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Early Access to Antenatal Care

Ideally, all women should access maternity services for a full health 
and social care assessment of needs, risks and choices by 12 weeks 
and 6 days of their pregnancy.  This is to give them the full benefit 
of personalised maternity care, improve outcomes and improve the 
experience for the mother and the baby.  This ‘Booking Appointment’ 
is carried out by a Healthcare Professional (usually the Midwife), and 
allows women to make informed and supported choices in relation 
to their care during pregnancy, labour and the post natal period.

As part of the Booking Appointment the national choice guarantees 
are discussed, which include:

•	 choice of how to access maternity care
•	 choice of type of antenatal care
•	 choice of place of birth

Key Findings
At the end of 2008/09 81.9% of pregnant women in Bedfordshire 
had accessed their antenatal booking appointment within 12 weeks 
and 6 days of pregnancy against a Vital Signs target (VSB06) of 85%.  

For most pregnant women residing in Central Bedfordshire, 
their choice of hospital for delivery is predominantly the Luton & 
Dunstable Hospital or Bedford Hospital, with others opting to deliver 
at hospitals within neighbouring Counties.

Bedford Hospital Trust is currently in the process of auditing booking 
appointments which are carried out later than 12 weeks and 6 days to 

help improve our understanding of the potential barriers that need 
to be overcome (Figure 1).  To date this work has not highlighted 
specific geographical locations or GP practice populations for 
which late booking is a particular problem, however this work is 
ongoing and may be included in the JSNA at a later date.  

Figure 1: Mothers accessing Antenatal Care
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Q1 08/09 78.1% n/a 78.0%
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Q3 08/09 73.5% 85.0% 77.4%

Q4 08/09 79.5% 81.2% 81.9%

Q1 09/10 92.8% 83.0% 80.3%

01  Early Years
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Data quality issues prevented the submission of data from the 
Luton & Dunstable Hospital Trust for Q1 and Q2 of 2008/09.  It 
should be noted that small numbers of Bedfordshire mothers also 
choose to deliver at acute Trusts in surrounding counties (including 
Buckinghamshire, Hertfordshire, Cambridgeshire), and these figures 
contribute to the final Bedfordshire wide performance figure.  

Best Practice
The Department of Health recently included Early Access to 
Antenatal Care as one of its Vital Signs indicators (VSB06) against 
which performance is monitored quarterly.  The overarching aim is 
to achieve an increase in the percentage of women who have seen 
a midwife or a maternity healthcare professional for assessment of 
health and social care needs, risks and choices by 12 weeks and 6 
days of pregnancy.

The Healthy Child Programme (HCP)1 is a structured early 
intervention and prevention public health programme, which offers 
every family a universal programme of screening, immunisations, 
developmental reviews, support, information and guidance.  The 
effective implementation of the HCP should assist families to achieve 
their optimum health and wellbeing, as well as allowing effective 
identification of those families at greatest risk and in need of 
progressive services.  The HCP strongly supports the need for women 
to access a full antenatal assessment by 12 weeks of pregnancy.

A survey carried out by the National Perinatal Epidemiology Unit2 
found that four out of five women realised they were pregnant 
within the first 6 weeks (80%), with smaller proportions taking longer 
to become aware of their pregnancy (16% at 7-11 weeks and 4% 

at 12 or more weeks).  Little difference in this timing was evident 
between women who were having their first baby and women 
who had previously given birth.  While women were aware of their 
pregnancy, not all women contacted a health professional about 
their pregnancy care immediately.  Less than half (43%) had made 
their first contact with a health professional about their pregnancy 
by the time they were 6 weeks pregnant, a similar proportion (44%) 
did so at 7-11 weeks and 14% of women at 12 weeks or more of 
pregnancy.

Standard 11 of the National Service Framework for children, young 
people and maternity services3 requires providers to ensure that 
the services are equitable and accessible to all, offering choice and 
individualised care for everyone.  It also provides guidance on what 
an appropriate maternity service should offer for families from 
specific disadvantage groups such as minority groups, those who 
do not speak English as their first language, people with disabilities 
and asylum seekers.

Service Baseline
Women can now access the midwife directly, in preference to a GP, 
as the first healthcare contact upon learning of a pregnancy.  All 
women living in Central Bedfordshire are then offered a Booking 
Appointment through the Bedford Hospital Trust Midwifery Service 
or the Luton & Dunstable Hospital Trust Midwifery Service, either at 
Hospital or a local venue such as a GP Practice or a Children’s Centre.

Access to Booking Appointments for women in Bedford is being 
improved through the increase in the availability of appointments 
and an increase in the use of accessible community based venues.  

Early Years
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Early Years

Work is currently underway with Bedford Hospital Trust, through the 
use of ward level data and internal audit, to identify geographical 
areas, specific GP practice populations, and specific population 
groups for whom late antenatal access appears to be a concern.  This 
will help to inform future commissioning of services and targeted 
work.

Gaps
Most research data analysing reasons for late antenatal booking have 
concentrated on Black and Minority Ethnic (BME) Women who speak 
little or no English, are less knowledgeable about the maternity 
services and had lived in the UK for a shorter period compared to 
those fluent in English.  Women are likely to start antenatal care later 
and have fewer antenatal visits if they are young or unsupported, 
from ethnic minorities group, refugees, unemployed, in temporary 
accommodation or live in deprived areas.

Public / Patient Voice Involvement
Routine service user feedback is collected through the Bedford 
Hospital Trust Midwifery Department, and is used to inform service 
development and delivery.  The service user feedback tool is currently 
being revised to comply with the ‘Women’s Experience of Maternity 
Care’ survey which is recommended by the East of England Strategic 
Health Authority.  It is possible that annual survey results may be 
included as part of the JSNA in the future.  In addition, service users 
sit on the Maternity Services Liaison Committee for Bedfordshire, to 
provide both direct service user input and to represent the views of 
the wider public in regards to issues relating to maternity services 
delivered at Bedford Hospital.

Priorities
•	 It is essential that we fully understand the reasons for 

late access of maternity care by mothers living in Central 
Bedfordshire

•	 Ongoing analysis of ward level data, and internal audit will 
continue to highlight areas of need, although we need to 
increase our understanding of reasons for late booking out of 
choice

•	 Targeted outreach work for vulnerable and socially excluded 
groups will provide a focus on reducing the health inequalities
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Early Years

Smoking in Pregnancy & Postnatal Period

Stopping smoking is the most effective single step a pregnant 
woman can take to improve her own health and that of her baby.  
Smoking during pregnancy leads to poorer health outcomes for the 
unborn child, including smaller airways and low birth weight, as well 
as increasing the risk of pregnancy related complications, such as 
bleeding and placental abruption.

Smoking in pregnancy is both a cause and effect of health inequalities.  
Smoking is a major threat to health across all groups, and is the main 
contributor to the life expectancy gap between those who are least 
and most well off.  Babies born to smoking mothers are more likely 
to die during the first four weeks of life, and stopping smoking at any 
stage during pregnancy brings proportional health benefits

Key Findings
Smoking during pregnancy is monitored at local level by collection 
of the rates of mothers smoking at time of delivery; a data set which 
is provided by acute hospital trusts delivering babies to mothers 
resident in Central Bedfordshire (primarily Luton & Dunstable 
Hospital and Bedford Hospital) (Figure 2).  

Figure 2: Mothers Smoking at Time of Delivery
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Early Years

Bedfordshire NHS Specialist Stop Smoking Service has a Smoking 
in Pregnancy lead who works closely with Bedford hospital and a 
Stop Smoking specialist advisor that provides dedicated sessions for 
pregnant women at Bedford hospitals maternity department.  Those 
pregnant women wishing to receive support nearer home can be 
seen by the Stop Smoking Specialist that covers their local area.  
Smoking in Pregnancy support to women choosing to deliver at the 
Luton & Dunstable Hospital is provided by the Luton NHS Specialist 
Stop Smoking Service.  

The table below shows the occurrence of smoking within the 
household is recorded at the 10 day infant check by the NHS 
Bedfordshire 0-19 Service.  

Table 1: Occurrence of newborns living in a smoking household

% Newborn Babies Living in a Smoking Household

Ward Q1 09/10 Q2 09/10

All Saints 6.67 16.67

Ampthill 26.67 16.67

Arlesey 18.18 21.74

Aspley Guise 20.00 0.00

Barton-le-Clay 20.00 16.67

Biggleswade Holme 12.50 7.69

Biggleswade Ivel 26.92 17.86

Biggleswade Stratton 26.67 0.00

Caddington, Hyde & Slip End 10.53 15.38

Chiltern 12.50 20.00

Clifton & Meppershall 60.00 18.18

Cranfield 13.64 6.25

% Newborn Babies Living in a Smoking Household

Ward Q1 09/10 Q2 09/10

Dunstable Central 14.81 34.62

Eaton Bray 0.00 50.00

Flitton, Greenfield & Pulloxhill 12.50 12.50

Flitwick East 36.36 42.86

Flitwick West 33.33 5.88

Grovebury 9.76 2.22

Harlington 0.00 0.00

Heath & Reach 0.00 0.00

Houghton Conquest, Haynes, 

Southill & Old Warden 14.29 30.00

Houghton Hall 24.24 16.67

Icknield 11.11 6.67

Kensworth & Totternhoe 0.00 0.00

Langford & Henlow Village 16.67 6.25

Linslade 20.00 13.33

Manshead 18.18 15.79

Marston 22.22 8.33

Maulden & Clophill 12.50 9.09

Northfields 38.10 20.00

Northill & Blunham 27.27 8.33

Parkside 27.78 32.14

Planets 27.27 0.00

Plantation 30.00 16.67

Potton & Wensley 16.67 0.00

Sandy Ivel 33.33 9.09

Sandy Pinnacle 27.78 48.00

Shefford, Campton & Gravenhurst 18.52 18.18
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% Newborn Babies Living in a Smoking Household

Ward Q1 09/10 Q2 09/10

Shillington, Stondon & Henlow 

Camp 0.00 5.56

Silsoe 0.00 0.00

Southcott 5.26 0.00

Stanbridge 66.67 25.00

Stotfold 22.22 9.09

Streatley 50.00 0.00

Tithe Farm 23.08 18.18

Toddington 10.00 8.33

Watling 18.75 22.22

Westoning & Tingrith 25.00 25.00

Woburn 0.00 0.00

Source: NHS Bedfordshire Child Health

Best Practice
The National Institute for Clinical Excellence recommended in 2008 
that Stop Smoking Services be targeted at:

•	 Women who smoke, that are either pregnant or are planning 
to become pregnant, as well as their partners and family 
members who may smoke

•	 Mothers of infants and young children, particularly those that 
are breast feeding, and their partners and family members

It is the responsibility of a wide range of services to take action to 
address this important health issue.  These include those working 
in fertility clinics, midwives, GP’s, dentists, hospital and community 
pharmacists and those working in children’s centres, voluntary 
organisations and occupational health services.

Service Baseline
Bedfordshire NHS Specialist Stop Smoking Service has a Smoking 
in Pregnancy lead who works closely with Bedford hospital and a 
stop smoking specialist advisor that provides dedicated sessions for 
pregnant women at Bedford hospitals maternity department.  Those 
pregnant women wishing to receive support nearer home can be 
seen by the Stop Smoking Specialist that covers their local area.  

Luton NHS Specialist Stop Smoking Service is commissioned 
through NHS Luton and provides a stop smoking service to Central 
Bedfordshire women who choose to book and deliver at the Luton 
& Dunstable Hospital.  

Gaps
Bedfordshire NHS Specialist Stop Smoking Service together with the 
Bedford Hospital Midwifery Service provides a high quality support 
service for women who are ready to stop smoking during pregnancy.  
Further work needs to be undertaken to ensure that women are 
motivated to quit smoking upon referral into the service.   

It is recognised that the current service provision has the capacity 
to support women for a relatively short period of time.  It ihas been 
highlighted that there is a need to develop a holistic long term 
programme of support, which would see pregnant women being 
supported throughout the course of the pregnancy and beyond.  
Similarly, service provision is being expanded to offer support to 
pregnant women who claim to have recently quit smoking at time 
of antenatal booking, to prevent relapse during pregnancy and to 
help prevent women from re-starting smoking after delivery.

Early Years
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Early Years

Over recent months an upward shift in the number of women 
smoking at the start of their pregnancy, which is possibly linked to 
changes in population demography.  For this reason pregnant quit 
targets which are largely static will have little impact on prevalence 
of smoking at time of delivery, in the presence of an increasing 
baseline.  Therefore it is essential that pregnant quit targets are 
reviewed and set annually, but also that future work seeks to address 
the wider tobacco control and prevention agenda.  

Public / Patient Voice Involvement
Service users are provided with a feedback questionnaire prior to 
discharge from the service.  User feedback is then used to inform 
future service development.

Smoking in pregnancy focus groups are planned with service users  

Priorities
•	 Promotion of smoking cessation to women of child bearing 

age who may be planning a pregnancy
•	 At the first contact with the woman, discuss her smoking status, 

provide information about the risks of smoking to the unborn 
child and the hazards of exposure to second hand smoke

•	 Provide personalised advice and support throughout 
pregnancy, through the NHS Stop Smoking Service

•	 Increase the number of Midwives trained to provide basic level 
stop smoking advice to pregnant women, supported by the 
NHS Stop Smoking Service

•	 Ensure clients receive behavioural support from a person 
who has had training and supervision that complies with the 
‘Standard for training in smoking cessation treatments’ or its 
updates

•	 Provide tailored advice, counselling and support, particularly 
to clients from minority ethnic and disadvantaged groups 
and wherever possible, provide services in the language 
chosen by clients

•	 Ensure the local NHS Stop Smoking Service aims to treat 
minority ethnic and disadvantaged groups at least in 
proportion to their representation in the local population of 
tobacco users

•	 Offer and encourage the participation of partners and 
household members in stopping smoking

•	 Increase the provision of services to support maintenance of 
post partum cessation

•	 Where a pregnant women, or her partner / household contacts, 
are reluctant to quit smoking ensure the promotion of the 
Smokefree Homes and Cars initiative
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Early Years

Maternal Mental Health

Mental disorders during pregnancy and the postnatal period can 
have serious consequences for the mother, her infant and other 
family members.

Treatment and care should take into account patients’ individual 
needs and preferences.  Good communication is essential, supported 
by evidence-based information, to allow patients to reach informed 
decisions about their care.  Carers and relatives should have the 
chance to be involved in discussions unless the patient thinks it 
inappropriate.  A key factor in improving mental health and emotional 
wellbeing outcomes for pregnant women is likely to be improving 
methods of identification and effective and timely intervention.

Key Findings
There is no national data available on the incidence of maternal 
mental health conditions against which comparisons can be made.  

Using the epidemiology and assuming an annual birth rate, it is 
possible to estimate the number of expected cases and referrals to 
mental health.

Table 2:  The expected number of women a year presenting with perinatal 
mental health illness in Bedfordshire4

% of 
deliveries

No.  women

Major postnatal depression (using research 

diagnostic criteria)
10% 500

Moderate to severe depressive illness 3-5% 150-250

Referrals to psychiatry – new episodes of postnatal 

mental health illness
2% 100

Referrals to psychiatry – total pregnancy and child 

birth related mental health problems
3.5% 175

Admission for puerperal psychosis 0.2% 10

*Calculations based on an annual birth rate of 5000 deliveries.

Through the implementation of the Healthy Child Programme, 
routine maternal mental assessments will be carried out in the future 
by the 0-19 Service.  It is possible that results may be complied for 
inclusion in the this JSNA at a later date.  
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Early Years

Best Practice
Failure to deliver appropriate and timely management of Perinatal 
mental health conditions can pose serious longer term adverse health 
implications for the mother, child and family.  The UK Confidential 
Enquiry into Maternal Deaths (CEMD) reports that psychiatric 
disorders contribute to 12% of all maternal deaths, suicide is the 
second leading cause of maternal death in the UK.

Management of Perinatal mental health should be delivered 
through tailored care pathways which focus on early identification 
and detection, and incorporate services which are delivered by an 
appropriately trained and skilled workforce.  Questions to identify 
possible depression should be asked by the healthcare professionals 
(including midwives, obstetricians, health visitors and GPs) at a 
woman’s first contact with primary care, booking visit and postnatally 
(usually at 4-6 weeks and 3-4 months).  Appropriate questions for 
use during antenatal and postnatal contacts are outlined in the NICE 
Guidance5.

Service Baseline
The management and care of mothers with mental illness is 
undertaken by a variety of primary and secondary care services6:

•	 Psychiatrists and community mental health teams (Bedford 
and Luton Mental Health trust)

•	 General Practitioners 
•	 Health visitor, social services, voluntary support organisations
•	 Midwifery and obstetrics from Bedford Hospital
•	 Midwifery and obstetrics from Luton and Dunstable Hospital
•	 Bedfordshire PCT – mental health commissioning and public 

health directorate

A Maternal Mental Health Steering Group has recently been 
established by NHS Bedfordshire, to lead the review and 
development of Perinatal mental health service provision.  

Gaps
Comprehensive care pathways for women in Central Bedfordshire 
who suffer a Perinatal mental health condition.

Priorities
•	 Development of comprehensive care pathways for women 

in Central Bedfordshire who suffer a Perinatal mental health 
condition

•	 Assessing managed perinatal networks.  An evaluation of 
managed perinatal networks should be undertaken to compare 
the effectiveness of different network models in delivering 
care.  It should cover the degree of integration of services, the 
establishment of common protocols, the impact on patients’ 
access to specified services and the quality of care, and staff views 
on the delivery of care.  Although only a relatively small number 
of women have a serious mental disorder during pregnancy and 
the postnatal period, those who do may need specialist care

•	 Case finding for depression. A validation study should be 
undertaken of the ‘Whooley questions’ (for example ‘During the 
past month, have you often been bothered by feeling down, 
depressed or hopeless?’, ‘During the past month, have you often 
been bothered by having little interest or pleasure in doing 
things?’) in women in the first postnatal year.  It should examine 
the questions’ effectiveness when used by midwives and health 
visitors compared with a psychiatric interview.  Depression in the 
first postnatal year is relatively common and may have a lasting 
impact on the woman, her baby and other family members
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Early Years

Infant Mortality

The infant mortality rate is defined as the death of a baby up to 1 
year per 1,000 live births.

Neonatal deaths are the death of a live birth up to 28 days old.  The 
neonatal mortality rate is the number of neonatal deaths per 1,000 
live births.  A stillbirth is a baby delivered with no signs of life after 
24 completed weeks of pregnancy.  A stillbirth rate is the number of 
stillbirths per 1,000 live births and stillbirths.

Key Findings
Table 3 shows the crude stillbirth, neonatal death and infant 
mortality for Central Bedfordshire in 2006-8 (pooled).  For infant 
mortality, Central Bedfordshire has a lower rate than East of England 
and England.  These differences are not statistically significant.

Table 3: Stillbirth, neonatal death & perinatal death rates for Central 
Bedfordshire, East of England and England, 2006-8 (pooled)

Rate per 1,000 (95% CI)

Stillbirth Neonatal death Infant mortality

Central Bedfordshire 5.0 (3.8, 6.6) 2.5 (1.6, 3.7) 3.4 (2.4, 4.8)

East of England 4.4 (4.1, 4.7) 3.0 (2.7, 3.2) 4.3 (4.0, 4.6)

England 5.2 (5.1, 5.3) 3.3 (3.3, 3.4) 4.8 (4.7, 4.9)

Source: National Centre for Health Outcomes Development

Bedford Hospital’s mortality rates are small and vary year by year.  
A more reliable figure can be ascertained from the average from a 
three year period (2005-8) which are:

•	 stillbirth rate: 3.8 per 1,000 live births
•	 neonatal deaths rate: 0.6 per 1,000 live births
•	 perinatal death rate: 4.4 per 1,000 live & still births

Even with an average over three years the confidence intervals are 
wide.

The number of infant deaths for Bedford Hospital in 2008 (Table 4) 
are relatively small.

Table 4: Causes of infant mortality 

Cause of death
Number of 

deaths

Disorders related to length of gestation and fetal growth 9

Respiratory and cardiovascular disorders specific to the perinatal period 3

Ill-defined and unknown causes of mortality 3

Congenital malformations of the circulatory system 2

Source: NHS Bedfordshire

Best Practice
Hospital-to-Hospital Transfers
For the first time in 2007, Confidential Enquiry into Maternal and 
Child Health (CEMACH) has provided information on hospital-to-
hospital transfer patterns for neonatal deaths born at 22 weeks’ 
gestation onwards.  A fifth of babies dying in the neonatal period 
whose mothers initially booked at level 1 or level 2 units, were not 
transferred to level 3 units until after birth; the median gestation of 
these babies was 30 and 26 weeks respectively.  In-utero transfer of 
preterm babies may not always be appropriate or feasible, however 
it is important that review of non-transfers is carried out at unit and 
network levels.
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Early Years

Low Maternal Age
Teenage mothers (aged less than 20 years at delivery) had the 
highest neonatal mortality rate of 4.4 per 1,000 live births compared 
to other maternal age groups.  This may be due to a number of 
associated factors such as social deprivation and a higher rate of 
preterm delivery in this age group.  In 2007, teenage pregnancies 
contributed 9.6% to overall neonatal mortality in England, Wales and 
Northern Ireland.

Maternal Risk Factors
Extremes of maternal age, smoking, non-White ethnicity, and 
maternal social deprivation continue to be risk factors for stillbirth 
and neonatal death, and maternal obesity is also likely to be 
associated with these adverse outcomes.  The increase in ethnic 
diversity, obesity and the proportion of older mothers within the UK 
maternity population suggests that achieving optimal pregnancy 
outcomes may become more challenging in the future.

Post Mortem Examinations
The proportion of stillbirths and neonatal deaths where a post 
mortem examination was not offered to parents has decreased 
substantially from 2005.  This is an encouraging finding and is likely 
to reflect the uptake by local maternity services of national-level 
guidance on post mortem examination and consent.  There were 
fewer post mortems carried out for stillbirths and neonatal deaths 
born to Asian mothers.

Service Baseline
The majority of maternity services for women in Central Bedfordshire 
are provided by the Luton & Dunstable Hospital Trust, Milton Keynes 

Hospital, Bedford Hospital, East & North Hertfordshire Hospital 
and Buckinghamshire Hospital.  These include hospital based 
services such as outpatient clinics, delivery suite, postnatal wards 
and Neonatal level 1-3 units.  Co-located midwifery led units will be 
rolled out to all sites by late 2010.  Community midwifery services 
for antenatal and the majority of postnatal care are provided by L&D 
with some provided by Bedford Hospital and Milton Keynes Hospital 
community midwifery services.  

Women are encouraged to see a midwife within 12 weeks of 
pregnancy so that the midwife can take a detailed history and give 
information and advice as early as possible to promote the woman’s 
health and that of her baby.  The majority of Central Bedfordshire 
women choose to deliver at Luton & Dunstable, Milton Keynes, East 
& North Hertfordshire, Buckinghamshire and Bedford Hospitals with 
a small proportion choosing to deliver at home.

The midwife is responsible for the providing care for the baby up to 
10 days when the Healthy Child Team takes over responsibility as 
part of the Bedfordshire 0-19 service.

Gaps
Recruitment of Midwives to achieve optimum staffing levels is a 
national problem.  

