburn Priory - Breastfeeding Peer Support Programme (Austerberry      
 2006) 
 

      Becoming a Mother Study (2007- ongoing - no publications as yet) 



We are now going to describe the Breast feeding Peer Support programme which was 
part of a Sure Start programme in an area of London called Kilburn Priory. 
 
 
Case Study  
 
Sure Start Kilburn Priory, London 
Breastfeeding Peer Support Programme Evaluation 
 
Background 
To provide a context, Kilburn Priory, like lots of parts of inner London, is a mixed area 
with a large minority ethnic population. There are pockets of expensive housing next 
door to state-owned housing estates.  Like all early Sure Start Areas, it has a high level of 
deprivation overall, despite these wealthy pockets. 
 
Aims 
The aims of the Breastfeeding Peer Support Programme were: to raise the profile of 
breastfeeding locally; and to offer support to local women to help them breastfeed. 
 
Content of the Peer Support Programme 
Each year Sure Start maternity staff recruit, train and support a team of local women as 
volunteer peer supporters to help local women breastfeed. Peer supporters work in formal 
National Health Service settings, namely the postnatal ward of a local hospital, local 
antenatal clinics and child health clinics. Peer supporters also work in informal settings, 
such as in mother’s homes, and at the Baby Café, which his a drop-in support group for 
breastfeeding mothers  
 
Profile of peer supporters 
About 12 volunteers were trained per year between 2003 and 2006, by a Sure Start health 
visitor at the local Sure Start Children’s centre. Training was followed up by support 
meetings. 
 
The peer supporters had a wide ethnic profile – Black British and Black Afro-Caribbean; 
White British; White European; South Asian; Middle Eastern. There was one Japanese 
woman.  Between them they spoke 16 languages (including English and Japanese), 
though about half had moved on by the time of the evaluation.  
 
The peer supporters in our study ranged from 23 to 40 years. Their youngest child ranged 
from 10 months to 10 years. Many had been supported themselves by the programme. 
 
The Evaluation 
The evaluation of Kilburn Priory Breastfeeding Peer Support Programme1

1 Austerberry H (2006) Evaluation of Sure Start Kilburn Priory Breastfeeding Support Work: Report of 
findings. Social Science Research Unit, Institute of Education, University of London  
 

, which was 
carried out at the Institute of Education, was a qualitative study drawing on interview 



data with peer supporters, breastfeeding mothers, Sure Start breastfeeding support staff 
and local maternity service staff. 
 
Evaluation findings  
Interviews carried out during the evaluation with mothers, peer supporters and Sure Start 
staff suggested that: peer supporters gained training and experience through volunteering. 
They grew in self-confidence; some secured jobs as a result. The ethos of giving and 
receiving strengthened the local community. Significant staff time was needed to build 
the team and keep peer supporters involved, especially when there were a high proportion 
of Minority Ethnic women in the team. A ‘buddy’ system between new peer supporters 
and experienced ones helped new peer supporters settle in and stay motivated. 
 
Findings were that peer support worked well with mothers. Mothers valued the service 
for: emotional and practical support; solidarity; and friendship. 

 
We finish with a quote from a peer supporter who had been helped to breastfeed herself 
by the programme: 

 
“There’s a wealth of written information, when you’re a new mum you don’t have 
the time or energy to find out…It was so nice to not to have to go through the 
whole process of going and booking a doctor’s appointment and going in and 
sitting down and saying, ‘I have a problem’, but phoning up [a peer supporter]. It 
was mother-to-mother support that made a difference and it was something so 
simple.” 
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Improving health outcomes for pregnant teenagers, young parents 
and their children: evidence from UK targeted programmes that 
provide home- and community-based support. 
 
Helen Austerberry and Mary Sawtell 
Social Science Research Unit, Institute of Education, University of London 
 
 
The second presentation that focused on evidence from the UK to support new 
families looked at home-based and community-based support for pregnant teenagers, 
young parents and their children.  
 
The high teenage conception rate found in Britain compared with most other 
developed countries, coupled with the poverty and disadvantage that is associated 
with young parenthood, helps explain why this group has been a focus of UK 
Government policy for almost a decade. 
 
The following table shows international comparisons of teenage birth rates in 1994 
and 2002.  
 
Teenage birth rates 
 
Rate per 1000 women aged 15 – 19 years 
 1994* 2002** 
Japan 4 6 
European Union average 15 14 
UK 33 27 
USA 54 46 
 
* United Nations Population Division  
** National Statistics Agencies 
 
We can see that in 1994 the teenage birth rate was over eight times higher in the UK 
than it was in Japan, which had the lowest rate amongst developed countries. By 2002 
the ratio had decreased to about four-and-a-half times. So the rate in the UK is 
relatively high but it is decreasing. Whereas in Japan (although still very low 
compared with other countries) it increased by 50% over this period.  
 
