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1. INTRODUCTION 

1.1. Background and policy relevance of the study  

‘The lack of attention to the children of problem drug users is an 
indication that, at a strategic level, neither the number of children involved 
nor the extent of their needs has yet been fully recognised.’  

       (Advisory Council on the Misuse of Drugs, 2003, p64) 
 
Hidden Harm, the report of the Inquiry of the Advisory Council on the Misuse of Drugs 
(ACMD) which was published in 2003, drew on a range of research to highlight the 
negative impacts on children of parental drug misuse. These range from foetal damage 
caused by maternal drug use during pregnancy to the harm caused to children through 
the general ill-effects of poverty, poor housing and/or frequent changes of residence, 
physical and emotional abuse or neglect, inadequate supervision, inappropriate 
parenting or parental behaviour, inconsistent school attendance, exposure to criminal 
activities and temporary or permanent separation from parents.  Typically, children of 
drug users experience more than one of these and the effects are cumulative.  This can 
lead to inadequate health care, emotional, cognitive and behavioural problems, poor 
educational attainment and their own substance1 misuse and offending at an early age 
(ACMD, 2003).   

Long-standing drug misuse by parents is reported to be a substantial risk factor for poor, 
or delayed, mental health development for children (Rutter & Rutter, 1993; Van Baar & 
De Graaf, 1994).  Research also indicates that children’s attachment and family 
dynamics, social relationships, and functioning are adversely affected by parental 
addiction (Cleaver et al, 1999; Harbin & Murphy, 2000; Flores, 2001). Although such 
outcomes are similar in the case of children whose parents misuse alcohol (Alcohol 
Concern, 2003; Turning Point, 2006), they are compounded by the illicit, and therefore 
secretive, nature of drug use which can lead to additional problems for children in 
experiencing a strong sense of shame at their parents’ behaviour, while outwardly 
having to deny the existence of the issue (Kroll, 2004). 

Over the past 25 years, levels of drug use in the United Kingdom are reported to have 
escalated considerably (Reuter and Stevens, 2007). The impact on children and young 
people whose parents misuse drugs has, however, been largely overlooked in strategic 
responses to the drugs issue in England, beginning in 1995 with the publication of 
Tackling Drugs Together (HMSO) and followed in 1998 by a ten-year plan, Tackling 
Drugs to Build a Better Britain, (UK Anti-Drugs Coordination Unit, 1998), revised in 2002 
(Home Office Drugs Strategy Directorate, 2002).  

The ACMD Inquiry (2003) was launched in response to the lack of attention previously 
given to those vulnerable and ‘hidden’ children and young people whose parents or 

                                                 
1 In this report the term ‘substance misuse’ refers to the misuse of drugs (both illicit and prescribed) and/or 
alcohol.  ‘Drug misuse’ refers specifically to the use of illicit drugs or the misuse of prescribed drugs.     
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carers used drugs. The report contained six key messages for Government including a 
recommendation that reducing the harm to children from parental problem drug use 
should become a main objective of policy and practice and that by working together, 
services would be better placed to protect and improve the health and well-being of 
these children. More specifically, the report called for the evaluation of existing 
interventions aimed at improving the health and well-being of children of drug misusers 
and stated that an integrated approach based on a Common Assessment Framework 
(CAF) should be in place for all professionals working with these children.  

Preceding the publication of Hidden Harm in 2003, Models of Care, a national framework 
for the commissioning of an integrated drug treatment system for adult drug misusers in 
England, was developed by the National Treatment Agency, in partnership with the 
Department of Health (National Treatment Agency for Substance Misuse, 2002). This 
was updated in 2006, and, alongside the Drugs and Alcohol National Occupational 
Standards (Skills for Health, 2002), its standards specify the competencies expected 
from staff dealing with drug misusers. These include assessing how the drug misuse of 
one family member impacts on the others, including the children. Services which adult 
drug misusers engage with (e.g. treatment services, social services, criminal justice 
services) are expected, and in some cases required, to collect data on their clients’ 
children and to ensure that supportive interventions are offered to them.  

The increase in attention and amount of potential help and advice for children and young 
people whose parents misuse drugs fits alongside the requirement to safeguard children 
and protect them from harm.  Under the terms of The Children Act 1989, responsibility 
for the care of a child rests with the parent but local authorities have a duty to make 
enquiries if a child is suffering, or is likely to suffer, significant harm, and to promote the 
upbringing of children ‘in need’ by their families through provision of such services as 
might be required to achieve this (Section 17: iii).  However, the support offered is 
frequently dependent on the resources available in the local area (ACMD, 2003) rather 
than on the needs of the family, which would imply varying local provision for children in 
families where drug misuse is a cause for concern.  

Although drug misuse is only one reason for the initiation of child protection procedures, 
a high proportion of children in the child protection system are known to be living in a 
household with at least one drug-misusing carer (Falcov, 1996; Meier et al, 2004). 
Hidden Harm pointed to the fact that approximately one in every four children on the 
child protection register is known to be living with at least one drug-misusing 
parent/carer (ACMD, 2003). When making family assessments around child protection, 
social workers are required to take into account the various dimensions of parenting 
capacity set out in the Framework for the Assessment of Children in Need and their 
Families (Department of Health, 2001). These dimensions include basic care, ensuring 
safety, emotional warmth, stimulation, guidance and boundaries and stability. These are 
particularly apposite in the case of drug-misusing parents whose emotional and practical 
availability to their children may become significantly diminished by the central focus on 
drugs in their lives (Kroll, 2004). Again, while local authorities will use this guidance in 
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making their assessments, the extent to which specific parental drug misuse guidance is 
taken into account is likely to vary between areas (ACMD, 2007). 

Since the publication of Hidden Harm there have been a number of other practical and 
strategic developments which support the recommendations made by the ACMD. 

• The publication of the Green Paper, Every Child Matters (DfES, 2003), 
underpinned by the Children Act 2004, set out the Government’s proposals for 
reforming the delivery of services for children, young people and families through 
developing a more multi-agency outcomes-focused approach. Part of this 
approach has been the requirement that all local authorities establish a Local 
Safeguarding Children Board (LSCB) to serve as a mechanism for inter-agency 
working, and for the production of safeguarding procedures, including specific 
protocols to ensure effective multi-agency assessment of children living with 
parental substance misuse. The recommendations made in Hidden Harm have 
been, to some degree, addressed within this agenda through building on existing 
measures to support all children to develop their full potential and to ensure the 
protection of children at risk of harm and neglect from negative outcomes.  
However, the ACMD report that implementation of protocols, such as support 
offered to children ‘in need’, is likely to be inconsistent around the country, with 
subsequent variability in judgements around child protection across local 
authorities (ACMD, 2007). 

• One of the principal tools in operationalising the key messages from the Every 
Child Matters agenda is the Children’s National Service Framework (National 
Service Framework for Children, Young People and Maternity Services) launched 
in September 2004, which sets national standards across health and social 
services for children (Department of Health and Department for Education and 
Skills, 2004) . Its core standards acknowledge that children whose parents 
misuse drugs or alcohol are at increased risk of developing mental health and 
behavioural problems (Standard 1: Promoting Health and Well-being, Identifying 
Needs and Intervening Early) and that services should be provided to meet the 
needs of both the drug user and family members (Standard 3: Child, Young 
Person and Family-centred Services). While support for children of substance-
misusing parents is recognised within this framework, as Hidden Harm notes, the 
Government’s focus appeared to be targeted at reducing future misuse among 
young people, which has implications for how local authorities approach the 
provision of services and support for this group. 

• Every Child Matters (DfES, 2003) proposed the development of a national 
standardised Common Assessment Framework (CAF), advocated in Hidden 
Harm, as a means of meeting key outcomes for children and young people. The 
CAF has been incorporated into an Integrated Children’s System, jointly 
developed by the (then) Department for Education and Skills and the Department 
of Health. This system, operational from 2007, sets out a coherent process for 
the assessment, planning of interventions, and review for all children in need, 
and, therefore, has the potential to provide accurate information on children 
affected by parental substance misuse. However, as there is no requirement for 
local authorities to consider parental substance misuse within their assessment 
there is no guarantee that this will happen.  
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• In Every Child Matters: Change for Children – Young People and Drugs (DfES, 
2005) a cross-governmental partnership of agencies have sought to address the 
needs of children and young people affected by their own and others’ problem drug 
use, in order to reduce the risk of future drug use and offending behaviour. Linking 
the Updated National Drugs Strategy (Home Office Drugs Strategy Directorate, 
2002), and the Every Child Matters agenda, this publication sets out expectations 
for the local delivery and planning of services for children using, or otherwise 
affected by, drugs. Key services include: adult drug services, young people’s 
services, and early support services such as Sure Start.  Part of this initiative 
involves a financial investment in a number of local authorities designated, on the 
basis of need, as High Focus Areas (HFAs). This investment will provide extra 
resources and professional support to develop best practice models of service 
provision which will then be disseminated nationally.  Concerns have been raised 
that the Government’s focus is still on reducing drug-related crime rather than 
promoting the wider welfare of children of drug misusers (ACMD, 2007).  