Accessible integrated antenatal parenting education.
Public / Patient Voice Involvement
The Bedford Maternity Services Liaison Committee has a lay chair 
and user representation.  Also focus groups have been carried out 
and the National Patient Survey will include maternity services in 
2010.  
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Early Years

Priorities
Improve access, choice and continuity of care 

•	 Address maternity workforce issues
•	 Reduce maternal social deprivation, for example reduce 

poverty and unemployment, improve housing, improve 
nutrition including breastfeeding

•	 Reduce maternal smoking as it is associated with neonatal 
deaths

•	 Develop maternal mental health pathways
•	 Review Hospital-to-hospital transfers
•	 Reduce teenage pregnancy and provide more support to 

pregnant teenagers or teenage parents
•	 Minimise maternal risk factors - the increase in ethnic diversity, 

obesity and the proportion of older mothers within the 
UK maternity population suggests that achieving optimal 
pregnancy outcomes may become more challenging in the 
future

•	 There were fewer post mortems carried out for stillbirths and 
neonatal deaths born to Asian mothers - ensure post mortem 
examinations are carried out wherever possible, including 
tackling cultural issues and barriers
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Early Years

Breastfeeding Initiation & Continuation

Breastmilk is the optimal form of nutrition for infants, and exclusive 
breastfeeding is recommended for the first six months (26 weeks) of 
an infant’s life.  Thereafter, breastfeeding should continue for as long 
as the mother and baby wish, while gradually introducing the baby 
to a more varied diet7.

Key Findings
Data on breastfeeding initiation is collected and reported to NHS 
Bedfordshire by acute hospital trusts, in line with the Department of 
Health definition for breastfeeding initiation (see Figure 3).  

The annual target for breastfeeding initiation, set by the Department 
of Health, is to achieve a 2% annual increase in breastfeeding 
rates.  In addition to the national target, which is being achieved, 
NHS Bedfordshire also chose to set an aspirational target of 75% in 
2008/09, rising to 77% in 2009/10.

Figure 3: Breastfeeding Initiation rates in Bedfordshire
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Bedford Hospital 

Trust 76.2% 79.9% 73.5% 78.1% 76.1% 78.1%

Luton & Dunstable 

Hospital Trust 59.6% 61.3% 63.2% 65.9% 62.6% 67.4%

Bedford Hospital Trust has now started to provide ward level data on 
breastfeeding initiation for Central Bedfordshire women who deliver 
there.  Ward level analysis of rates will be available in 2010/11.
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Early Years

Data on rates of breastfeeding at 6-8 weeks after birth are collected 
by General Practitioners at the 6-8 week infant developmental 
check, and is reported to NHS Bedfordshire quarterly by Primary 
Care practices (Figure 4).  The vital signs target for 2008/09 was 39%, 
rising to 41% in 2009/10 (VSB11_05).

Figure 4: Breastfeeding rates at 6-8 weeks after birth 
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Data on rates of breastfeeding at 6-8 weeks after birth are collected 
by General Practitioners at the 6-8 week infant developmental 
check, and is reported to NHS Bedfordshire quarterly by Primary 

Care practices.  The vital signs target for 2008/09 was 39%, rising 
to 41% in 2009/10.  Data is stored on the Child Health Information 
System, meaning that the analysis of data to ward level is possible.  

Table 5: Number of Babies Breastfed at 6-8 weeks

Ward No.  Births

% Babies Breastfed

at 6-8 weeks

Manshead 81 17.3

Dunstable Central 85 21.2

Stanbridge 15 33.3

Northfields 110 24.5

Kensworth & Totternhoe 14 28.6

Icknield 58 24.1

Watling 63 25.4

Heath & Reach 16 31.3

Woburn 24 66.7

Linslade 47 42.6

Chiltern 42 21.4

Maulden & Clophill 49 36.7

Parkside 97 26.8

Plantation 70 30.0

Ampthill 72 55.6

Biggleswade Holme 60 33.3

Tithe Farm 67 23.9

Grovebury 165 41.2

Houghton Hall 105 27.6

Barton-le-Clay 49 32.7

Houghton Conquest, Haynes, Southill & Old 

Warden 35 51.4

Aspley Guise 35 68.6
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Early Years

Ward No.  Births

% Babies Breastfed

at 6-8 weeks

Caddington, Hyde & Slip End 46 45.7

All Saints 78 29.5

Biggleswade Ivel 102 35.3

Stotfold 136 45.6

Potton & Wensley 82 43.9

Planets 76 34.2

Shefford, Campton & Gravenhurst 112 34.8

Cranfield 70 61.4

Southcott 60 51.7

Northill & Blunham 31 51.6

Flitton, Greenfield & Pulloxhill 21 52.4

Biggleswade Stratton 44 34.1

Silsoe 11 81.8

Flitwick West 102 42.2

Clifton & Meppershall 50 48.0

Toddington 55 54.5

Flitwick East 76 50.0

Westoning & Tingrith 19 36.8

Shillington, Stondon & Henlow Camp 82 54.9

Langford & Henlow Village 42 52.4

Marston 68 45.6

Arlesey 75 38.7

Sandy Ivel 44 36.4

Sandy Pinnacle 104 39.4

Eaton Bray 12 25.0

Harlington 8 50.0

Streatley 2 0.0

Source: NHS Bedfordshire

Best Practice
Breastfeeding brings significant health benefits for both mother 
and child.  Infants who are not breastfed appear more likely 
to suffer with conditions such as gastroenteritis and respiratory 
disease, requiring hospitalisation.  In the longer term the child could 
be a greater risk of having higher levels of blood pressure and blood 
cholesterol in adulthood at a greater risk of type 2 diabetes.  In 
addition, breastfeeding is associated with a reduction in the risk of 
breast and ovarian cancers for mothers8.

Increasing rates of breastfeeding is considered to be a vital 
component of improving the health of the population, and in 
particular that of children and young people.  For this reason the 
Department of Health monitors rates of breastfeeding initiation 
and rates of breastfeeding at 6-8 weeks after birth (vital signs target 
VSB11_05).

The Healthy Child Programme (HCP)9 places great emphasis on 
the achievement of increased rates of breastfeeding initiation and 
continuation, which will contribute to the delivery of the 2008–
11 PSAs10 for improving the health and wellbeing of children – 
specifically the indicators for breastfeeding and obesity prevention.

Service Baseline
Both Bedford Hospital and Bedfordshire Community Health Services, 
which incorporates the new 0-19 Service (previously health visiting 
and school nursing services), have committed to achieving UNICEF 
Baby Friendly Status.  This commitment sets outs the intention of 
healthcare services to achieve Baby Friendly accreditation, to ensure 
the ongoing implementation of best practice and standards related 
to supporting breastfeeding.  
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Bedford Hospital Trust Midwifery Department has recently 
dedicated midwifery time specifically to the purpose of improving 
levels of breastfeeding initiation at Bedford Hospital.  The ongoing 
implementation of the Healthy Child Programme is also seeing the 
introduction of a Health Visitor contact for pregnant women during 
the antenatal period, which is a valuable opportunity to reinforce 
the benefits of breastfeeding and to ensure that parents are suitably 
informed in relation to breastfeeding support.  

Bedfordshire Community Health Services are taking a number of 
positive steps to improve the continuation of breastfeeding in the 
community, which include:

•	 The roll out of a peer support programme, where breastfeeding 
mothers are trained and supported by health professionals to 
support other new mothers to breastfeed

•	 Progression towards stage 1 accreditation of UNICEF Baby 
Friendly status has seen a comprehensive audit of skills across 
a range of healthcare professionals

•	 Training to a range of healthcare professionals, including those 
in Primary Care Practice, to improve support for breastfeeding 
mothers 

•	 Development of community based breastfeeding support 
programmes through Children’s Centres 

Gaps
Whilst the overall prevalence and duration of breastfeeding has 
increased across the UK, the greatest increases have been seen 
among older mothers, mothers from higher socio-economic groups 
and mothers with higher educational levels.  Young women in 

low-income areas with lower educational levels are least likely to 
initiate and continue breastfeeding.  Many young mothers lack 
access to key sources of advice and information, such as antenatal 
classes, peer support programmes, friends, family and other support 
networks11.

Increasing rates of breastfeeding will not only secure the best start in 
life for more newborn infants in Central Bedfordshire, it will also play 
a vital role in reducing health inequalities.

Public / Patient Voice Involvement
Routine service user feedback is collected through the Bedford 
Hospital Trust Midwifery Department, and is used to inform service 
development and delivery.  The service user feedback tool is currently 
being revised to comply with the ‘Women’s Experience of Maternity 
Care’ survey which is recommended by the East of England Strategic 
Health Authority.  It is possible that annual survey results may be 
included as part of the JSNA in the future.

In addition, service users sit on the Maternity Services Liaison 
Committee for Bedfordshire, to provide both direct service user 
input and to represent the views of the wider public in regards to 
issues relating to maternity services delivered at Bedford Hospital.

Early Years
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Priorities
•	 Adopt UNICEF’s Baby Friendly Initiative12 (or similar) in all 

hospital and community providers.  Certificates of commitment 
have already been acquired by Bedford Hospital Trust, Luton & 
Dunstable Hospital Trust and Bedfordshire Community Health 
Services

•	 Raise awareness of the health benefits of breastfeeding – as 
well as the risks of not breastfeeding

•	 Develop the skills of health professionals so that they are able 
to support mothers to breastfeed

•	 Provide timely and easy access to professional advice for 
mothers at times of need

•	 Provide peer support – especially during the early weeks 
– to establish and continue breastfeeding.  A peer support 
programme is currently being piloted in Bedfordshire, 
supported by NHS Bedfordshire and Bedfordshire Community 
Health Services

•	 Routinely inform fathers about the health benefits of 
breastfeeding, giving them advice and encouraging them to 
be supportive about breastfeeding – the father’s involvement 
is a key predictor of breastfeeding initiation and maintenance

•	 Use children’s centres to make antenatal and postnatal services 
more accessible to hard-to-reach groups

•	 Increase awareness of breastfeeding among young and low-
income mothers by discussing breastfeeding during pregnancy 
and providing support to tackle the barriers

•	 Raise the profile of the Healthy Start initiative, whereby 
mothers receive advice on healthy eating and breastfeeding

•	 Avoid the use of inappropriate commercially sponsored 
promotional material

Early Years

•	 Embed the promotion of breastfeeding into local public 
health campaigns and work streams, such as the Change 4 
Life obesity prevention programme
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Childhood Immunisation & Vaccination

Vaccines produce their protective effect by inducing active immunity 
and providing immunological memory.  Immunological memory 
enables the immune system to recognise and respond rapidly to 
exposure to natural infection at a later date and thus to prevent or 
modify the disease.  The primary aim of vaccination is to protect the 
individual who receives the vaccine.

Vaccinated individuals are also less likely to be a source of infection 
to others.  This reduces the risk of unvaccinated individuals being 
exposed to infection, meaning that individuals who cannot be 
vaccinated will still benefit from the routine vaccination programme.  
This concept is called population (or ‘herd’) immunity.  For example, 
babies below the age of two months, who are too young to be 
immunised, are at greatest risk of dying if they catch whooping 
cough.  Such babies are protected from whooping cough because 
older siblings and other children have been routinely immunised as 
part of the childhood programme.
When vaccine coverage is high enough to induce high levels of 
population immunity, infections may even be eliminated from the 
country, e.g.  diphtheria.  But if high vaccination coverage were not 
maintained, it would be possible for the disease to return.

Key Findings
Table 6 shows that of the childhood immunisations, none achieved 
the target in Central Bedfordshire in quarter 3 of 2009-10 

Table 6: Target results for Childhood Immunisations

Achieved Target Difference

Dtap/IPV/Hib* (aged 1) 89.8% 95% -5.2%

Pneumococcus (aged 2) 84.6% 95% -10.4%

Hib & Meningitis C (aged 2) 84.9% 95% -10.1%

Measles, mumps & rubella (aged 2) 89.3% 90% -0.7%

Dtap/IPV/Hib (aged 5) 82.5% 95% -12.5%

Measles, mumps & rubella (aged 5) 77.8% 90% -12.2%

*Diphtheria, tetanus, pertussis (whooping cough), polio and Hib

Best Practice
The National Institute for Health and Clinical Excellence Public Health 
Guidance 2113 focuses on the reduction of differences in immunisation 
uptake among children, and provides recommendations for 
improving immunisation uptake.

The Healthy Child Programme (HCP), reinforces the importance of 
childhood immunisation and recommends that immunisations be 
offered to all children and their parents.  In particular it calls for local 
planning to target excluded or at-risk families (including refugees, 
the homeless, travelling families, very young mothers, those not 
registered with a GP and those who are new to an area).  At every 
scheduled contact, members of the HCP team should identify the 
immunisation status of the child, and parents or carers should be 
provided with good-quality, evidence-based information and advice 
on immunisations, and the importance of childhood immunisation 
should be promoted.

Early Years
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Service Baseline
Childhood immunisations for children living in Central Bedfordshire 
are delivered by the following healthcare services:

•	 Primary Care Practices deliver the full range of childhood 
immunisations up to age 5 years

•	 Primary Care Practices have also been responsible for delivering 
the Human Papillomavirus (HPV) vaccination programme to 
young women aged 16-18 years old

•	 The 0-19 Service (incorporating Health Visiting and School 
Nursing) delivers the HPV vaccination programme to young 
women aged 12-13 years and the Diptheria, Tetanus and Polio 
booster to young people aged between 13-18 years.  Both are 
delivered through school based programmes.  

Priorities 
•	 Monitor vaccination status as part of a wider assessment 

of children and young people’s health, through the 
implementation of the Healthy Child Programme

•	 Improve access to immunisation services.  This could be 
achieved by extending clinic times, ensuring children and 
young people are seen promptly and by making sure clinics 
are child and family friendly

•	 Improve local call and recall systems, in conjunction with the 
Child Health Information System

•	 Ensure up-to-date information on vaccination coverage is 
available and disseminated to all those responsible for the 
immunisation of children and young people

•	 As part of the Healthy Child Programme the 0-19 Service 
should take responsibility for reviewing immunisation status 
at school entry and ensuring missed vaccinations are caught 
up

•	 Nurseries, schools and higher education settings should play 
and active role in promoting immunisations

•	 Improve access to immunisation services for those with 
transport, language or communication difficulties, and those 
with physical or learning disabilities -for example, provide 
longer appointment times, walk-in vaccination clinics, services 
offering extended hours and mobile or outreach services.  The 
latter might include home visits or vaccinations at children’s 
centres

•	 A clear process for the local infant hepatitis B vaccination 
programme should be developed and implemented

•	 Tailored support for Primary Care practices which display low 
uptake of childhood immunisations

Early Years
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Oral Health

The dental health of children in Bedfordshire is relatively good.  This 
has been evidenced in the recent national BASCD survey (British 
Association for the Study of Community Dentistry) of five- year-olds 
for 2007/08.  The BASCD survey shows the percentage of children 
with no decay experience to be 75.9% whilst the average national 
figure is 69.1%.  

However, there are still substantial improvements to be made, as 
these figures mask oral health inequalities.  Socially disadvantaged 
children experience disproportionately high levels of dental disease.  

Improvements in oral health should focus on reducing oral health 
inequalities by reducing the decay experience of 5 year old children, 
providing better access to dental services for young infants and for 
looked after children.  

N.B.  Dental Data has not yet been desegregated into Unitary areas.

Key Findings
Nationally the prevalence of dental caries in young children has 
decreased substantially over the past 40 years.  The greatest 
improvement in the decay experience of five-year-olds was seen 
between 1973 and 1983, during which time the mean number of 
decayed, missing and filled teeth (dmft) per child halved and the 
percentage of children without any caries (caries free) doubled.  
However trend data suggest that caries disease levels are now static.  

Locally the results have shown a decline in dental caries as noted 
by BASCD surveys.  The results of the national dental survey of five-
year-old children carried out in 2007-2008 have been published 
recently.

Although the results show an overall improvement in oral health it 
is important to note that this was the first survey that used positive 
consent.  This survey should not therefore be used as ‘trend data’ 
but as a ‘stand alone’ survey and should be triangulated with 
other available data eg levels of deprivation.  This is because there 
were smaller numbers of children taking part in the survey when 
compared to previous surveys.

A more detailed dental survey of five year old children was also carried 
out in the East of England and the results of this will be published 
in the near future.  It is hoped that the results of this bigger survey 
will provide accurate results of the inequalities and localities where 
dental decay is highest so that oral health promotion activities are 
more targeted in reducing inequalities.

Socially disadvantaged children experience disproportionately 
high levels of dental disease.  This is reflected in Table 7 below 
comparing the former PCT areas of Bedford, which has more social 
deprivation, and Bedfordshire Heartlands.  There are still substantial 
improvements to be made, as these averages mask oral health 
inequalities.  Table 7 compares the mean dmft for Bedfordshire for 
all five year olds compared to the dmft in children who have had 
decay experience.  The figures show that there are inequalities as the 
children who have decay experience have three teeth affected more 
than the average five year old child.

02  School Age Children
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Table 7: Decayed teeth in children aged 5 years

Mean Decayed, 

Missing and 

Filled Teeth 

(dmft) in all 

Children aged 

5 years (low is 

good) YEAR

Bedfordshire 

Heartlands
Bedford Bedfordshire

Mean dmft 

only in children 

who have 

experienced 

decay

2001/02 0.73 1.04 

2003/04 0.90 1.21 

2005/06 0.87 0.95 0.90 3.37

2007/08* - - 0.78* 3.02

*BASCD 2007/08 data cannot be used as part of trend data as this survey used positive consent

Best Practice
The British Fluoridation Society states that fluoridating drinking water 
as part of a wider health strategy has proven links to improved dental 
health in children and adults and can reduce oral health inequalities 
between the most and least deprived areas14.  Water fluoridation in 
the former Bedford PCT covers 100% of the population (unusual on 
a national level), whilst 22% of people in the former Heartlands area 
live in an area where water is fluoridated.  Dental health in areas of 
Bedfordshire where water has been fluoridated is better than in non-
fluoridated areas.  

To reduce the inequalities in dental decay experience further, 
targeted oral health promotion interventions must be used with 
mix skilled workforce.  Targeted interventions to be implemented 
include application of fluoride varnish, tooth-brushing programmes 
in schools, fissure sealants and oral health education15.

Current oral health promotion activities must be evaluated 
with input from the public to provide more information and an 
understanding of how best to deliver the interventions and which 
settings would be best.

Service Baseline
As noted in the data shown in Table 7 the mean dmft score for 5 year 
old children is 0.78, and for children who have had decay experience 
the mean dmft score is 3.02.

Gaps
There have been very few evaluations undertaken to existing 
Oral Health Promotion Programmes to determine effectiveness of 
existing programmes.
To implement fluoride interventions such as tooth brushing 
schemes and fluoride varnish schemes to further reduce equalities 
particularly in areas of high deprivation.

Priorities
Evaluate the effectiveness of current oral health promotion 
programmes with public involvement and amend programmes to 
provide better outcomes, measured in the longer term by BASCD 
surveys.
•	 To commission services to provide better robust epidemiology 

data for all future BASCD surveys
•	 To implement oral health promotion interventions targeting 

populations experiencing the highest level of dental decay 
within dental practices as noted in ‘Delivering better oral 
health’

•	 To commission dental practices to deliver evidenced based 
caries prevention treatments in areas of highest deprivation 
and ensure contracts are monitored

School Age Children
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Childhood Obesity

Nationally, there has been a rapid increase in the prevalence of 
overweight and obesity in recent years.  The last verified data 
pool identified 10.4% of boys and 8.8% of girls (average 9.6%) in 
Reception year (aged 4-5 years) and 20% of boys and 16.6% of girls 
(average 18.3%) in Year 6 (aged 10-11 years) are classified as obese 
according to the British 1990 population monitoring definition of 
obesity (≥95th centile)16.

Projections for the future are based on a range of models and 
subject to variation.  Whilst some models (Foresight 2007) project 
a continued rise, other interpretations suggest a much lower rise 
(National Heart Forum 2009).  Nevertheless, forecasters and health 
professionals are unanimous in considering current levels too high 
for healthy outcomes.  Obesity in children is a primary predictor of 
obesity in adulthood.  The health outcomes of sustained obesity 
are numerous and include increased incidence of: Type 2 Diabetes, 
CHD, Stroke, Depression, some cancers and Back Pain.  Being obese 
throughout adulthood decreases life expectancy by up to 9 years.

Key Findings
Verified childhood obesity data for Central Bedfordshire is not 
available for school year 2007/8 as the unitary did not exist at this 
time and there was no requirement to disaggregate the data.

Figure 5 shows verified data for the school year 2008/9 separated 
by East of England and Central Bedfordshire.  The rise in levels of 
obesity at year 6 over previous years are in part associated with 

the increase in percentage of children measured, these children 
typically being in the most reluctant and more overweight/obese 
groups.  The result for children in Central Bedfordshire who were 
obese was statistically significant lower than that for East of England.

Figure 5: Obese & overweight children in Year R & 6 in Central Bedfordshire and 
East of England,  school year 2008-9
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95% confidence intervals

Source: NCMP 2008/9; National Obesity Observatory

Best Practice
The Government’s Office for Science released comprehensive 
evidence and modelling document reviewing obesity (Foresight) 
across all ages in 2007 Government Office for Science17.  This 
document recognised the lack of cohesive, unequivocal evidence 
surrounding childhood obesity interventions stating “It is likely 
that action will be needed when evidence is neither complete nor 
perfect”.

School Age Children
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Notwithstanding the above, there are some evidence based 
guidelines in national and peer reviewed documents:

•	 National Institute for Health and Clinical Excellence CG 43 
Obesity guidance on the prevention, identification, assessment 
and management of overweight and obesity in adults and 
children (2006)

•	 Healthy Weight Health Lives (2008)
•	 Be active, be healthy: a plan for getting the nation moving 

(2009)
•	 Promoting physical activity, active play and sport for pre-

school and school-age children and young people in family, 
pre-school, school and community settings (2009)

The majority of evidence supports whole family and population 
level interventions aimed at modifying behaviours from less healthy 
to more healthy, with specific interventions based in identified 
geographical areas for those already in the obese categories.

There are a number of family focused interventions which have 
attracted peer reviewed and Government approval.  
Other evidence leads towards education regarding healthy 
food choices for children.  Change 4 Life (C4L) seeks to promote 
behaviour change at a national level while other programmes are 
more targeted.  Healthy eating behaviour change programmes such 
as HENRY, Food Dudes, Phunky Foods have a range of evidence level 
supporting them.  

Service Baseline
•	 MEND (a childhood/family based intervention) is funded 

by NHS Bedfordshire and delivered by Central Bedfordshire 
Leisure department at various sites

•	 Additional MEND programmes are delivered by the School 
Sports Partnership (CSP)

•	 Food Dudes has been running in 3 Primary Schools with 
positive initial output, decisions regarding future funding will 
be based on validated outcome

Gaps
There is scope to increase capacity in the MEND programme although 
the principle gap is public engagement with available programmes.