Policy context 
The UK Teenage Pregnancy Strategy (2000 – 2010) is a ten-year government policy 
with two main aims - to reduce:  

� the teenage conception rate;  
� and the risk of long-term social exclusion amongst young families. 

 
 The second aim of the Teenage Pregnancy Strategy– which we shall be focusing on 
here – concerns the provision of support to pregnant teenagers, young parents and 
their children. A specific target is to increase the proportion of teenage parents in 
education, training or employment to 60% by 2010.  
 



We present findings from evaluations of three UK government initiatives targeted at 
pregnant and parenting young people that form part of this strategy.  
 
We shall focus particularly on national programmes that we have evaluated at the 
Institute of Education, University of London. These are: the Sure Start Plus 
programme, which offered a holistic support package to pregnant teenagers and young 
parents; and aspects of the Teenage Health Demonstration Site programme 
concerning support to prevent second conceptions amongst teenage mothers. We also 
discuss a health-led parenting programme targeted at first-time teenage parents, the 
Family Nurse Partnership, which is in its early stages of implementation. We explore 
their key characteristics, and barriers and aids to their success.  
 
Sure Start Plus programme 
As part of the Teenage Pregnancy Strategy, the Sure Start Plus programme aimed to 
reduce the risk of long term social exclusion associated with teenage pregnancy 
through co-ordinated support to pregnant teenagers and teenage parents. 
 
The pilot programme, funded by the Department of Health and the Department for 
Education and Skills, began in April 2001 and ran until April 2006. Our evaluation at 
the Institute of Education began in January 2002 and ended in December 20041

� One-to-one support from a lead professional (one professional to co-
ordinate the package of care) 

. It 
utilised a mixed-methods approach and had four components: a service delivery 
study; an evaluation of impact using a matched case control study; an analysis of 
joined-up policy and practice; and an economic commentary on the cost of the 
programme. Data was collected through interviews and surveys of young people, 
programme staff and related professionals. 
 
The programme was based in 35 local authorities in England, in areas of high 
deprivation with high conception rates. These were mainly in inner areas of London 
and other large cities, which is where the highest rates of deprivation are found in the 
UK.  Rural areas in England tend to be more affluent, which appears to be the 
opposite picture to that found in Japan. 
 
The national Government expectations of the pilot were that there should be: 

� Innovation and local variation in order to learn (to use the pilot programme 
as an opportunity to try out new ways of doing things – and  to follow 
local need rather than a national template) 

� Support for pilot sites through local strategic partnerships (these were 
committees made up of managers in health, education and youth services 
and from the Sure Start programme, which was discussed in the previous 
presentation)  

 
The aims of Sure Start Plus  
The aims of Sure Start Plus were fourfold. They were to: 
 

1 Wiggins M, Rosato M, Austerberry H, Sawtell M, et al (2005), Sure Start Plus National Evaluation: Final 
Report. Social Science Research Unit, Institute of Education, University of London. 110 pages.  
 



� Improve health 
o early contact with maternity services; smoking cessation  

� Improve learning  
o participation in education; gain basic (or higher) qualifications 

� Strengthen families and communities 
o increase involvement of family, partner or father of the child 

� Improve social & emotional wellbeing 
o better identification and support around postnatal depression 

 
How did Sure Start Plus look in practice? 
In practice the Sure Start Plus Programme was diverse; this characteristic arose from 
sites being given freedom to innovate to best suit their locality. There were various 
models of programme structure in terms of the services they offered and the ways in 
which they were delivered. For example, they were housed in different sectors, 
including health authorities, education and youth advice services, and the 
voluntary/non-profit sector. There was evidence of strong local joined-up working 
(for instance between staff who helped young women re-engage in education, Sure 
Start Plus advisers and between specialist teenage pregnancy midwives. The way 
services were delivered varied in terms of range and ethos. Some local programmes 
targeted fewer young women in depth, whereas others aimed to reach as many as 
possible; some emphasised the needs expressed by service users, whereas others 
emphasised Sure Start Plus targets, like smoking cessation). The range of expenditure 
varied between local sites, from 37,300 JPY to 130,500 JPY per teenage conception.  
 
Content of services  
Despite the diversity, all local pilots provided as standard a holistic package of care, 
which included one-to-one advice and support with: housing, health care, parenting 
skills, re-engaging with education, childcare 
 
Personal advisers saw young women in their homes, in cafes, or at local projects. 
They worked by appointment and through drop-ins. They befriended women, 
counselled them, helped build their confidence, and helped negotiate family 
relationships. They also helped in practical ways, around access to education, housing 
or benefits. They worked in an active way, chasing up young women who were in 
danger of losing touch with the programme. Most had a caseload of about fifty young 
women. 
 
