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The aim of this research was to review the current position  
of youth health services within health improvement in  
Glasgow City and to offer suggestions for their future  
strategic direction.

A range of approaches were used to carry out this review 
including interviews, focus groups and workshops with youth 
health service staff, local stakeholders, young service users 
and young people not using services. It was also supported  
by a literature review and a review of youth health services 
monitoring information.

Key findings include: 

•	 Six models of youth health service delivery have been 		
	 identified, each with benefits and challenges. Most CHCP 		
	 areas use more than one delivery model. The models are:

	 - Youth Health Drop-in Service: clinical provision within 		
	 existing health facilities

	 - Youth Health Drop-in Service: prevention & education 		
	 within existing health facilities

	 - Youth Health Drop-in Service: prevention & education 		
	 linked to wider youth provision

	 - Youth Health Outreach Service: Universal

	 - Youth Health Outreach Service: Targeted

	 - Development of mainstream health services

•	 There is an inconsistent understanding of what is meant  
	 by youth health services 

•	 Across the five CHCP areas there are wide variations in the 	
	 scope of service delivery. However, there are examples of 		
	 good practice across a range of areas

•	 Local stakeholders and young service users are very 		
	 positive about their experience of local provision. Key 		
	 elements included the friendliness of staff and the provision 	
	 of health information using fun and engaging approaches

•	 There is currently unequal and inequitable access to youth 	
	 health services across Glasgow City; with large numbers of 	
	 young people continuing to face real barriers to access.  
	 This relates to young people in the general population and 	
	 vulnerable young people and/or equality groups that may 	
	 have specific needs

EXECUTIVE SUMMARY

•	 Marketing and branding of services is a core and important 	
	 activity, however there is a lack of consistency in service 		
	 marketing and no clear ‘youth health service’ branding

•	 There are strengths and weaknesses arising from and 		
	 relating to local networks and partnerships. Although there 	
	 are examples of excellent partnerships others require to be 	
	 strengthened. In particular the relationship between youth 	
	 health services and sexual clinical health services and youth 	
	 health services and children’s services

•	 There is currently no system for the routine collation of 		
	 monitoring information across services. There are also 		
	 difficulties in measuring the impact of youth health  
	 services on the health and wellbeing of young people

•	 Young people are routinely consulted by youth health 		
	 services and have opportunities to influence what is 		
	 provided by services. However, there are very few examples 	
	 of young people being involved in a strategic way

Within this report twenty recommendations are given on  
issues that are common across all of the youth health services 
included as part of this review. It is suggested that by working 
together these recommendations could be addressed in a 
more cohesive way that avoids duplication of effort and will 
lead to greater strategic co-ordination of youth health 
services in Glasgow City. It is hoped that ultimately this will  
lead to the development of youth health services that meet 
the needs of a wide range of young people who live or work in 
Glasgow City.
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1.1. BACKGROUND

In December 2008, Create Consultancy Ltd (Create) was 
commissioned by NHS Greater Glasgow and Clyde to carry out 
a review of youth health service provision within Glasgow City. 
The parameters of the review were youth health services which 
are co-ordinated and delivered by local Community Health 
and Care Partnerships (CHCPs). This includes:

- East Glasgow CHCP: services provided under the banner ‘H4U’

- North Glasgow CHCP: services provided under the banner 		
‘YHS’

- South East Glasgow CHCP: services co-ordinated by the 		
Health Improvement practitioner and services provided 		
under the banner ‘Health Spot’

- South West Glasgow CHCP: services co-ordinated by the 		
Youth Health Co-ordinator and delivered under the banner 		
‘The Place @…’

- West Glasgow CHCP: services provided under the banner 		
‘Your Health @…’

Due to limitations in the scope of this study, a significant 
number of broader youth health initiatives delivered by partner 
organisations were not part of this review. This includes youth 
clinical sexual health services delivered by the Sandyford 
Initiative as part of the local Hub provision i.e. The Place.  
This was partly due to restrictions on the scope of this review 
as well as wider difficulties relating to new monitoring systems 
used by the Sandyford Initiative. The Place @ … is the brand 
name for all youth clinical sexual health services delivered 
across GGCNHS by the Sandyford Initiative i.e. within 
Sandyford Central and local hubs. It is aimed at young people 
aged 18 years and younger. 

This work was led by Julie Dowds of Create and took place 
between January and June 2009. This report describes the key 
cross cutting issues that are apparent within service provision 
across Glasgow City as well as examples of good practice from 
local areas. 

Separate reports are available for each of the five CHCP  
areas - these reports provide more detail about local service 
provision and local issues which have arisen within each CHCP. 
 
1.2. AIMS AND OBJECTIVES 

1. INTRODUCTION

Key objectives:

•	 To explore and outline the history and development of 		
	 youth health service provision with the five Glasgow City 		
	 Community Health and Care Partnerships (CHCPs)

Research aim

The aim of this research was to review the current 
position of youth health services within health 
improvement in Glasgow City and to offer suggestions 
for their future strategic direction. 

•	 To explore and describe the range of services offered, any 	
	 gaps in provision, and the ‘model’ of service delivery within 	
	 each of the CHCP areas

•	 To make recommendations based on the review taking into 	
	 account the needs of young people, geographical coverage 	
	 and links to other developments both within health 		
	 improvement and the wider youth health agenda 
 
1.3. RESEARCH METHODS

This review is based on:

-	 Literature review and supporting information

-	 Monitoring information from local services

-	 Thirty two interviews with staff and local stakeholders

-	 Five focus groups with 28 staff members

-	 Fourteen interviews with 36 young service users

-	 Seven interactive workshops with 61 young people  
	 not using services

The initial phase of this research included a literature review 
conducted by the Public Health Resource Unit supplemented 
by information sourced by Create. In addition each local area 
provided monitoring information (requested for April 07 - 
March 08) and evaluation evidence including final year reports 
etc. The local documentation was supported by an initial 
meeting with the identified lead for the youth health service 
review in each local area. 

The main review phase involved a mix of interviews and focus 
groups with adult stakeholders; which included staff and local 
partner organisations. The adult stakeholders were identified 
by the lead in each area for the youth health service review. 
The number of focus groups/interviews conducted in each 
area differed slightly from area to area depending on the 
extent of service provision. The adult stakeholder interviews 
were carried out in person or over the phone depending on 
availability of the interviewee. Each focus group and interview 
lasted on average 30 to 45 minutes. A copy of the interview 
schedule for adult stakeholders is provided as Appendix A. 

In addition, young people were engaged in the review process. 
This included interviews with young people accessing youth 
health services. All youth interviews were in pairs or three due 
to preference of the participants. In addition young people not 
accessing services were contacted via existing youth provision 
and/or schools and took part in interactive workshops.  
A copy of the interview schedule for young service users and 
an overview of the interactive workshop for non-service users 
is provided as Appendix B.

Further information on the research methods including a 
breakdown of the adult stakeholder interviews and youth  
focus groups and interviews carried out in each CHCP area,  
the ethical considerations, analysis and data management  
are provided in Appendix C.
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2. LITERATURE REVIEW

In addition to the information provided below a review of 
the research literature was conducted by the Public Health 
Resource Unit at Greater Glasgow & Clyde NHS Board.  
The review is based on literature retrieved through a series  
of tailored literature searches. It explores the barriers which 
prevent young people from accessing health services and 
approaches that can help young people overcome these 
barriers. It provides a summary of evidence with specific 
reference to the lessons that can be learned from primary  
care and community based services, sexual health services 
and smoking cessation services. 

The Public Health Resource Unit literature review is  
provided in full as Appendix D. 
 
2.1. YOUNG PEOPLE & HEALTH: OVERVIEW

In recent years the perception of young people as one 
homogenous group with little or no explicit health requirements 
has begun to change. It is now recognised that young people 
have health issues that require specialist support (Tylee et al, 
2007; Scottish Executive, 2007; Royal College of Paediatrics, 
2003; Fastforward, 2002). It is also widely accepted that the 
development of youth-specific health services, which are 
equitable, accessible and acceptable to young people, are 
required to help reduce the barriers young people face when 
accessing services (Tylee et al, 2007; Furlong and Cartmel, 
2006; Dowds, 2002). 

‘Delivering a Healthy Future: The Action Framework for Children 
and Young People’s Health in Scotland’ (Scottish Executive, 
2007) outlines the ongoing challenges for improving the 
health of children and young people in 21st Century Scotland. 
Whilst focusing on the developments that can be made across 
health services – from specialist hospital care to community 
services –the action framework continues to advocate a multi 
agency approach to tackling children and young people’s 
health issues. 

The reasons for the increase in mental health problems among 
young people are many and complex, with vulnerable groups, 
such as looked after and accommodated young people, 
particularly susceptible (Richardson and Lelliot, 2003).  
The increase in youth mental health problems may have  
come to attention because more young people are managing 
to access services; however it may also be reflective of young 
people’s increasing social exclusion and changing family and 
social structures. 

In addition, there a number of other issues affecting young 
people’s health and wellbeing in Scotland: 

•	 A third of 12 - 15 year olds in Scotland are overweight or obese

•	 Teenage pregnancy rates continue to be higher than most 	
	 other Western countries, particularly among young people 	
	 who live in the most deprived areas 

•	 Rates of chlamydia in young people have more than 		
	 doubled in a decade; there are also worrying trends 
	 with other sexually transmitted infections including a  
	 re-emergence of syphilis

•	 Smoking rates continue to be high across the population 		
	 with approximately one fifth of 15 year olds describing 		
	 themselves as regular smokers

•	 More than one third of Scottish 15 year olds say that they 	
	 have used drugs

•	 Alcohol related accidents are one of the leading causes 
	 of death in young people aged 15-24

•	 Suicide is now the biggest killer of young men in Scotland
	 (Walk the Talk and ISD websites, 2008; SALSUS, 2006)

It is well documented that the health of children and young 
people in Scotland is closely linked to whether or not they live 
in poverty (Scottish Government, 2008). The Child Poverty in 
Scotland report estimates that 250,000 children in Scotland 
live in poverty, with almost one in eight children living in 
absolute poverty (Scottish Affairs Committee, 2008). This is 
particularly acute within Glasgow City; where some of the 
greatest levels of deprivation are to be found. 

A recent school based study of S1 to S4 pupils in Glasgow City 
(NHS Greater Glasgow & Clyde, 2008) explored a range of 
issues relating to young people’s health and wellbeing.  
This report breaks down information for the 5 CHCP areas, 
however across Glasgow City some of the key findings include: 

•	 26.1% of pupils live in one parent families

•	 30% of pupils have a family member with a disability, 		
	 long-term illness or drug or alcohol problem

•	 74% of all pupils were positive about their general health

•	 36% of boys and 34% of girls across Glasgow had high self 	
	 esteem and 28% of boys and 32% of girls had low self esteem
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“Only by working together – both within and outwith 
the NHS – can we make the difference to children’s 
lives that will create the healthier Scotland of the 
future to which everyone aspires.” 

Action Framework, 2007

There are many issues of concern in relation to young people’s 
health. The World Health Organisation reports that the leading 
cause of disease burden in young people in the developed 
world is mental health disorders (Tylee et al, 2007).  
It is estimated that up to 20% of young people in the UK 
experience some kind of mental health problem at any one 
time (Young Minds, 2003). This is significantly more than  
those with a clinical diagnosis (Green et al, 2004). 
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•	 36% of pupils exercised four or more times per week 		
	 (average duration of more than 30 minutes)

•	 34% of pupils said that they had eaten five or more portions 	
	 of fruit and/or vegetables in the previous day

•	 Bullying rates ranged from 8% to 20% across different schools 	
	 in the city (average of 13.1% of pupils had been bullied)

•	 7.5% of pupils indicated that they were aware of the 		
	 Sandyford initiative 

These statistics are supported by a wide range of health needs 
assessments and surveys which have also helped to inform the 
development of youth health services (Dowds & Roshan, 2004; 
SALSUS, 2006; Cooper et al, 2006; FMR Research, 2006; 
Progressive, 2006).