• Government interest and investment in supporting all families has increased 
considerably in recent years. The introduction of Sure Start and various parenting 
initiatives offered through Primary Care Trusts, Drug Action Teams, Connexions 
and the Youth Justice Board, as well as funding streams such as the Parenting 
Fund, have greatly increased the amount and variety of support available to 
parents, especially those living in adverse circumstances.  Voluntary sector 
services specialising in work with parents, such as Parentline Plus, Parenting UK, 
and the Family and Parenting Institute, have also increased substantially over the 
past few years. Work to support parents in improving their parenting skills, which 
often focuses on topics such as communication skills, routines, and discipline 
techniques, have many elements in common with work undertaken specifically 
with parents who misuse drugs. 

The new ten-year plan, Drugs: protecting families and communities (Home Office, 2008), 
adopts a more whole-family approach to addressing drug misuse than previous 
strategies have done. While limited attention is paid to specific interventions for children 
and young people affected by parental drug misuse, the 2008 drug strategy does have 
an explicit aim to provide support to families where parental drug misuse is a problem.  
Early identification and treatment is still core to the strategy but there is an 
acknowledgement that this should be more holistic, ‘family-friendly’, and tailored to meet 
the individual needs of both parents and children. Drug-misusing parents will be 
provided with intensive parenting support and practical assistance alongside treatment, 
and there will be greater information and support for kinship carers.  It is also 
acknowledged that greater levels of joint working and information-sharing between 
adults’ and children’s services are needed to ensure that vulnerable children do not slip 
through the net. 

Included in the Government’s response to the Hidden Harm report (DfES, 2005) was a 
commitment to ensure that research is conducted to establish what types of 
interventions and services are successful in working with the children of problem drug 
users. A number of pieces of research, commissioned following Hidden Harm, have now 
been completed, including an action research project funded by the Department of 
Health and conducted by the National Children’s Bureau (NCB) which looked at the 
challenges faced by frontline staff in joint working and child protection and led to the 
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production of a toolkit for practitioners (NCB, 2006). The Children’s Society was 
commissioned to lead the STARS National Initiative between 2004 and 2007 which 
succeeded in raising the profile of children affected by parental drug misuse and 
provided an opportunity for children and young people, as well as practitioners, to meet 
and have input into national policy and practice-related developments. These initiatives 
have proved useful mechanisms for sharing practice, but they have also been 
constrained by the short period of funding which was available.   
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2. SUMMARY OF RESEARCH DESIGN AND METHOD  

2.1. Background to the commission 

The Policy Research Bureau, an independent research organisation, was commissioned 
by the Department of Health in June 2005 to undertake a study on interventions for 
children and young people with drug-misusing carers in England. When the Policy 
Research Bureau ceased operations in March 2007 the research was transferred to the 
Tavistock Institute, where it was completed.  

The Department of Health commissioned this research as part of Phase II of their Drug 
Misuse Research Initiative (DMRI), Research on Understanding Treatment Experiences 
and Services (ROUTES). This initiative has funded ten studies in areas related to drug 
treatment, with the aim of developing an evidence base to underpin the delivery of future 
services in the field of drug misuse. 

2.2. Research aims and objectives 

The overarching aim of this study was to determine the range and type of services 
provided for the children of drug-misusing parents and to explore a number of projects in 
greater depth to establish the extent to which they met the needs of their clients.  

The specific objectives were:  

• to identify which services were available to support the children of drug misusers  

• to explore how these services were configured and how they operated (whether 
they belong in the voluntary or statutory sector; their referral methods and 
criteria; their aims and objectives; client group; service delivery etc) 

• to provide a typology of services which aimed to meet the needs of children and 
young people whose parents misuse drugs and to identify a number of such 
services for intensive study 

• to establish to what extent these services met the needs of their clients, taking 
into account the views of the children and young people and of service providers 

• to explore whether any projects were better suited than others to meet the needs 
of particular groups of children such as those from Black and minority ethnic 
groups, younger children, or those where the drug-misusing parent was not 
resident in the family home 

• to explore how children with similar needs (such as those with alcohol-misusing 
parents) were supported.    

2.3. Methods  

The study was conducted in three phases and used a combination of both qualitative 
and quantitative methods.  The first phase comprised a narrative review of the current 
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literature on the effects of familial substance misuse on children and young people. A 
narrative review was selected because it is comprehensive and covers a wide range of 
issues, but does not have the narrow focus and prescribed methods of a systematic 
review. The second phase involved a scoping study of services available in England to 
support children of drug misusers.  From this, a typology of services and interventions 
was generated. The third and final phase comprised an in-depth study, combining 
qualitative and quantitative data, of ten services selected from the categories generated 
in the second phase.  

2.3.1. Phase One - Literature review 
The research team conducted a literature review to identify research around the forms of 
support offered to children affected by parental misuse of drugs or alcohol and the 
evidence of its effectiveness. In order to identify key terms used within academic and 
practice environments to describe this work we conducted some preliminary internet 
database and library searches. Keywords included a combination of the following terms: 
‘parent/s’, ‘children’, ‘parental substance misuse/use/abuse/problems’, ‘children affected 
by’, ‘family support’, ‘alcohol/drugs service’, ‘intervention’, ‘evaluation’, and ‘support for 
children’. 

Methodical searches were then conducted in 2005 and updated in 2007 of the following 
type of databases, using relevant combinations of terms: article databases, including 
MEDLINE, Psych Lit, Social Science Citation Index, The Cochrane Library and Blackwell 
Synergy; specialist ‘child’ or ‘parenting’ focused library databases, including the National 
Children's Bureau's 'ChildData', NSPCC, Policy Research Bureau, Parenting UK, the 
Family and Parenting Institute; internet search-engines, including Google; and specialist 
websites, for example, Social Science Information Gateway [UK], electronic Library for 
Social Care (eLSC).   

2.3.2. Phase 2 - Scoping of service provision  
The first step in identifying services in England which worked with children and young 
people affected by parental drug use was to contact all the 150 Drug (and Alcohol) 
Action Teams (DATs)2, located in the nine regions in England, which are charged with 
delivering the national drugs strategy at a local level. As the function of DATs is to 
‘ensure that the work of local agencies is brought together effectively and that cross-
agency projects are co-ordinated successfully’ (www.drugs.gov.uk), the researchers 
anticipated they would have knowledge of support services available to the identified 
client group.  

Where DATs had online directories of services, these were searched for relevant 
services. Where online directories were not available, DATs were contacted by email to 
request details of all services which might work with the client group of interest to the 

                                                 
2 The 150 English DATs have been aligned with local authority boundaries since April 2001.  A single DAT can cover a 
large area such as East Sussex or a smaller more densely populated area, for example a London Borough.  
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research. The majority of teams contacted provided service details via email, telephone, 
or through posting service directories. Those that had not replied were contacted up to 
three times to ascertain which services were located in their area. At the end of this 
process, information on 141 services from a total of 127 DATs had been received. 

This information was supplemented by contacting regional Connexions partnerships and 
Youth Offending Teams, as well as using the internet search engine ‘Google’ for 
appropriate terms such as: ‘support’, ‘parental drug misuse’, ‘parental substance 
misuse’, ‘children affected by parents’ drug’, and ‘children affected by parents 
substance’.  No additional services were identified through these methods. 

In order to verify the information gathered, and to ensure that services were undertaking 
work directly with children affected by parental drug misuse, all 141 services were 
contacted by telephone. Once service details had been verified, they were entered into 
an Excel spreadsheet. A total of 82 services, working across 63 areas, were confirmed 
as undertaking direct work with our client group as of August 2006.  

The second part of Phase 2 involved collecting further information on the key 
characteristics of each of the verified services. Service staff were contacted up to three 
times to arrange and conduct telephone interviews between August and September 
2006. A total of 66 service staff were interviewed over the telephone using a structured 
questionnaire which was sent to them by email prior to the interview (see Appendix A). 
This allowed them an opportunity to prepare any information which was not easily 
accessible at the time of interview. The remaining 16 services were either duplicates (i.e. 
services covering more than one area), non-contactable, or they did not undertake direct 
work with the client group. Figure 1  (overleaf) shows the distribution of the 66 services.   

This information was then used to help develop a service typology with which to classify 
service provision, based on their client target group and work undertaken. 

2.3.3. Phase 3 – In-depth study of ten projects  
Information about the 673 services identified during Phase 2 for inclusion in Phase 3 of 
the research were entered into a sampling frame (using Excel). This covered the 
following items for each service: sector providing (voluntary or statutory);  amount of 
funding; current time period of funding; whether joint working was undertaken; aims of 
the service; number and type of interventions delivered; duration of interventions; target 
group; source of referrals; number of paid staff (full-time or part-time); number of unpaid 
staff (full-time or part-time); number of children using the service over the past year; 
number of children currently engaged with the service; age range of children; the ethnic 
mix of children; and geographical location (by region).  

 

 
                                                 
3 This is one more than previously stated as one of the services operated in the same manner in two areas and, 
therefore, was included as two separate services, although only one interview was conducted with the provider 
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Figure 1: Distribution of the 66 services in Englan d, confirmed to be providing 
support to the children of drug-misusers  
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Before a selection was made, the research team excluded those services in the sample 
which were not currently working with any children or young people affected by parental 
drug misuse (n 6), and those where funding was not guaranteed for more than a year (n 
15) to reduce the likelihood of having to re-sample later in the process if services closed. 
Forty-six services remained.  