The programme also delivered group work with teenagers. Groups were mainly 
informal support groups, antenatal or parenting skills classes, and mother and baby 
groups. Often advisers would encourage young women to start coming to a group, if 
they were nervous or shy, by driving them there or accompanying them. 
 
Additional projects that were developed by local pilots were: training modules for 
professionals (about young parents’ needs or about working in youth- friendly and 
accessible ways); childcare projects; skill-based training; housing associations; and 
specialist fathers’ work. 
 
How was Sure Start Plus received by young people?  
Young people found the service to be accessible and acceptable. They valued the 
relationship with their adviser. The only complaint was that contact too short term. 



Originally the UK Departments of Health and Education envisaged that the Sure Start 
Plus programme would provide support to families up to a child reaching four years. 
In practice sites were not resourced to provide support beyond the child’s first 
birthday. 
 
Here are some quotes from young women we interviewed. 
 

“[The Sure Start Plus adviser] was one of those people you could make friends with 
straight away. She’s a warm lovely person…I just throw it all at her! She does help you 
with [any problem].”  Young mother aged 17. 

 
“I liked not just support – you get trips, [Sure Start Plus] organise parents groups. They 
contact people for you – education, housing, childcare. So they help organise many things. 
They ask what you need of them and then try and organise what you want.” Pregnant 
young woman aged 17 
 

How was Sure Start Plus received by staff? 
Staff thought that the programme was an effective and appropriate way to be working 
with this client group. Professionals from partner agencies (specialists in maternity 
services, education services, careers advice services, youth service, supported housing 
services) saw Sure Start Plus as having improved local support across a range of 
issues for teenage parents.  There was evidence of strong local joined-up working 
between these agencies and the local Sure Start Plus team of workers. 
 
Has Sure Start Plus made a difference? 
What did we find from our evaluation of Sure Start Plus? Was the programme 
successful in reaching pregnant teenagers and young parents and helping them in 
terms of their health, wellbeing and education? 
 
When we made statistical comparisons with similar areas without Sure Start Plus we 
were able to show success in providing crisis support to young women in Sure Start 
Plus areas: decisions about pregnancy outcome; emotional support; relationships with 
families; housing; and domestic violence. 
 
In terms of education, more young women under 16 years (compulsory school age) 
were returning to education in Sure Start Plus areas than comparison areas. There was 
increased participation in education or training for young women aged 16 and over 
when advisers were based in the education sector. 

  
There was little global impact on reducing smoking and increasing breastfeeding, 
which were key health goals; however, there were examples of good work in these 
areas. 
 
Sarah’s story – an example of help with returning to education 
 
One 16-year-old woman, Sarah, was planning to gain qualifications in order to 
become a midwife. When she found out she was pregnant she thought her future was 
over. She was getting on badly with her parents so was living away from her family in 
supported housing, where she had met her partner. He was happy when she first 
became pregnant but as time went on her relationship with him deteriorated. She 



struggled to cope with pregnancy and a turbulent relationship and stopped going to 
school. She was referred to a Sure Start Plus adviser by a specialist young woman’s 
midwife at the local hospital.  
 
Before she could think about returning to school, the advisor first helped with: 

� Accommodation – found her supported housing that would accept children 
� Financial difficulties – she was in debt and unsure about entitlement to state 

benefits 
� Parental relationship – they met her parents together to help improve relations 
  

…then (once her life was less chaotic) the adviser helped with: 
� Sarah’s education plan to reach her midwifery goal – the Sure Start Plus 

adviser worked with the local education / career advice agency and she gained 
secondary school qualifications to enable her to start a paramedic course at 
college 

� Childcare – the adviser helped her access a good nursery and a student 
mother’s grant for childcare 

 
 
Young fathers 
Programmes found it challenging to engage fathers at first, partly because they did not 
make this work a priority, whereas young mothers were at the heart of he programme 
throughout. Examples of innovative work with fathers emerged later on. One example 
is given below, from Nottingham, a city in the English Midlands. 
 
Case study: work with young fathers - at Nottingham Sure Start Plus2

2 Sawtell M, Wiggins M, Austerberry H, Rosato M, Oliver S (2005) Reaching out to pregnant teenagers and 
teenage parents. Innovative practice from Sure Start Plus programmes. London: Social Science Research Unit, 
Institute of Education, University of London. 35 pages. ISBN: 0955048710 
 

 
Nottingham Sure Start Plus had dedicated male father’s support workers in their team. 
They held residential weekends with young fathers and their partners to plan services, 
finding that young fathers would not attend single-sex events. Over the course of a 
weekend they would hold male-only groups in order that young men felt safe to 
explore their fears and feelings. 
Services that were set up as a result of what young men ask for in planning sessions 
included support work with fathers and couples. This work: explored roles and 
responsibilities of young fathers; challenged stereotypes about them; examined 
relationships with partners and extended families; looked at managing the anger that 
young men frequently expressed; and developed advocacy services around access to 
children. Development work with other agencies highlighted the support needs of 
young fathers. 
 