Health improvement and inequalities work is a key corporate 
objective for CHCPs in Glasgow City. Different communities 
across the CHCPs and Glasgow City as a whole have very 
different social circumstances and health outcomes. 
Differences in income, gender, race and faith, disability, sexual 
orientation and social class are all determinants of health and 
associated with inequalities in health (Acheson 1998). These 
factors will also contribute to inequalities in access to, and 
uptake of, services, supports and information by young people 
across the communities of Glasgow’s CHCPs. The recent 
Scottish Government report of the ministerial task force on 
health inequalities (2008) identifies children and young people 
as a distinct group for actions to reduce health inequalities. 
 
2.2. YOUNG PEOPLE’S HEALTH SERVICES: 	
GUIDANCE AND POLICY

There are currently no explicit definitions on what is meant  
by a ‘youth health service’. This is partly due to the range of 
approaches that have been developed to help improve the 
health and wellbeing of young people. 

The Scottish Government’s recently published guidance on 
Valuing Young People (2009) identifies youth-friendly health 
services as a core pillar for delivering National Outcome 4 i.e. 
young people being “successful learners, confident individuals, 
effective contributors and responsible citizens”. It also 
recognises the contribution this makes to other National 
Outcomes. Although this document does not provide a 
comprehensive outline of all delivery approaches it does 
outline the critical components of youth-friendly health 
services as:

- General health services

- Mental health services

- Support with ongoing physical health problems

- Health improvement including physical activity, healthy 
eating, drugs, alcohol, smoking and sexual health

- Social marketing approaches

- Young people’s influence on health services

- Health inequalities/Equally well

The World Health Organisation has produced a framework 
for the development of youth-friendly health services which 
outlines the policies, procedures and competencies that 
demonstrate equitable, accessible and acceptable services 
(Tylee et al, 2007). This document outlines different types of 
health services that try to reach young people and categorises 
them into six groups. This includes:

- Hospital based centres specialising in adolescent health

- Community based health facilities that target all populations 
e.g. a general practice or a family-planning clinic 

- School or college based health services which focus on 
preventative and curative services

- Community based centres that are not health facilities but 
offer wider provision such as recreation and sport, literacy  
and numeracy training etc

- Pharmacies and shops that sell health products  
(but don’t deliver health services as such) 

- Outreach information and service provision which takes 
health information and health services direct to young people 
i.e. on street corners, shopping centres, schools etc. 

This guidance concludes that although research has clearly 
established the barriers young people meet in accessing 
primary care services this evidence has not been translated 
into the design of youth friendly services. In short, evidence 
that supports one model over another and/or demonstrates 
the benefits of youth-friendly initiatives on the health of young 
people continues to be lacking.
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3. FINDINGS AND RECOMMENDATIONS

The following findings are based on the review process that has 
explored the current position of youth health services within 
five Glasgow City CHCPs.

This section provides an overview of the models being 
used for the delivery of youth health services and the core 
issues that have arisen for youth health services across 
Glasgow City. 
 
3.1. MODELS OF SERVICE PROVISION

Core criteria for mapping youth health service provision were 
identified. These criteria shaped the interview questions and 
helped to identify the benefits and challenges of the different 
models being used. Six models of youth health service delivery 
were identified. The criteria that were used to explore these 
models were based on the WHO framework for development  
of youth-friendly health services (Tylee et al, 2007) and were 
as follows:

Range of service provision 
The impact of different models on the range of services that 
can be delivered by youth health services. Location and venue 
i.e. facilities for clinical services, space for group work etc were 
key factors. 

Marketing & branding 
The impact different models have on a services ability to 
inform their potential client group about location of services, 
timing of services and range of services on offer i.e. awareness 
and understanding. The impact of static or peripatetic models 
of service delivery was a recognised factor. 

Equity, access & acceptability 
The impact of different models on addressing issues that might 
hinder young people’s access and equity to access. Key factors 
include:

•	 Whether services are free, located in central and accessible 	
	 locations at times that are convenient for young people

•	 Staff approach i.e. non-judgemental & considerate, time to 	
	 spend with young people, offer confidential service

•	 Services that are delivered in an appropriate way i.e. ensure 	
	 safety, offer privacy (including discrete entrance), remove 	
	 stigma and provide information in an appropriate way using 	
	 a variety of methods

•	 Whether services provide targeted provision to help 		
	 overcome barriers faced by specific equality groups and/or 	
	 vulnerable young people i.e. young people from black and 	
	 minority ethnic (BME) communities, young people who 		
	 identify as lesbian, gay or bisexual, young people looked 		
	 after and/or accommodated, young carers, young people 	
	 with additional support needs, young offenders etc.

Effectiveness of services 
The impact of different models on the ability of services to 
monitor and evaluate the effect of their provision on the health 
and wellbeing of young people i.e. are models with clinical 
components easier to monitor and evaluate than models 
based fully on prevention and education interventions?  
Do monitoring and evaluation systems link across services 
where more than one model of delivery is being used?

Partnership working (local organisations & young people)	
The impact of different models on the development of local 
partnerships. Do some models enhance partnership working 
with different types of partners? i.e. youth organisations or 
wider health provision? Do different models of provision enable 
different approaches to youth involvement and youth 
consultation?

These criteria helped to identify the benefits and challenges of 
the different models. However, although some models should 
in theory provide certain benefits, it does not mean that in 
practice every example of the model is successful in the 
approach. For example, although in theory static drop-in 
services are easier to market than peripatetic outreach 
services this is not always the case in practice. 

The six identified models include: 

•	 Youth Health Drop-in: clinical provision within existing health 	
	 facilities

•	 Youth Health Drop-in: prevention & education within existing 	
	 health facilities

•	 Youth Health Drop-in: Prevention & education linked to 		
	 wider youth provision

•	 Youth Health Outreach: Universal

•	 Youth Health Outreach: Targeted

•	 Development of mainstream health services
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MODEL 1: YOUTH HEALTH DROP-IN: CLINICAL PROVISION WITHIN EXISTING HEALTH FACILITIES

This youth health drop-in provides prevention and education services alongside clinical provision. 	
A key feature of this model is the provision of ‘youth only’ health services from static existing health facilities.

GENERAL DESCRIPTION

The use of existing health facilities enables the service to provide a clinical dimension as well as prevention and education 
services. The range of services delivered within this model are:

•	 Pregnancy testing

•	 STI testing

•	 Contraception and emergency contraception

•	 C-card (condom distribution scheme)

•	 Prevention and education group work on a range of topics

•	 One to one advice on a range of topics (in some services)

•	 Health checks i.e. height, weight etc. (in some services)

•	 Internal referral to counselling and external referral to a wide range of local services i.e. training and social enterprise; 		
	 youth facilities; sport and recreation etc. 

It should be noted that within this model there are differences in the extent of clinical provision i.e. some services offer clinical sexual health  
services only whilst others provide a wider range of clinical services (including sexual health).

Examples in Glasgow City

YHS @ Springburn: The Place @ Pollok: Both aligned to Sandyford Initiative for provision of clinical sexual health services.

YHS @ Maryhill: Youth health service with General Practitioner who provides wide range of clinical services.

CHALLENGES BENEFITS

•	 Limited access across CHCP due to territorialism, 	
	 transport and identification with local communities 	
	 (rather than CHCP area)

•	 Some perceived barriers to access due to location  
	 within existing health facilities i.e. concerns around 	
	 confidentiality, stigma – particularly if considered a 	
	 sexual health service etc. 

•	 For some services additional stigma due to strong 	
	 association with youth sexual health services

•	 Range of services provided

•	 Provision of health information in variety of ways i.e. 	
	 1-2-1 advice, group work etc.

•	 Easier to market as time and location are constant

•	 Young people can develop trust with staff prior to 	
	 accessing clinical component

•	 Potential to encourage access by vulnerable and/or 	
	 equality groups

•	 Potential for clearly defined monitoring information i.e. 	
	 who is accessing, why they are accessing

•	 Potential for youth engagement across all levels  
	 of involvement
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MODEL 2: YOUTH HEALTH DROP-IN: PREVENTION & EDUCATION WITHIN EXISTING HEALTH FACILITIES

This youth health drop-in focuses on the delivery of prevention and education services. As with the clinical drop-in 
service a key feature of this model is the provision of ‘youth only’ health services delivered from static existing 
health facilities.

GENERAL DESCRIPTION

The range of services are:

•	 Prevention and education group work on a range of topics

•	 C-card (condom distribution scheme)

•	 One to one advice on a range of topics

•	 Health checks i.e. height, weight etc. 

•	 Internal referral to counselling and external referral to a wide range of local services i.e. Sandyford sexual health 		
	 services, training and social enterprise; youth facilities; sport and recreation etc.

Examples in Glasgow City

H4U @ Baillieston health centre (East Glasgow CHCP)  
and Health Spot @ Castlemilk health centre (South East Glasgow CHCP 

CHALLENGES BENEFITS

•	 Limited access across CHCP due to territorialism, 	
	 transport and identification with local communities 	
	 (rather than CHCP area)

•	 Lack of clinical services (despite access to facilities to 	
	 enable this provision)

•	 Some perceived barriers to access due to location within 	
	 existing health facilities i.e. concerns around 		
	 confidentiality, stigma – particularly if considered a 	
	 sexual health service etc.

•	 Provision of health information in variety of ways i.e. 	
	 1-2-1 advice, group work etc.

•	 Easier to market as time and location are constant

•	 Potential to encourage access by vulnerable and/or 	
	 equality groups

•	 Potential for clearly defined monitoring information i.e. 	
	 who is accessing, why they are accessing

•	 Potential for youth engagement across all levels  
	 of involvement
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MODEL 3: YOUTH HEALTH DROP-IN: PREVENTION & EDUCATION LINKED TO WIDER YOUTH PROVISION

This youth health drop-in focuses on the delivery of prevention and education services. A key feature of	
this model is that services are provided from static venues that host other youth and community groups. 

GENERAL DESCRIPTION

The range of services are:

•	 Prevention and education group work on a range of topics

•	 C-card (condom distribution scheme)

•	 One to one advice on a range of topics

•	 Health checks i.e. height, weight etc.

•	 Internal referral to counselling and external referral to a wide range of local services i.e. Sandyford sexual health 		
	 services, training and social enterprise; youth facilities; sport and recreation etc.

Examples in Glasgow City

H4U @ East End Health Living Centre; Health Spot @ Jenniburn Centre; Your Health @ Drumchapel Community Centre.

CHALLENGES BENEFITS

•	 Limited access across CHCP due to territorialism, 	
	 transport and identification with local communities 	
	 (rather than CHCP area)

•	 Provision of health information in variety of ways i.e. 	
	 1-2-1 advice, group work etc.

•	 Easier to market as time and location are constant

•	 Potential to encourage access by vulnerable and/or 	
	 equality groups as well as young people who access 	
	 mainstream youth provision

•	 Potential for clearly defined monitoring information i.e. 	
	 who is accessing, why they are accessing

•	 Potential for youth engagement across all levels  
	 of involvement

•	 Development of strong partnership working with wider 	
	 youth providers and community groups
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MODEL 4: YOUTH HEALTH OUTREACH: UNIVERSAL 

Peripatetic delivery of prevention and education group work delivered through existing youth provision 	
and mainstream schools. 

GENERAL DESCRIPTION

•	 Wide range of prevention and education group work ranging from established programmes e.g. Baby Think it Over, 		
	 Emotional Literacy to ad-hoc inputs tailored to the needs of youth providers and/or schools

Examples in Glasgow City

All youth health services across Glasgow City deliver some outreach services via mainstream schools and/or youth 
services. However examples of where this is the main delivery method (as opposed to running alongside a drop-in  
service) are youth health services within South East Glasgow CHCP and ‘Your Health @...’ within West Glasgow CHCP.

CHALLENGES BENEFITS

•	 Can be difficult to market due to changing time and 	
	 location

•	 Limited range of services provided

•	 Difficulty (when only model being used) to establish  
	 a trusted brand which young people can clearly  
	 identify with

•	 Inputs not always associated with youth health service

•	 Time and location of provision is dictated by existing 	
	 provision rather than needs of young people

•	 Less well established monitoring and evaluation 		
	 approaches

•	 Reliant on partner organisations for organisation  
	 of delivery

•	 Wide reach and scope in relation to access and equity 
	  as services can be delivered across CHCP area

•	 Limited stigma as service is delivered to wide range of 	
	 young people

•	 Potential to target vulnerable and/or equality groups 	
	 who are linked to wider provision

•	 Potential to link to existing youth engagement structures

•	 Potential for development of strong partnership working 	
	 with wider youth providers and community groups

•	 When used in conjunction with other models (static 	
	 drop-in) can help marketing of drop-in service
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MODEL 5: YOUTH HEALTH OUTREACH: TARGETED

Prevention and education group work delivered outwith mainstream youth provision and/or mainstream schools. 