During our attendance at the Evidence Based Substance Misuse Group for Young 
People in December, 2006 several issues were highlighted as pertinent to the research 
sample, notably, that we should include: 

• a mixture of rural and urban provision 

• a mixture of services dedicated to children, to families, and to parents and 
children 

• services for children who were using drugs as well as those who were not 

• services which engaged the parents in treatment, as well as those which focused  
exclusively on children.  

The researchers also wished to ensure that the sample included statutory, as well as 
voluntary, provision and a range of intervention types. 

Using these criteria, ten services were selected from the total sample to provide further 
information about their clients and their provision. The service managers were invited to 
participate in the next phase of the research, which involved interviews with staff and 
clients, as well as collating background information on clients. All those contacted 
agreed to take part. 

Interviews with service providers 
Service managers, or staff who had particular responsibilities for working with children 
and young people affected by parental drug misuse, were invited to take part in an in-
depth, face-to-face, qualitative interview. This was undertaken using a structured 
schedule with space for any additional comments at the end.      

The purpose of the interviews was to explore further issues, such as the area served 
(including the prevalence of drug misuse), the means of achieving the intervention’s 
stated objectives, views of the enabling factors and barriers to success, and 
sustainability.   A copy of the interview schedule used can be found in Appendix B. 

Collection of information about service users 4 
In order to build up a better picture of the background and presenting needs of children 
and young people who utilised services, the research team requested information from 
service providers’ records for those clients, aged between five and 16, who were using 
the service, or had done so in the past three months. Services were provided with a 
standardised pro-forma on which to record data such as demographics, presenting 
needs, referral routes, and details of services received for each child or young person. 

                                                 
4 Service users are mainly referred to as ‘clients’ since ‘users’ alone may be taken to mean drug users.  
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For data protection reasons, names, addresses, and dates of birth were excluded. 
Forms were completed by service staff and returned by post.  All data were entered into 
SPSS for analysis. (A copy of the pro-forma provided to services can be found in 
Appendix C.) 

Of the ten services sampled, two did not return any pro-formas containing background 
information on clients. One service reported having seen no clients who fitted the 
research criteria within the previous three months, and the other proved un-contactable 
following the service manager interview. 

In total, 121 pro-formas were completed by eight services. The mean number returned 
was15, and the range was between two and thirty-one. 

Interviews with service users 
Once the profile of service clients was completed, the aim was to interview a sample of 
up to 30 current or recent service users (around three per service) on whom data had 
been collected. The purpose of these interviews with children and young people was to 
gain their perspective on the service, to ascertain if and how it met their needs, and to 
explore what they saw as the personal and family benefits.  The research team aimed to 
interview a range of service users based on their needs, background, the length of time 
they had been in contact with the service and the types of interventions they had 
received.   

Since many of the children using the services might be mistrustful of adults whom they 
did not know, it was decided that they should be introduced to the research by the 
service providers whom they knew. The research team was mindful of the potential for 
bias being introduced into the sample through the use of what were effectively 
gatekeepers (Wiles et al, 2004) but ethical issues pointed to the need to approach 
vulnerable children and young people carefully.  Providers were given information sheets 
for children which outlined the research and to note which children were interested in 
taking part on the basis of this information. They were then asked to secure from the 
parents written consent for the child to take part in the research (using a form supplied 
by the researchers). Parents were also given an information sheet with contact details of 
the researchers in case they wished to get in touch with the researchers directly.    

Six of the ten projects stated that they had clients who were willing to be interviewed. In 
two others, no children or young people were willing to take part, a third did not actually 
have any children of drug users accessing their service, and the fourth could not be 
contacted. A total of 18 children/young people stated that they would like to take part: 
this meant that the planned selection according to their needs, background and age was 
not possible. Four withdrew at the time of the interview, leaving a total of 14 
respondents.   

A semi-structured schedule (Appendix D) was developed, covering the clients’ 
experiences and views of the service, as well as providing some background details 
such as where and with whom they were living.  
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Informed consent was obtained from the children before the interview began and their 
right to withdraw from the interview or to not answer any questions was made clear.  The 
limits of confidentiality were also explained in appropriate language. Interviews took 
place either at clients’ homes or at the services which they were using (or had previously 
used), and respondents were given the option to have a project worker present when 
they undertook the interview: in a number of cases children and young people chose to 
do so.  Interviews lasted between approximately 20 minutes and an hour and, with 
permission, were recorded and transcribed in full.  A leaflet with information about the 
research, contact details of the researchers, and details of sources of support was given 
to each child, along with a gift voucher to thank them for their time.     

2.4. Ethics 

The researchers adhered to a strict ethical protocol and had extensive experience of 
interviewing children about sensitive topics: this encompassed the development of age-
appropriate interview schedules and visual aids. Confidentiality was assured to all 
service providers and users who participated.  All documents were anonymised and 
guarantees were given that no provider or user would be identified in any written 
material produced. Participating services were not identified.   

The study required the approval of the Medical Research Ethics Committee (MREC) 
which was obtained after a prolonged period of negotiation over aspects of the 
methodology to be used. A sufficiently long period of time had been allocated to this 
process at the outset, and consequently no delay was suffered to the research timetable.   

However, two of the ten services selected for Phase 3 were statutory health services. 
Before interviews could be undertaken with the manager and clients in these services, 
approval was required from the Mental Health Research and Development department 
and the Local Research Ethics Committee (LREC), and honorary contracts had to be 
issued to the researchers. In one case, considerable delay to the study was caused by 
the need to re-submit the application and documentation to several offices before the 
correct department was identified. However, the approvals and contracts were obtained 
(narrowly within the timescale of the research) and the service was included in Phase 3.  
In the remaining service, requests were made for minor changes to the methodology and 
to the wording of the information sheets for clients and their parents. This required re-
submission of some documents to MREC, which prompted a re-consideration of some of 
the original methodological queries. At this stage, insufficient time was left to embark on 
renegotiations with MREC, and another service, with similar provision and target groups, 
but not in the statutory health sector, was substituted in its place. 
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3. LITERATURE REVIEW 

3.1. Effects of parental drug misuse on children 

As already mentioned, a wide range of potentially negative outcomes on children have 
been identified as a result of parental misuse of drugs or alcohol. However, these differ 
depending on the individual circumstances and characteristics of the children and their 
families. Moreover, parental substance misuse in itself does not automatically lead to 
problems in children, or result in neglect or child abuse (Hill et al., 1997; Hogan, 1998; 
Mountenay, 1998; Barnard, 1999; Harbin and Murphy, 2000). Many substance-misusing 
families might never come to the attention of welfare services. Indeed, a number of the 
problems experienced as a result of substance misuse are usually situated within social 
contexts characterised by poverty and deprivation (Forrester, 2000), contexts which 
researchers often focus on,  and thus exclude the middle-classes who are less likely to 
be referred to services. Velleman (1993) suggests that living in a disruptive or conflictual 
home environment is a stronger antecedent of future negative outcomes than parental 
alcohol misuse per se. However, this is likely to be a vicious circle, as drug misuse in 
particular can increase aggressive and erratic behaviours, thereby contributing to 
disrupted home environments (Kroll and Taylor, 2003).  

While children living with a drug-misusing parent might experience a disadvantageous 
upbringing, there is evidence which suggests that removing them from their home 
circumstances can have a variety of ill-effects on both themselves and their parents 
(Barnard, 2003; Barnard and McKeganey, 2004). Research has repeatedly shown that 
the outcomes for children in local authority care are much worse than those for children 
who live in family homes (Social Exclusion Unit, 2003). Kinship care, particularly when 
provided by grandparents, can be a significant protective factor, but this type of 
placement may demand a specific type of support and monitoring if children’s welfare is 
to be safeguarded (Kroll, 2007). Moreover, it places various familial, social and 
economic pressures on grandparents themselves (Grandparents Plus and Adfam, 
2006). Meier et al (2004) found that drug-misusing parents whose children lived with 
them indulged in drug misuse less than those whose children lived elsewhere. They 
suggested that drug-using parents who had care of their children might be more inclined 
to seek help in order to improve the home environment for the children.   

The impact of parental drug misuse on the child will vary according to age, development 
stage and his/her resilience. Some children might be more vulnerable than others, such 
as those with health problems or physical or learning disabilities whose parents might 
not be able to meet their needs (Scottish Executive, 2003).  Cleaver et al. (1999) 
identified a series of protective factors by which the risks associated with parental drug 
misuse can be mitigated. 

• Sufficient income and good physical standards in the home 

• A consistent and caring adult 
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• Regular monitoring and help from health and social work professionals, including 
respite care and accommodation 

• Regular attendance at school or nursery 

• Participation in out-of-school activities    

• Sympathetic and vigilant teachers. [An information leaflet for teachers has 
recently been produced by the Young Carer's Initiative for Hampshire (Children’s 
Society, 2006)]. 

Because drug use in any quantity is illegal, cessation rather than reduction is the primary 
aim. Kroll and Taylor (2003), however, argue that stopping parents from misusing drugs 
entirely will not necessarily improve the outcomes for children, and may even exacerbate 
the situation as problems previously made manageable through the use of drugs rise to 
the surface. Effective support to promote children’s resilience and repair the damage 
caused by their parents’ drug misuse is equally, if not more, important (Scottish 
Executive, 2003).  One recent approach has been the formulation of interventions which 
aim to help the children who are inadvertently caught up in, and suffer the consequences 
of, their carers’ drug misuse.   