Summary of the findings from the Sure Start Plus Evaluation 
Having a dedicated lead professional, providing holistic support, was valued by young 
people and professionals. Sure Start Plus was successful in providing crisis support 
and helped to lay foundations for future positive development 
 
Recommendations from the evaluation 



The evaluation made recommendations for how new integrated children and young 
people’s services throughout England should provide support for pregnant teenagers 
and young parents in the future. 
 
Children and young people’s services should fund personal support workers for 
teenage parents, who would have a holistic role, and work in depth and longer-term 
with most vulnerable young people. Advisers should have small caseloads of 25 to 50 
young people, with different advisers for young women and men. 
 
A co-ordinator should manage the support service and keep its profile high within 
children and young people’s services. There should be a team of specialist provision 
for pregnant teenagers and young parents, support for pregnancy options, specialist 
teenage pregnancy midwives and support for breastfeeding. Local needs assessment 
should be carried out for services for young parents. 
 
Targeted Health-led Parenting Programme - the Family Nurse Partnership 
The second UK programme which we outline here is the Family-Nurse Partnership, 
which is currently being piloted in England. It is a nurse home-visiting programme 
based closely on a successful US model that is targeted a at first-time teenage parents 
and their children. It aims to improve health, wellbeing and self-sufficiency, through 
the formation of a strong therapeutic bond between the mother and nurse.  
 
Evaluation of its early implementation by a team at Birkbeck College, University of 
London3

We finish by briefly describing an aspect of the Teenage Health Demonstration Site 
programme

, led by Professor Jacqueline Barnes, has found that enrolment rates were 
high. Most parents had a high regard for their Family Nurses and valued the learning 
aspects of the programme, although attrition rates in most areas were higher than the 
target. Family Nurses found benefits to their role and working methods despite the 
work being emotionally and professionally demanding. High quality supervision and 
organisational support was seen to be key to successful delivery. 
 
Teenage Health Demonstration Site programme - preventing second conceptions 

4

3 Barnes J, et al. (2008) Nurse-Family Partnership Programme: First Year Pilot Sites Implementation in England. 
Pregnancy and the post partum period. Institute for the Study of the Children, Families and Social Issues, 
Birkbeck, University of London 

4 Austerberry H, Sawtell M, Ingold A, Wiggins M, Arai L, Strange V (2008) Evaluation of the Teenage 
Health Demonstration Programme: 1st Annual Report 2007. London: Social Science Research Unit, Institute of 
Education, University of London. 76 pages 

 

. This programme aims to demonstrate innovative approaches to 
delivering health and wellbeing services to young people in non-traditional settings.  
As a result of scoping work additional staff have been employed in programme areas 
to provide intensive one-to-one contraceptive support to all young women pre- and 
post- maternity or termination of pregnancy, in outreach and domiciliary settings. 
Early indications are that services work best when they are both intensive and flexible. 
We present a case study within one site.  
 



Case Study - Antenatal and post-birth support in Bolton Teenage Health 
Demonstration Site 
 
Bolton, a former cotton-producing town near Manchester in the north of England, has 
developed a new service in the past two years to prevent unwanted second 
conceptions amongst teenage parents.  The sexual health service has employed a 
‘second conceptions’ nurse, who specialises in contraception and young people’s 
health. She works in partnership with maternity services and health visitors. The 
universal midwifery service refers all under-18 young women, with consent, at 
booking.  She offers the women a home visit at 30-weeks, where she provides a 
contraceptive assessment and plan which is placed in the maternity records. The 
maternity services notify the specialist nurse of each birth. She then offers a post-natal 
home visit before day 21 where we gives the woman a prescription for contraceptives 
or signposted to support services. Long acting reversible contraception is promoted. 
At a ten-week follow-up ongoing support offered, via a young people’s health centre, 
as well as housing and other support services. Staff feel that good liaison with the 
midwife and health visitor is essential. A pre-day 21 visit to the new mother is key, as 
is continued liaison with health visitors through the early years of the baby’s life, to 
alert the second conceptions nurse if the mother stops contraception.  
 