Public / Patient Voice Involvement
Public/Patient engagement through commercial Social Marketing 
organisation, selected parental feedback:

•	 88% believed happiness reflected health status
•	 84% of parents stated that they use visual signs to check on 

their children (in fact it is known that ≈ 70% of parents are 
unable to visually identify obesity in children)

•	 35% recognised they did something different as a result of 
seeing C4L material

•	 “Fast food is cheaper than healthy food”
•	 “…peer pressure such as other children eating at MacDonald's”
•	 Patient/service user voice and public views addressing 

inequalities and vulnerable groups

Programmes are adapted through a feedback cycle with engaged 
groups and health champions

School Age Children
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Priorities
Central Bedfordshire in conjunction with partner organisations 
should continue to deliver a comprehensive a range of obesity 
prevention and intervention programmes based in the community 
and schools.  Specifically there is a need to: 

•	 Increase uptake of existing programmes
•	 Improve public awareness of health issues associated with 

childhood obesity
•	 Engage community groups and provide support for healthy 

living initiatives
•	 Use population feedback to develop additional services 

around: 
•	 Children’s centres 
•	 Schools
•	 Small geographical areas identified as having greater 

need

Additionally, they should seek to: 

•	 Build physical activity into all new build and refurbishment 
projects.  Specifically, so that where given a choice the natural 
choice is to be active rather than passive in areas such as 
transport and play

•	 Engage with Chambers of Commerce partners to encourage 
food retailers to provide healthy options at competitive 
prices and with equal or greater promotion than other foods 
especially where the retailers are close to schools

•	 Develop and deliver an internal system of physical activity at 
the workplace to become an exemplar organisation

School Age Children
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Mental Health

Mental health problems are an important health problem for children 
in Central Bedfordshire.  An estimated 3540 school age children (5-
16 years old) suffer from a diagnosable mental health disorder.  This 
represents approximately 10% of childrena.

The recently launched New Horizons, (cross governmental 
programme to improve mental health and mental health services), 
highlighted unidentified and untreated mental health problems in 
childhood and adolescence as potentially resulting in immense social 
and financial costs.  Half of lifetime mental illness is already present 
by the age of 14 (excluding dementia).  Disorders in childhood are 
associated with depression and anxiety in adult years, which in turn 
can create a vicious circle: children of mothers with poor mental 
health are at much higher risk themselves of emotional and conduct 
disorders.

Key Findings
Estimated numbers of specific mental health disorders in Central 
Bedfordshire can be estimated (Table 8) based on an ONS national 
survey 200418:

a Office of National Statistics.  Mental Health of Children and Young People in Great Britain, 
2004.  2005

Table 8: Estimated numbers of specific mental health disorders Central 
Bedfordshire

Est Number of 5-16 yr olds %

Emotional Disorders 1370 3.7

Conduct Disorders 2120 5.8

Hyperkinetic Disorders 550 1.5

Autistic Spectrum Disorders 330 0.9

Eating Disorders 130 0.3

Many mental health problems, particularly the mildest problems, 
are not easily categorised into diagnostic categories.  Thus the wider 
need is likely to be much greater than the above estimates suggest.  
Some reports suggest 25% children have some mental health 
problem.

Data is not currently collected on local prevalence of children’s mental 
health problems.  The closest data to local prevalence estimates are 
caseloads for particular specialist CAMHS teams.  By comparing 
expected numbers (from national prevalence estimates) to caseload 
for the specialist CAMHS core teams, it is possible to estimate the 
gap between core CAMHS provision and prevalence (Table 9).

School Age Children



Pa
ge

 | 
28

Table 9: Expected prevalence and provision 

Central Beds

Core Team

Core Teams 

(Mid Beds and 

Dunstable– 

Caseload (A)

Estimate for 

area covered by 

core team (B)

Ratio of caseload  

to estimate

(A/B)

Emotional Disorders 294 1469 20%

Conduct disorders 25 2303 1%

Hyperkinetic disorders 42 596 7%

Autistic spectrum 

disorders
45 357 13%

Eating disorders 14 119 12%

These estimates show that the bulk of children with mental health 
needs are not seen by specialist CAMHS core teams.  These children 
are either being supported by other services or represent an unmet 
need in the community.

Best Practice
New Horizons advocates a life course approach as illustrated in 
Figure 6.

Figure 6: Life course approach to improving childhood and adolescent 
mental health

School Age Children
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The National Service Framework for Children, Young People and 
Maternity Services Standard 9 addresses the mental health and 
psychological well-being of children and young people.  It suggests:

•	 All staff working directly with children and young people have 
sufficient knowledge, training and support to promote the 
psychological well-being of children, young people and their 
families and to identify early indicators of difficulty

•	 Protocols for referral, support and early intervention are agreed 
between all agencies

•	 Child and adolescent mental health (CAMH) professionals 
provide a balance of direct and indirect services and are flexible 
about where children, young people and families are seen in 
order to improve access to high levels of CAMH expertise

•	 Children and young people are able to receive urgent mental 
health care when required, leading to a specialist mental 
health assessment where necessary within 24 hours or the 
next working day

•	 Child and adolescent mental health services are able to meet 
the needs of all young people including those aged 16 and 17

•	 All children and young people with both a learning disability 
and a mental health disorder have access to appropriate child 
and adolescent mental health services

•	 The needs of children and young people with complex, severe 
and persistent behavioral and mental health needs are met 
through a multi-agency approach.  Contingency arrangements 
are agreed at senior officer levels between health, social 
services and education to meet the needs and manage the 
risks associated with this particular group

•	 When children and young people are discharged from in-
patient services into the community, and when young people 
are transferred from child to adult services, their continuity of 
care is ensured by use of the ‘care program’ approach

According to a recent Cochrane review, factors that need to be 
considered when developing these alternative services include:

•	 the profile of young people admitted to these alternative 
services

•	 the availability of local inpatient treatment
•	 the development of a systems approach to forge links between 

different agencies providing services and engaging families in 
treatment

Conduct disorders: NICE guidance recommends parenting 
programmes for parents of children under 12 years old.  These should 
be evidence based and ideally last 8-12 sessions19.  

Emotional disorders: NICE guidance recommends that mild depression 
can be treated at Tier 1 or 2 with psychological interventions for 2-3 
months (if not improved after 4 weeks of watchful waiting).  These 
may be include individual non-directive supportive therapy, group 
cognitive behavioural therapy (CBT) or guided self-help (GSH)20.  
After this referral to specialist services is suggested if not improved.  
Psychological therapies are also appropriate therapy for anxiety 
problems21.
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Eating disorders: NICE guidance recommends that people with 
suspected anorexia nervosa should be referred to specialist care 
immediately but that those with suspected bulimia can be managed 
with an evidence-based self help programme.  Adolescents can be 
appropriately managed with cognitive behavioural therapy but will 
normally need 16-20 sessions over 4-5 months22.

Hyperkinetic disorders: NICE guidance recommends a period of 
watchful waiting of up to 10 weeks or offering parents or carers 
a referral to a parent-training/education programme should 
be considered if possible ADHD is having an adverse impact of 
development or family life.  For young people with moderate levels 
of impairment a group parent-training/education programme, 
either on its own or together with a group treatment programme 
(cognitive behavioural therapy [CBT] and/or social skills training) for 
the child or young person is recommended23.

Autistic spectrum disorders: SIGN guidance (2007) recommends 
behavioural interventions should be considered to address a wide 
range of specific behaviours in children and young people with ASD, 
both to reduce symptom frequency and severity and to increase 
development of adaptive skills24.  

Self harming behaviours: NICE recommends that the decision about 
referral for further treatment and help should be based upon a 
comprehensive psychiatric, psychological and social assessment, 
including an assessment of risk, and should not be determined solely 
on the basis of having self-harmed25.  

Service Baseline
Current services are provided by a wide range of services:

•	 Tier 1 / Universal services – education / primary care
•	 Tier 2 / Targeted services – Central Bedfordshire council / 

voluntary sector / specialist Child and Adolescent Mental 
Health services (specialist CAMHS)

•	 Tier 3 – specialist CAMHS
•	 Tier 4 – out of area specialist providers used

There is a huge diversity of services in the area which are provided 
by many different providers.

A Multi-Agency Allocation Group (MAAG) meets regularly to review 
and direct referrals to appropriate services.  Referral is made with a 
Common Assessment Framework (CAF) form.  The majority of these 
referrals come from schools or GP’s.  Challenges exist in ensuring 
the CAF form contains enough information to decide appropriate 
referral but is also user-friendly.

Central Bedfordshire currently provides a range of parenting services.  
These have the following strengths:

•	 Many are group based
•	 Several of the programmes offer 8-12 sessions
•	 The services cover the age range recommended
•	 The Strengthening Families 10-14 programme includes young 

people as well as parents
•	 The Triple P programme claims a substantial evidence base of 

its effectiveness (although this has not been reviewed for this 
work)
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Conduct disorders are rarely seen by core specialist CAMHS teams.  
It is estimated that only 1% of those with conduct disorders are seen 
by specialist CAMHS in one month.  

Most psychological services are only accessible through tier 3 
specialist CAMHs referral.  Educational psychologists and/or 
counsellors both work with schools in Central Bedfordshire.  An 
estimated 10-25% of children with emotional disorders are seen by 
specialist CAMHS core teams.

For eating disorders some initial support will be given at tier 1 and 
also from some tier 2 services such as counseling.  An estimated 10-
25% of children with eating disorders are seen by specialist CAMHS 
core teams.

An ADHD pathway is being developed currently.  Typically school 
nurses and GPs refer to community paediatricians.  The community 
paediatrics team will refer complex cases on to specialist CAMHs.  
Currently there are insufficient links between this referral pathway 
and parenting classes.  There is a lack of social skills training.

Autistic spectrum disorders are developmental disorders which are 
often seen by pediatricians as well as psychiatrists.  Specialist CAMHs 
core teams are estimated to see an estimated 5-15% of children 
with these problems.  Educational support is given by educational 
psychology teams.  

Young people who self harm will currently be seen across the wide 
range of services available with the most severe seeing specialist 
CAMHs.  Those with self injury or poisoning which results in hospital 
attendance will result in a specialist CAMHs review.  

The Targeted Mental Health in Schools Project (TAMHs) is being 
rolled out and is being targeted to the schools with the most need.  
TaMHS is based on three school clusters; Alameda, Kings Houghton, 
Holmemead.  

Gaps
Negative social factors are associated with higher levels of mental 
health problems.  On the basis of the high levels of social deprivation 
and unemployment, it is recommended that the following areas in 
Central Bedfordshire be focused upon:

•	 Houghton Regis
•	 Northfields
•	 Dunstable Downs

Parenting services may not have sufficient capacity to meet need 
with respect to conduct disorders, ADHD and autistic spectrum 
disorders.  

Psychological services are not currently widely accessible from the 
community.  This is important for emotional disorders and bulimia 
in particular.

Pathways for ADHD and autistic spectrum disorders need to be 
better linked to parenting support.  

Sharing of risk assessment, particularly of children who self harm, 
needs to work better across the range of services working with 
children.  
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Public / Patient Voice Involvement
Consultation with stakeholders emphasised the following issues: 

•	 Insufficient mapping of current services
•	 Gaps in provision of family therapies, evidence based 

psychological therapies and peer mentoring programmes 
among others

•	 Poor communication across the many service providers 
involved in children’s care

•	 Difficulties with the demand required in making a multi-agency 
allocation group referral and the lack of an easily accessible 
referral pathway

Views of service users have been gathered by the Children & Young 
People Department (CYPD) of Bedfordshire and Luton Partnership 
Trust (BLPT), 2008-09.  The main areas highlighted for improvement 
were the standards of the waiting areas and also more convenient 
appointment times.

Views of stakeholders have highlighted:

•	 A possible lack in the provision of Tier 2 services for children 
who do not meet the referral thresholds for specialist CAMHS 
services.  This may represent a real gap but given the problems 
with the MAAG process and the lack of clarity of services this 
needs to be determined

•	 The difficulties in managing teenagers in crisis in the community

•	 A lack of accessible advice for primary care regarding care and 
referral.  (Primary mental health workers are in post but there is 
lack of widespread knowledge of these services at Tier 1.)

•	 The difficulty of getting mental health help for parents when 
caring for children with mental health problems.

Priorities
•	 Availability of parenting classes should be reviewed and is 

likely to need to be increased
•	 Availability and access of psychological therapies should be 

reviewed to examine the possibilities for increasing access at 
tier 2 level

•	 Services for behavioural and emotional disorders, such as 
parenting and psychological services should be focused 
on the areas of highest social deprivation (Houghton Regis, 
Northfields, Dunstable Downs, Flitwick East, Sandy, Plantation 
and Leighton-Lindslade Wards)

•	 For suspected bulimia, evidence based self help programmes 
and CBT sessions should be made available

•	 For autistic spectrum disorders, behavioural interventions 
focused on adaptive skills should be provided across different 
settings

•	 For young people who self harm, effective psychosocial and 
risk assessment should be better supported at tier 1.  

•	 A forum for improving local children’s mental health data 
should be established

•	 Detailed mapping of current services and establishment of 
clear referral pathways and lines of communication should be 
carried out
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•	 Multi-agency allocation group systems and the use of the 
common assessment framework need to be reviewed

•	 Further work needs to be done on the needs of the most 
vulnerable groups

•	 Services are developed in a systems approach forging strong 
interagency links and engaging families in the process 
wherever possible

•	 The MAAG panel process should be reviewed and improved.  
Positives from the 2006 evaluation should be included in 
this process.  Referrers into the panel should be included in 
discussions of how to develop it

•	 Specialist CAMHS should develop better links to services to 
support parents both with parenting and their own mental 
health problems

•	 Data collection needs to be improved to get local estimates 
of provision and if possible needs.  Developing a shared 
terminology / categorisation across all providers working with 
children with mental health needs would facilitate this

•	 Local evaluation of services should be undertaken via user 
generated outcome data.  This is being introduced by CYPD at 
BLPT
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The Healthy Schools Programme (NHSP) is a joint initiative 
between Department for Children, Schools and Families (DCSF) and 
Department of Health (DH).  This promotes a whole school / whole 
child approach to health.  The programme has existed since 1999.

Healthy Schools is intended to deliver real benefits with respect to

•	 Improvement in health and reduced health inequalities
•	 Raised pupil achievement
•	 More social inclusion
•	 Closer working between health promotion providers and 

education establishments

The programme is intended to support children and young people 
to be healthy and achieve at school and in life, by providing 
opportunities at school for enhancing emotional and physical 
aspects of health.  In the longer term, this will lead to improved 
health, reduced health inequalities, increased social inclusion and 
raise achievement for all.

A broad range of activity is being undertaken across Central 
Bedfordshire schools, supported by the Bedfordshire Healthy Schools 
Team.  Workstreams focus on improvements in diet and nutrition, 
increasing levels of physical activity, improving sexual health and 
reducing harmful and risky behaviours.

Key Findings
The target for 75% of schools to achieve National Healthy School 
Status by 2010 has been met early in Central Bedfordshire, with 77% 
of schools currently holding the Healthy School status.  

To ensure the maintenance of standards, schools which achieved 
National Healthy School Status in 2006, (16 schools) are now 
required to complete an online Annual Review to maintain their 
National Healthy School Status.  To further improve standards, 
schools which achieved National Healthy School Status in either 2006 
(16 schools) or 2009 (13 schools) are now also eligible to embark on 
the new Enhancement Model for Healthy schools.
The remaining 31 schools without Healthy Schools Status are 
currently being supported to achieve this.

Priorities
•	 Support remaining 31 schools within Central Bedfordshire to 

achieve National Healthy Schools Status
•	 Ensure ongoing commitment to the support and delivery of 

wider Public Health programmes, such as the Change 4 Life 
(obesity prevention and physical activity promotion)

•	 Provide support to schools to guide parents and pupils with 
concerns around weight (both over and under weight), 
particularly those identified through the National Child 
Measuring Programme (NCMP)

•	 Continue to work closely with the School Sports Partnerships 
in order to ensure effective collaborative working to support 
the delivery of high quality Physical Activity provision for 
children and young people

•	 Support improvement in the consistency and quality of 
Personal, Social and Health Education (PSHE), including Sex 
and Relationship Education (SRE), particularly in the teenage 
pregnancy hot spot areas

•	 Continue to develop and support the Emotional Health and 
Well-being Essential Guide website
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Smoking

Smoking remains the main cause of preventable morbidity and 
premature death in England and beyond the well-recognised 
effects on health; tobacco also plays a role in perpetuating poverty, 
deprivation and health inequalities

Key Findings
Nationally some 80% of people start smoking as teenagers and it can 
be presumed that this will be the same for smokers that live within 
Central Bedfordshire.  Smoking prevalence has declined in the last 
few decades, although this is not the case for young smokers.  One 
in seven 15 year-olds are regular smokers, with girls being more 
likely to smoke than boys.  Those young people who do experiment 
run the risk of addiction and of becoming long term smokers.  The 
earlier young people become regular smokers, the greater their risk 
of developing lung cancer or heart disease if they continue smoking 
into adulthood.

In Central Bedfordshire, 44% of Year 8 pupils (aged 12-13) reported 
that they have a parent, sibling or friend who smokes on most days 
and 5% of boys and 3% of girls reported that they smoke occasionally 
or regularly.  3% of pupils said that they used to smoke but don’t 
now26.

This contrasts with Year 10 (aged 14-15) in Central Bedfordshire 
where 56% of pupils reported that they have a parent, sibling or 
friend who smokes on most days.  16% of boys reported that they 
smoke occasionally or regularly.  18% of girls reported that they 

smoke occasionally or regularly.  4% of pupils say that they smoke 
but would like to give up15.

A range of factors can increase the risk of becoming a regular smoker.  
These include gender, being older, alcohol or drug use, a history of 
truancy or exclusion from school and lack of educational aspirations 
beyond age 16.

NHS Bedfordshire Stop Smoking Service currently provide support 
for young people that wish to quit and with ‘Healthy Schools’ have 
worked in partnership with local schools to train student support 
workers to provide interventions within school settings.

Bedfordshire has a smokefree homes scheme that encourages 
parents that do not with to quit, to smoke outside away from their 
children.  However, promotion of this scheme by front line staff has 
been limited.

Family is a key influence on whether or not children and young 
people take up smoking, those that live with adult smokers are 
almost three times more likely to start smoking than those that live 
in smokefree homes and those with an older sibling who smokes 
are themselves five times more likely to smoke.  Therefore reducing 
adult prevalence is essential to stopping young people starting.
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Best Practice
The National Institute for Clinical Excellence (NICE) mass-media and 
point–of–sales measures (National Institute for Health and Clinical 
Excellence (NICE) Public Health Guidance 14) to prevent the uptake 
of smoking by children and young people recommends:

•	 The use of Mass media campaigns and the enforcement of 
existing legislation.  These interventions should be combined 
with other prevention activities as part of a comprehensive 
tobacco control strategy.  

•	 NICE will be publishing guidance on School–based 
interventions to prevent smoking uptake among children in 
February 2010.

•	 There is currently no NICE Guidance around best practice for 
supporting young people to quit smoking.

In 2008 the DH published Excellence in tobacco control: 10 High 
Impact Changes to achieve tobacco Control.  It stated that although 
de-normalising smoking across the wider population is the key 
to youth prevention, there are other steps that local Smokefree 
Alliances take to support tobacco control.

Priorities
•	 Help all smokers to quit by providing high quality NHS Stop 

Smoking Services and ensuring their promotion at local level
•	 Reducing exposure to secondhand smoke by promoting 

smokefree homes and cars
•	 Support the use of mass media campaigns

•	 Support the work of Bedfordshire and Luton multi agency 
Smokefree Alliance around the following as stated in 
Excellence in tobacco control

•	 Working in partnership with schools colleges, trading 
standards, young people’s services, local communities and the 
voluntary sector

•	 Encourage the role of youth advocacy
•	 Work with trading standards to educate retailers, reduce 

underage sales and increase test purchasing in retail 
environments

•	 Support local action to stem the flow of illegal tobacco imports 
and educate the general public on illicit sales to further reduce 
access ‘on streets’

•	 Work with the Healthy Schools coordinator to ensure that there 
is an evidence base approach in place to undertake tobacco 
education across each of the four key stages of the curriculum

•	 Reinforce the message that adults at work or in a position of 
authority should not smoke in front of children and young 
people

•	 Treatment services should be promoted to young people and 
the quality should be the same as that for adult stop smoking 
services

•	 Brief interventions should be part of school nurse targets, at 
the very least they should be delivering messages about where 
and how to access support

•	 Professionals working with parents should be trained to pass 
on the messages about secondhand smoke
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Sexual Health

Sexually transmitted infections (STIs) disproportionately affect 
young people.  Research shows that young people are more likely to 
have higher numbers of sexual partners, use barrier contraception 
inconsistently and are more likely to become re-infected after being 
diagnosed with and treated for an initial STI.

Chlamydia is the most common STI and left untreated can lead to 
pelvic inflammatory disease, ectopic pregnancy, and infertility.  

Key Findings
The incidence of sexually transmitted infections (STIs) in Bedfordshire 
is in line with the national average, although infection with Chlamydia 
(diagnosed in clinics of genito-urinary medicine) is increasing.  Some 
of this increase is due to increased testing but the high proportion of 
positive tests is of concern.  By the end of March 2009 around 16.2% 
of 15-24 year olds in Bedfordshire had been tested for Chlamydia.  
1 in 10 young people screened opportunistically (i.e.  without 
symptoms) for Chlamydia were found to be infected.

Infection with Gonorrhoea is decreasing in the Eastern Region 
since it peaked in 2003/4.  Local figures show such variability that 
interpretation of short term trends is problematic.  Data is currently 
clinic based, so only a proportion of patients at the clinics shown will 
be from Central Bedfordshire.

Chlamydia screening currently takes place across a range of settings 
within Central Bedfordshire, including:

Table 10: Number of Chlamydia screens by settings

Education Settings

Setting
Actual Number of 

Screens

% of 51, 000 Total 

YP Pop

% of our 25% 12775 

target

Schools 950 1.86%% 7.4% of target

Colleges 171 0.3% 1.3% of target

Universities 10 0.02% 0.08% of target

TOTALS 1281 2.5% 10.03% of target

Primary care settings

Setting
Actual Number of 

Screens

% of 51, 000 Total 

YP Pop

% of our 25% 12775 

target

GPs 333 0.7% 2.6%

Pharmacies 0 0% 0%

CaSH 35 0.07% 0.27%

TOTALS 368 0.7% 2.87%

Children’s Under 5s Services

Setting
Actual Number of 

Screens

% of 51, 000 Total 

YP Pop

% of our 25% 

12775 target

Children’s Centre 47 0.09% 0.37%

Hard to reach young people

Setting
Actual Number of 

Screens

% of 51, 000 Total 

YP Pop

% of our 25% 

12775 target

Hostels 6 0.01% 0.05%

Youth Groups 57 0.11% 0.45%

Workplace, Sports and Leisure Settings

Setting
Actual Number 

of Screens

% of 51, 000 Total 

YP Pop

% of our 25% 12775 

target

Sports & Leisure 67 0.13% 0.5%

Workplace 95 0.18% 0.74%

Source: CASH: Contraceptive & Sexual Health
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Best Practice
The Undercover condom distribution scheme is set up to support 
sexually active young people aged 25 and under living and 
accessing services in Bedfordshire.  The scheme will contribute to the 
reduction of unwanted teenage pregnancies and the incidence of 
STIs amongst young people through greater access to free condoms 
at Undercover sites.

Condom distribution is designed to meet the following aims:

•	 To promote condom use to the target audience
•	 To increase availability, accessibility and acceptability of 

condoms through a range of sites within the local community
•	 To provide opportunities to discuss sexual health with young 

people
•	 To contribute to the reduction of unintended teenage 

pregnancy and parenthood
•	 To contribute to the reduction of the risk of transmission of 

sexually transmitted infections (STIs), including HIV

Condom distribution needs to be available in a variety of settings 
including schools, colleges, hostels, youth organisations, children’s 
centres, GP practices, pharmacies.

Chlamydia Screening should be offered to all Young People between 
the age of 15 and 24 years old, regardless of whether they describe 
themselves as sexually active or not.  This allows those who are at risk 
but unwilling or uncomfortable about disclosing this to be tested 
and  subsequently treated in complete confidence.  Young People 
should be screening at least annually and after each change of 
partner.  