3.2. Services for children with substance-misusing 
parents or carers 

There have, until recently, been very few interventions targeting children of parents who 
misuse drugs (Barnard and McKeganey, 2004). Furthermore: 

The actual benefit of these initiatives to the children of problem drug users is 
unknown at this stage for various reasons. Some have not yet begun; few are 
specifically targeted at the children of problem drug users; and several involve 
relatively small numbers of children or limited parts of the country. (ACMD, 
2003).  

The lack of work undertaken with this client group is reflected in the limited number of 
evaluations identified in the literature review and their primarily descriptive nature. Only 
nine evaluations of projects within the United Kingdom undertaking work with children 
and young people whose parents misuse drugs and/or alcohol were identified. Seven of 
these evaluations were of services in England, and two in Scotland. The majority had 
taken place within the last three years.  

Evaluations of the following projects have been summarised as case studies in Appendix 
E providing some general information on the project and its clients, outcomes identified 
for clients, and limiting and facilitating factors impacting on the work undertaken.  

• The Chrysalis Project (Scott-Flynn and Malfait, 2004) 

• The STARS Project (Smeaton, 2004) 

• The Children of Drug Using Parents Project (Lane, 2005) 

• The What About Me Project (Pearce, 2005) 
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• The Time 4 U Project (Smeaton & Medforth, 2006) 

• The Ashby Road Therapy Service (ARTService) (Brazier & Ghate, 2002) 

• The Safer Families Pilot Project (Harbin, 2002) 

• The East Ayrshire Substance Misuse Family Support Project (McIntosh et al., 
2006) 

• The Arbelour Edinburgh Outreach Project (McIntosh et al., 2006) 

 
In addition to these evaluations, a mapping study of interventions for children affected by 
alcohol misuse (Williams, 2004), and a variety of studies examining the effectiveness of 
interventions for children and parents affected by drugs in the USA (see Jones et al., 
2006) were identified. These will be discussed in relation to the findings from the above 
evaluations.  

3.2.1. Overview of services 
Of the nine evaluated services listed above, approximately half might be described as 
dedicated projects for children affected by parental substance misuse; that is, they were 
projects separate from any other services and were established expressly for this 
purpose. The remainder were services which had been developed as an adjunct to 
existing support. Six services were run by the voluntary sector and the remainder by the 
statutory sector. All were multi-component, involving a variety of one-to-one and group 
support, therapeutic interventions (including counselling and alternative therapies), 
social activities, advocacy, education and outreach. Six services provided some form of 
support for parents, either informally or through formal parenting courses. Evaluated 
services in the USA tended to follow a more formal programme with a specific 
educational focus, though, one could be said to have multiple components (Horn, 1997). 

Most projects5 appeared to work with children and young people on an ongoing basis, 
often reducing formal therapeutic support over time and replacing this with social support 
mechanisms, such as drop-in support groups. Client (children and young people) 
throughput varied considerably among the projects depending upon the type of work 
undertaken and client needs. Typically interventions lasted between eight weeks and 
one year. Shorter interventions tended to run a formalised programme of work, whereas 
longer interventions tended to be more needs-led and provided more opportunities for 
developing social skills and networks. Over the course of one year, projects worked with 
between six and 97 clients: the average was approximately 50. Throughput was largely 
dependent upon the purpose of the intervention and the size of the staffing resources 
available to undertake work. Ages of clients typically ranged from six to 15, though many 
services had a remit to work with younger and older age groups. 

3.2.2. Client outcomes 
While few of the evaluations identified in this review adopted rigorous procedures, and 
caution needs to be adopted in generalising findings because of small sample sizes, 
                                                 
5 Only four projects stipulated the length of contact that they had with clients 
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there was evidence that the support provided to clients had a positive impact on softer 
outcomes, such as personal and interpersonal skills. 

Child-focused interventions demonstrated a variety of direct benefits for children, most 
frequently increased self-esteem and confidence, and improved coping skills. Additional 
benefits for some children and young people included improvements in behaviour, 
increased school attendance, increased educational attainment, and reductions in 
reported substance use. Drug awareness was seen to improve in those projects that had 
educational components to the work undertaken.  Many projects also recognised the 
importance of social activities and providing children, many of whom had caring roles, 
with the opportunity to have fun and relax. This often took the form of group-based work 
or activities which, in addition to being enjoyable, were also particularly effective in 
reducing levels of social isolation through the development of friendships. Peer support 
was also found to be the most effective element of interventions within the USA, 
contributing toward positive developments in self-esteem and coping skills. 

Child-focused interventions which also engaged parents in work reported considerable 
benefits for the entire family, including improved communication, increased awareness 
of needs, and strengthened parent-child relationships.  However, interventions directed 
at parents or family units had less consistent evidence supporting their effectiveness in 
improving either parental behaviours or outcomes for children. Drug treatment, 
combined with a variety of other forms of support, had varying impacts on parental 
attitudes towards, and levels of, drug misuse. Parenting skills training was found to have 
a positive impact on parents’ efficacy in parenting their children and also on family 
communication and conflict. What was clear is that outcomes for children, either direct or 
indirect, improved significantly where a parent was also receiving support from a service.  

3.2.3. Learning points 
Project evaluations highlighted a wide range of issues which served to facilitate or limit 
the services provided. They related to the service itself, the context in which it operated, 
and the clients who utilised it. These issues, which were broadly consistent across 
projects, are of especial importance when looking at current and future service 
development. 

Service users and providers valued projects which were flexible in terms of receiving 
referrals and providing services appropriate to client needs. Providing children with 
needs-led support, delivered at a slow pace by a positive adult, in an informal 
environment where the child retained a degree of control appeared to bring positive 
results. Staff who were skilled in developing relationships with both children and parents, 
and who had some awareness or experience of the issues related to parental drug 
misuse, were particularly valued by services.  

Several evaluations noted the importance of allowing enough time to develop 
relationships with clients. This, coupled with a balance between the need for 
confidentiality and the need for trust, permitted staff to engage clients more effectively. 
Research has indicated that foremost in children’s minds is the fear of having to disclose 
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information and the unknown consequences of doing so (Bancroft et al., 2004). This 
might be why time-limited interventions demonstrated reduced impacts, compared with 
ongoing needs-led services. On the other hand, inconsistent or unbalanced staff-client 
relationships were seen to limit work undertaken. High staff turnover, for example, could 
hinder work with clients through limiting the development of a relationship, and, more 
fundamentally, trust. Therefore, the retention and commitment of the right staff to 
undertake this form of support work was fundamental in ensuring that positive outcomes 
were achieved. 

Where projects did not provide an intervention which met their needs, clients were less 
likely to attend sessions and obtained less of an observable benefit on completion of an 
intervention. Clients often had varied needs and it was important that projects were able 
to be flexible in meeting those needs. This might, for example, involve undertaking home 
visits or outreach work to ensure that a service was provided (where outreach work was 
undertaken it appeared to be highly valued, especially by parents). Providing a mixture 
of individual and group work was mentioned in several evaluations as ensuring that 
clients received a mixture of both personalised and flexible support while also having fun 
and developing social relationships, opportunities that are often lacking for children with 
substance-misusing parents or carers. Related to this was the importance of ensuring 
that a service was appropriate for a client: several services reported receiving 
inappropriate referrals from statutory services which caused difficulties for all parties 
involved. Having a screening tool for potential referrals was found to reduce instances of 
inappropriate referrals.  

One of the most consistent factors impacting on the effectiveness of interventions was 
clients themselves. As mentioned in many of the evaluations, clients often came with 
multiple and complex issues, some of which were seen to be too complex to address 
non-therapeutically within certain services. Clients also needed to be willing and able to 
work with staff.  Where a client was unclear about the reason for their referral, unwilling 
to be involved because of parental or peer pressure, or was deemed unable to engage, 
either due to their age or mental capacity, this was seen to limit what could be achieved.   

Continued parental substance misuse and instability within the home have both been 
highlighted as key factors limiting the impact of interventions supporting children. The 
stability of home circumstances and personal relationships was mentioned in most 
evaluations as crucial in promoting positive outcomes for children and young people. 
Chaotic home environments, and deviant peer relationships, were seen as counter-
productive to building on the work undertaken within projects. Persistent parental 
substance misuse reduced the likelihood of any positive change within the home 
environment, severely restricting progress with the child or young person. Supporting 
parents, or working with them to garner support for their children’s involvement, was an 
important facilitating factor in engaging children. While children might find it more difficult 
to disclose information in a service with which the parent was also involved, the 
awareness of confidentiality procedures was thought to allow children the freedom to 
explore their experiences. Evidence from the evaluations suggests that parents not only 
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valued this support highly but that it directly impacted on the effectiveness of the service 
provided to their children.  

Having the right location and space to work in emerged as important factors. Evaluations 
highlighted the importance of ensuring that children and young people worked within a 
pleasant environment, especially when engaging in social activities. Where more 
therapeutic work was being undertaken, it was crucial that a dedicated space was 
available for use: one project, operating in schools, found it very difficult to find an 
appropriate, private, space to use. The location of clients in relation to a service was a 
factor affecting attendance. The closer a family was located to a service, or the easier it 
was for a family to access a service (e.g. through available transport) the greater the 
likelihood of their continual engagement. Where clients were spread over a wide 
geographical area, the importance of providing transport to get to and from services, or 
the provision of outreach and home visiting services, became more important in ensuring 
continuous attendance. 