 
Conclusion 
Many of the young parents who access UK support programmes have complex needs. 
Their backgrounds are characterised by poverty, disaffection with school and 
emotional abuse or neglect. Pregnancy and parenthood often throw their lives into 
turmoil, and the difficulties found in their backgrounds are often compounded by lack 
of family support, poverty, homelessness and social isolation. Evidence from 
programmes such as these, when looked at together with further promising 
approaches developed in other counties to support teenage parents, suggests that 
intensive, holistic interventions in pregnancy and the early years targeted at 
vulnerable groups can be cost-effective in the long-term.5

5 Barnes J, et al. (2008) Nurse-Family Partnership Programme: First Year Pilot Sites Implementation in England. 
Pregnancy and the post partum period. Institute for the Study of the Children, Families and Social Issues, 
Birkbeck, University of London 
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&���$��		��#�'�������� ����	���� ���������� �%�$���	��� ��������#���())*��$�	���	��	���
$	� ����	��� #�� 	�$������$����� ��������!�+� ����$����	�#����'	���������	�� ���#� �� �',� �
-�� ����� $ ���� #���� 	���� �'� ��	�. �� ���� ��� �	� ���� ��$ ����$� #� �' �'� ��� #�# �$!�
�	�����$����/	��%	��'��� ������ ��	������	��������	�'������	+������$�������$!�+� ��� $�
�0������� �	��������� ��� �� $��� �$� ��0 �� �$!� ���/	��� �� ���� �$� �	����� �'� �� ��� ���� �'�
12�	�())34,� � 
������%!����%� ��� � �$�������	��� �	� ���� $����� ��!�'��� �'� �	���	+������
	����� ���� �0����' �'�  ��	���� 	�� �#	��� �� ��� ��� �'!� �� ��� �����	�����!� ���� �'�+ ���
	����	�$����� 	��$���������$	�	�5��	�� �$�����!� ������� $����%����	��())6!��������#���	��
��$ ����$�+�	��	�$������� $�$��� �����	�������	�78!7)(�17)!)*9�� �����!�8!)93�������$!�
	������%$�(994,�
�
�	+����!� ���� ����	�� ���� �	� ���!� ���	�'�� ���� 	+�� ��	��$$ 	���� �0��� ����� 	�� ��#� ��
�	��.� $ � �'� $��� ��� �$� �� � �+ ��� ���� ���� ������ ��  ���$� '�� 	�� 1
�������� ())94!�
����������%����%�+	���� �������	$����������� 	������ �������	��$	���� ��$�	��$���	��!�
#����$�����%�����#�$%���� �'���� ��#�# �$!���$ �%�� ����	���������$	����#����	�'	�	�������
��:	%�����$����$��	�#�� $	��������	�������� '�#	��		�,� � &������#�$ $�	�� �� $�����!�����
����	�� ���$���� � �� �� �� ��� $��� ��� �$� ��� 	�������� +	����� 	�� ���� $����� ���  �� �		����� 	��
+ ������	���������� �%��� � �!���������%;��� �$�������$�1
��������())6!�
����������2�	�
())34,� � ����� $��� ��� #� �'� ��	���� �	� $���	��� ������ ���%� ���� ���	+������� ��	��$$�
��	�����������%� �	�  ����������%�	�� ���� $�#:���$!� �$��� ���%�	�� ����  $	������	��$!�+��
��� ���� �	� $����� �� ����.$����� $��� ��� 	�� ���� $����� ��� �$� <�� ������ &�������� ���� ��5� +��
����	%����+	�� �+ ��$��������%�#�'�������$��� ��� ��&��	#���())6�#	������������ � ��
������� ����$����� ��,� � 2���� $����	��!� ����	��� ��$�	��	�����	�. ������<�� ������&��������
���� ��$�+ ���#��$�	+��� �$�!������������������ �'$�	�������	�# ��� 	��	�������0 $� �'�
��	�. ������ ��������� $���+�$��� ���+ ���#��� $��$$���+ ���	�����������������'�$,�
�
���������
�����������������

� $�$��� ��� $�	�����	���%��	������� �%���	��
��$��%��	��������%�1��	��7)=>)��,�,��	�
9=>)��,�,��������%4,� � <�����$�������� ���� ��������%�����$��� ��!����� �����%�+	����� ���
�	��	�� �����	��	�$���� �!����%�������?� �����	�����%��	���������#��$� �,� � 
��%�$�����
����� ��� ����� ��	+��+�%$5�������$������+ ���	�����	����!�����+�������� ���� ���������%�
+ ��������	%$�����$	�	�����������	�. ��$����,� � �����$��	�������� 	����������'�$�� ����$�



������� ��#��!��������%�������$	���:	%������� ��!�+� ������%�������:	%��	�����%��	��$�
 �� ���%� +���,� � ����%� ��%!� �	�$����� 	�� $����� $����$� #%!� ��+�%$� #� �'� ��������� �	� �����
+ �������������$� ������!��������%�������$���$ �%�����	��������$����,�
�
���������
� ��������������������������

+	�	��������+	����$!�� �+ ��$�'	��	����	���������� �%��� � �!��������%�:	 ���������$$�$�
����� ������ �	�� ���������� ���� �	$������� +	���� ���� ��� �� �������$,� 
��%�  ���	�����
����$����$� �	� �������� � ����$!� ���� ����� ����� ���%� ���� ��+�%$�+���	��� �	� ���� $��� ��$�
���/	����	'���$� ����� �'���	�. ������ ���	�������#%�����$����� ��,� � 
���+	����$� �����
+ �������+	��������.�	.�������������� � �!�����.�	.�����	��	��������	����������$����� ���	��
� ���.�� �� ���	�� �'� �	� ��� ����	 ��,� � �	���� $ �$����� ��$	�	�������  �� ��$�	�$�� �	� ����
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$�$�������#	��!���$ ����$�+�	�+	����� ����	��	�$����	�����	�. ������ ���������?� ����
�	�����%� �	�����#��$� �,� � 
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$� ���� 	���� �#	��!� ���� ���#��� 	�� �	�$����� 	�$� +�$� 7)(� 1D3I>94!� ���� ���$�� +����
����� #%� *3� +	���� �	�$�� �'� 	��� &�������� ���� ��,� � &��� 	�� ���$�� +	���!� 7*�
1(*,8J4� ���	����� ����$����$� �	� 	��� $����� ��!� ���� ���� 	����� (>� ���	����$� +���� :�$��
���	�������� �	� �$�� 	��� $����� ��� #%� ���� 	������� �'� +	����$,� 
�����	��!� �� ����� ��
�	�� 	��	������+	����1>3��� �$4�����	������#%�	���+	����$� $��	+��������#��$�	��	���
$����� ��!� ��:	% �'� 	��� ��	�. �� ���� ��,� 2�� 	����� +	��$!� �#	��� ()J� 1>3/7884� 	�� ����
���	����$���	��&��,�())6��	�
�� ��())3�+���������	�$����$�	������&������������ ��,�
�
���������	�'����(
�����)������"�
(
�

������� �'$�	�������	�# ��� 	��	����	�. ������<�� ������&������������ ���	�������#%�
	���$����� ���+���������������#%� ���� ������ �%��$�	������%$�$�$�������#	��5� 174� �����	���
�����	����� ������+	���!� �$��� ���%� 	���	$�������+	���!�  $� ���� �	�$����� 	��+ ���	���
	�������� +	����$!� ���� �#	��� �� ?������� 	�� ����� �	��� ���� ��:	%� 	��� 	����� $��� ��� 	��
��	�. �!�1(4���� �'��������'�������� 	�!��#	���	���� ����	�� �������	����$�	�� ������	�. ��
��������$�#:���$�	��	���&������������ ��!�1>4�	���&������������ ���������������� �%��� � ��
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History of Our Parenting Program 

Outbreaks of serious crimes by the young in Kobe City instigated the development 
of our program. Kobe Child Guidance Clinic and our staff including me started 
analyzing such cases of juvenile delinquency in 2000.  And in order to prevent such 
delinquencies, we began to offer a parenting program called Parental Empathic 
Communication with their Children in Kobe (PECCK in short) in 2001.  We have 
been offering it to three different groups of parents every year since the year, and 23 
parent groups (total number of the parents amounted to 162) participated in PECCK in 
the end of 2008. 

During these 8 years, we have studied the effects of this program and continued its 
progression, the outcome of which is presented at academic meetings as shown below: 

Analyses of program contents for the parents who have problems about their 
children’s behavior, of modification of parents behavior, and of developing process 
of parent groups; presented at The Japanese Conference of Children and Families 
(2001). 
Analysis of program development for the parents who have problems about their 
children’s behavior; presented at The Japanese Conference of Children and Families 
(2002). 
Analysis of development of support program for the parents who have problems 
about their young children’s behavior; presented at The Japanese Conference of 
Children and Families (2003). 
Effectiveness of support program for the parents who have problems about their 
children’s behavior; presented at The Japanese Conference of Children and Families 
(2004). 
Development, practice and effect of group-based parenting program for promoting 
parents’ empathy for their children; presented at The Japanese Conference of Social 
Welfare (2008). 

 
Participants and Purposes of the Program 

Almost all the participants of Parental Empathic Communication with their Children 
in Kobe (PECCK) are mothers of children from 4 years old (middle grade of 
kindergarten) to 12 years old (the oldest grade of primary school).  Some of these 



parents are the voluntary participants having being informed of this program at local 
resources and the others the involuntary ones recommended to take this program by 
some child guidance clinics.  In these parents’ view, their children show some kinds 
of problem behavior or trouble: they have difficulty in controlling their emotions; they 
are discouraged to enjoy their living; they have strong hostility; they frequently quarrel 
with their siblings; they are isolated from friends; they steal stuff from friends or do 
shoplifting.  And the parents also feel negative feelings toward themselves: these are 
impatient or flurried by time-flow and by external factors such as media, education, 
parenting, guilty and self-reproach, negative recognition about human relation such as 
isolation, mistrust and recollection of traumatic experience in their infancy. 