Service Baseline
See Sexual Health Needs Assessment – conducted to inform the 
redesign of the Bedfordshire Sexual Health Services for 2009/2010.

To assist in the reduction of rates of sexually transmitted infections 
in Central Bedfordshire, Sexual Health/Teenage Pregnancy training 
programme has recently been developed for professionals working 
directly with young people.  The training programme, which 
commenced in September 2009, has been completed by 42 staff to 
date.  In addition, the number of professionals in Central Bedfordshire 
who are distributing condoms, offering Chlamydia Screening and 
working to reduce the rate of unintended pregnancies is set to 
rise.  28 GP practices  and 15 youth/community organisations are 
currently part of the condom distribution scheme.

From the 1st December Brook Bedfordshire will be running 6 clinics 
across Central Bedfordshire.  These clinics will cover Flitwick, 
Dunstable, Houghton Regis, Leighton Buzzard, Biggleswade and 
Sandy.  The clinics will run in locations, and at times, which are 
convenient for young people and will offer a range of services 
including Chlamydia testing and treatment, choice of contraception, 
emergency contraception, pregnancy testing, free condoms, STI 
testing and treatment, support around sexuality and orientation 
and referral for abortions.  Brook will also be providing clinics in 
youth settings, in schools and in further education colleges, as well 
as specific work with boys and young men.
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There are currently three Sphere clinics running across Central 
Bedfordshire delivering Integrated Sexual Health Services to 
Registered and Non Registered patients.  Sphere clinics offer a 
variety of services including: sexual health information and advice, 
various contraception methods, chlamydia screening, HIV testing 
and screening and treatment for sexually transmitted infections.  

To date 30 pharmacies across NHS Bedfordshire have applied to 
participate in this Local Enhanced Service, which will enable them to 
supply Emergency Hormonal Contraception to eligible individuals 
free of charge.  Two pharmacies have commenced these services 
across Central Bedfordshire.

Gaps
Increased provision of accessible, young-people friendly sexual 
health services that meet in full, the ‘You’re Welcome’ quality 
standards.  E.g.  services based in:

•	 Schools
•	 Pharmacies
•	 GPs
•	 Children’s Centres
•	 Informal Youth Settings
•	 Colleges

Need for improved systems and processes for young people’s 
involvement networks to provide evidence of impact, and inform 
service development.

Public / Patient Voice Involvement
See final point above

Priorities
•	 Increase in school based sexual health services including 

condom distribution, by fully trained pastoral or student 
support services staff – specifically in the two Teenage 
Pregnancy Hotspot Cluster Upper Schools

•	 Increase in the number of young people’s sexual health service 
sessions available

•	 Increase in the number of Sphere clinics running
•	 Increase in the number of Pharmacies participating in 

the distribution of Emergency Hormonal Contraception, 
Chlamydia Screening Programme and distributing condoms

•	 Improved access to up-to-date data around STIs and young 
people’s risky behaviour

•	 Chlamydia screening should be normalised and offered to all 
young people in the age range as an opt out

•	 Engage a Central Bedfordshire GP champion for Chlamydia 
screening to assist in the increased uptake of testing within 
Primary Care

•	 Expand routine Chlamydia screening age range within 
educational settings
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Teenage Pregnancy

There are a number of negative outcomes associated with teenage 
pregnancy that make it a key concern for public health:

•	 At age 30, teenage mothers are 22% more likely to be living 
in poverty than mothers giving birth aged 24 or over, and are 
much less likely to be employed or living with a partner

•	 Teenage mothers are 20% more likely to have no qualifications 
at age 30 than mothers giving birth aged 24 or over

•	 Teenage mothers have 3 times the rate of post-natal depression 
of older mothers and a higher risk of poor mental health for 3 
years after the birth

•	 The infant mortality rate for babies born to teenage mothers is 
60% higher than for babies born to older mothers

•	 Teenage mothers are 3 times more likely to smoke throughout 
their pregnancy, and 50% less likely to breastfeed, than older 
mothers - both of which have negative health consequences 
for the child

•	 Children of teenage mothers have a 63% increased risk of being 
born into poverty compared to babies born to mothers in their 
twenties and are more likely to have accidents and behavioural 
problems

•	 Among the most vulnerable girls, the risk of becoming a 
teenage mother before the age of 20 is nearly 1 in 3

Key Findings
Teenage pregnancy is a public health issue within Central 
Bedfordshire.  There are wards such Houghton Hall, Parkside, Tithe 
Farm and Stanbridge where teenage pregnancy rates are much 
higher than the National, Regional and Bedfordshire average (Table 
11).  This clearly demonstrates why there is a need for targeted work 
within these areas, involving all frontline professionals working with 
young people.

In Central Bedfordshire we are targeting our resources to tackle 
these higher rate areas.  This has been achieved through the 
commissioning arrangements, where three local organisations have 
been chosen to undertake targeted programmes of work to address 
the underlying causes of teenage pregnancy.

Table 11: England, East of England & Central Bedfordshire Under 18 Conception 
Data

ONS Data

(provisional figures)
England East of England Central Bedfordshire

U18 provisional rate 

(2008)
40.5 31.4 31.1

% leading to abortion 

(2008)
- - 56%

% change in rate (1998 

Baseline 37.2)
13% 17.2% 16%

2010 target 23.3 - 18.6

Source: Office of National Statistics
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Ward Level Data
Under-18 conception rates allow comparisons between areas and 
over time as they account for differences in population size.  ‘Hotspot’ 
wards with a rate among the highest 20% in England have a 2005-
07 under-18 conception rate equal or higher than 53.3 per 1000 
females aged 15-17.

High rates of teenage pregnancy in Central Bedfordshire are 
concentrated within the following wards:

Table 12: Teenage pregnancy hotspots

Ward Area
U18 conception rate per 

1000 females 15-17yrs

 Houghton Hall  Central Bedfordshire 79.9

 Manshead  Central Bedfordshire 78.2

 Tithe Farm  Central Bedfordshire 74.0

 Parkside  Central Bedfordshire 66.7

Stanbridge  Central Bedfordshire 60.8

Dunstable Central  Central Bedfordshire 52.6

Source: ONS TPU 2005-2007

Table 13: Risk Factors associated with Teenage Pregnancy

Risky Behaviour Education Related Factors
Family and Social 

Circumstances

•	 Early onset of sexual 

activity

•	 Poor contraceptive use

•	 Mental health/conduct 

disorder/ involvement in 

crime

•	 Alcohol and substance 

misuse

•	 Teenage motherhood

•	 Repeat abortions

•	 Low educational 

attainment

•	 Disengagement from 

school

•	 Leaving school at 16 

with no qualifications

•	 Living in care

•	 Daughter of 

a teenage 

mother

•	 Ethnicity

•	 Parental 

aspirations

Best Practice
The Teenage Pregnancy Strategy for Central Bedfordshire provides a 
comprehensive plan to achieve a reduction in the teenage conception 
rate with Central Bedfordshire.  An annual Self Assessment Toolkit is 
submitted to the Teenage Pregnancy Unit, which ensure that local 
strategy follows best practice, incorporates review of local service 
provision, and compares the local picture with that of its statistical 
neighbours.
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Service Baseline
Current local activity, structured around evidence based practice, 
includes the following (see Table 14)
Table 14: Evidence based practice to reduce teenage pregnancy
Strategic •	 A local Strategy Group has been established to ensure that 

specific gaps in strategy are addressed

•	 The Assistant Director for Integrated Services 0-19 and the 

Director of Public Health are the high level accountable leads 

to the Children’s Trust
Data •	 Ward level data is used to target local areas of high and 

increasing rates

•	 Ward level data has influenced the mainstreaming of 

Connexions Teenage Parent posts
Strong Delivery 

of Personal, 

Social and Health 

Education /Sex 

and Relationship 

Education

•	 Audit completed in all Upper Schools

•	 Healthy Schools Bedfordshire is developing the new 

Enhancement Model in schools with students vulnerable to a 

range of negative outcomes

•	 Teenage Pregnancy Hotspot Cluster Support group is being 

established to support delivery with external agency input 

and strong partnership working

•	 Chlamydia Screening Programme is running in all Upper 

Schools for Years 12 & 13 and currently in 3 schools for Year 11.
Access to Young 

People Friendly 

Contraceptive 

and sexual health 

services 

•	 Brook delivering new Sexual Health Services to young people 

– based in six locations in Central Bedfordshire - working 

towards the You’re Welcome Quality Standards

•	 Sphere clinics delivering integrated sexual health and 

contraceptive services in three GP Practices in Central 

Bedfordshire

•	 The number of Undercover Condom Distribution sites has 

now reached 43 in Central Bedfordshire

•	 The Emergency Hormonal Contraception (EHC) Scheme is 

available from two pharmacies in Central Bedfordshire

Integrated Youth 

Support Services

•	 1 x 0.5 Whole Time Employee (WTE) Teenage Pregnancy 

Prevention Youth Worker funded to deliver preventative work 

in high under-18 conception wards in Central Bedfordshire – 

Houghton Hall, Parkside, Tithe Farm.
Targeted work 

with at risk young 

people

•	 Commissioned projects delivered by Prevention, 

Understanding, Knowledge and Education (PUKE) on drinking 

and risky behaviours and Woodenhill, developing self esteem, 

communication and tackling SRE issues with looked after 

children and alternative education groups

•	 Cluster Support group being set up to support delivery with 

external agency input and strong partnership working
Targeted work with 

Parents

•	 Speakeasy Courses being delivered by the PSHE Consultant 

for Central Bedfordshire
Communication •	 Comprehensive Communications Strategy being developed 

through the Risk & Resilience Group for 2010 onwards
Raising Aspirations •	 Systems and processes for the monitoring and evaluation of 

specific programmes to raise aspirations and self-esteem to 

be developed and confirmed by the Risk & Resilience Group 

for 2010/2011
Workforce 

Development

•	 Comprehensive and evaluated TP & Sexual Health Training 

Programme delivered to all partner organisations e.g.  Youth 

Service; Connexions; YOT; Foster Carers

Gaps
Areas for improvement have been highlighted through the 
completion of the Teenage Pregnancy Self Assessment and they 
make up the priorities as stated in the Priority Section.
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Public / Patient Voice Involvement
In 2009, a teenage parent’s needs assessment was completed for 
Bedfordshire.  As part of this assessment, focus groups and one to 
one interviews were held with teenage mothers and fathers across 
the county to get their views on the current service provision for 
young parents.  The feedback gained will be used to shape future 
services for teenage parents in 2010/11.  

The three commissioned projects continually gain feedback and 
evaluation from the young people they work.  This ensures that 
services are flexible in their approach and provide support that 
meets the needs of the young people they are working with.

Priorities
Completion of the annual Teenage Pregnancy Unit Self Assessment 
Toolkit, and a Review of the local Strategy, has identified a number of 
key areas to be addressed.

RED (Require SMART actions within 3-6 months)

•	 Ensure clear and effective strategic co-ordination, incorporating 
effective use of data

•	 Ensure that the consistency and quality of PSHE (including 
SRE) is improved – specifically in identified teenage pregnancy 
‘hotspot’ areas

AMBER (Considered of high importance for improvement within 
12 months)

•	 Clarify local commissioning arrangements
•	 Improve provider data provision
•	 Review improvements to the effectiveness of Young People’s 

CASH and abortion services
•	 Ensure consistent and regular monitoring of services
•	 Execute a full training needs assessment
•	 Improve promotion of positive activities
•	 Improve sign-posting to specialist services
•	 Ensure further targeted support for young people at risk
•	 Agree accountability for a Parenting Strategy
•	 Improve provision of training, support and supervision for 

young parents
•	 Develop and implement a clear Teenage Pregnancy Care 

Pathway
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Physical Activity

Physical inactivity is a serious and increasing public health problem.

The estimated costs of physical inactivity in England are £8.2 billion 
annually – and this does not take into account the contribution 
of inactivity to obesity which is estimated at £2.5 billion annually.  
Adults who are physically active have 20-30% reduced risk of 
premature death and up to 50% reduced risk of developing the major 
chronic diseases such as coronary heart disease, stroke, diabetes and 
cancers27.  

Although children are generally more active than adults, 
approximately one-third of boys and one-third to a half of girls 
report activity levels that may compromise their health.  

Key Findings
In Central Bedfordshire, 92.4% of children are reported to be 
physically active which is better than the England average of 90.0%.  
Activity in adults is significantly better than the England average at 
14.3% and 10.8% respectively28.

Best Practice 
Physical activity is defined as ‘Any force exerted by skeletal muscles 
that results in energy expenditure above resting level’. Moderate 
physical activity can be defined as activities with an energy cost of 
at least 5 kcal/min but less than 7.5 kcal/min.  For most people this is 
equivalent to a brisk walk29.

Be Active, Be Healthy establishes a framework for the delivery of 
physical activity aligned with sport for the period leading up to the 
London 2012 Olympic Games, Paralympic Games and beyond.  It 
also sets out new ideas for local authorities and primary care trusts 
(PCTs) to help determine and respond to the needs of their local 
populations, providing and encouraging more physical activity, 
which will benefit individuals and communities, as well as delivering 
overall cost savings30.

Change4Life, launched in January 2009, is a society wide movement 
that will help families in England to “eat well, move more and live 
longer” by supporting them to change their behaviour.  Although the 
programme is starting with at-risk families initially, it will ultimately 
be extended to everyone.  Go to www.nhs.uk/change4life for more 
information.  

The Department of Health recommends that children and young 
people should achieve at least 60 minutes of moderate intensity 
physical activity each day.  The recommended levels can be achieved 
either by doing all the daily activity in one session, or through several 
shorter bouts of 10 minutes or more.  For most people, the easiest 
and most acceptable forms of physical activity are those that can be 
incorporated into everyday life however it can be structured exercise 
or sport, or a combination of these.  
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Be Active, Be Healthy (2009) identifies four overriding principles to 
increasing levels of physical activity:

•	 Informing choice and promoting activity – the majority of 
adults fail to exercise at a level that brings the full range of 
health benefits.  Messages need to communicate the facts, 
dispel myths and be tailored to specific population groups, 
taking into account their priorities and any barriers they face

•	 Creating an ‘active’ environment – the quality of the environment 
has a direct influence upon levels of physical activity.  Good 
urban designs take into account the needs of cyclists and 
pedestrians and exercising in the natural environment has 
been shown to reduce chronic stress, enhance a sense of well-
being and have a restorative effect on adults suffering from 
depression or anxiety

•	 Supporting those most at risk – in accordance with their 
specific needs

•	 Strengthening delivery – following the establishment of 
County Sports Partnerships, PCTs are more able to support 
physical activity programmes, often under match funding 
arrangements, that are outcome-led and sustainable

Healthy Schools

NICE guidance on the promotion and creation of physical 
environments that support increased levels of physical activity 
offers the first evidence-based recommendations on how to 
improve the physical environment to encourage physical activity.  
They include:

•	 Ensure planning applications for new developments always 
prioritise the need for people (including those whose mobility 
is impaired) to be physically active as a routine part of their 
daily life

•	 Ensure pedestrians, cyclists and users of other modes of 
transport that involve physical activity are given the highest 
priority when developing or maintaining streets and roads

•	 Plan and provide a comprehensive network of routes for 
walking, cycling and using other modes of transport involving 
physical activity

•	 Ensure public open spaces and public paths can be reached on 
foot, by bicycle and using other modes of transport involving 
physical activity31

NICE guidance for those involved in promoting physical activity 
among children and young people, including parents and carers, 
advises on:

•	 Promoting the benefits of physical activity and encouraging 
participation

•	 Consulting with children and young people
•	 Planning and providing spaces, facilities and opportunities.  
•	 Training people to run programmes and activities
•	 Promoting physically active travel e.g.  cycling and walking32
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Service Baseline
The MEND (Mind, Exercise, Nutrition and Do it!) programme is 
currently running at a range of venues across Central Bedfordshire.  
It is a free, evidence based programme for overweight children aged 
between 7 to 13 years and their parents/carers.  Referral into these 
programmes can be direct from the parent or via GPs, school nurses 
and other health and social care professionals.  

Priorities
•	 Contribute to a reduction in inequalities in health, by increasing 

physical activity opportunities for those in the 20% most 
deprived wards

•	 Contribute to halting the rise in childhood obesity and 
thereafter seeking to reduce it

•	 Develop and establish interventions to promote the inclusion 
and increase physical activity levels in the general population  
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Substance Misuse

The national drugs/alcohol agenda for children, young people & 
families is set within the overall framework of cross government 
Public Service Agreements (PSA) for 2008-2011.  

The agreements that highlight the agenda are two fold:

•	 Reduce the harm caused by alcohol & drugs (including the 
numbers of users in treatment & drug related offending)

•	 Increase the number of children & young people on the path 
to success (including the proportion of young people using 
substances)

The national drugs/alcohol strategy for children, young people & 
families is outlined in the new 10-year document33.  With respect to 
alcohol34 builds upon the national harm reduction strategy (2004).  
Overall, the Department for Children, Schools & Families (DCSF) 
carries primary responsibility for the delivery of the children, young 
people & families’ strand of the national drugs strategy with support 
in relation to specialist drugs & alcohol treatment from the National 
Treatment Agency (NTA).

Key Findings
Excessive alcohol consumption can lead to liver disease, many 
cancers, cardiovascular disease, and increases the risk of accidents.  
Britain has one of the highest percentages of children consuming 
alcohol in the world.  The average weekly amount of alcohol 
consumed by children who drink regularly has more than doubled 

since 1990.  Alcohol use in childhood is associated with mental 
health problems and addictive behaviours (smoking and other 
substance misuse) and predicts heavier alcohol use in young 
adulthood.  The rise in teenage male suicides has been attributed to 
a rise in alcohol consumption.  Young people aged 16-24 are more 
likely than older groups to binge drink.

The Health Survey for England 2001-2 reported that more than a 
quarter of 13-15 year olds consumed an alcoholic drink in the last 
week, 2.5 units on average.  The Health Survey for England reported 
that 13% of 13-15 year olds in the East of England had consumed 7 
or more units of alcohol in the previous week compared to a national 
average of 8%.

In a local survey in 2004, 47% of 14-15 year olds in Bedfordshire 
reported having at least one alcoholic drink in the previous week.  
In 2006, a similar survey found the percentage of 14-15 year olds 
in Bedfordshire reporting having at least one alcoholic drink in the 
previous week had increased to 53%.
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Findings from the recent Balding Survey (2008) highlight; 

•	 In Central Bedfordshire, 5% of girls in Year 10 reported drinking 
more than 21 units in the week prior to the research.  This has 
fallen from 13% in 2006

•	 Overall, males tend to drink higher volumes of alcohol more 
frequently than females across the county.  However, the 
gender difference is much more marked in Central Bedfordshire

•	 The health related behaviour ‘Balding Survey’ (2004, 2006 & 
2008) highlights specific issues in terms of prevalence and 
trends across Central Bedfordshire.  Data suggest levels of 
drug use have also reduced amongst young people over the 
4 year period.  For example, those in year 10 who have taken 
drugs in last month has fallen from 18% to 14%.  Data suggests 
alcohol use has tended to remain much more stable with 
slight increases recorded in 2006.  For example, those drinking 
between 4-20 units was recorded at 32% in 2004, increased to 
39% in 2006 and fell again to 33% in 2008

Pupils from Central Bedfordshire use alcohol more frequently 
and in larger volumes than pupils in Bedford Borough.  Estimates 
for Bedfordshire suggest that there are locally nearly 1,900 young 
people aged under 19 who are dependent drinkers and over 7,700 
drinking at hazardous/harmful levels.

It has been possible to use evidence from local health related 
behaviour ‘Balding’ Survey’ (2008) and ONS mid year estimates 
(2006) to help estimate an overall demand for specific drugs/alcohol 
interventions.  The survey was undertaken by a broad cross-section 
of schools, including those that serve communities that experience 
higher levels of deprivation.

Drugs
The results demonstrate when compared to 2006, the estimate 
of those having taken drugs in the last year has fallen 5% across 
Bedfordshire from 1420 young people to 1340.  The estimate for 
those having taken drugs in the last month has also fallen 5% from 
900 young people to 850.  It could therefore be estimated that 600 
young people per year in Central Bedfordshire would benefit from 
targeted intervention services.

Alcohol
When compared to 2006, the results demonstrate the estimate of 
those having consumed between 4-20 units a week prior to the 
survey has fallen 13% from 2050 young people to 1785.  The estimate 
for those having consumed 21+ units has fallen by 26% from 500 
young people to 370.  In Central Bedfordshire approximately 310 
young people have benefited from treatment specialist services.

Best Practice
The annual drugs/alcohol strategic summary outlines the direction 
and purpose of services to address substance misuse issues amongst 
children, young people and families.

An Alcohol Strategy for Central Bedfordshire addresses the reduction 
of alcohol related harm in relation to three key themes:

•	 Children and Young People
•	 Health
•	 Community Safety
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Service Baseline
There are a range of services in place to address substance misuse 
issues amongst children, young people and families.  This includes 
support for schools to improve drugs/alcohol education, targeted 
work with vulnerable groups of children and young people and 
treatment for those experiencing the harms caused by substances.  
Indications suggest our services generally perform well when 
compared to other authorities.

Gaps
The following list represents the current unmet need in relation to 
substance misuse:

•	 It is unclear whether services are targeting the right localities 
below the unitary level (i.e.  locality level)

•	 More work is required to focus on alcohol and cannabis issues 
amongst young people

•	 A higher percentage of Looked After Children are refusing 
substance misuse interventions

•	 An increase in drugs & alcohol related exclusions from 
mainstream education

Public / Patient Voice Involvement
Extensive consultation with young people in early 2009 highlighted 
the following issues; 

•	 Taking crack is the worse thing that you can do 
•	 Alcohol use is normal - just part of growing up 
•	 Cannabis is the main drug of choice for young people 
•	 There is a lot of peer pressure 

•	 Mistakes are made when using drugs/alcohol 
•	 Your family can determine you taking drugs and family 

breakdown has a big impact
•	 They can make you look good and feel more confident 
•	 Drugs and alcohol are easy to get hold of sometimes 

Priorities
•	 To develop mechanisms to collect and analyse drug and 

alcohol related data and information at a local level 
•	 To focus the work of early intervention and treatment services 

on alcohol and cannabis 
•	 To enhance pathways with services that work with our most 

vulnerable young people 
•	 To safeguard children by embedding a think family approach 

across all drug and alcohol services 
•	 To embed robust systems for clinical governance across 

treatment services 
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Most children are kept safe from abuse and harm, some engage in 
risky behaviours or suffer injury as the result of accidents.  A relatively 
small number of children are known to be at risk of abuse or neglect.  
In Central Bedfordshire the prevalence of children identified as 
Children in Need and as Children in Need of Protection has risen 
significantly since April 1009.  There has also been an increase in the 
number of these children and young people who have come into 
care during the same period.

It is known that35:

•	 The majority of children and young people in Central 
Bedfordshire feel safe

•	 15% of boys and 13% of girls said they had been the victim of 
violence or aggression in the last 12 months in the area where 
they lived

•	 35% of girls report feeling they are afraid of going to school 
because of bullying compared to 16% of boys

•	 3,000 contacts in Bedfordshire for whom domestic violence 
has been recorded by children’s social care

•	 Above average rates of death for young males under 15 per 
100,000 compared to England and the East of England

Key Findings
Children in Need 
The rate per 10,000 of children in the population assessed as being 
Children in Need as defined by S.17 of the Children Act (1989) is 
currently 210(Figure 7).  This is broadly in line with reported position 
of statistical neighbour authorities.  It represents a 17% in year 
increase and there is a discernable continuing upward trend.  