Situating the service within a non-stigmatising environment was also important in 
engaging and retaining clients. Services based in buildings which had statutory ties, 
particularly those related to youth offending, substance misuse, or social services, held 
negative associations for clients. The close proximity to, and therefore association with, 
the local Youth Offending Team might partially explain the difficulties experienced by the 
ARTService in retaining young people. Related to this was the stigma attached to certain 
service names: services with more explicit names might have negative connotations for 
some people. 

Given the wide-ranging impact that parental substance misuse can have on various 
aspects of children’s lives, it was important that the various services involved in working 
with these families worked together effectively. The evaluations all mentioned the 
benefits for services of engaging in joint work, and the difficulties which resulted in 
ineffective engagement. Situating projects in an established service (e.g. a family centre) 
brought with it a host of benefits. Not only were these services established in their 
communities, and therefore known to practitioners and potential clients, they also 
provided supportive organisational structures and access to greater resources and 
expertise. Projects with limited numbers of staff experienced greatest difficulties in 
providing a consistent service, especially during holidays or periods of illness. Being 
based in another service could help alleviate pressure on staff in these circumstances. 
Staff in these projects were also able to access enhanced training and professional 
development opportunities through the parent service’s physical and organisational links. 

Publicity and awareness-raising events were important both for increasing knowledge of 
provision and for increasing awareness of the impact of parental substance misuse on 
family members. Limited awareness was seen to hinder access to appropriate support 
for this client group and highlighted the need for such projects to have an awareness-
raising or advocacy-type role. Publicity proved important for newly established projects 
in promoting the service to practitioners and potential service users. Where projects 
undertook outreach work in schools or the community, this was seen to increase the 
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likelihood of self-referrals. Publicity materials or talks that included referral criteria or 
explicit details about the service remit served to reduce the number of inappropriate 
referrals.  

Services were also able to support each other in a variety of other ways. The limited 
resources with which many projects operated could be strengthened through engaging 
other agencies and, therefore, aid projects in developing their work (e.g. through the 
provision of accommodation). Effective joint working could ensure that clients received 
the most holistic provision possible, which, in the case of the Safer Families work, 
contributed toward their sustained engagement with the project, and increased the 
likelihood of positive outcomes. Often professionals from diverse disciplines worked 
together within one project. While this had obvious benefits for clients, staff might 
experience a sense of isolation from colleagues in their field.  

Finally, short-term funding, which while only mentioned by a few of the service 
evaluations, was recognised in the literature as an ongoing issue for voluntary sector 
services. A lack of core funding reduced the capacity to provide ongoing services, recruit 
and retain key staff, and engage in development work such as evaluation and 
monitoring. Several services mentioned difficulties around formulating and maintaining 
formal evaluation measures. This was partly due to lack of resources, but it was also 
because outcomes for these clients tended to be ‘softer’ (i.e. harder to define and, 
therefore, measure).  

3.3. Summary 

There is a small but consistent body of evidence which highlights the variety of physical, 
emotional, and social ill-effects that having a substance-misusing carer can have on 
children. These will vary according to individual and family circumstances, but a number 
of factors serve to mitigate these ill-effects: stability in home environments; supportive 
and caring adults; attendance at school and participation in other activities outside the 
home; and effective joint working by support services. 

Evaluations of a small number of projects which worked with children and young people 
affected by parental drug misuse were identified. These projects worked with children, 
and in some cases parents, in a variety of ways to reduce the negative impacts of 
substance misuse. Across projects the most common positive outcomes for children 
were increases in self-esteem, confidence and coping skills.  Harder outcomes, such as 
increased school attendance and attainment, or reductions in drug use or anti-social 
behaviour were reported for specific clients. Parental engagement led to further benefits 
including better communication, better family relationships and more effective parenting 
skills.  

These evaluations also highlighted a range of internal and external factors which were 
seen to influence the success of services’ work. Internally, services could promote 
positive outcomes by having dedicated, experienced staff who worked flexibly with a 
child on a needs-led basis and at the child’s own pace. Services should be located in an 
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appropriate, non-stigmatising location, with transport provided if necessary. Other factors 
relating to the child, the parent, and other agencies impacted on a service’s ability to 
engage successfully. Firstly, the child or young person must be willing and able to 
engage in the work of the service. Secondly, the child’s parent/s should be aware of, and 
support, their child’s engagement. Direct involvement in either the service itself, or 
support from another service, was seen to be beneficial. Lastly, a number of factors 
around the resourcing of services, and their links with other statutory services such as 
social services, health, and education services, impacted directly on a service’s 
sustainability, reach, and effectiveness. 
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4. FINDINGS FROM THE SCOPING EXERCISE  

Sixty-six services verified as working with children and young people affected by 
parental drug misuse were contacted to take part in interviews for Phase 2 of the 
research. Service managers, or key staff members, were interviewed by telephone in 
order to ascertain more details on their service’s provision and users. 

4.1. Service details 

Almost a third (29%) of the 66 services were in the statutory sector, but the majority 
(71%) were run by the voluntary and community sector. Six of these operated through 
the secondment of staff from the local authority.  

Respondents were asked to provide an overview of the aims and objectives of the 
service to allow a better picture of the intended outcomes to be developed. These are 
set out in Table 4-1(below).  

 
Table 4-1: Overarching service aims 

 % N 
Provide general support, advice and information 59 39 
Reduce harm to children and families 24 16 
Prevent future drug misuse by children 21 14 
Raise children’s levels of self esteem, confidence, and/or resilience 17 11 
Provide drugs education and raise awareness of associated issues 17 11 
Provide support in accessing other services 14 9 
Provide social and/or leisure activities 14 9 
Provide a safe and welcoming space 11 7 
Develop parents’ skills and capacities 9 6 
Meet the five Every Child Matters outcomes 8 5 
Improve family relationships 6 4 
Provide counselling  6 4 

 
Respondents were asked to classify their service according to the focus of the work they 
undertook, using a number of different options (see Appendix A question 5). As these 
were not mutually exclusive, a number of respondents (n 13) classed their work under 
several headings.   

• Three-quarters of respondents (n 50) classified their service as a ‘specialist 
service for children and young people’.    

• Just over one-quarter of respondents (n 17) felt that ‘family service centre’ 
provided an accurate description of their service. Over a third of these also 
described themselves as a ‘specialist service for children and young people’ (n 
6).  

• Nine percent (n 6) classified themselves as a ‘community drugs team’ although 
the majority of these (n 4) were also a ‘specialist service for children and young 
people’.  
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• In addition to these, two services were ‘community advice and information 
centres’, and one a ‘structured day programme’.  

• Six services classified themselves under ‘other’: these included a project for 
young carers and a health and social care team. 

In terms of actual provision (see Table 4-2 below), the majority of services reported 
providing clients with some form of individual support (n 62) or counselling (n 55). 
Individual support was provided primarily to children and young people, though a 
significant number of services also worked with parents in this capacity (n 35).  
Alternative therapies, such as acupuncture, play or art therapy, were offered by relatively 
few of the services (n 17), and over three-quarters of these were voluntary providers.  

Group work with children and young people was also offered by the majority of services 
(n 48). A small number (n 13) also undertook group work with parents. Family support, 
and/or family therapy were offered in approximately 42% of services. The relatively large 
number of services working with parents as well as children suggested that providers 
were aware of the improved outcomes for children that came from using this approach.  

A large number of services provided children, and families, with social and/or leisure 
opportunities in recognition of the caring role that many children had and the negative 
impact this had on their ability to develop social networks and communication skills. 

‘Other’ provision included services such as family support, telephone support, advocacy 
for children and young people, and providing food.  

 
Table 4-2: Provision offered by services 

 % N 
Group work   

• with children and young people 73 48 
• with parents 20 13 

   
Individual support   

• for children and young people 94 62 
• for parents 53 35 

Individual counselling 83 55 
   
Family support to individual family members 44 29 
Family support to families seen together 41 27 
Family therapy 42 28 
   
Alternative therapies 26 17 
   
Social or leisure activities 59 39 
   
Information or signposting 73 48 
   
Drop-in service 27 18 
   
Other (e.g. advocacy, family support, telephone support) 33 22 
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Almost all services (n 53) offered tailored provision to meet the individual needs of 
clients. However, just over half also operated an on-going programme of work within 
which clients would be placed (n 34). Repeating fixed-term programmes, typically 
involving structured group work were offered by just over one-quarter of services (n 17). 
One-off occasions, such as an events day, were offered least frequently (n 9). Projects, 
therefore, appeared to be a mixture of both structured and flexible provision, with many 
services offering a continuous programme of work with elements which could be tailored 
to meet the needs of individual clients.  

The average length of time over which clients were seen by services ranged from under 
a month to over a year, depending on the focus of the service and the needs of the 
clients. Indeed, many respondents (30%) did not feel able to provide an average length 
of time as this varied considerably according to clients’ needs. The most common length 
of time clients were seen was between one and six months (46%). Nine services (14%) 
saw clients for between seven and 12 months, and five services (8%) saw clients for 
over a year. Services engaging clients for longer periods (over six months), tended to 
focus primarily on family therapy (33%), or on individual support (20%).  Services 
offering alternative therapies and/or information and signposting were typically short-
term (under seven months). Regardless of length of contact, services typically saw their 
users once every one to two weeks. 