The purpose of PECCK is to help these participant parents reduce stress and anxiety 
caused by their childcare, form relevant relationship with their children, understand 
intellectual and developmental disorder, understand how to cope with delinquency in 
earlier childhood, enhance empathic communication skills with their children and 
acquire coping skills for controlling their children’s problem behavior. 

The participants expect their children to change their attitude or behavior: reducing 
violent behavior and rude words; decreasing the frequencies of telling a lie; making 
friendship with their siblings; reducing dependency; paying attention to their parents; 
adjusting themselves to rhythm of daily living. They also expect themselves to be 
changed; understanding how to control their emotion and how to cope with the lies told 
by their children; getting the heuristics for childcare; making friends with other 
participants; understanding how to accept the demands of their children.   
 
Details of the Program     Picture 1  A Scene of one of the Sessions 

Our program PECCK is a 
group-based, and a group of 
about ten participants receive a 
series of seven sessions, each of 
them being held from10 p.m. to 
noon on every Tuesday.  The 
same series is repeated three 
times (spring, autumn, and 
winter terms) a year to three 
different groups.  The series is 
composed of lectures, 
workshops and discussions.  
This program is offered at Kobe General Children’s Center and 162 participants, as 
already stated, joined PECCK in 23 terms from 2001 to 2008 
 
 



The contents of the first and the second sessions are introductory lectures with the 
assessment of the participant’s needs and dividing them into small groups.  The theme 
of the first lecture is “Understanding children’s problematic behavior and symptoms 
shown by children,” and the theme of the second one “Understanding communication 
in parent-child relationship.”  

The third and the fourth sessions are the combinations of a lecture and a workshop 
intervention: In the third session, the lecture theme is “Understanding how to accept 
children,” and the workshop task is drawing “Everyday troublesome scene repeated at 
my family,” followed by group discussion; In the fourth session, the lecture theme is 
“Perceiving communication pattern,” and the workshop task is drawing panel cartoon 
about troublesome parent-child conversation at home, followed by group discussion. 
 

Picture 2  A Scene of one of the Sessions 

  The latter half of PECCK aims 
at role-play intervention into the 
participant’s recognition of 
parent-child communication and is 
composed of role-playings and 
discussion in small groups.  In 
the fifth session, the role-playing 
task is “Parent-child 
conversation,” and several pairs of 
the participants take the role of 
child or parent.  In the sixth 

session, the role-play task is also “Parent-child conversation,” and the same pairs 
change their roles played in the fifth session.  In both sessions, the pairs talk about the 
feelings while playing their parts after the role-playings.  In the last session, the 
participants look back their own experiences and expressions all through the previous 
sessions, as well as discuss how they changed themselves during these seven weeks.  
Almost all of them state positive change of their attitude to children and the relation to 
their children. 
 
Purpose of the Interventions in the Program 

The purpose of the interventions by workshops and role-playings is to make the 
participant parents be aware of their irrelevant communication pattern and/or irrelevant 
behavior under the conflictive relationship with their children.  Through these 
interventions, participants get the opportunities to change their communication pattern 
or behavior and also enhance their empathy for their children, eventually to be in 
parental empathic communication with their children.  The down below is the 
detailed purposes and procedures of the workshops and the role-playings. 



 
About the workshops 

“Everyday scene repeated at my 
family” provides the parents with the 
time for looking back their typical, 
troublesome scenes brought about by 
their conflictive relationship to their 
children. 

 “Panel-cartoon drawing about 
parent-child conversation” provides the 
parents with the time for recognizing the 
sequential, deadlocking patterns in 
parent-child to enhance the change them 
to the relevant patterns. 
 

Picture 3  Everyday scene repeated at 

my family’  
 
 
 
 
 
 

Picture 4  Panel cartoon drawing about 

parent-child conversation 

 
 
About the role-playings 

Role-playings in the two sessions aim at promoting the parents’ empathy for their 
children, and the procedure is as follows: 
The participants are divided into several pair groups. One is supposed to take the role 
of parent and the other is supposed to take the role of child in each pair. The 
parent-part explains the usual behavior of her child to the child-part under the conflict 
situation. The parent-part acts to the other as usual at home. The child-part acts in 
response to the parent-part’s behavior. The parent-part writes down or talks about 
what she experienced or felt in a parent’s place. Child-part writes down or talks about 
what she experienced or felt in a child’s place. Finally, the parent-part notices that 
she actually feels empathy for her child at the spot. 
 



Evaluation of the effects of the program 
After completing seven sessions, the participants were required to answer the 

questions, and we analyzed the data commonly obtained among the participants.  The 
questions are to inquire the participants’ impression about the program (seminar), their 
satisfaction level about the workshops and the role-playings, emotional or behavioral 
change of their children, and effects recognized by the participants themselves. 