Figure 7: Rate of Children in Need per 10,000
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Child Protection
The rate per 10,000 of children in the population who are the subject 
of a Child Protection Plan is 26 (Figure 8).  This is a little above the 
April 2009 reported position of statistical neighbour authorities, 
although there is evidence of similar national and regional trend 
during 2009/2010.  It represents a 34% in year increase and there is a 
discernable continuing upward trend.  

Figure 8: The rate of Children under Child Protection Plan per 10,000

Rate of children subject to a Child Protection Plan per 10,000
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Categories of Abuse
Child protection plans are categorised by the primary abuse 
concern, Neglect, Physical Abuse, Sexual Abuse and Emotional 
Abuse.  The charts below compare the frequency of case type 
categorisation for children subject to Child Protection Plans in 
Bedfordshire in 2007 and Central Bedfordshire in 2010.  There is a 
significant increase in the number plans categorised as Sexual Abuse 
and a corresponding reduction in the frequency of plans focused on 
Physical abuse.

Figure 9: Child’s Category on becoming the subject of a Child Protection Plan 
2007

Staying Safe

Child’s category on becoming the subject of a Child Protection Plan (CPP), for 
children with a CPP on 31st March 2007
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Figure 10: Child’s Category on becoming the subject of a Child Protection Plan 
2010

Child's catergory on becoming subject to a Child Protection Plan March 2010
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Looked After Children 
The rate per 10,000 of children in the population who are Looked 
After (in Care) is 23(Figure 11).  This is significantly lower than the 
reported position of statistical neighbour authorities but still It 
represents a 17% in year increase.  

Figure 11: Rate of Children Looked After per 10,000
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Source: Children as Victims of Crime Awaiting input scheduled W/B 27/03

Best Practice
“The Government response to Lord Laming: One year on” (DCSF 
2010) emphasises the importance of effective Child Protection 
systems and work with children “on the edge of care”.  The report 
states that there has been “a significant rise in demand for children’s 
services, particularly children’s social care.” It highlights the way rising 
demand is reflected in national data available up to March 2009, 
which indicates “that referrals to children’s social care services have 
increased by 2%, initial assessments by 9% and core assessments by 
15%.  There have also been sharp rises in the number of children 
entering the care system, up 9%, and in the number of children who 
are the subject of a child protection plan, up 17%.”

Staying Safe



Pa
ge

 | 
53

Whilst re-emphasising that “getting safeguarding practice right 
needs a clear and distinct focus but it also needs to be a central part 
of children’s services overall, complemented and reinforced by early 
intervention and preventative work with children, young people, 
their families and carers.” 

The report challenges those commissioning local services to  “Do it 
now, do it right, intervene early” suggesting that this priority is likely 
to include

•	 Support for early work with vulnerable families through 
piloting and evaluation of ‘first response’ services.  In particular, 
local responses and support for children and young people 
affected by domestic violence, adult mental ill health and/or 
substance misuse will be prioritised

•	 Early assessment and intervention as integral to this 
programme, as is the concept of ‘front doors’, considering all 
universal services where children, young people, their families 
and carers access services

•	 Learning from family assessment and early intervention
•	 professional support at the point of contact and referral to 

local children’s social care services, including the development 
of effective common assessment and early intervention prior 
to referral to children’s social care; and

•	 learning from the ‘Total Place’ pilots, including how to make 
best use of resources

Service Baseline
The current service configuration is broadly based on that which 
preceded Local Government Re-organisation.  The Children’s 
Trust is now established as the primary vehicle for commissioning 
Children & Young People’s Services around the priorities agreed by 
the partners in the Children & Young People’s plan.  This gives a base 
from which to innovate by aligning or pooling budgets, integrating 
resources and co-locating services where required based on a joint 
strategic assessment of needs.  This should improve outcomes for 
Children & Young People and make the most efficient use of the 
available resources.

Gaps
Preventive and early intervention services are as yet under-
developed.  Specialist services are experiencing an exceptional 
increase in demand

Public / Patient Voice Involvement
Over 4000 children & young people were consulted during the 
preparation of the Children & Young People’s Plan.  When asked 
about staying safe Children and young people said that
they wanted safe areas to live and play
they wanted action to stop bullying out of school
they felt it was important to stop bad behaviour and crime in their 
areas and for children and the Police to have more opportunities to 
talk.

Staying Safe
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Priorities
•	 The Children & Young People’s Plan identifies a number of cross 

cutting priorities which directly impact on the children sating 
safe, these include:
•	 Improve prevention, early identification and intervention 

including
•	 Think Family
•	 Common Assessment Framework

•	 Develop a locality based approach to delivering 
integrated services through development of
•	 Team around the Child & Family
•	 Co-located multi-disciplinary teams

•	 There are also three specific Stay Safe priorities:
•	 Protect children and young people from harm 

by providing a co-ordinated and effective 
safeguarding process

•	 Reduce the impact of domestic abuse on children 
and young people

Reduce the incidence and impact of bullying on children and young 
people.

Staying Safe
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Domestic Violence

Priority 7 within Central Bedfordshire’s Children & Young Peoples 
Plan is to reduce the impact of domestic abuse on Children & Young 
People.  

The exact prevalence of domestic abuse is unclear given that this is 
dependant on reporting rates.  However domestic abuse accounts 
for a quarter of all violent crimes in England.  200,000 children 
(1.8%) in England live in households where there is a known risk of 
domestic violence or violence36.  Children are often described as the 
forgotten victims ‘of domestic abuse.  They are affected not only by 
directly witnessing abuse but also by living in an environment where 
someone, usually their mother, is being repeatedly victimised.  

Prolonged and/or regular exposure to domestic violence can have 
a serious impact on children’s safety and welfare despite the best 
efforts of parents to protect them.  An analysis of serious case reviews 
found evidence of past or present domestic violence present in over 
half (53%) of cases37.

Key Findings
Between 1 April 2009 and 31 March 2010, of 5692 contacts in Central 
Bedfordshire Children’s Specialist Services, 1985 were recorded as 
being on account of domestic violence.  This figure will include all 
those contacts where domestic abuse is considered to be the primary 
reason for the contact but is an under-representation of  the total 
incidence of domestic abuse as in total 2946 contacts were recorded 
as child care concerns in the same period (52%) and domestic abuse 
might be a feature of these  reported concerns.

Between 1 April 2009 and 28 February 2010 of 1701 referrals, 1429 
were recorded as due to child care concerns (84%).  It is anticipated 
that domestic abuse would feature in a significant proportion of 
these referrals.

All incidents of domestic abuse reported to the Police where there 
are children living in the household are reported to Children’s 
Specialist Services.  

Dependant on the severity of the incident and/ or the fact that there 
might have been previous reported incidents where children are 
resident in the household, Children’s Specialist Services will carry 
out an initial assessment of the child and family.

As at 31st Dec 126 children from 57 families were subject to Child 
Protection Plans.  Central Bedfordshire’s Conference and Review 
Service reviewed all cases of children subject to child protection 
plans and identified where domestic abuse was a feature in those 
cases as the primary or secondary presenting concern.

Table 15: Children Subject to Plans

  DV is a factor
DV is a primary 

Factor

DV is a 

secondary Factor
DV is not a factor

Children 73 36 37 53

Families 32 18 14 25

Table 15 shows that for 58% of children subject to plans, domestic 
abuse is a factor and for 28% of these 126 children it is the primary 
factor resulting in the children becoming subject to a child protection 
plan.
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For 56% of families where children are subject to child protection 
plans domestic abuse is a factor; for 31% it is the primary factor.

A similar exercise was repeated in April 2010.  At this time 159 
children from 70 families were subject to child protection plans.  For 
63% of children subject to child protection plans domestic abuse 
was a factor and for 325 is was a primary factor.

MARAC and IDVA Services 
Agencies across Bedford Borough and Central Bedfordshire hold 
MARAC’s (Multi Agency Risk Assessment Conferences).  These 
meet monthly and the MARAC is supported by the IDVA service, 
(Independent Domestic Violence Advisors).  In addition Specialist 
Domestic Violence Courts have been set up within Bedford and 
Luton to hear domestic violence cases.  

Between April 2009 and March 2010 128 Central Bedfordshire 
cases had been referred for a MARAC.  Of the 128 cases parental 
responsibility among those adults was identified for 223 Central 
Bedfordshire children, all of whom can be considered to be affected 
by what is happening within their own home as a result of domestic 
abuse.

Currently, Bedfordshire MARAC is operating on a re-referral rate 
(repeat victimisation) of 23% (19% in Central Bedfordshire).The 
national average is 33%.  There has been a steep increase in re-referrals 
since the beginning of 2009 following a review of the criteria for re-
referrals into the MARAC but work to improve this figure continues.  

The number of incidents and repeat rate per month, up to March 
2010 are contained within the following charts.   The current L.A.A.  
target in relation to repeat incidents of domestic abuse is 31%.

Figure 12: MARAC Referrals

The IDVA service has responded to 185 cases in Central Bedfordshire 
including 41 re–referrals to the service.  
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Best Practice
Working Together to Safeguard Children – A guide to inter- 
agency working to safeguard children and promote the welfare of 
children DCSF 2010.  This guidance contains statutory guidance for 
responding when there are concerns that a child is or may be at risk 
of harm and non statutory practice guidance.
Bedfordshire Interagency Local Safeguarding Children Board 
procedures
Local Domestic Violence  Strategy

Service Baseline
All agencies have a responsibility for safeguarding and promoting 
the welfare of children.  Through the Children and Young People’s 
Plan and the Children’s Trust activity to co-ordinate the work of the 
various agencies to safeguard and promote the welfare of children 
and young people will be delivered locally.  In addition the Central 
Bedfordshire’s Safeguarding Children Board will agree and ensure 
that the agencies in Central Bedfordshire will co-operate to safeguard 
and promote the welfare of children and ensure the effectiveness of 
what they do.  

Gaps
During 2009/10 the LSCB considered recommendations arising from 
a report prepared for the Domestic Abuse Strategy Implementation 
Group in respect of services for children and young people exposed 
to domestic abuse and identified gaps.  Where gaps in services have 
been identified, recommendations are to be made to the Children’s 
Trust to meet the identified needs.  

In summary these related to:

•	 Individual work with children under the age of 10
•	 Group work for children
•	 Lack of child workers within Central Bedfordshire refuges
•	 Lack of refuge accommodation for boys over the age of 13
•	 Adolescents with abusive behaviour in their family and dating 

relationships
•	 Specific work with teenage girls who are in abusive relationships 

whether within the family or in dating relationships
•	 Children & Young People to be given the option to self refer to 

services

Public and Patient Involvement
Tell Us survey data
Consultation processes employed as part of the Children and Young 
peoples Plan.
Service user involvement in the Domestic Abuse Forum.
LSCB consultation  with Children and Young People 2009 
All views and wishes of all children and young people are gathered 
as part of the assessment processes undertaken by social workers in 
those cases where a threshold for intervention by Children’s Services 
Social Care is required.  
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Priorities
•	 Align activity which is intended to reduce the impact of 

domestic abuse within the LSCB business plan and the 
Community Safety Partnership Domestic  Abuse Plan

•	 integrate research and best practice into multi disciplinary 
training programmes so that the workforce is equipped to 
identify and respond to children exposed to domestic abuse

•	 Review the multi- agency Domestic abuse protocol
•	 Develop and commission an appropriate range of services 

to respond to and reduce the impact of domestic abuse on 
children and young people

Staying Safe
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Anti-Bullying

Bullying can impact on a child or young persons achievement of all 5 
ECM outcomes.  Being a perpetrator or victim of bullying can impact 
on the mental health as well as  physical health of those involved.  
Bullying can impact on your ability to sustain relationships and 
friendships.  The self esteem of a target of bullying can be damaged 
with the impact possible lasting a life time.  
The consequences of bullying can not be minimised with evidence 
that for a minority it can lead to self harm and even suicide.  

Bullying  is not confined to schools and can happen anywhere.

Bullying does not only effect those that are directly involved but also 
families, communities and those that witness it.  

National and local research also shows that bullying is a major 
concern for young people and for their parents and carers.

Key Findings
Behaviour Management System
The Behaviour Management System is the Central Bedfordshire 
Councils online behaviour recording system for schools.  One of 
the functions of the system is bullying incident recording.  The 
system allows schools to record incidents and analyse by type and 
prevalence to allow for a response to groups as well as individuals.  

Use of the system continues to grow and develop with more schools 
using it as their preferred method of recording.  95% of schools 

Staying Safe

within Central Bedfordshire have received training on the system 
and an agreement to use it when necessary.

Currently as an LA we are able to look at incident numbers by type 
and by group but thorough and robust analysis is not possible.  Use 
of the system continues to grow and improve, therefore you can not 
compare numbers of incidences by time period as increases may 
be due to an increase in schools inputting data or using the system 
more effectively.
Schools within Central Bedfordshire are encouraged to record 
using the system all incidences of bullying so effective analysis and 
responses can be put in place by schools.  

At present there is no mechanism for comparing data to other Local 
Authorities as there is no duty to report incidences of bullying to 
Local Authority.

We have compared data from a selection of schools that  have been 
using the system consistently over the last twelve months and for 
those schools when comparing the autumn term 08 to Autumn 09 
there has been a reduction of incidents from 127 to 73.  

Pupil Perception Survey
Currently a pupil perception survey is being run to look at all aspects 
of children’s and young people perception of bullying.  Once 
completed in July 2010 there will be data available on a broad range 
of issues relating to bullying.  
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The survey considers the role of the pupil as target, perpetrator and 
bystander and considers bullying within the community and within 
schools.  The survey also questions pupils on their experience of 
bullying.  The survey has been devised for middle and upper school 
pupils.  The challenge with this survey is encouraging participation 
of schools when there a number of people encouraging schools to 
partake in surveys.  Report available August 2010

Anti-bullying Coordinators Survey
Over 90% of schools have  a named anti-bullying Coordinator to 
lead AB practice with schools.  During the summer term we will be 
conducting a survey aimed at coordinators which will provide an 
insight into AB practice.  This includes data on renewal of policy, 
inclusion within policy, AB strategies and training needs.  This 
data will then guide the work of Central Bedfordshire Councils AB 
Coordinator.  Data Available August 2010

Tell US Data
The Tell Us survey run by the DCSF includes questions on bullying.  
The results for this year show that 

•	 22% of participants worry about being bullied compared to 
25% statistical neighbours

•	 50% of participants have been bullied compared to 47% of 
statistical neighbours

•	 21% have been bullied in the last year compared to 25% 
nationally

•	 23% of participants had been bullied outside school compared 
to 21% nationally

•	 How often has someone done something to bully you when 
not in school

•	 63% a few time this year compare to 58% for statisticsl 
neighbours

•	 15%every month  compared to 11% for statistical neighbours
•	 6% every week compared to 8% for statistical neighbours
•	 13% most days compared to 14 for statistical neighbours
•	 4% every day compared to 9% for statistical neighbours

These figures clearly show that too many children and young people 
are experiencing bullying within Central Bedfordshire and that our 
focus on bullying within the community is supported by this datab.
The Anti-bullying Steering group are currently in the process of 
developing systems for capturing data across all services.  It has 
been identified that a system need to be in place for all services to 
capture data from a variety of sources this includes school journeys,  
connexions, extended services  and education welfare service.

There will remain a focus within the steering group on data collection 
and measuring impact.  

bData from www.tellussurvey.org.uk 29/03/10

Staying Safe
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Best Practice
Government Advice:

•	 DCSF Safe to Learn: Embedding Anti-bullying work in schools 

Supplementary guidance includes:

•	 DSCF Safe to Learn: Cyber bullying
•	 DCSF Safe to learn: homophobic Bullying
•	 DCSF Safe to learn: bullying of children with SEN
•	 DCSF Safe from bullying 
•	 On Journeys
•	 In Children’s Homes
•	 In Extended Services
•	 In FE Colleges
•	 In Play and leisure
•	 In youth activities
•	 Safe from Bullying: guidance for local authorities and other 

strategic leaders on reducing bullying in the community
•	 Healthy Schools Anti-bullying Guidance

Service Baseline
•	 One Anti-bullying Co-ordinator for Central Bedfordshire
•	 Cross phase strand leader for B&A supporting schools and line 

managing AB coordinator
•	 Healthy Schools team to support achieving status

Gaps
Anti-bullying Coordinators core role is support to schools and 
opportunties to support AB work within the community is limited

Public / Patient Voice Involvement
Pupil Perception Survey
Tellus 4 data

Priorities
•	 Stay Safe Priority 8: Reduce the incidence and impact of 

bullying on children and young people
•	 Continuing the development of the Anti-bullying Strategy to 

include out of school bullying
•	 Incorporating bullying awareness into the Workforce 

Development Strategy
•	 Aligning Anti-bullying Strategy with Other relevant Strategies

See Enjoy and Achieve Service plan and specifically:
•	 9.2 increase the number of schools judged to be good or 

outstanding
•	 9.3 Ensure that all schools and settings are safe and that 

children and young people can make informed decisions
•	 10.4 Promote a supportive, caring climate for learning to 

improve enjoyment of learning for all, to reduce levels of 
unacceptable behaviour and persistent absence

•	 10.5 To promote Social. Emotional Health and Well-being

Staying Safe
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Looked After Children

For children in the care of the local authority the Care Matters agenda 
which build on Every Child Matters identifies that those children and 
young people who are looked after require particular attention.

The Government has directed all agencies to work together to 
improve outcomes for Looked after Children recognising that 
outcomes for this particular group continue to be poor.  Looked after 
children achieve significantly worse educationally than the rest of 
the child population; they are more likely of being convicted of an 
offence and more likely of being homeless than their peers.  Risks 
are increased where children are placed out of the council area, are 
disabled and do not have access to advocates 

Central Bedfordshire’s Children and Young Peoples Plan refers to all 
children but in addition acknowledges the particular vulnerabilities 
of Looked after Children.  In order to deliver an improving and 
ambitious programme for these children and young people, a Care 
Matters Implementation Plan has been developed which sets out 
specific objectives and areas for service delivery which are targeted 
to looked after children in an effort to ensure that their current and 
changing needs are met.  Having the right mechanisms in place to 
enable the council to be an effective corporate parent is a key priority 
so that Central Bedfordshire can achieve both the governments and 
its own high expectations for Looked After Children

To this end the Care Matters Implementation Plan is monitored 
through the Stay Safe Delivery Group of the Children’s Trust.  In 
addition the Corporate Parenting Panel  will  be aware of the 

corporate parenting role and the shared responsibility for ensuring 
that the needs of looked after children and care leavers are met, be 
knowledgeable of the profile  and needs of looked after children, 
understand the impact on looked after children of all decisions 
made by the Council and Children’s Trust and receive information 
about the quality of care and the quality of services that children are 
experiencing with a view to ensuring  that action is being taken to 
address any shortcomings and to constantly improve the outcomes 
for looked after childrenn.  Alongside this the Children in Care 
Council provides a mechanism for hearing and responding to the 
views and voice of Looked After Children.

Key Findings
At the end of March 2010 160 children were looked after in Central 
Bedfordshire.  This equates to 28 per 10,000 children under 18 which 
compares with the national average of 55 per 10,000 under 18 ( 
2008/09) and a statistical neighbour rate per 10,000 of 37 in 2008/09.  
A total of 97 children became looked after during the year ending 31 
March 2010 and 70 children were no longer looked after at the end 
of this period.

Best Practice
Children and Young Peoples Act 2008
Care Matters: Time to deliver for children in care DCSF 2009 
Care Matters Annual Ministerial Stocktake Report 2009
Statutory guidance on promoting the health and wellbeing of 
Looked After Children DCSF 2009
New care planning regulations and guidance DCSF(26 March 2010)
Promoting the educational achievement of looked after children 
– updated statutory guidance for local authorities  DCSF(26 March 
2010)

Staying Safe
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Service Baseline
Social Work provision in Central Bedfordshire is configured so that 
both looked after children and young people leaving care are 
managed within a unified team.  Placements are provided through 
the fostering & adoption service which is shared with Bedford 
Borough Council and was graded as outstanding at its last Ofsted 
inspection.  Other residential placements are provided via a contract 
with St Christopher’s Fellowship and spot purchase arrangements.

Other foster placements are commissioned from the independent 
sector on a spot purchase basis.  Increased demand has led to an 
increase in externally commissioned placements.  The provision 
of appropriate placements for Unaccompanied Asylum Seeking 
Children (UASCs) requires further attention.  Health services for 
looked after children are under developed.

Gaps
These are reflected in the key objectives set out in the Care Matters 
implementation Plan which seeks to address any gaps in services 
and ensure the continuous improvement in services to looked after 
children, their parents and their carers.  

Public and Patient Involvement
The Children in Care Council will be the key mechanism by which 
the views and wishes of children and young people in care will be 
sought.  Their views will be taken into account by the Corporate 
Parenting Panel and will form part of the evolving delivery of the 
Care Matters Implementation Plan objectives.

On an individual basis the needs of children and young people in 
care are regularly sought as part of the statutory reviewing process 
for all looked after children and other than in very exceptional cases 

the views of their parents and carers are also sought as part of the 
review system  
Priorities
•	 Care Matters Implementation Group (CMIG) to continue to 

deliver on the Care Matters Implementation Plan within the 
set timescales

•	 The Corporate Parenting Panel to monitor Central Bedfordshire’s 
Pledge to Looked after Children

•	 For the Corporate Parenting Panel to be firmly embedded 
within the authority

•	 To ensure that family and parenting support is accessible and 
evidence based, demonstrating good outcomes for children 
and to prevent those children on the edge of care becoming 
looked after

•	 To Improve the framework to support family and friends to 
prevent care and achieve permanence from care and ensure 
that children and young people retain relationships with 
their families and communities  and appropriate services be 
delivered to support the child’s return home

•	 To deliver a recruitment drive for Carers for Short-Term Breaks 
for disabled children, Carers and Youth Carers

•	 To develop a placement strategy based on a forecast-needs 
model

•	 Giving children in care the highest priority in school admission 
arrangements

•	 Ensure that children in care under 5 receive high quality early 
years provision

•	 Ensure the health needs of children in care are recognised and 
prioritised in line with the new statutory guidance by local 
health partners

Staying Safe
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Children as Victims of Crime

Results of a 2008 survey in Central Bedfordshire showed that 19% 
of boys and 7% of girls aged 12-13 reported that they had been the 
victim of violence or aggression in the area where they live in the last 
12 months.  

For those aged 14-15, 15% of boys and 13% of girls said that they 
had been the victim of violence or aggression in the last 12 months 
in the area where they lived38.  

In 2009, a total of 3,690 crimes were recorded in the Bedfordshire 
police force area (including Luton), where the victims were aged 10-
19.  This figure had decreased slightly from 3,906 crimes recorded in 
2008.

Figure 13 below shows that the frequency of recorded crime 
increases with the age of the victim.  Overall, crime against children 
decreased between 2008 and 2009.  The biggest decrease was in the 
16-17 age group, with small increases for 10-11 and 18-19 year olds.  

Figure 13: All recorded crime by age group of victim, Bedfordshire and Luton, 
2008 and 2009
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Using the Home Office crime groups, we can see that the most 
frequently experienced type of crime was violence against the 
person, accounting for 42% of crimes against children in 2009 
(Figure 14).  Other thefts were the second most common, with 24% 
of all crimes.