GENERAL DESCRIPTION

•	 Wide range of prevention and education group work including established programmes e.g. Baby Think it Over, Emotional 	
	 Literacy and ad-hoc inputs. All of these programmes are tailored to meet the needs of the young people

Examples in Glasgow City

Across Glasgow City there are fewer examples of targeted outreach work taking place on a regular basis and fewer examples 
of targeted work with vulnerable groups and/or equality groups of young people.

An example of this model is South East Glasgow CHCP who deliver group work programmes to young people with additional 
support needs and harder to reach young people such as the ‘more choices, more chances’ group i.e. young people who 
are currently or are vulnerable to not being in education, employment or training.

CHALLENGES BENEFITS

•	 Can be difficult to market due to changing time  
	 and location

•	 Limited range of services provided

•	 Difficulty (when only model being used) to establish 
	 a trusted brand which young people can clearly  
	 identify with

•	 Inputs not always associated with youth health service

•	 Time and location of provision is dictated by existing 	
	 provision rather than needs of young people

•	 Less well established monitoring and evaluation systems 

•	 Reliant on partner organisations for organisation of 	
	 delivery

•	 Wide reach and scope in relation to access and equity 
	  as services can be delivered across CHCP area

•	 Engagement of vulnerable and harder to reach groups

•	 Development of strong partnership working with wider 	
	 youth providers and community groups

•	 When used in conjunction with other models (static 	
	 drop-in) can help marketing of drop-in service to 	
	 vulnerable young people and equality groups
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MODEL 6: YOUTH HEALTH OUTREACH: UNIVERSAL 

The delivery of prevention and education services through mainstream health services.

GENERAL DESCRIPTION

•	 The development of youth appropriate health services. Example within Glasgow City is the ‘birthday card’ scheme which 	
	 involves accessing young people through their GP records and encouraging them to attend a ‘health check’ on their 		
	 15th birthday. The young people who attend the health check are provided with a range of information and referred to 		
	 wider provision if appropriate – this includes youth sexual health services.

Examples in Glasgow City

South East Glasgow CHCP. 

CHALLENGES BENEFITS

•	 Range of services provided limited by location and 	
	 venue

•	 Difficulty (when only model being used) to establish  
	 a trusted ‘youth health’ brand which young people  
	 can clearly identify with

•	 Barriers such as embarrassment and concerns  
	 about confidentiality may prevent young people  
	 from attending

•	 Less well established monitoring and evaluation systems 	
	 and limited ability to follow up young people

•	 Reliant on the willingness of local GP surgeries

•	 Wide reach and scope in relation to access and equity  
	 as services can be delivered across CHCP area

•	 Engagement of young people who do not access  
	 youth provision

•	 Development of partnership working within  
	 health services

•	 Can be marketed within GP surgery via posters  
	 and leaflets

In each CHCP area youth health services are delivered using 
one or more of the above models. For further information on 
the extent of local provision refer to local CHCP youth health 
service review reports which are available from  
www.chcps.org.uk and www.phru.net/cyphi/default.aspx

Recommendations:

1.	 Local CHCPs should use a range of models for the delivery 	
	 of youth health services.

2.	The models of delivery used by local areas should be guided 	
	 by the identified benefits and challenges aligned to each 		
	 model and the key issues which have been highlighted within 	
	 the local CHCP reports.
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3.2 COMMON UNDERSTANDING OF 	
‘YOUTH HEALTH SERVICES’

Throughout this review the term ‘youth health services’ was 
frequently used by staff and stakeholders. However, it emerged 
that there is no common understanding of what is meant by 
a ‘youth health service’ and/or what youth health services 
are trying to achieve. This was apparent among some adult 
stakeholders but considerably more pronounced among 
young people (users and non-users of services).

“The aim of the service is to provide young people 
between the ages of 12 to 20 with access to 
confidential information and advice on all aspects	
of health, and health related subjects that may 	
give them concern” 

Adult Stakeholder (SW Glasgow CHCP)

When asked about the aim of youth health services is adult 
stakeholders either responded by describing what the service 
provided or how it provided this rather than why i.e. what  
the service intended to achieve in terms of outcome.  
The most consistent response related to the approach of 
services (i.e. accessible, confidential etc). In some areas the 
response included the provision of holistic health services  
with the general aim of improving the health of young people. 
Although all services stated that they aimed to explore the 
wider health and social needs of young people it was apparent 
– from adult stakeholders and young service users – that in 
some areas the delivery of sexual health services is given 
priority status. This raises a number of interesting questions, 
not least due to the importance of young people’s mental 
health identified within the literature review as a cross-cutting 
theme that underpins all health improvement work. 

“Some young people think it is about sex only ‘The 
Johnny club’….but it’s not like that, once you come 
you know that”

Young Service User (North Glasgow CHCP)

Young people gave a wide range of responses when asked  
what was meant by a youth health service. Their understanding 
encompassed services just for young people (youth clubs as 
well as health services) to services that are established to give 
young people things to do and/or to provide condoms or other 
sexual health services. 

Overall young service users had a clearer understanding of 
what youth health services are trying to achieve in comparison 
to young people who had not used services.  

However among service users responses varied - not 
unexpectedly - depending on the type of service that they  
had accessed and their motivation for attending services. 
Young people who attended drop-in services out of curiosity 
and/or to socialise with friends were more likely to state the 
aim of services as giving young people places to go. 

However young people who attended drop-in services for a 
specific health need were more likely to identify the aim as 
improving health, reducing pregnancy etc. 

The lack of common understanding among stakeholders of the 
term ‘youth health services’ and the aim of services raises a 
number of issues. It is unclear whether specific interventions 
- particularly prevention and education programmes - in use 
by youth health services are evidence based because there is 
a lack of clarity on what these programmes aim to achieve.  
It is apparent that some young people (particularly young 
non-users of services) are unclear about what youth health 
services provide and what they can expect if they access a 
youth health service. This issue is particularly significant due to 
the importance young people place on being able to trust and 
develop meaningful relationship with services. There is also a 
lack of clarity in some areas in how youth health services differ 
from youth clinical sexual health services and/or how youth 
health services can clearly distinguish themselves as offering 
more than sexual health services only. Finally the lack of clearly 
defined outcomes makes it difficult to assess whether youth 
health services overall are successfully achieving what they 
intend to do.

A number of features appeared to help the understanding of 
what is meant by youth health services and what they aim to 
achieve among stakeholders and young people. This includes: 

- Well developed local networks (stakeholders)

- Strongly developed brand (stakeholders & young people)

- Continuity of staff across different types of provision  
(young people)

Recommendations: 
3.	 Youth health services would benefit from having a shared 		
	 definition of what is meant by ‘youth health services’.  
	 This should include greater clarity on how youth health 		
	 services differ from topic specific services and/or a clear 		
	 rationale for why some health topics are given greater 		
	 priority than others.

4.	Youth health services would benefit from having  
	 clearly defined and measurable outcomes and a clear 		
	 understanding of how their service provision and  
	 approach are designed to achieve those outcomes. 

5.	At the very least, it would be useful for youth health services 	
	 to have an explicit and shared understanding of the 		
	 assumptions that are being made about how their services 	
	 and model of service delivery achieve the outcome of 		
	 ‘improving young people’s health’.
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3.3 EQUAL AND EQUITABLE ACCESS?

Both within and across CHCPs in Glasgow City it is evident 
that youth health services are not delivered in an equal or 
equitable way. This is partly due to how local youth health 
services have developed and the funding that has been 
allocated to their development within local areas. In areas 
where youth health has historically been a priority area, i.e. 
North Glasgow, South Glasgow (Health Spot) and East 
Glasgow, youth health services are more established and have 
wider ranging service provision. However, the lack of equal and 
equitable services can also be partly attributed to the lack of 
strategic direction provided. This is most apparent in relation 
to the balance between the delivery of universal and targeted 
services and also in the location of drop-in services. 

“There’s just this invisible line in the road that you 
don’t cross and I think that’s a problem.” 

Adult Stakeholder (North Glasgow CHCP)

In each CHCP area there is some universal provision.  
However the form that this takes differs considerably.  
There is not currently a drop-in youth health service in 	
all CHCP areas and even fewer areas have drop-in 
services with a clinical component. Within CHCP areas with 
one or more drop-in service there is recognition that because 
of the size and geographic spread of CHCPs many young 
people living within the CHCP will still not access provision.  
This is partly attributed to territorialism but also wider issues 
such as community identity i.e. young people living in 
Bridgeton not considering services in Baillieston as local;  
poor transport links, marketing and young people not 
recognising how services are relevant to them. 

The decision on where drop-in services are located was often 
due to preferences identified by young people in local needs 
assessments but in other instances due mainly to practicality 
i.e. availability of venues, flexibility on what can be offered, link 
to Sandyford Hubs etc. In some areas stakeholders and staff 
reflected on the fact that needs assessments, which led to  
the establishment of services, were carried out over 8 years 
previously and within different local health structures i.e. LHCCs 
rather than CHCPs. This was considered problematic due to the 
timeframe and also the change in areas encompassed by the 
different health structures.

Across Glasgow City all youth health services deliver youth 
health outreach services predominately through youth 
organisations and mainstream schools.

The delivery of youth health outreach through schools is 
viewed as a particular strength of youth health services.  
This was due to it enabling contact with a large number  
of young people; many of whom are from areas of  
socio-economic deprivation.

In addition the delivery of youth health outreach through 
existing youth provision is seen as a pro-active way of 
overcoming territorialism whilst also helping to build the 
capacity of local youth work staff. This was seen as a particular 
benefit due to the limited staff capacity within dedicated youth 
health services and the recognition that improving young 
people’s health is the responsibility of all services not just 
dedicated youth health services.

Example from practice

The Youth Health Services (YHS) operates from 
Maryhill and Springburn health centres and covers 
North Glasgow CHCP. YHS @ Maryhill offers 12 to 19 
year olds a confidential drop-in service where they 
can see a nurse or doctor, take part in workshops, 	
talk to counsellors or youth workers or workout 	
in the gym. 

YHS aims to support young people with any 
immediate health problem and help to prevent 
long-term conditions, many of which at attributed 	
to lifestyle choice e.g. smoking or engaging in 
unprotected sex. In the longer term YHS aims to 
support young people who are struggling through 
their teenage years and to connect them to hobbies, 
training or education opportunities. ‘Maxine’ 
describes her experience of YHS.

“I first went to YHS 3 years ago and I have been in 
and out for different things. I got to know Julie who 
got me involved in Creative Pathways, an arts based 
programme where you design and make clothes from 
recycled garments from charity shops. After 6 months 
we put on a fashion show which was fantastic! Now 
I’m at Glasgow North Glasgow doing fashion and 
design. I just never thought I could do anything 	
like this”.

For more information on YHS contact 	
Julie Gordon, Clinical Co-ordinator on 	
Julie.Gordon@ggc.scot.nhs.uk
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“Need to know it is confidential ‘cause you don’t know 
them and you are talking about sex.” 

Young Service User (SE Glasgow CHCP)

“Teaches you things that makes you feel better 	
about yourself” 

Young Service User (East Glasgow CHCP)
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Although it is evident that youth health services are reaching 
varying proportions of young people in their target areas, all 
types of respondent in this review recognised that many young 
people are not accessing services. The most common 
missing group identified by stakeholders was young people 
from minority ethnic communities and young people from 
specific geographic locations (often where there are no 
drop-in services). However the needs of vulnerable young 
people and young people from other equality groups were 
conspicuous due to their absence in stakeholder discussions 
on missing groups and barriers to access. This may indicate a 
lack of awareness around the needs of vulnerable young 
people and those from equality groups (e.g. who identify as 
being LGBT, young people in care, young offenders, or young 
people with additional support needs), and a lack of clarity as 
to whether youth health services can meet their needs.