The majority of respondents (n 34) stated that their service had no current waiting period 
and were able to begin work with clients immediately (see Figure 2).  A fifth of services 
had a typical waiting period of less than a week (n 14), and a further 15% a waiting 
period of between 1-2 weeks (n 10). This indicates that the vast majority of services 
(88%) were able to see clients within two weeks.  However, two voluntary services, one 
a specialist service for children and young people and the other a family centre, had 
waiting lists of three months or more. This was probably due to the very high number of 
children, parents and/or families they were currently seeing (upwards of 300). 
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4.2. Service users 

Respondents were asked to indicate whether their service worked with (i) parents alone, 
(ii) children alone, (iii) children of adult users, or (iv) families. As these categories were 
not mutually exclusive, it was possible that one service could work with all four groups. 
As would be expected, the majority of services (92%) worked with children affected by 
parental drug misuse, regardless of whether their parents accessed a service. Just four 
services (6%) would only work with children if their parents were accessing their service. 
Over half the services (n 39) worked with the whole family, while over a third (n 26) 
worked with parents on their own (in addition to working with their children). 

In addition to this, six services made particular efforts to target individuals from Black 
and minority ethnic (BME) communities, and three services targeted individuals from 
traveller communities. 

Services primarily worked with clients living in the local area (46%) or city (24%) in which 
the service was located. A small minority of services (n 10) operated county-wide and 
just one accepted referrals from across England.  

The majority of respondents (n 62) were able to provide details of the current number of 
users seen by their service (Figure 3).  While the number of clients seen by a service 
varied according to service-specific and local factors, as well as external factors such as 
the time of year (i.e. lower attendances during winter months), it is likely that these 
figures serve as a good indicator of the type and number of clients currently seen by 
specialist services.  

Figure 2:Typical waiting pe riod for service (n 66)  
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Children and young people 
Half of the service providers interviewed indicated that their service was working with 
between one and 20 children and young people affected by parental substance misuse. 
A significant number (n 13) were also working with upwards of 50 children and young 
people. The maximum number of reported clients (children and young people) was 308; 
the mean number was 37, with a standard deviation of 55.9. 

Parents 
Far fewer services worked with parents than with children and young people: almost 
70% of services were not working with parents at all. While the number of parents seen 
by a service was as high as 306, the mean number was 15 (standard deviation 54.7), 
and most commonly services worked with between one and ten parents. 

Families 
A surprisingly large number of services were undertaking work with whole families 
together. Just over a quarter of respondents indicated that their services were working 
with between one and 20 families. A further 10% were working with between 21 and 50 
families. One service reported working with 160 families, though the average number 
was ten (standard deviation 24.3), which was lower than both work with parents and 
work with children and young people. 

Clients’ ethnicity was largely a reflection of the ethnic composition of the area in which 
the service was situated. All services, except one (based in Tower Hamlets), had white 
clients and 27 (41%) served only white clients. Clients who were of mixed heritage were 
the next largest group, with representation in approximately 42% of services, followed by 
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Black African and Black Caribbean clients. Asian clients (17%) were least well 
represented within services (see Figure 3). 

 

 
 
Respondents outlined a range of specific issues which children of substance misusers 
tended to present with (see Table 4-3 for details).  The wide-ranging impacts of parental 
drug and alcohol misuse and their associated factors have been well documented in the 
research literature (Rutter and Rutter, 1993; Van Baar and De Graaf, 1994; ACMD, 
2003) and are congruent with those reported here.  

The most common issue highlighted by respondents was around a combination of child 
abuse, neglect, and domestic violence (44%). Anti-social behaviour, and problems at 
school, both outcomes highlighted in the literature, were prominent issues for clients in 
around one-third of services. One-fifth of respondents felt their service dealt with issues 
around social isolation and a subsequent lack of social skills. Substance misuse 
amongst children of misusers was mentioned by relatively few services, perhaps 
because clients were seen at an early stage and before they developed a problem.  

 

 

 

 
Table 4-3: Clients’ presenting issues (n 54) 

 % N 
Child abuse/Neglect/Domestic violence 44 24 
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Figure 4: Ethnicity of clients (n 66)  
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Anti-social behaviour/Behaviour management problems 37 20 
Poor educational attainment/Truancy/School exclusions 33 18 
Isolation/Poor social skills 20 11 
Multiple unspecified issues 17 9 
Low self esteem 15 8 
Substance misuse 15 8 
Young carers 11 6 
Housing/Tenancy problems 9 5 
Sexual health problems 7 4 
Experience of being bullied 6 3 
Learning difficulties/Special Educational Needs 6 3 
Mental health problems 6 3 
Poverty 6 3 

 

4.3. Staffing and training 

The number of staff and volunteers in projects varied considerably, from projects run by 
a single paid member of staff or a few volunteers to one with 40 full-time staff, 18 part-
time staff and 10 volunteers. The mean number of full-time staff was four, part-time staff 
was two, and volunteers was two. Figure 4 (below) clearly illustrates the small numbers 
of paid and unpaid staff working for these services. While voluntary services typically 
had higher numbers of staff and volunteers than statutory services, there was no 
significant difference between them. 
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Most of the services required staff to have some form of qualification or relevant work 
experience before they could be recruited (n 53). Figure 6 (below) illustrates these. 
While the greatest preference was for a social work or youth work qualification (51%), 
over a fifth of respondents (22%) said they would also consider someone with a relevant 
NVQ/Diploma or work experience. A third of employers looked for staff with relevant 
work experience. Surprisingly few services were looking for staff with prior qualifications 
or training around drug specific issues (11%). 

 

 

* DANOS: Drug and Alcohol National Occupational Standards.  Sets of National Occupational Standards which 
include standards developed specifically for the substance misuse workforce.  

Nearly all services (n 63) provided some form of further training to staff within their 
teams. This was primarily in-house training (56%) though a number of services also 
engaged outside providers such as external specialists or the local authority to train staff 
(49%). Actual training content tended to fall into several categories including: (i) a 
general induction (including basic training around child protection, health and safety, 
equality and diversity etc.); (ii) drugs-specific training; (iii) advocacy training; (iv) 
therapeutic training; and (v) other training (including topics such as food hygiene, conflict 
resolution, and motivational interviewing). 

Since respondents were likely to mention training they considered pertinent to the 
research, it is possible that much of the reported training under-represented what was 
actually provided. For example, formal and/or informal inductions were likely to take 
place within most organisations, yet little over a third of services mentioned providing 
staff with an induction (n 26). Drugs-specific training was provided to staff by over half of 
services (n 34), though this would appear to be on the low side given the focus of these 
services. Counselling or therapeutic training was provided in just 15 services, despite the 
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majority of services offering some form of therapeutic intervention: this is possibly 
because these services expected to recruit trained/experienced staff and consequently 
offered further, rather than basic, training, or none at all if resources did not permit this. 
Advocacy training was provided in just three services, perhaps reflecting the limited 
formalised role that advocacy had in their work. Just under a third of services offered 
some form of ‘other’ training, often specific to the needs of the individual or the work 
being undertaken. 

4.4. Funding 

Information was sought on the funding services received.  A breakdown of funding 
sources is shown in Figure 7, which illustrates a wide range of different funding streams 
and sources being accessed to undertake this work. 

The vast majority of services received some of their funding from statutory agencies. 
Only two services in the voluntary sector received no statutory funding. One service was 
unable to provide any information on its funding sources. Of those services which did 
receive statutory funding, this tended to come from just one (n 28) or two (n 18) sources. 
Statutory services were more likely than those in the voluntary sector to have multiple 
funding sources, though the difference between the two was not significant.  As Figure 7 
illustrates, the majority of services working with this user group received part of their 
funding from their local DAT (49%). Social services (34%), the Children’s Fund (26%) 
and health agencies (25%) were the other primary funders mentioned. A large number of 
services (42%) mentioned other funding sources for their work which included: the New 
Opportunities Fund (Big Lottery Fund), Children in Need, Connexions, and other 
voluntary drug services. A small number of services received internal funding from a 
parent organisation, through fundraising activities or through a localised fund. 
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* YOT: Youth Offending Team. There is one in every local authority in England and Wales. They are made up of 
representatives from the police, Probation Service, social services, health, education, drugs and alcohol misuse and 
housing officers. Each has a manager who is responsible for co-ordinating the work of the youth justice services. 

Information was given by 55 respondents on the amount of annual funding they received 
specifically to carry out their work with children and young people affected by parental 
substance misuse. The remaining 11 services were either not able to calculate the 
amount received or spent on this part of their work, or were not at liberty to disclose this 
information. Figure 8 shows that a wide range of funding amounts was provided to 
services, ranging from no guaranteed funding to up to one million pounds. While the 
majority of services’ guaranteed funding ranged between £50,001 and £100,000 in 
value, the mean amount was just over £136,000.  

 
 
Looking at funding according to service sector provides a more interesting breakdown of 
where money was being spent. Figure 9 compares statutory and voluntary funding 
amounts. From this it is possible to see that voluntary sector services were more likely 
than statutory services to receive funding over £50,000. Indeed, the two services 
receiving the highest level of funding were both in the voluntary sector.  
 