Figure 14: Recorded victims of crime aged 10-19 in Bedfordshire, by type of 
crime, 2009 
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Pre-schooling

Pre-schooling, formalised in a daycare setting such as a pre-school or 
day nursery, or with an accredited childminder enables the delivery 
of the free early years education offer of 12.5 hours a week for all 3 
& 4 year olds (15 hours a week for 25% most deprived children – this 
becomes a universal offer from Sept.2010)

It is important as it has long been established that good quality 
education in these formative years will impact on outcomes for all 
children, and will have the most significant impact on children from 
the least well off families

Key Findings
There are presently 105 settings and 16 accredited Childminders 
offering early years education for three and four year olds.  Provision 
is available in every ward, and in most wards there is more than one 
provision so that parents with very young children are able to access 
a setting near to where they live.

At the August 2009 performance profile 74.6% of settings inspected 
in the current cycle were graded at Good or better, compared with 
68.6% for statistical neighbours and 66.1% in England .  Childminders 
overall (as the figures for the accredited  Childminders are not 
specifically identified within this data) are graded at 64% good or 
better against 61.9% amongst statistical neighbours and 61.3% 
across England.  

All children (from the term after their third birthday) are able to 
access 12.5 hours.  Since September 2009, the 25% most deprived 

children have been accessing 15 hours a week, and the full number 
of these have been funded for the additional hours.  It will become 
a universal offer in September 2010.  

There are no up to date take-up for figures on a ward by ward basis, 
however nationally the figure is approx 94-95% across the entire age 
range, and there is no reason to believe that there is deviation from 
this.  

Best Practice
Support to settings is provided in line with the Quality standards 
and criteria for local authority self-evaluation (National Strategies) 
Ofsted as listed above

Service Baseline
Places available for all children who wish to access the current 
entitlement of 12.5 hours.  
Places available for all children who have been eligible to access 15 
hours since September 2009

Gaps
Action has been taken to fill the gaps identified at the last Childcare 
sufficiency assessment.

Public / Patient Voice Involvement
•	 The most recent consultations on Childcare were carried out to 

inform the 2008 Sufficiency assessment.  Further work will be 
done at the revision during 2010 

•	 Patient/service user voice and public views addressing 
inequalities and vulnerable groups

05  Enjoying and Achieving
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School Attendance

Regular and punctual school attendance is essential to raising 
levels of attainment for children; and children not in school when 
they should be are vulnerable and more likely to drift into or be the 
victims of crime or other anti-social activity.

Key Findings

Table 16: Attendance rates in Central Bedfordshire in 2008-09

Upper 92.79%
Middle 94.37%
Lower 94.87%
Secondary (U/M) 93.68%

The secondary Persistent Absence (PA) rate in 2008-09 was 3.5%.  (PA 
is absence greater than 20%.)

Attendance rates in Central Bedfordshire compare favourably with 
rates nationally and in the East of England.

Attendance rates are highest in Rural Mid-Beds and Leighton/
Linslade and lowest in Houghton Regis/Dunstable and Sandy/
Biggleswade.  

Table 17: Attendance rates for the four areas of Central Bedfordshire in 2008-
09

Secondary (U/M)

Rural Mid Bedfordshire 94.24%

Leighton / Linslade 94.09%

Dunstable / Houghton Regis 93.00%

Sandy / Biggleswade 92.89%

Primary (L)

Rural Mid Bedfordshire 95.54%

Leighton / Linslade 94.75%

Dunstable / Houghton Regis 94.68%

Sandy / Biggleswade 94.20%

Source: School Census Data from 2008-09 (two terms); DCSF Statistical First Release Bulletin 

(Oct 2009) 

The cohorts with the lowest attendance rates tend to be:

•	 Children entitled to Free School Meals; children not on FSMs - 
94.46% / children on FSMs - 90.87%

•	 Traveller children; non-Traveller children - 94.12% / Traveller 
children – 76.19% White Irish Travellers; 81.16% Gypsy Roma

•	 Children with SEN (particularly children at School Action Plus) 
– 94.71% / children at School Action Plus – 90.94%

Enjoying and Achieving
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Best Practice
Effective schools exhibit a number of best practice characteristics:

•	 Clarity and consistency with regard to the appropriate 
recording and coding of pupil absence so as to enable timely 
interventions

•	 Targeted interventions re certain types of absenteeism 
(especially family holidays during tem time, occasional 
unexplained absence, lateness, etc)

•	 Proactive communication with parents
•	 First day response to pupil absence
•	 Balance of incentives and sanctions
•	 Appropriate use of legal measures (eg Fixed Penalty Notices)
•	 Timely referral to the Education Welfare Service

Priorities
•	 To reduce levels of persistent absenteeism at all three phases 

across Central Bedfordshire
•	 To improve levels of overall attendance at all three phases 

across Central Bedfordshire
•	 To reduce levels of persistent absenteeism and improve levels 

of attendance in targeted areas, namely Dunstable/Houghton 
Regis and Sandy/Biggleswade

•	 To develop strategies which can lead to improved attendance 
for identified vulnerable cohorts such as children on Free 
School Meals, Travellers and Children with SEN

Enjoying and Achieving
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Educational Standards

Early Years Foundation Stage
Early Years Foundation Stage outcomes measure the progress of 
children in their year before starting school at KS1.  Assessments are 
made across six areas of learning including numeracy and literacy, 
but also creativity, physical development, knowledge of the world 
and personal, social and emotional development (PSED).  

A total assessment score of 78 or more across all areas and 6 or more 
points in each of the strands of literacy and PSED indicates that a 
child is achieving at expected levels.  A maximum of 9 points may be 
achieved in each of the 13 strands and a score of 6 points means that 
a child is working securely within the early learning goals.  

Key Findings
In 2009, the percentage of children making good progress in 
Central Bedfordshire at 53% was above the national average of 52% 
and good in comparison.  In comparison with our new statistical 
neighbours Central Bedfordshire performed less well and was just 
below the average of 55%.

The gap between the highest attaining children and the lowest 
20% in Central Bedfordshire at 30.8% is less than the national gap 
of 33.9% and just below the average of our statistical neighbours of 
30.4%

Central Bedfordshire’s average score for each of the 13 strands was 
above both the national and statistical neighbours’ average except 
for Writing and Linking sounds and letters

Overall and especially in Writing and Linking sounds and letters, 
Boys did less well than Girls and Gypsy Roma/Traveller less well 
than any other ethnic group

Priorities
•	 To improve outcomes in CLL especially, implement a sustainable 

programme of improvement through a robust delivery of the 
ECaT programme

•	 To secure improved outcomes in schools, review the structure 
of EYFS within the LA 

•	 Increase the capacity of EYFS Consultants to work in schools by 
improving the self evaluation of all settings and introducing a 
differentiated programme of support

Enjoying and Achieving
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Key Stage 1 and Key Stage 2 attainment

Key Stage 1
There are no national targets for KS1.

Reading continues to be above the national and statistical 
neighbours averages.

There has been a small decline in the percentage of pupils attaining 
Levels 2+ and 2B+.

Writing continues to be above the national and statistical neighbours 
averages.

There has been a small decline in the percentage of pupils attaining 
Levels 2+ and a small improvement in the percentage of pupils 
attaining 2B+.

Mathematics continues to be above the national and statistical 
neighbours averages.

Average point scores for all three subjects are maintained above the 
national averages by between 0.9 and 1.2 points, which is a good 
achievement for schools in Central Bedfordshire.  
Standards have remained broadly consistent for the last 3 years.

Pupils who are Travellers of Irish Heritage and Gypsy/Roma attain 
well below the averages for White British pupils in all three subjects.

Pupils from Black Caribbean background attain well below White 
British pupils in Central Bedfordshire but broadly in line with the 
same group nationally.

Pupils from Indian background attain above White British pupils in 
Central Bedfordshire and well above the national averages for the 
group.

Pupils from Pakistani background attain above White British pupils 
and well above the national averages for the group.

Pupils from Any other Asian background attain above White British 
pupils and well above the national averages for the group.

Pupils eligible for Free School Meals attain less well than those 
not eligible in Central Bedfordshire (CB) in reading, writing and 
mathematics.  In reading the gap in CB is slightly lower than the 
national.  In writing the gap in CB is greater than the national gap.  In 
mathematics the gap in CB is greater than the national.

Pupils with SEN at School Action or School Action plus outperform 
the same groups nationally in all subjects.  
Those with statements attain below the same group nationally in all 
subjects.

Key Stage 2
Schools are required to set three targets for the end of Key Stage 2:

1.	 The percentage of pupils to attain Level 4 or above in both 
English and mathematics

2.	 The percentage of pupils to achieve 2 national curriculum 
levels progress from KS1 to KS2 in English

3.	 The percentage of pupils to achieve 2 national curriculum 
levels progress from KS1 to KS2 in mathematics

Enjoying and Achieving
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Percentage of pupils attaining Level 4 and above in English and 
mathematics (NI73)
Following a general trend of improvement, the percentage of pupils 
attaining L4+ in both English and mathematics has declined by 2 per 
cent in 2009.
Central Bedfordshire (CB) is 3 per cent below the 2009 average for 
statistical neighbours (SN) but in line with the national average.

Results for CB are 9 per cent below the aggregated target for all 
schools.

Percentage of pupils achieving 2 levels progress from KS1 to KS2 in 
English (NI93)
The percentage of pupils 2 levels progress in English has declined by 
5 per cent in 2009.  Central Bedfordshire (CB) is 9 per cent below the 
2008 average for statistical neighbours (SN) and 9 per cent below the 
national average for 20082.  Results for CB are 12 per cent below the 
aggregated target for all schools.

Percentage of pupils achieving 2 levels progress from KS1 to KS2 in 
mathematics (NI94)
The percentage of pupils 2 levels progress in mathematics has 
improved by 2 per cent in 2009, continuing an improving trend.

Central Bedfordshire (CB) is 3 per cent below the 2008 average for 
statistical neighbours (SN) and 3 per cent below the national average 
for 2008.  Results for CB are 12 per cent below the aggregated target 
for all schools.

Following a general trend of improvement, the percentage of pupils 
attaining Level 4 and above in both English and mathematics has 
declined by 2 per cent in 2009.

Girls continue to outperform boys in English.

Pupils with Gypsy/Roma and traveller of Irish Heritage perform well 
below the LA average for all pupils, with the exception of 2 levels 
progress for pupils of Irish Traveller Heritage, 100 per cent of whom 
achieved 2 levels progress in English.

The performance gap between those pupils eligible for free school 
meals and those not eligible is greater in Central Bedfordshire than 
the national gap.

Pupils whose home language is other than English attain well at 
L4+ in English and mathematics compared with pupils whose first 
language is English.

Pupils whose home language is other than English make good 
progress in English and mathematics compared with those pupils 
whose first language is English.

Enjoying and Achieving
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Best Practice
There is considerable variation between the standards achieved in 
different schools.  Best practice is distributed across the Authority.  

Those schools achieving the best results for their pupils have 
embedded periodic assessments that are carefully quality assured 
and inform the school’s progress tracking.  These schools identify 
those pupils who are unlikely to achieve their targets early and 
provide timely support before they fall too far behind.

The great majority of schools are now implementing the Assessing 
Pupils’ Progress framework, which is leading to greater consistency 
and accuracy in teacher assessment, enabling timely intervention 
when pupils fall behind.

Priorities
•	 Achieving a step change in improving performance in the 

proportion of pupils attaining L4+ in both English and 
mathematics so that it matches or exceeds the national average 
and closes the gap on statistical neighbours

•	 Reversing the recent decline in performance measured by 
percentage of students achieving 2 levels progress between 
KS1 and KS2 in English

•	 Addressing particular issues related to performance of 
identified groups of students

•	 Improving school target setting and the strategies used to 
achieve targets so that more pupils make expected progress 
(Fischer B or above)

•	 Continue to improve the accuracy and reliability of periodic 
assessments in order to more rapidly and effectively intervene 
to support those pupils falling behind

•	 Improve continuity and progression of learning when pupils 
transfer from lower to middle schools

Enjoying and Achieving
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Key Stage 4 and Post 16 attainment

Key Stage 4
Using provisional data 50% of students in Central Bedfordshire 
schools gained 5+ A* - C grades including English and mathematics 
(NI 75) in 2009.  This was in line with the national average but placed 
Central Bedfordshire tenth out of eleven when compared to our 
statistical neighbours.  

The 2009 results declined from the previous year and there was 
also a steady decline over three years in value added 0erformance 
between Key Stage 3 and Key Stage 4, and 2009 results demonstrate 
negative progress.  Girls out-performed boys significantly in 2009 
using almost all measures of comparison.  The performance of girls, 
however, declined over a three year period.  The performance of boys 
in achieving  5+ A*-C passes (including English and mathematics) 
declined over a three year period and in 2009 was significantly below 
expectation.  

More able Indian and Chinese students performed well over the 
last three years (comparing actual results to estimated performance 
for 5+ A*-A Passes).  Other Asian students achieved as expected, 
although their performance declined over a three year period, in 
line with all students.  Pakistani students performed significantly 
well in 2009 - confirming a trend over three years.  The performance 
of Chinese students declined over a three year period using the 5+ 
A*-C measure.  These outcomes are based on relatively small groups 
and any trends may be volatile.  

Post-16
The provisional points score per entry for Central Bedfordshire was 
741.7.  This is above the provisional England average of 731.  Central 
Bedfordshire was fourth out of 11 when compared to statistical 
neighbours using this measure.  Girls achieved 756 points and out-
performed boys (726.50).  The provisional average points per entry 
was 199.2.  This was significantly below the England average of 211.2.  
This is a key area requiring improvement.

Best Practice
•	 Two schools achieved Key Stage 4 results in 2009 which placed 

them in the top 25% of all schools in England
•	 There are examples of excellent practice in almost all subject 

years in all year groups  within schools across the LA
•	 There are currently no Upper School s in OfSTED categories

Priorities
•	 Achieving a step change in improving performance in 5+ A* - 

C so that it matches or exceeds the national average and closes 
the gap on statistical neighbours

•	 Reversing the recent decline in performance measured by 
percentage of students achieving 5+ A* - C (including English 
and mathematics), improving the progress made by students 
from Key Stage 2 and closing the gap on our statistical 
neighbours

•	 Addressing particular issues related to performance of 
identified groups of students

•	 Improving school target setting and the strategies used to 
achieve targets so that more make expected progress (Fischer 
B or above) and mid-year predictions are accurate enough to 
allow successful intervention to take place

Enjoying and Achieving
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Special Needs

At Foundation Stage and at end of Key Stage 2 pupils identified with 
SEN in Central Bedfordshire do not do as well as statistical neighbours 
or nationally

At KS4, pupils appear to attain better than both statistical neighbours 
and nationally, but twice as many pupils as last year are being 
identified at School Action, which impacts on the data.  This will need 
to form part of the conversations with schools around pupil tracking.

SIP visits this term to challenge schools around data and target 
setting for vulnerable groups, including SEN.  This is being supported 
by visits by specialist staff.  

There is increased close working between SI and Inclusion services.  

There has been a shift in culture within schools, driven by the LA, to 
look at partnerships across phase with all schools having ownership 
of outcomes for all phases (Figure 15).

Figure 15: SEN Achievement Against National Expectations
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Looked After Children (LAC)

We are unable to publish the LAC achievement data as numbers are 
too small however:

•	 Attainment for LAC is typically below that of their peers.
•	 31% of our LAC have a statement of SEN
•	 This is a national trend and mirrored in our Statistical 

Neighbours (where available)
•	 Pupils’ progress is monitored in their PEP
•	 All pupils are monitored by the Virtual Head to provide the 

support they need

Best Practice
The National Strategies Area Adviser has reported that 

•	 ‘the newly created LA has acted decisively to establish a clear 
SEN vision and associated protocols…the joint leadership of 
inclusion and school improvement is a strength’ 

•	 ‘The impact opf the LA’s leadership with regards to schools’ 
DES is good’

•	 ‘The impact of LA management of support to school causing 
concern where SEN/LDD is a significant issue is ‘good’

•	 The LA’s delivery of the IDP is good’

Service Baseline
Services have been and are continuing to be restructured to provide 
support against our priorities as well as meeting our statutory 
responsibilities.

Gaps
There is currently insufficient appropriate accommodation to 
provide what is required within localities to meet the needs of all 
children and young people with SEN.

Public and Patient Involvement
The SEN Programme was developed following broad consultation 
on what measures needed to be taken to improve provision for SEN.  
The work programme that has been developed from this review has 
incorporated actions involving parents and schools, fro example 
the development of the guide to support the implementation of 
a graduated response to meet needs, and the public consultations 
to reach a solution to special schooling in the East of Central 
Bedfordshire.  Aspects of work continue to be supported by focus 
groups to ensure involvement.

Priorities
•	 Cross cutting priority: Improve prevention, early identification 

and intervention 
•	 CYPP(Children and Young People’s Plan) Priority 10: Raise 

achievement for all learners particularly underachieving 
groups and children in vulnerable circumstances – closing the 
gap between SEN and non SEN pupils, improving behaviour 
and attendance and reducing exclusions, providing a  more 
flexible curriculum 14-19

•	 CYPP Priority 9: Transform teaching and learning and strengthen 
leadership to ensure that every school and early years setting 
is at least good – Implementation of a school improvement 
strategy that includes responding to inclusion issues
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Achieving Personal and Social Development

Personal and Social development is the key to achieving all 5 Every 
Child Matters (ECM) outcomes.  There are two reasons why personal 
and social development is a fundamental for all children and young 
people.  Firstly it is important in its own right because schools are 
concerned with children’s all round development as persons living 
in society.  Secondly, it is important as the foundation for other types 
of learning.  

Personal and social development makes a significant contribution 
to young people’s personal development and character.  It creates 
a focus on the social and emotional aspects of effective learning, 
such as self-awareness, managing feelings, motivation, empathy 
and social skills.  These five aspects of learning, identified within the 
Social and Emotional Aspects of Learning (SEAL) framework, make 
an important contribution to personal wellbeing.  

Achievement of PSD is measured and reported as follows:

•	 Foundation Stage Profile for Personal, Social and Emotional 
Development

•	 PSHE* achievement at KS3 and KS4 
•	 LA Social and Emotional Aspects of Learning Self-evaluation 

(using national framework) 
•	 Ofsted judgements for well-being, standards of behaviour
•	 Levels of good attendance and reduced numbers of persistent 

absence (NI87)
•	 Healthy Schools indicators
•	 Health Indicators – inc.  Teenage Pregnancy

•	 TellUs survey (eg.  NI 50 - % of young people reporting that 
they have good relationships)

•	 Outcomes of the Balding Survey
•	 Outcomes of the PESSCL Strategy

Personal, Social, Health and Economic Education directly feeds into 
the 5 outcomes for Every Child Matters.  It affords a discreet time 
within the life of the school to explore attitudes, develop skills and 
understanding and increase knowledge around various aspects 
related to the health and well being of the student.  Historically a 
non statutory subject following a non statutory framework within 
the National Curriculum, and umbrella subject for the delivery of 
Drug education and Sex and Relationships Education.  PSHE was 
made ‘statutory’ via a delivery at the SRE forum conference in 2008 
by Jim Knight, and we have recently seen the bill successfully passed 
with an intended implementation in schools of Sept 2011.

Key Findings
Foundation Stage Profile for Personal, Social and Emotional 
Development PSHE* achievement at KS3 and KS4 
PSHE both in terms of achievement and provision across Central 
Bedfordshire remains inconsistent.  Results of the PSHE audit carried 
out 2008/9 can be accessed via Sally.Horton@centralbedfordshire.
gov.uk

LA Social and Emotional Aspects of Learning Self-evaluation (using 
national framework) 
Central Bedfordshire is at the “Developing” stage in the majority of 
areas with some elements of “Established” practice.  Establishing 
stage will be achieved when there is consistent support, monitoring 
and evaluation from all key services.  
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Tamhs project is in its early stages of development.

By Sept 2010 100% of Upper and Middle schools will have had the 
opportunity to access the SSEAL implementation programme of 
support, currently (Feb 2010) 85% of schools have implemented or 
are on the programme of implementation.  DCSF expectation is for 
100% of schools to have had access to the programme by Sept 2011.  

100% of Lower schools have had access to the implementation 
programme of support.  By Sept 2011 92% of schools will have 
implemented or be on the programme for implementation.  

The EY team  have used SEAD materials to deliver training to 
practitioners 
throughout the EYFS (Supporting Children’s Personal, Social & 
Emotional Development).  A second role-out of this training will take 
place in the Summer Term.

Ofsted Judgements for Well-being, Standards of Behaviour
7 Upper or Middle schools currently are judged by OFSTED 
as satisfactory for behaviour, all others are judged as good or 
outstanding.  All schools that have been judged by OFSTED under 
the new framework (bar one) have received good or outstanding for 
behaviour 

Levels of good attendance and reduced numbers of persistent 
absence (NI87)

Table 18: Attendance rates for CBC for the years 2007-08 and 2008-09

07/08 08/09

Upper 92.51 92.79

Middle 94.74 94.37

Lower 95.12 94.87

Secondary (U/M) 94.10 93.68

LA Overall 93.78 94.12

These figures (Table 18) show that whilst attendance rates at the 
Upper phase improved in 2008-09.  Attendance  rates in the Middle 
and Lower phase fell.  Overall, the local authority’s attendance 
performance showed a small improvement (0.34) over the previous 
year.

Table 19: The PA rate (percentage) for CBC for the years 2007-08 and 2008-09

07/08 08/09

Upper 6.32 5.18

Middle 2.37 2.29

Lower 1.77 1.58

Secondary (U/M) 4.08 3.55

LA Overall 3.20 2.81

These figures show that whilst PA rates improved across all three 
phases in 2008-09 the improvement at Upper phase was much 
greater than at Middle and Lower (Table 19).  Overall, the local 
authority’s PA performance showed a small improvement (0.39) over 
the previous year.
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Table 20: The PA rate (number of PA children for CBC for the years 2007-08 and 
2008-09

  07/08 08/09

Upper 564 452

Middle 275 261

Lower 208 188

Secondary 839 713

LA Overall 1047 901

These figures (Table 20) (the number of PA children) emphasise 
the contrast between the improvement in PA at Upper phase 
(which received B&A consultancy support) and the much smaller 
improvement at Middle and Lower in 2008-09.  (which did not due 
to capacity and not meeting the threshold for support)

Table 21: The DCSF threshold for PA in 2008-09 was set at 6.01%, which means 
that the following Upper schools have been identified as priority PA schools for 
2009-10:

 Manshead 6.68 (down from 9.48 in 07/08)

Sandy 8.86 (up from 8.23)

Stratton 6.19 (Currently 4.9% down from 8.03)

At Sandy Upper a significant fall in the number of children on roll - 
from 729 to 643 - meant that even though the number of PA children 
was reduced, the PA percentage increased.  

Healthy Schools Indicators:
•	 Healthy schools target of 75% already met with 100% of 

schools in CB registered on the programme
•	 The target for 75% of schools to achieve National Healthy 

School Status by December 2009 was exceeded in Central 
Bedfordshire , with 77% of schools having achieved National 
Healthy School Status

To ensure the maintenance of standards, schools which achieved 
National Healthy School Status in 2006, (16 schools) are now required 
to complete an online Annual Review to maintain their National 
Healthy School Status.  To further improve standards, schools which 
achieved National Healthy School Status in either 2006 (16 schools) 
or 2009 (13 schools) are now also eligible to embark on the new 
Enhancement Model for Healthy Schools.