The result of the impressions by checking the participants’ response distributions are 
shown in Table 1, and it indicates almost all the participants had good impressions 
about our program, but that about a quarter of them were not satisfied with it. 

 
Table 1 Participants’ Impressions about Seminar 

Question 1: Has the seminar met your expectation? 
Affirmative answer…82.7%   Negative answer…16.3% 

Question 2: Was the seminar easy for you to understand? 
Affirmative answer…95.2%   Negative answer…4.8% 

Question 3: Do you think the seminar was of good quality? 
Affirmative answer…96.2%   Negative answer…3.8% 

Question 4: Were you satisfied with the seminar? 
Affirmative answer…60.6%   Negative answer…24.9% No answer…11.5% 

 
  For analyzing the effects of the workshops and the role-playings, we calculated 
Pearson correlations between the satisfaction level about such interventions and the 
impressions of the seminar.  In Table 2, only the significant correlation pairs are 
shown, and the followings could be pointed out.  The participants’ satisfaction level 
of the workshops is relative with their recognition of the seminar being satisfactory and 
of quality.  Their satisfaction level of the role-playings relates to their recognition of 
the seminar coming up to the expectation and being of quality.  And the same effect is 
seen when we combined both workshop and role-playing scores together.  In other 
words, the interventions of this program seem to correlate to the participants’ 
evaluation that the seminar comes up to the expectation and it is also of high quality.  
And it was shown that either workshops or role-playings have nothing to do with the 
seminar being easy to understand, because this question about understandability rather 
concerns the evaluation of the lectures in the program.  The lowest box in Table 2 just 
indicates that the satisfaction levels of two types of our interventions are in strong 
relation to each other. 



 
Table 2  Pearson Correlations among Workshops, Role-playings and Impressions 

Workshops and Satisfaction in Impressions                      r=.508 P<.01 
Workshops and Quality in Impressions                         r=.538  P<.01 
Role-playings and Meeting Expectation in Impressions            r=.609  P<.01 
Role-playings and Quality in Impressions                       r=.798  P<.01 
Workshops+Role-playings and Meeting Expectation in Impressions  r=.651  P<.01 
Workshops+Role-playings and Quality in Impressions             r=.847  P<.01  
Workshops and Role-playings                                r=.888  P<.01 

 
  About the children’s emotional or behavioral change, we firstly asked the 
participants whether or not their children changed during their receiving this seminar.  
Out of 69 who responded this question, 61 participants (88.3%) answered affirmatively.  
We then asked these 61 to write down freely their children’s changes, which were to be 
classified into the following five categories: Stability of Emotion 24 (33%); Wealthy 
Communication 13 (18%);  



 Figure 1  Our Implementation Plan of PECCK & PECCK-Mini 
 
 
Independent Behavior 15 (21%); Control of Hot Temper 15 (21%); Independent 
Behavior 15 (21%); Reformation of attachment 5 (7%).  
  As for the participants’ recognized effects to themselves, we also asked them to 
write down freely, and the statements could be classified into the following six 
categories: Being Accepted in Group Work; Feeling of Self-acceptance; Stability of 
Emotions; Empathy for their Children; Face-to-face Contact with Children; Positive 
Modification of their Communication Patterns. 
 

PECCK 
(Seven Sessions) Treatment Level 

KOBE GEGENERAL CHILDREN’S CENTER 

PECCK Mini 
(Two or Three Sessions) 

Case Screening 

 

Program, Text, 

& Manual 

Development 

 

Out-reaching 

Prevention Level 

Effects of Short Term Period 

Effects of Long Term Period 

Evaluation 

Evaluation 

Fathers’ 

Classes 

Community-based 

Approach 

(Needs Assessment) 

Family Support 

Centers (Next Step 

from 0 to 3 yrs.) 

COMMUNITY-BASED OUTREACH SERVICE 



Discussion and future task 
The results of the participants’ evaluation about our program claim that the purpose 

and hypothesis of PECCK are verified and it is an effective means for enhancing good 
relationship between parents and children.  However, it was shown that a quarter of 
the participants were not satisfied with the program, and we firstly should find out the 
reason for this fact.   

Totally speaking, PECCK surely meets the needs of the parents in that they actually 
feel that their children have changed for the better, and they themselves have improved 
their empathic communication.  Thus, we hope this practice will lead to the 
prevention of the children’s juvenile delinquencies in the future.  But, in order to 
verify that this program is effective for such prevention, we have to evaluate the 
long-term effects by way of, for example, longitudinal method.   
  Another task of ours is to deliver this program locally to more and more parents in 
need.  We have just created a short program called PECCK-Mini which is composed 
of 2 sessions of a workshop and a role-playing, and we have just tried it several times 
as a community-based service.  As shown in Figure 1 on the previous page, we would 
like to build a new support system by combining PECCK implemented at Kobe 
General Children’s Center and PECCK-Mini implemented at several local centers. 