“We’re certainly not reaching as many folk from BME 
population as we’d like, we’re pretty low on that”

Adult Stakeholder (South East Glasgow CHCP)

As the needs of vulnerable and/or wider equality groups did not 
feature in many stakeholders interviews/focus groups there 
was also no full discussion as to whether current services can 
meet the needs of these young people. Despite this some wider 
questions can be asked such as could the needs of vulnerable 
and/or equality groups be met through better consideration of 
how services are marketed? Would slight adaptation to existing 
provision help to meet the needs? Or are the needs of some 
young people so specific as to require a completely different 
model of service? 

“We are tipping the iceberg. I think we are only just 
hitting the young people we are seeing. The ones we 
are seeing we are having an impact on but there are 
just so many we aren’t seeing.” 

Adult Stakeholder (East Glasgow CHCP)

Recommendations: 
6.	Youth health service provision across Glasgow City would 		
	 benefit from a strategic plan that provides guidance on 		
	 minimum levels of youth health service provision within  
	 each CHCP area. 

7.	The development of clear outcomes and clarification of the 	
	 assumptions underpinning service provision which seeks to 	
	 achieve these would help youth health services provide a 		
	 rationale for how services are developed. For example, if 		
	 outcomes are more clearly defined this would help local 		
	 youth health services identify which model of delivery would 	
	 meet identified local need.

8.	Youth health services should have a clear rationale on  
	 the balance of delivery in relation to universal services  
	 and targeted provision.

9.	Future discussion about the development of equal and 		
	 equitable access to youth health services should consider:

- Pros and cons of different delivery models

- Costs associated with the different delivery models

- Minimum levels of needs assessment/youth involvement 
prior to developing new services

 - Whether needs of young people from minority ethnic 
communities and other equality groups are fully understood 
and whether youth health services are best placed to meet 
their needs

- Whether needs of vulnerable young people are fully 
understood and whether youth health services are best  
placed to meet their needs 
 
3.4 MARKETING & BRANDING

Marketing and branding were identified as critical to the 
success of youth health services. However, the difficulty in 
marketing and maintaining the profile of youth health services 
was also recognised. Within this review many examples of how 
local youth health services market their services were 
identified. These include:

- Direct inputs to young people through schools and youth 
provision

- Street work

- Social networking e.g. bebo pages and internet sites

- Leaflets and posters in a range of settings (including 
mainstream health services)

- Raising awareness among local youth organisations through 
local networks and partnership 

- Use of marketing materials such as rulers, pens,  
mouse mats etc

It was raised that marketing can be time consuming and 
requires to be carried out in innovative ways because 
young people do not always respond to leaflets or posters.

“A big thing for me that encourages young people 	
[to access services] is other people encouraging 
them to come; if that’s a peer, a worker, a teacher 	
or a parent”.

Adult Stakeholder (West Glasgow CHCP)
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The important role of schools in raising awareness of youth 
health services among large numbers of young people in 
Glasgow City was identified by all stakeholders, including young 
people. Another important approach to marketing was local 
youth providers raising awareness among young people who 
attend their services. There are many examples of workers 
accompanying young people to youth health drop-in services 
on their first visit. 

It is clear from staff delivering youth health services that 
marketing is time consuming, due to this they require to 
maximise all marketing opportunities. This includes the 
development of a strong brand that helps young people clearly 
identify their local youth health service. In areas with a strong 
identifiable brand across all aspects of their provision seemed 
to improve awareness among non-service users. In addition  
it was suggested by adult stakeholders that it helps young 
people to make the links between different types of provision 
i.e. person delivering group work in school are linked to youth 
health drop-in.

“Advertise the service more, or maybe come and 
speak about it in schools” 

Young Non-user (West Glasgow CHCP)

Across Glasgow City there are a number of different brand 
names under which youth health services are marketed.  
This is confusing and makes it difficult to recognise links 
between youth health service provision in local areas.  
It is also costly in terms of the design and printing of a  
whole variety of brand images and marketing materials.

Example from practice

The H4U brand was developed in East Glasgow CHCP 
following a large scale competition that encouraged 
local young people to develop a name, logo and 
image for their new youth health service.

H4U branding is used consistently across all aspects 
of their service provision i.e. youth health drop-in 	
and outreach services. The range of branded 
materials includes pens, mouse mats, staff clothing, 
posters, leaflets etc.

The branding of staff clothing enables young people 
to clearly identify staff irrespective of where services 
are delivered.

For more information on H4U contact Jennifer 
Johnston, Health Improvement Senior (Youth) 	
on Jennifer.Johnstone@ggc.scot.nhs.uk

Barriers to the marketing of youth health services were 
identified as limited capacity within youth health services  
and the need to make services relevant to the needs of  
young people. It was also evident that some areas face  
specific barriers to marketing their service (particularly in 
schools – mainly denominational) because of the association 
between youth health services and youth sexual health 
services. However, this was not universal and some drop-in 
services that provide (either now or historically) clinical sexual 
health services successfully engage and market their service  
in schools, including denominational ones. Often this is  
because they focus on wider components of their provision 
i.e. prevention and education group work, direct access to 
counselling or ‘someone to talk to’ about any health issue. 
In other instances it was because they had established 
relationships for the delivery of prevention and education 
group work within the school i.e. an emotional literacy 
programme.

The youth health services that reported the greatest barriers 
to carrying out their marketing via schools were those that 
are closely aligned to the Sandyford Hub provision and are 
branded under The Place @... banner. The Place @… is the 
brand name given to all youth specific Sandyford clinical 
sexual health services. However in some areas close 
partnership working has enabled the local Hub provision  
to develop from being a clinical sexual health service to 
providing broader youth health services. The main problem is 
that this distinction is not clear from the brand name alone.

Recommendations: 
10.	 It would be valuable for youth health services across 		
	 Glasgow City to develop one common brand name that 		
	 enables all services to be clearly identifiable. Where 		
	 services are marketed under the brand of ‘The Place @’ it is 	
	 not clear to young people or the wider population whether 	
	 they are clinical sexual health only services or youth health 	
	 services. The development of a common brand name 
	 for youth health services would help this confusion.
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3.5 LOCAL NETWORKS AND PARTNERSHIP WORKING

Partnership working was identified by stakeholders as 
something they currently do well while simultaneously 
being an area of working that they felt would benefit from 
some consistency and guidance across the services. 	
The important role of partner organisations was clearly 
recognised. This included in kind support in terms of staff  
time and/or facilitating or taking part in marketing activity. 

“[There is a] lack of consistency across the city.	
What can happen in one area can’t happen in 
another. You need a strategic leadership ‘champion’ 
to put their foot down. How can you have a clinical 
service in one community venue in one area of the 
city but not another?” 

Adult Stakeholder (West Glasgow CHCP)

The review highlighted that across Glasgow City, the most 
established relationships of youth health services are with 
wider youth provision and schools. This is particularly evident  
in CHCP areas with well developed youth/youth health 
networks and youth practitioner structures where ‘young 
people’s health’ is an identified priority issue for the local area.  
However, despite examples of excellent partnership working 
and well developed local links across Glasgow City there is no 
consistent approach to how youth health services work 
with partner organisations including schools and statutory 
youth provision. Often the approach to working is due to 
relationships between individuals rather than strategic or 
service level agreements at a Glasgow City or CHCP level.  
This has led to situations where a partnership approach for the 
delivery of youth health services is agreed and implemented in 
one part of the City whilst a similar partnership approach 
appears unachievable in another.

Example from practice

“Your Health”@ ....... was developed to address the 
lack of youth health services within West Glasgow 
CHCP. It is a peripatetic service that works in 
conjunction with existing youth provision and schools 
to deliver a range of healthy activities and prevention 
and education group work. 

This delivery model was developed following the 
active involvement of local voluntary and

statutory organisations who recognised the 
importance of developing youth health services 
based on the identified needs of local young people. 

Across the West a number of local practitioner 
networks have been established to discuss and 
identify the needs of young people and help to 
develop equitable access to a range of services that 
can support young people’s health and wellbeing. As 
a result of these networks and the evidence available 
a working group was formed to ensure youth health 
services were developed.

For more information on Your Health contact 	
Sarah Brady, Health Improvement Senior, 	
Sarah.Brady@ggc.scot.nhs.uk

It was interesting to note that there were no references to 
local networks (or Glasgow wide groups) which have been 
established to meet the needs of vulnerable young people or 
equality groups. This may link to the previous points regarding 
youth health services not being aware of the needs of these 
groups and whether youth health services are best placed to 
meet their needs. 

A number of issues arose relating to the link between  
youth health services and wider NHS and CHCP provision - 
particularly the Sandyford Initiative. It is recognised that in 
some areas there are excellent links between CHCP youth 
health services and the Sandyford Initiative youth clinical 
sexual health services. Within two CHCP areas, the youth 
health drop-in services are aligned to The Place and based 
within the Sandyford Hub. However in other areas the 
relationships between youth health services and the Sandyford 
Initiative are less well developed or less positive and more 
constructive partnership working would be beneficial. There are 
a number of reasons for the less positive relations including 
changes in staff personnel and key roles being unfilled (or a 
staff member being absent) for long periods of time. However 
the historic development of youth health services and the 
emergence of Sandyford Hubs is an important factor behind 
relations in some areas.
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“Links to education are pretty strong, that comes 
through the youth health networks as well. The health 
development officers sit in the networks and are on 
the health subgroup so links are strong between 
[H4U] and schools”.

Adult Stakeholder (East Glasgow CHCP)

It would seem that in areas with good partnership working 
between youth health services and the Sandyford Initiative the 
relationship pre-dates the emergence of the CHCP structure 
and the Sandyford Hubs. In addition there is greater clarity on 
the role and scope of what youth health services and what the 
Sandyford Initiative provide. In the two areas where youth 
health services are delivered jointly the role and scope of the 
local CHCP staff and Sandyford staff (as well as other local 
contributors) has been clearly defined as part of a service  
level agreement.

This differs from other areas, where the relationship between 
CHCPs and the Sandyford Initiative was more formally 
established after the emergence of CHCPs and the Sandyford 
Hubs. Some staff and stakeholders described being frustrated 
at the lack of flexibility and local negotiation on the location  
of youth health services, if they wanted to offer a sexual health 
clinical component. This is because of the requirements for 
youth clinical sexual health services to be delivered as part of 
the Sandyford Initiative Hub provision. In some areas youth 
health drop-in services had historically delivered a clinical 
sexual health service but do not anymore. There was some 
frustration that this aspect of their provision had been 
removed due to the emergence of the Sandyford Hub.  
There was a lack of clarity on the reason why youth health 
services could not continue to offer a clinical sexual health 
service even if the CHCP area also has youth clinical sexual 
health services delivered as part of the Sandyford Hub – 
particularly in areas where the Hub is not easily accessible  
to everyone within the CHCP area due to location. 

Example from practice

The Place @ Pollok is delivered as part of youth 
health service provision in South West Glasgow CHCP. 
The clinical drop-in service is a partnership approach 
between the CHCP, Sandyford Initiative and local 
youth organisations.

Although the clinical service has a focus on sexual 
health services the wider partnership enables the 
needs of young people to be considered in a holistic 
way. The following story provides an example of this.

‘Adam’ went along to regular group work session on 
alcohol. Later during a one to one with the nurse he 
disclosed that he was concerned about his alcohol 
use. The nurse was able to discuss this with him 
informing ‘Adam’ about how alcohol could impact on 
his life now and in the future. The nurse went on to 
refer ‘Adam’ to the alcohol worker within the youth 
health service. ‘Adam’ attended one to one sessions 
with the worker for support with his alcohol use. 	
As a result ‘Adam’ reported being able to take part in 
activities whilst drinking less alcohol. ‘Adam’ is now a 
great advocate for the service and regularly brings 
new friends along.