The Enhancement Model will embed further, healthier behaviours 
into the everyday activities of school life.  Schools will be supported 
to work closely with key partners towards achieving locally agreed 
health and well-being outcomes, as part of specific priorities within 
the Children and Young People’s Plan.  In Central Bedfordshire, these 
priorities are:

•	 NI 115: Substance Misuse by Young People
•	 NI 50: Emotional Health of Children

The remaining 31 schools that have still to achieve National Healthy 
School Status are currently being supported to achieve this.  The 
national target (DH & DCSF) is that all schools will have achieved 
National Healthy School Status by 2020.
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Health Indicators – inc.  Teenage Pregnancy
The South of the county remains our highest ward for teenage 
pregnancy, (see data below) and this is reflected in neighbourhood 
statistics that evidence that up to 50% of families are living in poverty 
in these areas
Perception data available around substance use and sexual activity 
for Upper Schools derived from the ‘Social Norms’ survey run by Andi 
Whitwham.  To access this data please contact Sally Horton.
Social Norms data provides consistent evidence that the behaviour 
perceptions of young people and their peers is very different to actual 
behaviour.  This is true in all cases apart from the consumption of 
alcohol where perception and behaviour are in line with each other.

Teenage pregnancy is a public health and education issue within 
Central Bedfordshire.  There are wards such Houghton Hall, Parkside, 
Tithe Farm, Stanbridge and Dunstable Central where Teenage 
Pregnancy rates are much higher than the national, regional and 
local average.  This clearly demonstrates why there is a need for 
targeted work within these areas, involving all frontline professionals 
working with young people.  In Central Bedfordshire we are targeting 
our resources to tackle these higher rate areas.  This has been 
achieved through the commissioning arrangements, where 3 local 
organisations have been chosen to undertake targeted programmes 
of work to address the underlying causes of teenage pregnancy.  

There are a number of negative outcomes associated with teenage 
pregnancy that make it a key concern for public health and education:

•	 At age 30, teenage mothers are 22% more likely to be living 
in poverty than mothers giving birth aged 24 or over, and are 
much less likely to be employed or living with a partner

•	 Teenage mothers are 20% more likely to have no qualifications 
at age 30 than mothers giving birth aged 24 or over

•	 Teenage mothers have 3 times the rate of post-natal 
depression of older mothers and a higher risk of poor mental 
health for 3 years after the birth

•	 The infant mortality rate for babies born to teenage mothers is 
60% higher than for babies born to older mothers

•	 Teenage mothers are 3 times more likely to smoke throughout 
their pregnancy, and 50% less likely to breastfeed, than older 
mothers - both of which have negative health consequences 
for the child

•	 Children of teenage mothers have a 63% increased risk of 
being born into poverty compared to babies born to mothers 
in their twenties and are more likely to have accidents and 
behavioural problems

•	 Among the most vulnerable girls, the risk of becoming a 
teenage mother before the age of 20 is nearly 1 in 3

High rates of teenage pregnancy in Central Bedfordshire are 
concentrated within the following wards:

Table 22: Teenage Pregnancy

Ward Area
U18 conception rate per 
1000 females 15-17yrs

 Houghton Hall Central Bedfordshire 79.9

 Parkside Central Bedfordshire 66.7

 Tithe Farm Central Bedfordshire 74.0

Stanbridge Central Bedfordshire 60.8

Dunstable Central Central Bedfordshire 52.6

Source: ONS TPU 2005-2007
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The under 18 conception rate in Bedfordshire is approximately 31.1 
per 1000 in 2008, which represents a 16.3% reduction since 1998, 
when the rate was 41.0 pregnancies per 1000.  This compares with 
40.7 per 1000 nationally, and 31.6 per 1000 in the east of England.
The national target for Teenage Pregnancy is to reduce under-18 
conceptions by 50% between 1998 and 2010.

Table 23: Related factors to risky behaviour

Risky Behaviour Education Related Factors
Family and Social 

Circumstances

Early onset of sexual 

activity

Low educational attainment Living in care

Poor contraceptive use Disengagement from school Daughter of a teenage 

mother

Mental health/conduct 

disorder/ involvement in 

crime

Leaving school at 16 with no 

qualifications

Ethnicity

Parental aspirations

Alcohol and substance 

misuse

Teenage motherhood

Repeat abortions

Further details and information on the Teenage Pregnancy Strategy 
in Central Bedfordshire can be obtained from Neil Timmins: tel.  
(01525) 636993; neil.timmins@nhsbedfordshire.co.uk

TellUs survey (eg.  NI 50 - % of young people reporting that they have 
good relationships)  Performance targets from the ‘Tell Us’ Ofsted 
Survey related to EHWB and substance use; Teenage pregnancy 
National Strategy; Chlamydia Screening Strategy and local indicators

Outcomes of the Balding Survey - Main data used: Health Related 
Survey (Balding) – small sample; Tell Us Survey – small sample; 
Social Norms – year 9-13’s in 5 Upper Schools in BB and CB; ‘Are you 
getting it’ – SRE survey with young people in the UK

Outcomes of the PESSYP  Strategy – please contact Glynis Yates at 
glynis.yates@centralbedfordshire.gov.uk  for a copy.

Best Practice
•	 http://nationalstrategies.standards.dcsf.gov.uk/secondary/

behaviourattendanceandseal/secondaryseal
•	 http://nationalstrategies.standards.dcsf.gov.uk/primary/

behaviourattendanceandseal
•	 PSHEE non statutory framework for key stages 1 – 4 with QCA 

suggested session plans and end of key stage statements
•	 SRE 2000 guidance.  Dfee.  2010 version currently out for 

consultation – this can be accessed from the DCSF consultation 
website

•	 Drugs Guidance for Schools 2004 Dfes.  2010 version 
consultation just closed

•	 Ofsted report on SRE in schools (Margaret Jones)
•	 Healthy Schools – PSHE and EHWB core themes
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Service Baseline
•	 1x Cross phase strand leader for B&A also leading on both 

PSEAL and SSEAL serving all schools in Central Bedfordshire
•	 Part time B&A associate consultant until April 2010 
•	 Part time SEAL associate consultant until April 2010 
•	 PSHEE consultant, full time, serving all schools in Central 

Bedfordshire
•	 Plan B – drug intervention service – work with small groups of 

young people age 13 upwards – small capacity
•	 PUKE – alcohol intervention service – small capacity to work 

with small groups of young people
•	 The Grove – Termination advice group – voluntary – small 

capacity
•	 Jenny Vass – Sexual Health trainer – working only in Sam Whit 

catchment
•	 Police school liaison officers – 3 in CB to serve all schools – 

small capacity – drug, knife crime etc
•	 Healthy schools team to support schools in achieving status
•	 Health Improvement team to support ‘Undercover’ and 

Chlamydia screening – small capacity for student delivery and 
specific focus

Gaps
Universal provision for expert support to offer schools in their 
delivery of PSHEE – eg: sexual health trainers to support SRE delivery 
around STI’s, HIV, Contraception, Puberty, Delaying early sex, 
Relationships etc; Drug experts to deliver around risky behaviours, 
alcohol, tobacco etc

PSHEE - With statutory implementation schools will require support 
to develop coherent programmes that are adequately assessed 
against end of key stage requirements

The LA currently will be unable to deliver on a planned approach 
to developing targeted aspects of SEAL in schools to support the 
needs of pupils, families and communities or generic behaviour 
and attendance strategic support for schools unless current staffing 
levels are maintained or enhanced beyond April 2010 as current 
staffing arrangements are already inadequate to deliver on all 
aspects of planned work.

Public / Patient Voice Involvement
Surveys as previously mentioned above and SEAL student voice in 
school audits.
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Priorities
See Enjoy and Achieve39 service plan Priorities 9, 10 and 11 and 
specifically: 

9.2 - Increase the percentage of schools and settings judged to be 
good or outstanding
9.3 - Ensure that all schools and settings are safe and that children 
and young people can make informed decisions
10.4 - Promote a supportive, caring climate for learning to improve 
enjoyment of learning for all, to reduce levels of unacceptable 
behaviour and persistent absence
10.5 - To promote Social, Emotional Health and Well-being and 
11.5 - Providing effective support for children who are not 
engaged with learning and are at risk of exclusion.  Developing 
policy, guidance, support, plans and good practice on early 
identification and intervention to avoid underperformance and/or 
disengagement.  This includes establishing clear roles, responsibility 
and accountability for managing challenging behaviour

Enjoying and Achieving

•	 Evaluation of effect of implementation of both (P)SEAL and 
(S)SEAL

•	 Evaluation of Tamhs project
•	 Data based upon the surveys already mentioned
•	 Teenage pregnancy ‘hot spots’ – South of county mainly
•	 Schools with high levels of exclusion
•	 Schools working towards healthy schools enhanced model
•	 Schools identified by the School Improvement team
•	 To support schools with the implementation of statutory 

PSHEE – policy development, schemes of work, assessment, 
evaluation, monitoring, consultation with students, parents, 
staff and governors, resource development
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Personal Social Health Economic Education

Personal, Social, Health and Economic Education directly feeds into 
the 5 outcomes for Every Child Matters.  It affords a discreet time 
within the life of the school to explore attitudes, develop skills and 
understanding and increase knowledge around various aspects 
related to the health and well being of the student.

Historically a non statutory subject following a non statutory 
framework within the National Curriculum, and umbrella subject for 
the delivery of Drug education and Sex and Relationships Education.  
PSHE was made ‘statutory’ via a delivery at the SRE forum conference 
in 2008 by Jim Knight, and we have recently seen the bill successfully 
passed with an intended implementation in schools of Sept 2011.

Key Findings
PSHE across Central Bedfordshire remains inconsistent.  Results of 
the PSHE audit carried out 2008/9 can be accessed via Sally.Horton@
centralbedfordshire.gov.uk

Teenage pregnancy in the UK remains one of the highest in Western 
Europe.  Central Bedfordshire Ward levels range approximately 
between 1:33 and go as high as 1:12.  Ward level data can be accessed 
from Neil Timmins 01525 636996.  

Teenage pregnancy figures for England and the East of England can 
be accessed via Neil Timmins and Central Bedfordshire figures are 
comparable to these.  

The South of the county remains our highest ward for teenage 
pregnancy, and this is reflected in neighbourhood statistics that 
evidence that up to 50% of families are living in poverty in these 
areas.  Data available from Sally Horton 

Perception data available around substance use and sexual activity 
for Upper Schools derived from the ‘Social Norms’ survey run by Andi 
Whitwham.  To access this data please contact Sally Horton.  

Social Norms data provides consistent evidence that the behaviour 
perceptions of young people and their peers is very different to 
actual behaviour.  This is true in all cases apart from the consumption 
of alcohol where perception and behaviour are in line with each 
other.  

With statutory implementation schools will require support to 
develop coherent programmes that are adequately assessed against 
end of key stage requirements.  

Performance targets from the ‘Tell Us’ Ofsted Survey related to EHWB 
and substance use; Teenage pregnancy National Strategy; Chlamydia 
Screening Strategy and local indicators 

Main data used: Health Related Survey (Balding) – small sample; 
Tell Us Survey – small sample; Social Norms – year 9-13’s in 5 Upper 
Schools in BB and CB; ‘Are you getting it’ – SRE survey with young 
people in the UK.
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Best Practice
•	 PSHEE non statutory framework for key stages 1 – 4 with QCA 

suggested session plans and end of key stage statements 
•	 SRE 2000 guidance.  Dfee.  2010 version currently out for 

consultation – this can be accessed from the DCSF consultation 
website 

•	 Drugs Guidance for Schools 2004 Dfes.  2010 version 
consultation just closed 

•	 Ofsted report on SRE in schools (Margaret Jones) 
•	 Healthy Schools – PSHE and EHWB core themes

Service Baseline
•	 PSHEE consultant, full time, serving all schools in Central 

Bedfordshire 
•	 Plan B – drug intervention service – work with small groups of 

young people age 13 upwards – small capacity 
•	 PUKE – alcohol intervention service – small capacity to work 

with small groups of young people 
•	 The Grove – Termination advice group – voluntary – small 

capacity 
•	 Jenny Vass – Sexual Health trainer – working only in Sam Whit 

catchment 
•	 Police school liaison officers – 3 in CB to serve all schools – 

small capacity – drug, knife crime etc 
•	 Healthy schools team to support schools in achieving status 
•	 Health Improvement team to support ‘Undercover’ and 

Chlamydia screening – small capacity for student delivery and 
specific focus

Gaps
Universal provision for expert support to offer schools in their 
delivery of PSHE – eg: sexual health trainers to support SRE delivery 
around STI’s, HIV, Contraception, Puberty, Delaying early sex, 
Relationships etc; Drug experts to deliver around risky behaviours, 
alcohol, tobacco etc

Public / Patient Voice Involvement
Surveys as previously mentioned – local and national

Priorities
•	 To be decided by curriculum support team and ‘Education and 

Health Partnership’ 
•	 Data based upon the surveys already mentioned 
•	 Teenage pregnancy ‘hot spots’ – South of county mainly 
•	 Schools with high levels of exclusion 
•	 Schools working towards healthy schools enhanced model 
•	 Schools identified by the School Improvement team 
•	 To support schools with the implementation of statutory 

PSHEE – policy development, schemes of work, assessment, 
evaluation, monitoring, consultation with students, parents, 
staff and governors, resource development
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Recreation and Extra Curricular

Both recreation and out of hours activities offer opportunities to 
all to participate in a range of activities that lead to better positive 
outcomes of which can help to raise self esteem and confidence as 
well as improving standards and attainment at all levels.  

Key Findings
Full Core Offer extended service provision is currently delivered by 
95% of all schools within Central Bedfordshire covering all wards, this 
offer includes access to extra curricular and recreational activities 

Currently and exercise is being carried out to ascertain the level of 
positive activities offered to young people (Ketan Gandhi)

Full core offer data is provided by the Training & Development 
Agency.  In comparison to out regional neighbours (94% FCO) and 
national neighbours (95% FCO)

Extended service provision is a universal offer of services to all.  
April 2010 see the roll out of the Extended Services Economically 
Disadvantage Subsidy which will enable children & young people 
who meet this criteria to engage in extra curricula & recreational 
activities that they would not normally be able to access – narrowing 
the gap.

All data for extended services is provided by the TDA (Training & 
development Agency) who are commissioned by the DCSF to do so.

Best Practice
Guidance on Extended service provision (full core offer of services) 
is provided through the DCSF and the TDA.
TDA monitor progress and delivery of provision and offer support 
and guidance to enhance the delivery 
http://www.remodelling.org
http://dcsf.org.uk

Service Baseline
Access to provision is offered to all.  Whilst Central Bedfordshire are 
95% full core offer this does not necessarily mean that 5% of schools 
do not offer extra curricular of recreation (Full core offer of services 
includes 3 elements):

1.	 1 Extended Services Team Coordinator serving alls chools 
across Central Bedfordshire until 31st March 2011 

2.	 1 part time development worker until March 2011 
3.	 9 school based coordinators p/t and f/t until August 2011

Gaps
Central Bedfordshire current show that 7 of all schools do not provide 
the full offer to the varied menu element.  The varied menu offer 
includes access to extra curricular and recreational activities.
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Public and Patient Involvement

As part of the varied menu offer consultation is carried out with 
pupils (some via school councils) to ascertain need / demand for 
services.
Full parental consultation was carried out in 2008 with parents to 
ascertain parental engagement within local recreational provision as 
well as engagement of their children with extra curricular activities

Priorities
•	 All school providing FCO to all 5 elements by September 2010
•	 Regular consultation with all groups around service provision
•	 Full participation in the disadvantage subsidy in order to 

narrow the gap
•	 all schools working in line with cluster development plans to 

deliver access to the Full Core Offer of Extended Services by 
2011 

•	 See enjoy & Achieve Service 39 plan priority 11
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Participation in Local Decision making

There is a lot of evidence both nationally and regionally for example 
in the ‘Hear by Right’ documents, that illustrates that involving 
children and young people in the planning, delivery and evaluation 
of local authority services brings benefits including improving 
services, promoting citizenship and measuring impact.

Nationally the Government has adopted the United Nations 
‘Convention On the Rights of the Child’ and has made clear its 
commitment to the involvement of children and young people in 
the planning, design, provision and evaluation of services, through 
the acts and guidance documents which place a requirement on 
Children’s Services agencies to involve children and young people:

•	 Article 12 of the United Nations ‘ Convention on the Rights of 
the Child’

•	 Children’s Act 1989
•	 Health and Social Care Act 
•	 Modernising Local Government
•	 Education Act 2002
•	 Learning to Listen Care principles (CYPU2001)
•	 Every Child Matter and Children’s Act 2004
•	 The National Service Framework for Children 2004

Locally, The Children’s Trust values and is committed to the 
involvement of children, young people and families in decision 
making and shaping services.  

Key Findings
Young people are well aware that the decisions politicians make 
affect them.  Yet they also feel marginalised from the political and 
decision making system.  
This sense of exclusion is being tackled by providing real opportunities 
for young people to have a say in decisions that impact on their lives 
and communities.  To date, in Central Bedfordshire the following 
opportunities exist for young people to be really involved in local 
decision making:

Youth Parliament – Central Bedfordshire’s first youth parliament 
was elected on the 2nd March 2010 and the first sitting of members 
taking place at the end of March 2010.  The elections resulted in  
60young people becoming elected members with just over 12,000 
young people having voted.

Street Cred – This is a panel of young people who make decisions on 
the allocation of funding in relation to the Youth Opportunity Funds 
and Youth Capital Funds.  This year the panel has been  responsible 
for allocating YOF £139,400 and YCF £120,500.  It is anticipated that 
in 2010/11 the allocation they will make decisions on will be YCF 
£120,500 & YOF £139,400
Young Inspectors – We are currently training young people (will be 
training 50 in total) who will be undertaking inspections of service 
or part of services to young people.  The following services have 
already registered their interest in being inspected as part of the 
programme:

06  Making a Positive Contribution
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Integrated Youth Support, Sport and Leisure, Countryside Access, 
Specialist Services, Children’s Work Force Development and Libraries
Recruitment and Selection – various children’s services agencies 
now involve young people as part of their recruitment and selection 
processes for front line delivery staff.

In addition to the above a team of Children and Young People’s 
Participation Workers has been pulled together as part of Integrated 
Services to lead on involving young people in decision making.

Best Practice
Regionally Central Bedfordshire is used by GO EAST as good practice 
in relation to involving young people particularly in relation to IYSS 
related functions

•	 Service Baseline
•	 IYSS – Youth Parliament, Street Cred, Young Inspectors
•	 Integrated Services – Youth Participation Team
•	 Police – Young people’s Involvement Worker 

Public and Patient Involvement
Streed Cred allocation of funds resulting in 40 new initiatives.

Making a Positive Contribution
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Volunteering

The Russell Commission has been set up by the Government to 
develop a new national framework for youth action and engagement.  
It is part of Government’s wider programme to promote volunteering 
right across society, and to encourage active and engaged citizens.  

This framework will help increase the level of community participation 
by young people across the UK and deliver the following tangible 
benefits:
•	 Volunteers will develop their skills and contribute in an active 

way to their local communities 
•	 The capacity of communities and of voluntary organisations 

will be enhanced 
•	 Society at large will be more cohesive and through skills 

development the UK’s competitive advantage will increase 

‘Youth Matters’ built on the work of the Russell Commission and set 
out the Government’s intention to provide statutory guidance for 
local authorities, setting new national standards for the activities 
that all young people would benefit from accessing in their free time, 
including opportunities to contribute to their communities through 
volunteering.

For many young people awareness of volunteering happens in a 
very formal, structured or uniformed context, often driven by the 
curriculum or the performance of service for others.  

Making a Positive Contribution

Data for England, shows that rates of volunteering among young 
people remain strong.  88% of those looking for work believed 
volunteering would enhance their chances and Job Seeker 
Allowance claimants who volunteer are 12% more likely to find work 
than those who don’t.  Another survey of young people aged 12-
15, revealed that the significant personal incentives for providing 
unpaid work were social (for 60%) or career related (for 39%) quote 
from DCSF (2007).

Key Findings
An action of the CYPP (priority 12) is to create opportunities for 
young people to engage in volunteering.  Although many agencies 
including those from the voluntary sector report of young people’s 
contribution through volunteering, there is an absence of real data 
which illustrates how many young people are volunteering and what 
the outcomes / impact of their engagement has been.  A group to 
rectify this is being established.

Gaps
Lack of data outlining young people’s volunteering.

Priorities
•	 Creation of data outlining young people’s involvement in 

volunteering
•	 Promotion of volunteering to young people (this will be part of 

the positive images campaign)
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Developing Enterprising Behaviour

Enterprise education is viewed by the government as a key 
component in improving the economic well-being of the nation and 
individuals.  Private and public sector businesses need employees 
with a can-do attitude, a willingness to take on responsibility, a 
creative and innovative approach to solving problems, and the 
ability to cope with uncertainty and change and make reasonable 
risk/reward assessments. Such enterprising skills and attributes 
help in the creation of new businesses but are equally important for 
individuals to be successful in their personal lives40.  

A common barrier to developing enterprise has been the lack of an 
common understanding - Ofsted addressed this issue in Learning to 
be enterprising by producing a definition aligned to project-based 
working. The DfES proposes a broader but complementary definition 
of enterprise education:

Enterprise education is enterprise capability supported by better 
financial capability and economic and business understanding.  
Enterprise capability [includes] innovation, creativity, risk-
management and risktaking, a can-do attitude and the drive to make 
ideas happen.  This concept embraces future employees, as well as 
future entrepreneurs.

Key Findings
An increasing number of Children and Young People are involved 
in Young Enterprise programmes which are running in Central 
Bedfordshire Schools to give young people an insight in to running a 

business for example Harlington Upper School supported through 
the Integrated Youth Support Service are running an extensive 
enterprise programme which also involves their family of schools.

As part of Central Bedfordshire NEET Strategy working alongside the 
Skills Strategy, we are looking to develop Enterprise skills amongst 
NEET young people with a view of them becoming involved in Social 
Enterprise.

Gaps
Lack of data outlining young people’s involvement in Enterprsie.

Priorities
•	 Creation of data outlining young people’s involvement in 

Enterprise and the impact from their involvement
•	 Developing Enterprise Skills amongst young people who are 

NEET or at risk of becoming NEET

Making a Positive Contribution
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Participation in Social Activities

Recent evidence confirms that participation in positive activities, 
and support and guidance from trusted professional and adults, play 
an important role in enabling young people to gain these new skills.  
It also shows that disadvantaged young people are significantly 
less likely to participate and to have the same range of diverse 
opportunities that many other young people het through parents 
who value, and can afford, such activities.  As a consequence, young 
people without these skills may be further disadvantaged41.
Positive activities include young people’s involvement in any of the 
following list (not an exhaustive list):

•	 Sports, outdoor activities 
•	 Clubs, groups and socials 
•	 Music, arts, other creative activities 
•	 Courses, classes, support groups 
•	 Volunteering and community groups

Local authorities have this year been asked to collate data on young 
people’s involvement in positive activity with a view of enhancing 
the data already collected through the ‘tell us’ survey.  Nationaly data 
has been collected during the 1st week in February (2010).

DCSF will collect data on a week at a different time of year to capture 
information at other times with higher rates of anti-social behaviour.  
Local authorities will be given 3 months notice of subsequent data 
collections.

Key Findings
Tell US 4 findings on the NI 110 indicator reported that we had 
achieved 69% rate for young people’s involvement in positive 
activities putting us in the upper quatile for local authorities across 
England.