 
 

Figure 8: Amount of funding received annually (n 55 ) 
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A total of 54 services were able to provide details on the duration of the funding they 
received. The range was between six months and four years, with the average duration 
being 18 months and only a small proportion of services having funding for more than 
two years.  

• 28% of services had guaranteed funding for less than a year (n 15): three-
quarters of these services were run by the voluntary sector 

• 46% of services had guaranteed funding for between one and two years (n 25): 
over two-thirds of these services were run by the statutory sector 

• 26% of services had guaranteed funding for over two years (n 14): these were 
overwhelmingly run by the voluntary sector. 

4.5. Referrals and partnership working 

Services received referrals from a wide range of sources, as can be seen in Figure 10. 
The average number of referrers across services was eight, and there was no significant 
difference between voluntary and statutory services. Social workers were the most 
common source of referrals for children, young people, and/or families (n 64). Following 
these were drugs workers from other services (n 51), family members (n 51), and 
children, young people, or families themselves (n 47). Both social workers and drugs 
workers from other services were highly likely to encounter clients suitable for referral, 
but the high proportion of services taking self-referrals indicated that services were both 
known about and seen as accessible by members of the public. Individuals within the 
education and health sectors were also prime sources of referrals, with approximately 
64% of services receiving a referral from someone within these sectors. Other sources 
of referral included: the police or prison service, psychiatric services, school nurses, 
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Figure 10: Source of referrals (n 66)  

local and national voluntary organisations (including Home Start) and agencies such as 
Connexions and Sure Start. 

 
Respondents were also asked to indicate which agencies or sectors they worked with, 
and whether a service level agreement (SLA) – a negotiated agreement between a 
customer and a provider – existed with any of these agencies. Figure 11 (below) 
illustrates that the majority of services worked in conjunction with other statutory 
agencies, in particular social services (85%), health (80%) and education (77%).  Only 
three respondents indicated that their service did not work in conjunction with any other 
agencies: two of these were voluntary services and one statutory. Three-quarters of 
services worked with three or more other services, and 30% worked with at least five 
other agencies. While voluntary services were more likely than statutory services to work 
with a larger number of other agencies, the difference was not significant. This suggests 
that the majority of services, but especially voluntary ones, were engaged in a 
substantial amount of joint working. 
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The majority of services had at least one SLA with the agencies with which they worked 
most closely.  However, a substantial proportion especially those in the voluntary sector, 
had no SLAs in place (see Table 4-4).  Services provided by the statutory sector were 
more likely than those provided by the voluntary sector to have SLAs with multiple 
agencies despite engaging in less joint working than voluntary sector services. Services 
working with social services departments were most likely to have an SLA in place. Over 
half of the agreements which services had in place with health agencies (n 11) were 
accounted for by SLAs with DATs.   

 
Table 4-4: Voluntary and statutory service SLAs 

 No SLA SLA with 
one 

agency 

SLA with 
two 

agencies 

SLA with 
three 

agencies 

SLA with 
more than 

three  
agencies 

 % n % n % n % n % n 
Voluntary 

Service (n 47)  34 16 45 21 4 2 11 5 6 3 

Statutory 
Service (n 19)  16 3 42 8 21 4 16 3 5 1 

 
Respondents were asked to specify with which specific services within the identified 
agencies or sectors they worked most closely.   

• Where respondents stated they were working with educational agencies, the 
majority who provided further details (n 37) were working with schools (62%). 
Just over a fifth worked with education welfare officers. 
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• Among respondents who had mentioned social services, the majority providing 
further details (n 30) were working with the local authority Children and Families 
Team (or equivalent) (57%). Other respondents mentioned Children’s 
Centres/Sure Start Local Programmes (13%), social workers (13%), or youth 
workers (10%). 

• A variety of services was mentioned by those respondents working with health 
agencies (n 48). The most prevalent were school nurses (25%), primary care 
staff such as GPs, hospital staff and midwives (25%), Child and Adult Mental 
Health Services (CAMHS) (20%) and DATs (20%). Only nine services indicated 
working with their local DAT and four said that they worked with adult drug 
services, a relatively low proportion considering the nature of the work 
undertaken.   

• Of the 29 respondents who were working with agencies other than the ones in 
the above three categories, the majority were working with other voluntary 
organisations (55%). Connexions were also mentioned by just over a quarter of 
these respondents. 

4.6. Assessment, monitoring and evaluation 

In the vast majority of services (89%), children and young people were assessed as part 
of their referral or reception.  Respondents were asked which instruments they used to 
make their assessments. Five respondents were not able to provide any details, and 
three did not use a formalised tool. Services mainly utilised their own assessment tools 
which had been devised in-house (67%), often assembled using several other 
instruments for guidance. The Common Assessment Framework was in use in just 10% 
of services (n 6). Other tools, which were utilised by no more than one or two services, 
included: the DAT Assessment Form; the Strengths and Difficulties Questionnaire, the 
Brief Therapy Tool, the Christo Inventory for Substance-misuse Services, the Children in 
Need Assessment, the Multi Agency Substance Screening Tool, and the Rickter Scale.   

In terms of monitoring information, over one-third of respondents (n 26) did not specify 
what, if any, monitoring information they collated, or for whom, possibly more than might 
have been expected in view of the vulnerable nature of the user base.  Of the remaining 
40 services, 60% collected monitoring information for internal purposes. In addition to, or 
instead of this, 30% collected monitoring information for funders, and 28% collected 
monitoring information for the DAT or for the National Drug Treatment Monitoring 
System.  

The majority of services evaluated their work for internal (70%), and/or external (20%) 
purposes. Five services did not specify whether they carried out evaluations, and a 
further six services were in the process of developing their evaluation 
methods/procedures. Six percent of services (n 4) did not evaluate their work and did not 
intend to do so in the future. Services used a range of evaluation methods which 
included questionnaires completed by clients at varying stages of an intervention (30%), 
and formal (23%) and informal (20%) user feedback. Less common methods included 
outcome monitoring (14%) and staff reports (6%).  
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4.7. Summary 

A small number of services, mostly provided by the voluntary sector, were verified as 
undertaking direct work with children affected by parental drug (and, in some cases,  
alcohol) substance misuse. These services, which were largely specialist children and 
young people’s services with a remit for drug misuse, typically employed a small number 
of dedicated, specialist staff to work with children, and in many cases, parents. Funding 
for this work, which though wide-ranging, tended to be time-limited and relatively small 
(under £100,000), was typically provided by statutory sources such as Drug Action 
Teams. Most services worked in partnership with between three and five statutory 
partners and usually had at least one SLA to provide services on behalf of the local 
authority. 

These services offered a diverse range of provision from sand-tray play therapy through 
to quad-biking for the whole family. Typically services had a therapeutic focus, with a 
large amount of work being undertaken on a one-to-one, needs-led basis. However, 
most services also incorporated an element of group work, which could take on a 
therapeutic, educational, or overtly social focus. Though much work was needs-led, over 
three-quarters of services also operated some form of ongoing or fixed-term 
standardised programme of work which clients would engage in alongside other forms of 
work. 
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5. FINDINGS FROM THE IN-DEPTH STUDY OF TEN 
PROJECTS 

From the 67 services identified during the scoping exercise, 10 were chosen to form a 
representative sample from which more detailed information on service provision could 
be obtained. For each service, this involved an in-depth interview with the service 
manager, collation of background information on clients (see Section 5.2), and 
interviews with children and young people who were recent or current service users (see 
Section 5.3).  

The background information on clients was analysed using SPSS.  All qualitative 
interviews were audio-taped with the respondent's permission and transcribed in full and 
verbatim. They were then analysed using the ‘framework’ technique (Ritchie and 
Spencer, 1994). This involves transcripts and text being ‘indexed’ (a form of qualitative 
coding) according to key themes, and the indexed data transferred onto charts that allow 
collective (and creative) review of the data by the team. This results in a very thorough 
process of review and cross-referencing of qualitative data, ensuring that key themes 
are not missed by the researchers, and, conversely, to ensure that the interpretations 
are not given undue weight within the wider context of the messages as a whole.   

5.1. Interviews with providers 

5.1.1. The services  
Almost all services worked across the local authority or county in which they were 
situated. Two services worked to PCT boundaries, one covering specific areas within an 
authority, the other covering several London boroughs. Only one service reported 
accepting referrals from outside of their area. Although services had remits to cover 
potentially large geographical areas, they typically focused their attention on specific 
parts of their authority which had the greatest levels of deprivation or need. 

All respondents recognised that they were working within cities, or within particular areas 
in their authority, which were especially deprived and had high levels of alcohol and drug 
use. Other factors such as high levels of teenage pregnancy, unemployment, and poor 
outcomes for children in local authority care were mentioned by two services. In terms of 
ethnicity, most areas were seen to be predominantly White-British, although several 
services operated within areas with high BME populations.  One particular service 
worked in a city which had seen influxes of non-native English-speaking populations 
from both EU and non-EU countries over recent years. Working in areas with large 
immigrant populations was seen to cause some difficulties around communication, and 
differences in understanding what was and what was not a problematic drug. 

Six of the services were located in areas designated as High Focus Areas (HFAs) by the 
Government. However, almost all respondents were unclear as to whether their authority 
had been designated an HFA or not. Only two services were aware that their authority 
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was an HFA. One of these services reported having had access to extra funding in the 
recent past which had been very beneficial in allowing the service to undertake activities 
with families that they would not have been able to do otherwise. 