For more information on youth health services 	
within SW Glasgow CHCP contact Christine Biggar, 	
Youth Health Service Co-ordinator 	
Christine.Biggar@ggc.scot.nhs.uk 

Across Glasgow City there are few examples of youth health 
services directly linking to mainstream NHS services and/or 
wider CHCP services. The reasons for this were not clear 
however it was widely recognised as a core factor that needs to 
be addressed in order to ensure the ongoing equitable delivery 
of youth health services. A recurring theme was the need to 
strengthen links between youth health services and children’s 
services. Youth health services are planned within the Health 
Improvement structure of CHCPs whereas children’s services 
are planned and delivered under the Children’s Services 
planning structure of CHCPs. The implications of the separate 
planning structures seemed to be no formal links between the 
planning and development of children’s services (which 
includes planning for some of the most vulnerable children and 
young people and clinical provision such as CAMHS etc) and 
youth health services. This meant that opportunities for joint 
working and ensuring that the most vulnerable groups of 
children and young people are aware of youth health services 
are being missed.
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Many adult stakeholders indicated that the widening of 
Children’s Services to incorporate children and young people 
aged 0 to 18 years (rather than predominately 0 to 5 as 
previously had been the case) presented a future opportunity 
for youth health services to develop better links with Children’s 
Services planning. This would help to generate stronger links 
with social work and specialist services that work with hard to 
reach and vulnerable young people.

Recommendations: 
11.	 Youth health services would benefit from closer planning at 	
	 a strategic and practitioner level with wider CHCP services 	
	 - particularly children’s services and city wide services (& 	
	 GGCNHSB) such as the Sandyford Initiative. 

12.	Youth health services recognise and value their close 		
	 partnership working with local organisations including 		
	 schools and youth providers. This would be aided by well 		
	 developed local strategic and practitioner networks and 		
	 recognition among local agencies that young people’s 		
	 health is everybody’s business.  
 
3.6 YOUTH CONSULTATION OR YOUTH INVOLVEMENT?

Youth health services across the city have well established 
youth consultation approaches but a contrasting lack of 
strategic youth involvement structures. Throughout this 
review and across all the youth health services examined,  
there were excellent examples of young service users being 
consulted and asked their opinions on an on-going basis 
about the services they receive. Stakeholders and young 
service users were able to give examples of how the views  
of young people had shaped the delivery of youth health 
services. This often related to the delivery of prevention  
and education group work and/or the provision of additional 
services within youth health drop-ins i.e. massages, stress 
busting techniques etc.

Across youth health services there was also recognition that 
services have been developed and shaped in response to large 
scale needs assessments. This and the on-going focus on 
youth consultation led staff and stakeholders to describe an 
ethos of youth led service provision. Despite this ethos there 
were few examples of well established systems for the on-going 
involvement of young people at a strategic level. 

The lack of strategic involvement was identified as a gap in two 
CHCP areas (in both areas they are currently involved in the 
development of newly formed strategic youth involvement 
structures). However other stakeholders indicated that the 
current measures that focused more on the on-going 
consultation of young people were sufficient. This is reflective 
of a wider on-going debate about how best to involve young 
people in service delivery and whether involvement structures 
are truly any better at enabling young people to influence the 
direction of service than more basic consultation. 

Example from practice

Youth involvement structures within the South 	
East Glasgow CHCP are growing and developing. 
Historically youth involvement structures have 	
been well developed within Health Spot.

- Health Spot, South East Glasgow engages with 
young people via its User Involvement Group (UIG). 
52 young people applied for 15 places on this group. 
At present 7 young people attend on a weekly basis 
to shape Health Spot services. The group is currently 
developing a health event targeted at teachers, 
health professionals and parents. The group has 
produced a dvd (to be launched at an event they 
have titled “We Want”), and they will facilitate a 
continuous open workshop. 

However it was recognised that structures across 	
the South East are lacking. This has led to the 
following developments:

- Capacity building of 27 young people from across 
local schools to develop ‘Youth Action’ and ‘Health 
Action’ groups. It is hoped that these groups will 
ultimately become the youth involvement strand 	
of the Public Partnership Forum of the CHCP. 

- The Youth Health Improvement Team are leading 	
on the development of a Youthbank for SE Glasgow. 
Local YouthBanks provide small grants to projects led 
by young people, which benefit the community and 
also the young people involved. YouthBank is unique 
in that it is young people themselves who make 
decisions about how local YouthBanks are managed 
and run. YouthBank is more than just a way of giving 
out grants – it is about supporting and training young 
people to enable them, through grantmaking and 
related activity, to benefit other young people and 
the community, as well as themselves. YouthBank 
builds on young people’s skills and experiences to 
enable them to reach their full potential and to play	
a full part in their own communities.

For more information on SE Glasgow CHCP youth 
health services contact Margaret Roberts on 
Margaret.Roberts2@ggc.scot.nhs.uk. For more 
information on Health Spot contact Gary O’Connor 	
on gary@healthspot.org.uk

Much of the literature (National Youth Agency, 2001;)  
suggests that no single approach is correct, but methods must 
be chosen to suit the needs and priorities of those involved, 
the resources available and, where relevant, ensuring that all 
young people have the opportunity to get involved. There is 
broad agreement that a range of methods for the engagement 
and involvement of young people should be used by service 
providers. There are a number of ways of describing different 
levels of participation; these have commonly been represented 
in terms of a ladder (Hart, 2002).
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The ladder of participation shows the different types of 
participation. Although presented as different levels the model 
does not assume that (outwith the non-participation rungs) 
the maximum level of participation is always appropriate or  
the most beneficial. 

Recommendations: 
13.	 Youth health services should consider whether the current 	
	 levels of youth participation, with a focus on consultation,  
	 are sufficient for ensuring that services are young people 	
	 led. In considering this, it would be useful to focus on the 	
	 following:

	 - Whether youth health services require to involve young 	
	 people in more ways and whether more strategic youth 		
	 involvement would be beneficial for young people, youth 	
	 health services and/or the CHCP/GGCNHS

	 - Whether youth health services require to develop  
	 their own youth involvement structures or whether the 		
	 development of youth health services can be sufficiently 	
	 influenced by Community Planning Partnership (CPP), 		
	 CHCP, and/or Glasgow City wide youth involvement 		
	 structures if and where they exist. If these structures  
	 do not exist would youth health services be better  
	 served by supporting their development rather than 		
	 creating their own?

	 - The resources required to sustain meaningful 			
	 involvement should be recognised

3.7 MEASUREMENT AND EVALUATION

There is currently no consistent collation of monitoring 
information across Glasgow City youth health services. The 
information that is collated differs from CHCP to CHCP, across 
different organisations within the same CHCP and also within 
individual youth health services depending on the type of 
service provided. Overall, monitoring information was more 
robust for drop-in services than provision delivered as part  
of outreach programmes. The information collated across  
CHCP drop-in services includes age, gender, postcode/area 
of residence and reason for attendance. However it does not 
always include ethnicity or disability. For outreach programmes 
the information varies enormously but generally includes total 
number in attendance and gender of those attending. 

“Certainly the health education I think is having quite 
a good impact certainly when we get really in depth 
discussion around things like contraception and STI’s 
these young people have never had a clue how they 
can protect themselves, how they can be tested, how 
easy it is to be tested.”

Adult Stakeholder (SE Glasgow CHCP)

Roger Hart’s Ladder of Young People’s Participation

Rung 8: Young people & adults share decision-making

Rung 7: Young people lead & initiate action

Rung 6: Adult-initiated, shared decisions with young people

Rung 5: Young people consulted and informed

Rung 4: Young people assigned and informed

Rung 3: Young people tokenized*

Rung 2: Young people are decoration

Rung 1: Young people are manipulated*

Note: hart explains that the last 	
three rungs are non-participation

Adapted from Hart, R. (1992).  
Children’s Participation from Tokenism to Citizenship. 	
Florence: UNICEF Innocenti Research Centre
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All areas have well established mechanisms for the immediate 
user evaluation of prevention and education group work 
programmes and for exploring young people’s views on how 
youth health drop-in services are delivered. This includes the 
use of paper questionnaires/satisfaction surveys, ‘Youth 
Comments’ notice boards within drop - in services and in one 
instance the online questionnaire service ‘Survey Monkey’. 

Across Glasgow City staff and stakeholders felt that youth 
health services were having some impact on the health and 
wellbeing of young service users. However, they could not be 
sure of the extent of this impact because the impact is not 
adequately measured and because many perceived/intended 
benefits would not be seen until later in life or were ‘softer’ 
outcomes that could not be captured by statistics or 
prevalence rates. This raises a number of issues regarding  
how well supported youth health services are to measure  
and collate information that could help to demonstrate the 
impact of their provision. This is important to help ensure the 
effectiveness of as well as ongoing funding for and long-term 
sustainability of youth health services. 

Recommendations: 
14.	 Youth health services would benefit from a consistent  
	 and agreed approach for the collation of monitoring 		
	 information for drop-in and outreach services.

15.	 Youth health services would benefit from the development 	
	 of outcomes that are clearly measurable. This would be 		
	 further aided by clear guidance and top level evidence on 	
	 ‘what works’ i.e. evidence based prevention and education 	
	 programmes; evidence for the prevention of teenage 		
	 pregnancy; evidence for the development of positive 		
	 mental health etc. 

16.	 Youth health services would benefit from a systematic 		
	 central collation of baseline figures and yearly monitoring 	
	 statistics from all youth health services. This would help to 	
	 measure the impact of youth health service provision 		
	 across Glasgow City. 

17.	 Wider discussion is required on how best youth health 		
	 services can capture ‘softer outcomes’ such as increased 	
	 confidence, decision making etc.

18.	 Youth health services will require to explore staff 		
	 development and support needs around outcome-focused 	
	 planning and the practical application of monitoring and 	
	 evaluation procedures. 

“I think it is difficult to say whether or not youth 
health service provisions are having an impact on 	
a child’s health and wellbeing. You know in terms 	
of impact is it changing their attitudes? Their 
Behaviours? I’m not sure how that’s measured.” 

Adult Stakeholder (SE Glasgow CHCP)

3.8 STRATEGIC DIRECTION AND GUIDANCE

Adult stakeholders identified the need for more strategic 
working across youth health services in Glasgow City in 
order to ensure equal and equitable service provision.  
This also included enhanced opportunities for the sharing of 
good practice and a mechanism for Glasgow City youth health 
services to influence policy direction as well as to respond to 
emerging issues and Scottish Government priorities in a 
co-ordinated way.

It was identified that the existing Strategic Youth Health 
Network which supports youth health developments across 
Greater Glasgow & Clyde is one existing structure that could be 
utilised to provide strategic support and guidance. However, it 
was also recognised that although this structure has been in 
existence for some time it has experienced difficulties in linking 
with existing NHS and Glasgow City led strategic health and 
youth structures. This means that is does not provide local 
areas with the required strategic support. This is potentially 
because this network is practitioner led with no centralised 
support structure that can co-ordinate effort and/or 
disseminate guidance to all youth health service staff. 

Recommendations: 
19.	Youth health services would benefit from a GGCNHS 
	 B/Glasgow City strategic plan which outlines the way 		
	 forward to help address the issues raised in this review. 
	 In particular:

	 - Outcome focused planning and a common definition  
	 for youth health services

	 - How and where future provision is developed i.e.  
	 which model(s) of provision, target group, location  
	 of services etc.

	 - To support the marketing & branding of youth  
	 health services

	 - To develop core monitoring procedures for different 		
	 types of service provision

	 - To develop evaluation approaches that would enable 		
	 youth health services to measure ‘softer’ outcomes

	 - To consider different models of youth involvement and 	
	 how best local youth health services can engage young 		
	 people.

20.	The form of this strategic support requires fuller discussion; 	
	 however it is recommended that consideration is given to 	
	 the development of a post (or specific role within existing 	
	 post(s) who have dedicated time to develop strategic 		
	 guidance and provide strategic support to all youth health 	
	 services within Glasgow City.
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4. CONCLUSION

In carrying out this review it became evident that across all 
youth health services there are examples of excellent practice 
where staff, despite a range of barriers including limited 
resources, restrictions in location, territorialism etc, are 
providing young people with the opportunity to enhance  
their understanding and commitment to their own health and 
wellbeing. It was also evident that in each area the services 
that are delivered are widely welcomed by local partners and 
appreciated by young service users. 

All of the issues raised within this review report are common  
across the local CHCP youth health services. This review report 
presents an opportunity for youth health services to move 
forward based on the objective recommendations that are 
given. If this opportunity is not taken it is likely that each local 
area will try to solve the problems identified in their own 
individual reports separately. This would take significant time 
and would be a considerable duplication of effort compared 
with seeking to address the bigger broader issues together 
across all five CHCPs. The development of youth health 
services across Glasgow City would benefit from trying to 
achieve the same goal and through shared best practice in  
a supported and co-ordinated way. The best approach to 
achieving this requires further discussion however could 
include a pan-Glasgow City representative body with 
commitment to developmental time from each CHCP area. 
This would enable working groups to be developed from  
across services in relation to the core recommendations. 