The return stats from our survey undertaken in the first week in 
February are attached.

As part of the Positive Contribution sub group we are currently 
mapping positive activities available to young people across Central 
Bedfordshire.

Priorities
Promoting opportunities available to young people (once mapping 
has been completed).

Making a Positive Contribution
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Offending by Children (to include looked after 
children)

It is generally accepted that young people subject to secure remand 
or incarceration are unlikely to thrive, and that in a significant number 
of cases, their criminality is intensified rather than reduced.  

It is of grave concern that some 27% of adult offenders have previously 
been LAC.  It is inevitable, and right and proper that a small number 
of young people committing grave and serious, or particularly 
persistent offenders, will be placed in a secure environment.  
However, the majority of young people can be successfully engaged 
and challenged within the community.  

Traditionally, Bedfordshire as a county had a high rate of custody.  
Considerable work has been undertaken with partners to analyse 
trends and offer robust alternatives to custody.  

A reduction has been achieved in CBC in 2009/10 and we must 
remain focussed in order to maintain and improve on th current 
figures.

Best Practice
•	 Good assessment of risk and need, using ASSET assessment 

tool to establish scaled approach level,  linked to provision and 
regular review of a Supervision plan

•	 High quality, consistent multi-agency service planning and 
delivery

•	 Robust networking to ensure that children and young people 
at risk of custody  have access to universal, as well as targeted 
services

Gaps
Reduction in resources through Community Safety element of ABG 
resulting in reduced capacity to deliver intensive interventions to 
high risk young people.

Priorities
•	 Track identified cohort and analyse future offending – what 

works (Key elements of Effective Practice – YJB)
•	 Work with colleagues in integrated offender management to 

ensure that young people transitioning to Probation at age 18, 
can access support and scrutiny via the PPO scheme 

Making a Positive Contribution
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School Lever Destinations (inc NEETS)

Reducing the proportion of 16 to 18-year-olds not in education, 
employment or training (NEET) is a priority for the Government.  
Being NEET between the ages of 16–18 is a major predictor of later 
unemployment, low income, teenage motherhood, depression and 
poor physical health.  No single agency holds all the keys to reducing 
NEET; LAs, schools, the Learning and Skills Council, youth support 
services and employers all have key roles to play.

For full details of the Department’s strategy for reducing NEET, 
together with the latest statistics and guidance, go to the DCSF 14–
19 website.

September Guarantee
The September Guarantee is an offer, by the end of September, 
of a place in learning to young people completing compulsory 
education.  The guarantee was implemented nationally in 2007.  It 
will be extended to 17-year-olds in 2008 to give those who enroll on 
one-year or short courses, or who leave the activity they chose when 
leaving school, further opportunities to engage in learning.

This is an important element of the Department’s (DCSF) strategies for 
reducing the proportion of young people who are NEET; increasing 
participation and attainment at age 19.

Education Participation Age:
Raising the participation age so that all young people stay in 
education or training at least until the age of 18 is central to the 
governments ambitions.  From 2013 young people will be required 
to stay in education or training.

Key Findings
Our NEET stretch target is 5.6% which we did not achieve by the 
end of January 2010 when the annual measure is submitted.  At 
that stage we had a NEET percentage of 6.4%.  This has now been 
reduced to 5.5%
We currently have 331 16-18 year olds who are NEET and a further 
112 19 year olds.  Including in these figures are 45 16-18 year olds 
who are either teen parents or pregnant teenagers with a further 31 
19 year old in the same category.

We are curretly analysing data on the NEET’s, however we can 
confirm that a substantial number of our NEET’s do not fit in to the 
current training provided for 3 key reason’s:

1.	 The money gained on benefits outweighs any training 
allowance

2.	 A substantial number of NEET’s need support pre E2E or 
foundation learning i.e it’s not about getting them from A to B, 
it’s getting them to A

3.	 Training for those who have already achieved educational 
qualifications equivalent to level 2 or above.

Both in number two and three training providers do not receive 
funding.

07  Achieving Economic Wellbeing
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We are currently undertaking Central Bedfordshire‘s first My 
Future Plans exercise which will enable us to identify the intended 
destinations of current year 11 students.  The analysis will be available 
from the end of April 2011.

Service Baseline
The current picture is as follows:

•	 Cohort of 16-18 year olds = 6217
•	 Those in Education = 4615
•	 Those in Employment = 988
•	 Those in training = 127
•	 NEETs = 331 (5.5% this is below national average)

There are 150 young people whose current situation is unknown – of 
this we anticipate that more than 50% are in education, employment 
or training.  Over 6 young people in custody.

Gaps
Currently developing a new NEET Strategy for Central Bedfordshire – 
linking to the wider economic and skills strategy
We are one of few authorities that have not introduced 
apprenticeships for young people
Need to develop 14-19 strategy for Central Bedfordshire.

Achieving Economic Wellbeing

Priorities
•	 Development of 14-19 strategy incorporating the NEET 

Strategy and working in tamden to the economic and skills 
strategy

•	 Promote and develop apprenticeships as part of LSP and CYPP 
priorities
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Apprenticeship

In January 2008 a new organisation, the National Apprenticeship 
Service (NAS), was announced and officially launched in April 2009.  
The service was created to bring about a significant growth in the 
number of employers offering Apprenticeships.

The NAS has total end to end responsibility for the delivery of 
Apprenticeships that includes: Employer Services; Learner Services; 
and a web-based vacancy matching system (Apprenticeship 
vacancies).  This online system enables individuals to search and 
apply for live vacancies and allows employers, and their training 
providers to advertise their vacancies to a wide range of interested 
applicants.

The service has ultimate accountability for the national delivery of 
targets and co-ordination of the funding for Apprenticeship places.  
It acts to overcome barriers to the growth of the programme and 
assumes responsibility for promoting Apprenticeships and their 
value to employers, learners and the country as a whole.  

Apprenticeships are an excellent way of gaining qualifications and 
workplace experience.  As an employee, you can earn as you learn 
and you gain practical skills from the workplace.

Apprentices benefit from training with a company and receive a 
wage as an employee while learning at college.  An Apprenticeship 
will give you a skill for life, nationally recognised and sought after by 
employers.  

Key Findings
Central Bedfordshire Council has yet to adopt Apprenticeships as a 
key part of it’s recruitment

IYSS are working with NAS to ensure every 16,17 & 18 year old is 
aware of the National Apprenticeship website

Local apprenticeship vacancies are distributed to Cnx’s PA’s on a 
weekly basis to try and match up with NEET Young people

We have now combined the NEET Strategy Group, The Apprenticeship 
group and the Skills agenda group in to one as a way of combining 
key areas ensuring integrated working

Achieving Economic Wellbeing
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Ready for Employment

Nationally evidence from employers is that young people are not 
ready for interview let alone employment.

Key Findings
IYSS have just developed an employability project which matches 
NEET young people with employment and training opportunities 
and then prepares them for application and interview 

As an authority we have combined the NEET Strategy group, The 
Apprenticeships group and the Worklessness and skills agenda in 
order to ensure an integrated approach with our economic team.

As part of the NEET Strategy group the attached recommendations 
have been made and agreed at the 14-19 steering group (see 
appendix)

Currently training providers are able to support young people 
from moving from a level 1 to a level two qualification which them 
enables them to secure FE college places or better place them to 
secure employment.  

In part of Central Bedfordshire, we have a considerable number 
of NEETS that need to get to level one attainment before they can 
access E2E or Foundation learning based training

Achieving Economic Wellbeing

Best Practice
Integration of NEET, Apprenticeships and Skills Agenda
Employability project

Service Baseline
5.7% of 16-18 year old are NEET

From the 1st employability project training (March 2010) 5 of the 
7 young people that took part over the 2 days have been offered 
the jobs that they applied for after competing with other external 
applicants at the interview stage.

Gaps
pre level 1 training
personal development opportunities for teen parents

Priorities
•	 Development of pre level 1 training
•	 Development of training / personal development opportunities 

for teen parents
•	 Continued development of Employability Initiative
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Live in Decent Homes and Sustainable 
Communities

Sustainable communities can only be developed with the 
involvement of all residents.  While we have information showing 
priorities for adults, there is very little available evidence showing 
priorities for children, and what is being done to meet these priorities.

The high cost of ownership and lack of social housing in villages and 
rural areas may be adversely affecting the sustainability of these 
communities.

There is a high correlation between the proportion of children living 
in overcrowded conditions and deprivation.  A significant number of 
children in more deprived wards also lack direct ground floor access 
to private play areas.

Key Findings
What is a Sustainable Community?
According to the Department for Communities and Local 
Government, the features of sustainable communities include:

•	 high quality local health care and social services
•	 well performing schools, and opportunities for lifelong learning
•	 diverse, affordable, accessible housing in a balanced market
•	 high quality services for families and children, including early 

years child care
•	 visible, effective and community-friendly policing 
•	 good range of public, community, voluntary and private 

services which are accessible to the entire community

•	 residential, community, and commercial areas which are 
linked through an efficient, environmentally-sensitive 
transportation system which encourages sustainable modes 
of travel

High Quality Services
Most services are measured against national performance criteria.  
However, these judgements are generally made at the local authority 
level, rather than the community level, so it may be difficult to know 
if there are particular areas where service provision needs to be 
improved.  

Improvements to the sustainability of existing communities are 
being promoted in Central Bedfordshire through numerous, diverse 
initiatives such as the Sustainable Modes of Travel Strategy, measures 
to improve recycling rates, and a focus on community policing.
In addition, Central Bedfordshire is scheduled to experience major 
new growth over the period 2008-2031 with the development 
of several significant population and employment centres.  This 
provides an opportunity to shape the sustainability of these new 
communities through policies that create a sense of place and civic 
pride, and that balance and integrate their social, economic and 
environmental components.

High Quality Affordable Housing 
The 2001 Census asked a number of questions relating to the quality 
of living conditions.  These highlight areas in Central Bedfordshire 
where there are particular problems with overcrowding, lack of 
ground-floor access (which can particularly impact on children in 
terms of access to safe play areas), and lack of central heating.
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On average, 6.9% of households with dependent children in Central 
Bedfordshire were overcrowded at the 2001 Census.  This is defined 
as the household having an occupancy rating of -1, i.e.  one less room 
than deemed to be required for the household size and composition.  

The distribution of children living in overcrowded conditions 
correlates closely with levels of deprivation, and is concentrated in 
the more deprived wards of Dunstable and Houghton Regis.

Table 24: Percentage of children in overcrowded households by former ward, 
2001

Former ward Percentage

Tithe Farm 17.5

Manshead 12.8

Parkside 12.5

Houghton Hall 11.2

All Saints 10.5

Planets 10.4

Northfields 10.2

Heath and Reach 9.8

Central Bedfordshire average 6.9

Source: 2001 Census, Theme Table TT001

Achieving Economic Wellbeing

Many children have no direct access at ground level to outside 
play and amenity areas.  The proportion of children whose lowest 
living level is the first floor or above is concentrated in urban areas 
and again correlates highly with deprivation.  In areas where a high 
proportion of children have no direct access to private outside play 
areas, or have no private play area at all, the provision of adequate, 
safe community play areas is essential.

Table 25: Percentage of children in households with lowest level at first floor or 
above, by former ward, 2001

Former ward Percentage

Manshead 15.2

All Saints 7.5

Dunstable Central 6.2

Sandy Ivel 4.2

Plantation 4.2

Parkside 3.9

Northfields 3.5

Houghton Hall 3.1

Central Bedfordshire average 2.2

Source: 2001 Census, Theme Table TT001
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The distribution of children living in dwellings without central 
heating is more complex.  There is less correlation with deprivation 
as social housing almost always provides central heating.  Dwellings 
lacking this amenity are largely either owned or rented privately42.  
There are also a significant number of rural wards among those with 
the highest rates:

Table 26: Percentage of children in households without central heating by 
former ward, 2001

Former ward Percentage

Eaton Bray 6.0

Stanbridge 4.4

Arlesey 3.7

Potton and Wensley 3.3

All Saints 3.1

Biggleswade Ivel 2.9

Biggleswade Holme 2.9

Linslade 2.9

Central Bedfordshire average 1.5

Source: 2001 Census, Theme Table TT001

Achieving Economic Wellbeing
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Access to Transport

Access to transport is important as it has a big impact on the range of 
services that young people are able to access.  Although local studies 
show that access in Bedfordshire is generally good during the day, 
national research shows that young people who live in households 
in small towns and rural areas can be more isolated and less able to 
meet friends outside the working day, due to the unavailability of a 
lift and the absence of public transport.

Key Findings
Access to transport is a particularly crucial issue in rural areas, as 
young people can face difficulties in accessing key services such 
as education, training and healthcare.  Young people in rural areas 
may also have more limited opportunities for independent travel 
than their urban counterparts, with greater dependence on other 
family members to give them a lift.  Their choice of leisure and social 
activities is likely to be influenced by the places their parents are 
willing and able to take them and access to confidential personal 
advice (on drugs, contraception etc.) may be difficult.  Young people 
in households without cars may have even fewer opportunities.  
Where public transport is available it is often not at times that young 
people wish to travel, for example, there are few evening services43.

Data on accessibility across Bedfordshire was analysed for the 
Accessibility Strategy of the Local Transport Plan.  This focused on 
measuring and improving accessibility by walking, cycling and 
public transport to the key services that have the most influence on 
social inclusion:

•	 Healthcare 
•	 Education and Training
•	 Employment
•	 Food Shops

The analysis produced maps showing levels of access by walking, 
cycling and public transport to these key services.  Conventional 
public transport gave similar levels of access to each of the four 
types of destination both in peak and off peak periods.  As expected, 
households located further from the main centres had lower access in 
terms of time taken to reach destinations.  The assessment indicated 
that existing public transport services offered fairly comprehensive 
coverage of the county area to the main centres and key facilities 
required.  There were remote settlements where access is poor.  In 
Central Bedfordshire, these are in the east, as well as extreme parts 
of the west and south44.

Access to a Car
The proportion of dependent children living in households without 
access to a car is closely related to deprivation.  The lowest rates 
of car ownership are concentrated in the more deprived wards of 
Dunstable and Houghton Regis.  Such areas do, however, generally 
have ready access to community facilities and public transportation.  

The lack of access to a car is potentially far more limiting for children 
living in small towns and rural areas.  While the percentage of 
dependent children living in households without a car is below 5.0% 
in almost all rural wards (the sole exception is Langford and Henlow 
Village ward at 5.1%), levels in small towns can be significantly higher.

Achieving Economic Wellbeing
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While most small towns offer local bus services and transport links to 
major urban areas, the children and young people living there may 
still encounter similar difficulty in accessing services that children 
living in rural areas do.  Though nominally available to them, 
public transport may be of limited frequency and stop early in the 
evening.  Services may also be infrequent on weekends.  Pressure 
on local government budgets is reducing their ability to provide 
the subsidies which effective rural transport services generally 
necessitate, with the recent sharp increases in fuel costs resulting in 
further withdrawals of services.

Table 27 identifies the wards with the highest overall levels of 
dependent children living in households without a car.

Table 27: Percentage of children in households without a car by former ward, 
2001

Former ward Percentage

Manshead 21.6

Tithe Farm 17.8

Parkside 13.7

All Saints 12.2

Plantation 11.7

Houghton Hall 11.5

Northfields 11.2

Sandy Pinnacle 10.3

Central Bedfordshire average 6.0

Source: 2001 Census, Theme Table TT001

Best Practice
Transport was the key issue debated at the Second Annual Sitting 
of the United Kingdom Youth Parliament (UKYP).  For many young 
people it was deemed to determine which school or college they 
attended, how and where they accessed health care, and whether or 
not they were able to see their friends out of school hours in places 
of their choosing.

Following this Sitting, MYPs began lobbying on transport issues 
across the UK, and in November 2002 the UKYP organised a Transport 
Debate in the House of Commons.

A booklet: ‘ Transport, Young People and Rural Areas’, was
subsequently produced with the input and support of the 
Countryside Agency, the Department for Transport, and the 
Department for Environment, Food and Rural Affairs.  This profiled 
a number of best practice case studies showing how young people 
have taken ownership of their transport problems and have resolved 
these issues themselves to create local solutions.

Included among the 14 detailed case studies is the Leighton Linslade 
Youth Forum Youth Bus.

Achieving Economic Wellbeing
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Child Poverty

Poverty has a detrimental effect on the lives of children growing up 
in a family in poverty.  Educational outcomes, long term health, and 
future economic well-being are all lower for these children, and the 
likelihood of involvement in crime and  teenage parenthood  are 
higher.  Central Bedfordshire is committed to the development of a 
Child Poverty Strategy and reducing the number of children living in 
poverty.

Key Findings
Overall  27% of children in Central Bedfordshire are living in Poverty 
– where poverty is defined as workless or low income households.  
Low income being where income is at a level that attracts Working Tax 
Credit.  At present this a family income of £360 per week (for family 
of 2 adults 2 children).  There is always a time lag in the availability 
of data, and more recent figures are expected in May 2010 when the 
Department Work and Pensions usually produce updated figures.  

Table 28 & Table 29  give a full breakdown ward by ward, in the old District 
council boundaries.  

All 

Children

Children in 

Workless Families

Children in 

families on 

Working Tax Credit

Total Children in 

low-income families

Number Number Percent Number Percent Number Percent

Local 

Authority

Central 

Bedfordshire  56,260 6,665  12%  8,300 15%  14,965  27%

Mid Beds 

area 29,195  2,520  9%  3,970  14%  6,490  22% 

Biggleswade 

Ivel 1,735 260 15% 255 15% 515 30%

Sandy 

Pinnacle 1,865 285 15% 270 14% 555 30%

Sandy Ivel 910 135 15% 125 14% 260 29%

Arlesey 1,200 150 13% 180 15% 330 28%

Biggleswade 

Stratton 1,025 135 13% 145 14% 280 27%

Flitwick East 1,450 170 12% 205 14% 375 26%

Marston 1,395 125 9% 215 15% 340 24%

Northill and 

Blunham 935 115 12% 110 12% 225 24%

Shefford, 

Campton 

and 

Gravenhurst 1,920 150 8% 245 13% 395 21%

Achieving Economic Wellbeing
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Clifton and 

Meppershall 1,020 85 8% 115 11% 200 20%

Cranfield 1,045 75 7% 150 14% 375 22%

Potton and 

Wensley 1,610 95 6% 205 13% 300 19%

Stotfold 1,400 105 8% 155 11% 260 19%

Biggleswade 

Holme 965 80 8% 95 10% 175 18%

Langford 

and Henlow 

Village 1,055 75 7% 110 10% 185 18%

Houghton, 

Haynes, 

Southill and 

Old Warden 895 65 7% 90 10% 155 17%

Ampthill 1,660 100 6% 165 10% 265 16%

Maulden and 

Clophill 1,095 55 5% 120 11% 175 16%

Shillington, 

Stondon 

and Henlow 

Camp 1,250 80 6% 115 9% 195 16%

Westoning 

and Tingrith 575 40 7% 50 9% 90 16%

Flitwick West 1,755 65 4% 205 12% 270 15%

Silsoe 355 20 6% 35 10% 55 15%

Woburn 490 25 5% 50 10% 75 15%

Aspley Guise 490 25 5% 45 9% 70 14%

Harlington 560 25 4% 50 9% 75 13%

Flitton, 

Greenfield 

and 

Pulloxhill 545 30 6% 30 6% 60 11%

Table 29

All Children

Children in 

Workless 

Families

Children in 

families on 

Working Tax 

Credit

Total Children in 

low-income families

No. No. % No. % No. %

South Beds 

area 27,065 4,145 15% 4,330 16% 8,475 31%

Tithe Farm 1,490 495 33% 255 17% 750 50%

Parkside 1,380 340 25% 330 24% 670 49%

Manshead 1,245 340 27% 250 20% 590 47%

Northfields 1,770 415 23% 290 16% 705 40%

Houghton Hall 1,780 385 22% 285 16% 670 38%

Planets 1,220 180 15% 240 20% 420 34%

Plantation 1,315 210 16% 205 16% 415 32%

Dunstable 

Central 985 155 16% 155 16% 310 31%

All Saints 1,035 145 14% 170 16% 315 30%

Eaton Bray 550 95 17% 60 11% 155 28%

Caddington 1,230 180 15% 155 13% 335 27%

Streatley 535 40 7% 100 19% 140 26%

Achieving Economic Wellbeing
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Kensworth 

and 

Totternhoe 695 95 14% 80 12% 175 25%

Linslade 915 115 13% 110 12% 225 25%

Grovebury 1,810 190 10% 240 13% 430 24%

Stanbridge 460 85 18% 25 5% 110 24%

Icknield 1,525 125 8% 215 14% 340 22%

Chiltern 1,090 110 10% 120 11% 230 21%

Heath and 

Reach 410 50 12% 30 7% 80 20%

Toddington 1,310 90 7% 175 13% 265 20%

Watling 1,485 105 7% 170 11% 275 19%

Barton-le-Clay 1,260 80 6% 125 10% 205 16%

Southcott 1,555 90 6% 125 8% 215 14%

Nationally the figure quoted which correlates to the 27% in Central 
Bedfordshire is 23% nationwide.  

Within the Go East region, figures are available relating just to 
Workless families.  This puts Central Bedfordshire with the lowest rate 
in the region with neighbours showing the following rates (against 
11.8% in Central Beds): Cambs 12.6%, Bedford 20.4%, Luton 30.2% 
Herts 13.5%

The highest incidence occur in the Tithe Farm and Parkside areas of 
Houghton Regis and the Downside area of Dunstable where there 
are known health inequalities.  

The main sources of data are: Department for Work and Pensions – 
the National Statistics on Households below Average Income45.  

As mentioned above there is a time lag in the available data.  There 
have also been uncertainties as to which indicator or basket of 
indicators should be used.  These are starting to be resolved now 
with the passage of the Child Poverty Bill through Parliament, and 
the consultation on the Guidance which is scheduled for publication 
in June/July.  Combined with this the Go East are now employing an 
officer to work with all the local authorities on CP issues.

Best Practice
The Child Poverty Bill is about to be enshrined in statute.  This places 
a requirement on local authorities to implement a Child Poverty 
strategy, in conjunction with certain key partners.  The Child Poverty 
Unit has been consulting on draft guidance for some months, and 
the expectation is that this will be issued formally in late June to early 
July.  This will advise on which indicators to use – what the targets 
are, and what is integral to the mapping assessment which has to be 
carried out.
To date the only benchmarking figures easily available to date have 
been from Go East and were available at a recent Poverty event – 
these related to 2007.  

Achieving Economic Wellbeing
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Public and Patient Involvement
A Child Poverty Task Group was formed as part of the Stronger 
Communities Thematic Partnership, to drive forward the agenda 
following disaggregation.  A draft strategy has been developed 
within this group.  

Consultation was carried out in group work which took place at the 
launch of the Children and Young Peoples plan in October 2009, 
where stakeholders and Partners were asked to consider possible 
aims of a strategy, and to list any work which was already being 
carried out/could be developed which would assit families living 
in poverty.  Patient / service user voice and public views addressing 
inequalities and vulnerable groups.

Priorities
•	 These will be:

•	 Development of a local authority strategy

Achieving Economic Wellbeing
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If you require an excerpt of the document in a different format, or you have any comments or suggestions, please email:
jsna@bedfordshire.nhs.uk

For any Local Authority data queries please email:
insight@centralbedfordshire.gov.uk

For any NHS data queries please email:
phi@bedfordshire.nhs.uk
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