It is important to emphasise that the recommendations  
in this report will need to be considered alongside wider 
developments including the on-going structural changes 
within CHCPs, Scottish Government priorities and targets  
and policy documents and guidance such as ‘Valuing  
Young People’.
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APPENDICES

APPENDIX A:	
STAKEHOLDER & STAFF INTERVIEW SCHEDULE

Can you firstly tell me what your job role is and how you 
link to youth health service provision locally? 

1.	 What do you feel are the core aims of youth health service 	
	 provision locally? 

2.	 What young people do you feel are accessing local youth 	
	 health service provision?

3.	 Do you have a sense of what encourages young people to 	
	 access youth health service provision locally? 

4.	 Are groups of young people and/or geographic locations 	
	 being missed by current youth health service provision? 		
	 What barriers may prevent young people from accessing 	
	 services?

5.	 Are you aware of specific youth health service provision or 	
	 targeted interventions for vulnerable young people and 		
	 equality groups? If yes please outline. 

6.	 What impact do you feel youth health service provision is 	
	 having on the health and wellbeing of young people? 

7.	 We are keen to find out how youth health service provision 	
	 is planned and designed (redesigned) across your CHCP. 	
	 Can you tell us your understanding of this in relation to:

	 - Planning structures

	 - Links with wider/other children’s services planning (CHCP, 	
	 Glasgow City, NHS GGC)

	 - Links to stakeholders

	 - Youth involvement structures

8.	 What impact do you feel youth health services have on the 	
	 wider health improvement agenda of local voluntary and 	
	 statutory services? 

9.	 Can you outline what involvement young people have in 		
	 shaping youth health service provision?

10.	What do you feel are the strengths and weaknesses of 		
	 youth health service provision in your area? 

11.	 A key element of this review is to identify future 			
	 opportunities for the development of youth health service 	
	 provision. Do you have any suggestions as to what these 	
	 opportunities could (or should) be?

Lead only	
12.	We are keen to gather a more in depth picture of 		
	 services by collating case studies of good practice.  
	 Are there any particular elements of local youth health 		
	 service provision that you think would be useful to highlight 	
	 as a case study?

APPENDIX B:	
YOUTH ENGAGEMENT INTERVIEW SCHEDULE AND 
WORKSHOP OVERVIEW

Interview Schedule - for young people using youth health 
service provision.

- Start by providing the young people with the information 
leaflet. Read this through with them and ensure that they are 
clear on the aim of the review. Emphasis what is involved in 
taking part and that they aren’t required to give details of why 
they are using the services just their views of it generally. 

- If the young people are happy to take part in the short 
interview ask them to sign the consent form. Start recording if 
they are okay with this, otherwise be prepared to take notes 
 
KEY ISSUES TO EXPLORE

Aim of service 
- What do you think the aim of the service is? i.e. what is it 
trying to do? What does it provide?

- Do you think that young people (generally) know what the 
service offers? When it is on? Where it is?

Experience of the service 
- How easy (or not) do you feel it is to come in and use the 
service? 

- What encourages you to use the service? i.e. specific 
service? Staff? Location and/or time? Etc. 

- Overall what is your experience of using the service?  
Explore generally and also the different parts of the service. 

Barriers to access 
- What can discourage you and/or other young people from 
using the service? 

- Are there groups you feel are less likely to/don’t use  
the service? i.e. boys, girls, y.p from specific backgrounds?  
Or areas? 

- Why might this be?

Involvement in the service 
- Have you been asked your opinion on how things run?  
Or your experience of using it? If yes explore. 

- Do you think your opinion has been listened to and made  
a difference to how the service runs? If yes can you give an 
example?

- Are you involved in shaping the service in any other way? 
If yes explore. 

Strengths & Weakness 
- What is the best thing about the service?

- What is the worst thing about the service?

- What else could the service offer that you would like to use? 

- What do you feel would help to encourage more young 
people to use it? 

A Review of Youth Health Service Provision in Glasgow CityAppendices
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WORKSHOP OVERVIEW: 	
YOUNG PEOPLE NOT ACCESSING SERVICES

Introduction (approx. 5 min) 
Bring the young people together in a circle. Work around the 
circle giving each person the chance to introduce themselves. 

Understanding of youth health services (5 minutes) 
Provide young people with post-it notes and ask them to write 
down what they think is meant by ‘youth health services’ within 
their local area. This can be the names of services and/or 
topics. Collect in the post-it notes and categorise them

Discuss any similarities/differences and note key issues. 

Experience of using services/barriers (10 minutes) 
Explain that as a group they are now going to explore their 
experience (and that of other young people they may know)  
of using existing services and some of the barriers that put 
young people off using services – emphasise that this 
discussion can be kept general they don’t need to share very 
personal experiences and/or go into detail about the reasons 
they have used services. Provide outline of service provision 
within local area e.g. own doctor, youth health service etc.

Work through each service asking the young people to share 
their experiences – good and bad of each one. Write down 
issues raised on flipchart. Key issues to explore for each  
service are:

- Have they heard of this service? Seen any flyers etc about it? 
If yes explore where.

If they have heard of service explore all of the issues below,  
if not the final three bullets only.

- Is this service easy to access? i.e. times/location etc

- Are staff friendly and approachable in this service? (ranging 
from receptionist in surgeries, to doctors, nurses, youth 
workers etc in services)

- Can they think of what might encourage young people to use 
these services? i.e. what they would like about them?

- Can they think of any issues that might put young people  
off using these services? i.e. confidentiality, embarrassment, 
location etc. 

- Any suggestions for overcoming these barriers? 
 
FUTURE OF YOUTH HEALTH SERVICES (10MIN)

This final section is about encouraging young people to 
consider how they would like youth health services to be 
delivered in the future. 

Initially ask the young people: ‘How do you think youth health 
services can be improved for young people locally?’

Provide flipchart and ‘youth health service’ house if further 
prompt is required. 

Key issues include: 
- What services/topics are important for young people?  
i.e. general health information or specific topics? sexual  
health services? counsellor? General health check? 
Someone to talk to?

- What would encourage young people to use youth health 
services. This might include things like where it is located (same 
place or different places?) when it runs (are some times better 
than others?), what staff are available (different professions or 
is the approach more important?) how and where services are 
marketed? 
 
APPENDIX C:	
ETHICAL CONSIDERATIONS

The involvement of young people in this review raised specific 
issues around ethics and consent. Prior to engaging young 
people the researchers were informed by NHS GGC that formal 
ethical approval was not required. This enabled young people 
of all ages who currently access youth health services to take 
part in the review.

•	 Aims and objectives of the research. 

•	 The scope of the review and the range of final report. 		
	 Participants were informed that the final report would be 		
	 presented to a range of professionals including staff at 		
	 NHS Greater Glasgow and Clyde, Community Health and 		
	 Care Partnerships and other interested practitioners e.g. 		
	 teachers, youth workers, health professionals and 		
	 voluntary organisation staff.

•	 Feedback on report. Participants were informed that local 	
	 reports would be made available to interested parties 		
	 through youth health services and potential through the 		
	 NHS Greater Glasgow and Clyde and Create websites. 

•	 What their participation would involve. Participants were 		
	 informed that participation would involve taking part in an 	
	 interview or focus group. They were also informed of the 		
	 duration of the interview/focus group and who else might  
	 be involved. 

•	 Benefits of taking part. It was stressed that the only benefits 	
	 to taking part is to enable further knowledge on this topic  
	 to be gathered. Although recommendations would be  
	 made to services based on the young people’s feedback 		
	 and other information gathered by the research, it could  
	 not be guaranteed that the recommendations would be 		
	 acted upon. 

•	 Repercussions to taking part. Participants were re-assured 	
	 that no personal information about them would be made 		
	 available to anyone out with the study (including staff at the 	
	 youth health service or other services) and that they would 	
	 be given aliases and the organisations they were contacted 	
	 through would be anonymised.
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•	 Consent. All participants were provided with written 		
	 information and signed consent forms prior to taking part. 

•	 Confidentiality and Child Protection. Participants were 		
	 assured of confidentiality whilst also told of the boundaries 	
	 of this. If they disclose that they or any other child is at risk 	
	 or serious harm the researcher would have to pass this 		
	 information onto the appropriate authorities, most likely this 	
	 would be the ‘point of contact’ agency but could potentially 	
	 also be social work.  
 
1.1 ANALYSIS AND DATA MANAGEMENT

The data generated through this research falls into two main 
categories – information-based data & opinion-based data. 
These required different approaches as outlined below.

Information Based Data 
Firstly, factual information (rather than opinions) was  
gathered to ascertain scope and current usage of services. 
This information gathering component included monitoring 
information as well as information gathered through staff and 
stakeholder interviews. This information is presented in the 
local reports and includes a table which summarises the range 
of services provided and usage of these services. 

Opinion Based Data 
Data from the focus groups and interviews were recorded 
electronically, transcribed and explored for key themes.  
A coding framework was then developed using these themes 
and those that emerged from the earlier parts of the study:  
the literature review and the monitoring information. Both 
researchers involved in the data collection used the same 
coding framework to analyse the data and it was summarised 
under these themes. Further analysis was then undertaken  
to draw out sub-themes and to explore similarities and 
differences across Glasgow City. 

The qualitative research package NVivo was used to manage 
the data arising from the qualitative aspects of this project. 
This allowed the researchers to easily analyse themes that 
emerged and to get an objective sense on the level of 
consensus on individual themes and issues. NVivo is a valuable 
tool in managing large bodies of qualitative data and helps to 
aids quality control in that it minimises bias in the selection of 
quotes and made it easy to ensure that no piece of data was 
left out or sidelined in analysis.  

APPENDIX D:	
YOUNG PEOPLE’S HEALTH SERVICES: 	
RESEARCH & GOOD PRACTICE

A note on evidence 
This review is based on literature retrieved through a series  
of tailored literature searches by a professional information 
specialist. It is comment on the nature of youth health services 
that many studies do not conform to accepted standards of 
high quality evidence. Systematic reviews specific to youth 
health services are few although a number of protocols for 
further work have been developed recently.1 Veerman and 
Yperen (2007) characterise youth health services as being 
evidence-informed rather than evidence-based and  
highlight the difficulties this presents for those planning  
and implementing services.2 They present a useful discussion 
around the assessment of evidence suggesting a four-stage 
model, each providing a different degree of certainty of 
effectiveness. Quality assessment standards are currently 
under discussion in the NHS Greater Glasgow & Clyde Public 
Health Resource Unit with a view to establishing agreed  
criteria for use in evidence reviews.

Literature on youth health services explicitly acknowledges 
that young people experience a range of barriers preventing 
them from using health services effectively. Encouraging wider 
access entails a range of strategies with improving information, 
tailoring services to the specific needs of this age group and 
ensuring confidentiality being key.3 Discussion of services in 
the USA reaffirms knowledge of the barriers including the 
relationship between clients and staff: ‘quality, style and 
expertise of the physician’ is crucial and teenagers reportedly 
seek warmth, compassion and good communication skills in 
preference to a health professional who is young. A UK survey 
(2003) supported the primary need for good communication 
but noted that the young participants did place more emphasis 
on the youthfulness of the professional than on the acceptable 
image of the service venue.4 In America the problem of 
confidentiality is compounded by the fact that young people 
do not generally have independent health insurance and so a 
visit to the family physician often requires parental permission, 
a barrier to service use that is shared across the continents.

1	 The Cochrane Collaboration have published protocols for the following systematic 		
	 reviews: ‘Interventions for preventing unintended pregnancies among adolescents’ 		
	 (2005); ‘Primary prevention interventions for reducing school violence’ (2007); 		
	 ‘Mentoring of children and adolescents for preventing drug and alcohol use’ (2008); 	
	 ‘Functional family therapy for families of youth (age 11-18) with behavioural problems’ 	
	 (2007); ‘School based interventions to postpone sexual intercourse and promote 		
	 condom use among adolescents’ (2007)

2	 Veerman, J. & Yperen, T. (2007) ‘Degrees of freedom and degrees of certainty:  
	 a development model for the establishment of evidence-based youth care’  
	 in ‘Evaluation and Program Planning Vol.30’ 

3	 Perry, C. (2007) ‘Meeting the sexual health care needs of young people: a model that 	
	 works?’ ‘Child: care, health and development’ 34 (1) pp.98-103

4	 Sherman-Jones, A. (2003) ‘Young people’s perceptions of and access to health 		
	 advice’ in ‘Nursing Times’ Vol.99, No.30
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As in the UK, consultation time in primary care is woefully  
short and does not inherently provide a supportive 
environment that allows discussion to move sensitively  
from presenting to prevention issues.

The lack of appropriate services for youths is related to a  
poor record of consultation with them. When asked their  
views on making GP surgeries more youth-friendly, teenagers 
suggested the need for young person-only slots, good 
practice with regard to confidentiality, the provision of 
information booklets about surgeries, and general surgery 
hours with after-school slots for young people.5 Young people 
expressed difficulty in approaching existing services - often 
because they simply don’t know how they work (e.g. when they 
are open, standards of confidentiality) - and this ties in with the 
idea that well-marketed, specialised, youth services could 
make that easier. There was a reported discrepancy between 
the services felt to be important by the providers and those 
requested by the young people themselves: many teenagers 
wanted more information on general health topics as well as 
sex and drugs.6

These issues sum up much of the discussions around youth 
health services to date. Services for teenagers are less likely to 
attract their target audience if they do not provide appropriate 
information, assured confidentiality, a sensitive environment 
and local accessibility.

Primary care/community based services 
In the UK, the move in the 1990s to locate more healthcare 
services in primary care settings, raised questions about 
services for youths. Given teenagers’ expressed concerns over 
anonymity and confidentiality it was appreciated that primary 
care services, designed to serve the general population, may 
not provide the most effective settings to engage effectively 
with this age group.7 Collaborative working across agencies 
offered a new approach. A collaborative initiative in the late 
1990s involved a community health worker and a local practice 
nurse running structured health promotion workshops with an 
established group of young teenagers (11-14 years). The young 
participants were all from a housing estate in a deprived area 
of Sheffield where an initial survey found 59% of teenagers  
to be worried about their health.8 Workshop topics were 
generated by the concerns of the group and included healthy 
eating, stress management and first-aid. 

The combination of community health worker and practice 
nurse offered a breadth of experience and a tie-in to the GP 
surgery if required. There is general consensus that work of  
this kind moves youth health services in the right direction  
but while process evaluation is supportive, robust evaluation 
findings indicating efficacy are lacking.

Widening access to youths directly through the general 
practice surgery appears to be less effective. A randomised 
controlled trial reporting on 14-15 year olds who were invited 
for a series of individual consultations with their GP Practice 
Nurse to discuss their health behaviour concerns suggested 
that this made only minimal impact on their service use 
although at the end of the project, 90% of the youngsters 
reported finding the consultations useful.9 However, it did 
impact on their knowledge: prior to the intervention 24% didn’t 
know where to go to get advice on contraception without their 
parents knowing; 30% didn’t know where to get confidential 
advice in general; 30% didn’t know that emergency 
contraception is effective for 72hours and 60% didn’t  
know that Chlamydia is an STI.

A study of 13-17 year olds in urban Canada showed that  
they did not regard their family physicians as having a health 
promotion role but relied on them for biomedical advice only. 
In choosing who to speak to on matters of personal health it 
was important to the teenagers to trust and be comfortable 
with that person and a wide range of people were cited as 
possible confidents on health matters including physicians, 
teachers and parents.10 Overall, these youths were less 
concerned with prevention than with modifying their current 
health behaviours in relation to direct personal experience. 

More recently, an Australian study offered robust findings 
showing that young participants consulted GPs mostly for 
somatic complaints and that a substantial number expressed 
fear that their problem was life-threatening. Fewer of the 
young people presented with a mental health issue than those 
who, during the consultation, expressed concern that they  
had one. This suggests poor self-assessment of mental  
health status, possibly due to lack of knowledge, and/or lack 
 of awareness of the role of the GP in relation to mental health, 
and the treatment options available.11 In conclusion it suggests 
that GPs are well-placed to assess young people’s ‘fears, 
expectations, and perceptions of their mental and physical 
health’ and ‘to provide appropriate guidance’.12

5	 Linnell, S. (2002) ‘Seeking young people’s views of primary care’ in ‘Nursing Times’ 		
	 Vol.98, No.24, p.37

6	 Sherman-Jones, A. (2003) ‘Young people’s perceptions of and access to health 		
	 advice’ in ‘Nursing Times’ Vol.99, No.30. See also Richardson (2001) cited in above

7	 Smart (1997); Stephenson (2000). Cited in Green, E.,Larcombe, J. & Horbury, I. (2005) 	
	 ‘Implementing a teenage health service in primary care’ in ‘Nursing Times’ Vol.101 		
	 updated 19 June 2007 

8	 Plant, B., Mcfeely, S. & Flynn, S. (1999) ‘Innovation in general practice: a service for 		
	 teenagers’ in ‘Nursing Standard’, January, Vol.13, No. 16; Milne, A.C. (2000) ‘Health 		
	 services can be cool: partnership with adolescents in primary care’ in ‘Family Practice’ 	
	 Vol.17, No.4

9	 Walker, Z., Townsend, J., Aokley, L., Donovan, C., Smith, H., Hurst, Z., Bell, J. & Marshall, S. 	
	 (2002) ‘Health promotion for adolescents in primary care: randomised controlled 		
	 trial’ in ‘British Medical Journal’, 7 September, Vol.32

10	 Malik, R., Oandasan, I. & Yang, M. (2002) ‘Health promotion, the family physician and 	
	 youth. Improving the connection’ in ‘Family Practice’, Vol.19, No.5 

11	 Haller, D., Sanci, L., Patton, G. & Sawyer, S. (2007) ‘Toward youth friendly services: a 	
	 survey of young people in primary care’ in ‘Society of General Internal Medicine’, 		
	 Vol.22, pp.775-781

12	 Ibid p.779
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An environment of trust is at the heart of effective youth 
health services and for many this can only be found  
away from links with the parental home, school or the GP  
surgery. Research results from the UK (2000) prioritised  
the establishment of good client/GP relationships over 
confidentiality and challenged the notion that teenagers  
find concerns over confidentiality inhibit their use of primary 
care services.13 Community-based drop-in clinics offer an 
alternative. However, it is important that such clinics are 
flexible to the needs of young people, are developed in 
consultation with young people, and link in to other local 
services. Internally, staff must be clear of confidentiality 
guidelines and responsibilities.14

One community-based approach adopted with youths aged 
12-21 years from low socio-economic areas in the USA was 
designed to address high rates of sexually transmitted diseases 
among youth.15 It comprised three interactive skill-building 
workshops offered through community-based organisations 
and was designed to encourage health-seeking practices 
through the development of self-efficacy, positive beliefs and 
the increase of knowledge and skills. A study of this service 
indicated positive benefit for females in relation to the 
scheduling of health checks, undergoing health checks and 
talking to family and friends about the importance of health 
checks, but no measurable benefit for males. For males and 
females, self-efficacy was not improved. It was also noted that 
participation rates suggested the possibility for attrition bias. 

The evidence suggests that primary care settings can play  
a valuable role in the provision of health services for young 
people if the services are well-designed to meet the needs  
of the client group. This role can be enhanced if staff work 
collaboratively with community or school based staff.  
Targeted teenage health clinics within GP surgeries can  
work effectively if they are well marketed, accessible in  
terms of hours and location, and are sensitive to the  
need for anonymity and confidentiality.16

A Theory of change initiative: Communities That Care (CTC)  
is a community based prevention system ‘that empowers 
communities to address adolescent health and behaviour 
problems through a focus on empirically identified risk and 
protective factors’. 

Reductions in risk factors should impact on substance abuse 
and delinquent behaviours. Delivered through 6 training  
events (over 6-12months) and guides for community leaders. 

Findings suggest that this system results in a significant 
reduction of initiation of delinquent behaviour among the 
intervention group. However, this research was carried out  
in small towns and there is no evidence to suggest that it  
will have similar effect in larger cities.

Sexual Health  
The UK compares unfavourably with the Nordic countries  
and the Netherlands with regard to sexual health behaviours 
 of teenagers and young adults. As we moved into the 21st 
century, only 50% of young people in the UK used 
contraception at first sexual intercourse compared with 85% 
 in the Netherlands’.17 Low teenage pregnancy rates found in 
these countries have been attributed to the different prevailing 
culture: one that supports openness and communication within 
families and at the same time views teenage pregnancy as 
socially unacceptable. Cultural attitudes are reinforced by 
mandatory and/or high quality sex education and family 
planning clinics that work collaboratively with schools.18  

This echoes findings from the SHARE trial in 25 schools in 
Scotland that highlighted the ‘potential to influence service 
use through better knowledge and confidence imparted 
through school sex education, and by improving the links 
between services and schools’.19 Family influences, being a 
school leaver, sexual experience and proximity of service 
location were associated with service use.20 Readily available 
advice, access to contraception, and sex educators/family 
planning advisors trained in youth counselling are also key. 
Appropriately trained staff who interact well with young people 
make it easier for them to discuss otherwise embarrassing or 
difficult topics.21 A survey of clinics located in youth clubs in 
Doncaster, UK (13-18 year olds) found that young people  
used them primarily for contraception and also to ‘chill out’.

13	 Churchill, R., Allen, J., Denman, S., Williams, D., Fielding, K. & Fragstein, M (2000) ‘Do 	
	 attitudes and beliefs of young teenagers towards general practice influence actual 	
	 consultation behaviour?’ in ‘British Journal of General Practice’ Vol.50

14	 Richardson-Todd, B., (2003) ‘Setting up a nurse-run young person’s drop-in clinic’  
	 in ‘Nursing Standard’ Vol. 17, No.47, pp38-41

15	 VanDevanter, N., Messeri, P., Middlestadt, S., Bleakley, A., Merzel, C., Hogben, M., 		
	 Ledsky, R., Malotte, K., Cohall, R., Gify, T. & Lawrence, J. (2005) ‘A community-based 	
	 intervention designed to increase preventive health care seeking among adolescents: 	
	 the gonorrhea community action project’ in ‘American Journal of Public Health’, 		
	 Vol.95, No.2

16	 Green, E., Larcombe, J. & Horbury, I. (2005) ‘Implementing a teenage health service in 	
	 primary care’ in ‘Nursing Times’ Vol.101 updated 19 June 2007 

17	 Social Exclusion Unit (1999) cited in Sherman-Jones, A., (2003) ‘Young people’s 		
	 perceptions of and access to health advice’ in ‘Nursing Times’ Vol.99, No.30

18	 See Richardson-Todd, B. (2006) ‘Sexual health services in school: a project in a 		
	 multi-agency drop-in’ in ‘Journal of Family Healthcare’ Vol.16, No.1 

19	 Parkes, A. (2004) ‘Teenagers use of sexual health services: perceived need, knowledge 	
	 and ability to access’ in ‘Journal of Family Planning and Reproductive’ Health Care 		
	 30(4) [Abstract only consulted] 

20	 Ibid

21	 Hayter, M. (2005) ‘Reaching marginalised young people through sexual health nursing 	
	 outreach clinics: evaluating service use and the views of service users’ Public Health 	
	 Nursing Vol.22 (4)
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More than 90% of respondents in this survey found it easy to 
use the clinics and were happy with their accessibility and the 
attitude of staff.22 A young people’s clinic (18-20 year olds)  
set within an existing sexual health service in an economically 
deprived and ethnically diverse area of London, showed an 
increase in male attendance. This was attributed to that fact 
that the clinic included more male staff and operated on a 
walk-in basis. Other contributing factors included improved 
links with other services such as counselling that targets  
young men and increased condom distribution times.23 

A recent report (2007) of two drop-in services for young 
people in the north of England, UK echoes the view that 
tailoring services to meet the needs of youngsters can help to 
increase their use. The report referred to two services: the first 
was a health & support service for people aged 18 and above.  
It operating in the evenings, was located in an NHS clinic and 
was staffed by youth workers, a family planning nurse and a 
school health adviser. The second was a sexual health service 
for young people situated next to a sixth form college and 
staffed by a family planning nurse, receptionist and on-call 
doctor. Both services had a relatively high rate of return visits. 
Both services engaged males as well as females. Males  
often attended with friends which posed the possibility of 
confidentiality issues but these did not arise. The latter service 
advertised through the college where the clientele tended  
to be older teenagers and young adults but the first service, 
although aimed at those over 18, also attracted very young 
people (=>13years) seeking advice on sexual health, 
contraception and relationships.24

Findings of a study with pregnant or parenting teenagers  
in Baltimore, USA concluded that teenagers are more likely  
to benefit from comprehensive programmes of support/
education that provide multiple services.25 Evidence from a 
cohort study of American sexually active teenagers (mean  
age 16.5) from a range of ethnic backgrounds suggests that 
support from their mother or male partner can help teenage 
women make appropriate choices over sexual behaviour and 
contraception.26

Smoking cessation 
There is more robust evidence around smoking cessation 
services for than for other aspects of youth health. In 2003, 
Sowden & Stead conducted a systematic review comparing 
smoking behaviours of young people involved in preventive 
interventions.27 This concluded that there was some evidence 
to suggest that ‘co-ordinated multi-component programmes 
can reduce smoking amongst young people, and do so more 
effectively than single strategies alone’. The interventions 
varied geographically (studies were drawn from four countries 
including the UK), in their settings (some were community-
based and others were provider or school-based) and in 
participant characteristics (e.g. some focussed on high-risk 
teenagers, others on particular ethnic groups). Knowledge of 
the effects of smoking increased for all but only those involved 
in interventions using a social learning theory approach 
showed a significant difference in smoking behaviour.28 

Summarising the evidence from this and other reviews, 
Krowchuck notes that smoking prevention strategies for 
adolescents are more effective when they are designed  
based on the constructs of social influence; begun in early 
adolescence; comprehensive multi-setting interventions 
delivering age-appropriate messages (in clinics, schools  
and the community); culturally sensitive and are periodically 
repeated to extend efficacy.29 Summarising the implication for 
nursing practice, she doubts the wisdom of adding smoking-
prevention messages to general health visits suggesting 
instead that smoking status is assessed on an individual basis 
by establishing the existence of any of the known risk factors 
for susceptibility to smoking (parent or close friend who 
smokes, receptivity to marketing, truancy or poor school 
performance).30

School-based smoking cessation programmes are widely 
available in Canada but their poor performance has led  
some to suggest they be withdrawn despite their relatively low 
implementation cost. In a review by Leatherdale & McDonald, 
pupils who were physically active and those who had previously 
tried to give up smoking were most likely to engage with 
school-based cessation programmes.31 

22	 Hayter, M. (2005) ‘Reaching marginalised young people through sexual health nursing 	
	 outreach clinics: evaluating service use and the views of service users’ ‘Public Health 	
	 Nursing’ Vol.22 (4)

23	 Armitage, C., Curran, B., Wright, S., Lenehan, K. & Kell, P. (2004) ‘Are we getting the 		
	 message across? Trends among young men attending an inner city young people’s 	
	 clinic’ ‘Sexually Transmitted Infection’ Vol.80

24	 Perry, C. (2007) ‘Meeting the sexual health care needs of young people: a model that 	
	 works?’ ‘Child: care, health and development’ 34 (1), pp.98-103

25	 Amin, R. (2004) ‘Impact of a school-based comprehensive program for pregnant 		
	 teens on their contraceptive use, future contraceptive intention, and desire for more 	
	 children’ ‘Journal of community Health Nursing’ 21(1)

26	 See also Harper, C. (2004) ‘Adolescent clinic visits for contraception: support from 	
	 mothers, male partners and friends’ ‘Perspectives on Sexual and Reproductive Health’ 	
	 36(1) pp.20-26. A US prospective cohort study of 399 sexually active teenagers 		
	 (mean age 16.5) from a range of ethnic backgrounds found that support from mother 	
	 or male partner can help teenage women make appropriate contraceptive choices. 

27	 Sowden , A. & Stead, L. (2003) ‘Community interventions for preventing smoking in 	
	 young people’ (Review) The Cochrane Collaboration 

28	 Sowden & Stead (2003) cited in Krowchuck, H. (2005) ‘Effectiveness of adolescent 	
	 smoking prevention strategies’ in ‘The American Journal of Maternal/Child Nursing’ 	
	 Vol.30, No.6 

29	 Krowchuck, H. (2005) ‘Effectiveness of adolescent smoking prevention strategies’  
	 in ‘The American Journal of Maternal/Child Nursing’ Vol.30, No.6, p.371

30	 Krowchuck, H. (2005) ‘Effectiveness of adolescent smoking prevention strategies’  
	 in ‘The American Journal of Maternal/Child Nursing’ Vol.30, No.6, p.371

31	 Leatherdale, S. & McDonald, P. (2007) ‘Youth smokers’ beliefs about different 		
	 cessation approaches: are we providing cessation interventions they never  
	 intend to use?’ in ‘Cancer Causes Control’ Vol.18 
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While they conclude that there is a need to either modify adult 
strategies or develop youth-oriented strategies, some formal 
cessation aids are effective. For example, contrary to previous 
research findings, young people in the Canadian study were 
more open to using nicotine replacement therapy than other 
aids. Further research might help to elucidate the reasons for 
this and whether they apply to the use of other common aids. 

With reference to prevention programmes in the USA and  
the important role of the community nurse in their delivery, 
Krainuwat calls for stronger links between community  
nurses and academics in the development of theory driven 
approaches to enhance the benefit to and from practice.32 

A recently published study from Iceland outlines a theory-
driven programme implemented using evidence-based 
approaches at community level.33 The main thrust of the 
intervention was to increase social capital ‘in order to  
decrease the likelihood of adolescent substance use’ 
(substances included tobacco, alcohol and cannabis).  
A 4-step approach utilised national data, local dissemination 
and discussion, local community-based and integrative 
reflection where actions were reviewed and analysed in relation 
to emerging national data. The nature of Icelandic culture is 
such that this iterative cycle could be incorporated within one 
year. Over a ten year period substance use among 15-16 year 
olds decreased year on year. However, it was impossible to 
assess the impact of wider cultural variables and replication  
in different cultural settings may not succeed. 

32	 Krainuwat, K. (2005) ‘Smoking initiation prevention among youths: implications  
	 of community health nursing practice’ in ‘Journal of Community Nursing Health’  
	 Vol.22, No.4

33	 Sigfusdottir, I., Thorlindsson, T., Kristjansson, A., Roe, K. & Allegrante, J. (2008) 		
	 ‘Substance use prevention for adolescents: the Icelandic model’ in ‘Health Promotion 	
	 International’, Vol.24, No.1
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RECOMMENDATIONS

1.	 Local CHCPs should use a range of models for the delivery 	
	 of youth health services.

2.	The models of delivery used by local areas should be guided 	
	 by the identified benefits and challenges aligned to each 		
	 model and the key issues which have been highlighted  
	 within the local CHCP reports.

3.	 Youth health services would benefit from having a shared 		
	 definition of what is meant by ‘youth health services’.  
	 This should include greater clarity on how youth health 		
	 services differ from topic specific services and/or a clear 		
	 rationale for why some health topics are given greater 		
	 priority than others.

4.	Youth health services would benefit from having  
	 clearly defined and measurable outcomes and a clear 		
	 understanding of how their service provision and  
	 approach are designed to achieve those outcomes. 

5.	At the very least, it would be useful for youth health services 	
	 to have an explicit and shared understanding of the 		
	 assumptions that are being made about how their services 	
	 and model of service delivery achieve the outcome of 		
	 ‘improving young people’s health’.

6.	Youth health service provision across Glasgow City would 		
	 benefit from a strategic plan that provides guidance on 		
	 minimum levels of youth health service provision within  
	 each CHCP area. 

7.	The development of clear outcomes and clarification of the 	
	 assumptions underpinning service provision which seeks to 	
	 achieve these would help youth health services provide a 		
	 rationale for how services are developed. For example, if 		
	 outcomes are more clearly defined this would help local 		
	 youth health services identify which model of delivery would 	
	 meet identified local need.

8.	Youth health services should have a clear rationale on  
	 the balance of delivery in relation to universal services  
	 and targeted provision.

9.	Future discussion about the development of equal and 		
	 equitable access to youth health services should consider:

- Pros and cons of different delivery models

- Costs associated with the different delivery models

- Minimum levels of needs assessment/youth involvement 
prior to developing new services

 - Whether needs of young people from minority ethnic 
communities and other equality groups are fully understood 
and whether youth health services are best placed to meet 
their needs

- Whether needs of vulnerable young people are fully 
understood and whether youth health services are best  
placed to meet their needs



10.	 It would be valuable for youth health services across 		
	 Glasgow City to develop one common brand name that 		
	 enables all services to be clearly identifiable. Where 		
	 services are marketed under the brand of ‘The Place @’ it is 	
	 not clear to young people or the wider population whether 	
	 they are clinical sexual health only services or youth health 	
	 services. The development of a common brand name 
	 for youth health services would help this confusion.

11.	 Youth health services would benefit from closer planning at 	
	 a strategic and practitioner level with wider CHCP services 	
	 - particularly children’s services and city wide services (& 	
	 GGCNHSB) such as the Sandyford Initiative. 

12.	Youth health services recognise and value their close 		
	 partnership working with local organisations including 		
	 schools and youth providers. This would be aided by well 		
	 developed local strategic and practitioner networks and 		
	 recognition among local agencies that young people’s 		
	 health is everybody’s business.

13.	 Youth health services should consider whether the current 	
	 levels of youth participation, with a focus on consultation,  
	 are sufficient for ensuring that services are young people 	
	 led. In considering this, it would be useful to focus on the 	
	 following:

	 - Whether youth health services require to involve young 	
	 people in more ways and whether more strategic youth 		
	 involvement would be beneficial for young people, youth 	
	 health services and/or the CHCP/GGCNHS

	 - Whether youth health services require to develop  
	 their own youth involvement structures or whether the 		
	 development of youth health services can be sufficiently 	
	 influenced by Community Planning Partnership (CPP), 		
	 CHCP, and/or Glasgow City wide youth involvement 		
	 structures if and where they exist. If these structures  
	 do not exist would youth health services be better  
	 served by supporting their development rather than 		
	 creating their own?

	 - The resources required to sustain meaningful 			
	 involvement should be recognised

14.	 Youth health services would benefit from a consistent  
	 and agreed approach for the collation of monitoring 		
	 information for drop-in and outreach services.

15.	 Youth health services would benefit from the development 	
	 of outcomes that are clearly measurable. This would be 		
	 further aided by clear guidance and top level evidence on 	
	 ‘what works’ i.e. evidence based prevention and education 	
	 programmes; evidence for the prevention of teenage 		
	 pregnancy; evidence for the development of positive 		
	 mental health etc. 
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16.	 Youth health services would benefit from a systematic 		
	 central collation of baseline figures and yearly monitoring 	
	 statistics from all youth health services. This would help to 	
	 measure the impact of youth health service provision 		
	 across Glasgow City. 

17.	 Wider discussion is required on how best youth health 		
	 services can capture ‘softer outcomes’ such as increased 	
	 confidence, decision making etc.

18.	 Youth health services will require to explore staff 		
	 development and support needs around outcome-focused 	
	 planning and the practical application of monitoring and 	
	 evaluation procedures.

19.	Youth health services would benefit from a GGCNHS 
	 B/Glasgow City strategic plan which outlines the way 		
	 forward to help address the issues raised in this review. 
	 In particular:

	 - Outcome focused planning and a common definition  
	 for youth health services

	 - How and where future provision is developed i.e.  
	 which model(s) of provision, target group, location  
	 of services etc.

	 - To support the marketing & branding of youth  
	 health services

	 - To develop core monitoring procedures for different 		
	 types of service provision

	 - To develop evaluation approaches that would enable 		
	 youth health services to measure ‘softer’ outcomes

	 - To consider different models of youth involvement and 	
	 how best local youth health services can engage young 		
	 people.

20.	The form of this strategic support requires fuller discussion; 	
	 however it is recommended that consideration is given to 	
	 the development of a post (or specific role within existing 	
	 post(s) who have dedicated time to develop strategic 		
	 guidance and provide strategic support to all youth health 	
	 services within Glasgow City.