Below are overviews of the ten selected services. More detailed information about 
service composition and provision is included in Appendix F. 

• Service One was a medium-sized, independent, voluntary service working with 
women with drug problems and their children. Four staff worked with children and 
young people (up to the age of 18) affected by parental drug misuse, using art 
and drama on both a one-to-one basis and in groups. The project also worked 
with parents. 

• Service Two was a medium-sized voluntary service, which was part of a larger 
national organisation. All staff were expected to work on both a one-to-one basis 
and in groups with clients aged up to 19 who were affected by parental 
substance misuse. The project also worked with parents. 

• Service Three was also a medium-sized voluntary service and part of a larger 
national organisation. Five staff worked on a one-to-one basis, using creative 
therapies, with clients up to the age of 19 who were affected by parental 
substance misuse. The project also worked with parents. 

• Service Four was a small voluntary service, part of a larger national organisation, 
which worked with children who had been abused and those affected by parental 
substance misuse. One member of staff worked with the latter group, using 
creative therapies on both a one-to-one basis and in groups. The project also 
worked with parents. 

• Service Five was a statutory Tier 26 Young People’s Substance Misuse Service 
working with children and young people (up to the age of 18). Two youth workers 
worked on both a one-to-one basis and through activity-focused groups with 
clients affected by parental drug or alcohol misuse. The project also worked with 
parents. 

• Service Six was a small statutory service which provided support to children and 
young people affected by substance misuse. Two staff worked on a one-to-one 
basis with clients aged between five and 15. The project also worked with 
parents. 

• Service Seven was a large independent voluntary service which provided support 
to children and young people aged 11 to 18 who were affected by substance 
misuse. Nineteen staff, across two projects, worked with clients through a semi-
structured small group work programme. The service did not work with parents. 

• Service Eight was a statutory health service which worked with people suffering 
from addiction problems. Six full-time-equivalent therapists worked with families, 
predominantly adults, but also children affected by parental substance misuse, 
on a one-to-one and whole-family basis. 

                                                 
6 Mental health services for children and adolescents are delivered in line with a four-tier strategic framework which 
forms the basis for planning, commissioning and delivering services. Tier 2 service practitioners tend to be specialists 
working in community and primary care settings. These include primary mental health workers, psychologists and 
counsellors working in GP practices, paediatric clinics, schools and youth services. 
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• Service Nine was a small voluntary service, which was part of a larger national 
organisation. It worked with children and young people aged 11 to 19 affected by 
substance misuse and around issues of identity. Seven staff worked with clients 
on a one-to-one basis and also provided a range of diversionary activities for 
young people. The service did not work with parents. 

• Service Ten was a large, independent, voluntary service which provided a range 
of substance misuse related services to children, young people and adults. 
Fifteen staff worked on a one-to-one basis with clients up to the age of 19 who 
were affected by parental substance misuse. The service did not work with 
parents. 

5.1.2. Project Aims 
Projects’ overarching aims did not vary considerably. Primarily the aim was to increase 
the wellbeing of the child or young person through developing their resilience, providing 
them with the confidence and coping mechanisms with which to manage the situation 
they were or had been in, and to have a life of their own. Common outcomes for children 
and young people which services aspired to were: 

• Feeling happy, and better about themselves 

• Building better relationships with family members and peers 

• Increased attendance or better performance within school 

• Greater understanding of the home situation 

• Increased confidence and self esteem 

• Ability to communicate thoughts and feelings to adults, including their parents 

A number of services stated that they were predominantly client-led and that the 
presenting needs of their clients dictated which outcomes were aimed for. These could 
be related to personal relationships, school problems, developing an understanding of 
why their parent used drugs, sleeping problems etc. Where services worked with parents 
as well as the children there were additional aims related to achieving greater stability 
within the home, more consistent routines, and better management of behaviour. 

Successful interventions were primarily seen as those which met the presenting needs 
of the clients. As one respondent explained: ‘when you go to a dentist, the last thing you 
want to do is leave the dentist with toothache’ (Service 7). A successful intervention was 
‘where the children are able to say, “You know I don’t need to come any more”.’ (Service 
4). One service stated that a successful intervention would be one where both the child 
and parents could identify where improvements have been made.  

Two of the statutory services stated that their aim was to prevent children being placed 
on the Child Protection Register, or, where they were on the Register, for them to be 
removed, and to prevent them being taken into local authority care. Two services also 
felt that funders were most interested in reducing the number of children on the Register 
and in care, and also in factors such as increased school attendance and reductions in 
reported drug use. 
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At the time these interviews were conducted, Government focus was primarily around 
the treatment and prevention of drug misuse.  However, none of these projects had a 
stated aim to prevent drug misuse amongst clients, and only one stated that it aimed to 
raise clients’ awareness of drugs. 

5.1.3. Service Provision 
None of the ten projects was a standalone projects which engaged in no other work. 
Typically, the projects were based in services which provided other support around drug 
and alcohol misuse issues to children, young people, and, in a small number of cases, to 
adults. All but two services had dedicated staffing and a remit to work with clients 
affected by parental substance misuse.  

Nine of the ten services engaged clients in one-to-one work but the form of this 
individualised support varied considerably.  One service engaged clients in activities as 
a means of facilitating communication. Several services used creative therapeutic 
techniques such as art, drama and play in working with clients. Other services used 
more traditional counselling techniques or engaged with clients on a one-to-one basis 
through activities such as playing pool. The work tended to be carried out on an ongoing 
weekly basis (or fortnightly/monthly for older young people), with no defined end-point.  
Two services undertaking one-to-one work did follow a time-limited programme of work 
which lasted between ten and twelve weeks, with one session per week. 

Half of services undertook group work with clients. These were typically run with specific 
age groups, for example seven to 11 year-olds or 12 to 15 year-olds.  Where staffing 
permitted, several services ran two groups each week, one for younger children and one 
for older children. Sessions usually ran once a week and had a therapeutic or 
educational basis as well as providing children with an opportunity to socialise and have 
fun. Three of the services followed a time-limited programme of work which lasted 
between eight and 14 weeks, with the longer interventions being more likely to have a 
therapeutic basis. 

The majority of work took place on weekdays, typically after school or college had 
finished, except in rare cases where the client was not in education or where there was 
an arrangement with the school to work with the client during school hours. The one-to-
one sessions took place either at the service itself, at other locations hired by the 
service, or on an outreach basis at locations where the clients felt comfortable. Outreach 
tended to be more common for work with older young people. Group work sessions 
tended to last around two hours with a break for refreshments. Group work tended to 
take place at the service unless it was activity based. One service only provided group 
work during the holiday periods: this was activity-focused and allowed the children to 
engage in leisure activities which promoted social interaction both with other children 
and within the family 

Seven of the services undertook work with parents which was typically informal, 
providing them with practical support as well as advice and information on parenting 
issues. One service, however, worked predominantly with adult family members and 
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would only engage children if it was deemed to be advantageous to the family as a 
whole. 

5.1.4. Staffing 
Services had between one and twenty staff with remits to work with children and young 
people affected by parental substance misuse. Of the ten services, six had one or two 
dedicated staff who worked primarily with children affected by parental substance 
misuse. The remainder used staff and volunteers also engaged in other service work to 
engage with this client group. Three of the ten services were staffed with only part-time 
employees (and volunteers in some cases) who worked between one and three days a 
week. The number of staff tended to bear little relationship to the number of clients 
reportedly worked with.   

Staff qualifications were relevant to the work undertaken. If the project was providing 
therapeutic work, then staff tended to be recruited with professional therapeutic 
qualifications, and/or social work qualifications. If the work was more activity-based, or 
provided practical crisis support, staff often had youth work experience or qualifications. 
Several of the voluntary services utilised volunteers to support their work: volunteers 
tended to act as support workers in group sessions but if they were on placement, and 
working towards a therapeutic qualification, could also be involved in one-to-one work. 
When recruiting staff, those services which worked therapeutically with clients required 
staff to have the relevant qualifications. For work that was not specifically therapeutic, 
services were more relaxed about their requirements.  

Experience of working with young people and an ability to build up a rapport with people 
were mentioned by most respondents as the most important qualities. Knowledge about 
drugs and alcohol was not required in all services: some respondents considered that 
some basic knowledge was desirable, while others felt that this was not of primary 
importance and could be learnt fairly quickly in post. In fact, several respondents thought 
that it was unlikely they could recruit someone who had the primary skills and 
qualifications required as well as knowledge of substance misuse.  

Respondents outlined a range of training that was provided, from formal, internal 
inductions, covering topics such as child protection and health and safety, through to 
accredited external training courses. All services provided training for staff around drug 
and/or alcohol misuse issues. Respondents in voluntary sector services tended to have 
the greatest awareness of the range of courses that were provided by parent 
organisations, other voluntary and statutory agencies, or could be bought in as 
appropriate. The majority of respondents felt they had sufficient time and space to 
undertake training, but the respondent from one service which recognised training as 
essential felt it was often the first thing to suffer: ‘It’s prioritised at the moment, but at the 
bottom of the pile’. (Service 3) 

All respondents reported being well supported by their service, with regular line- 
management meetings and access to additional support mechanisms if requested. 
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Services providing therapeutic support also had internal, and in one case, external, 
clinical supervision. Respondents valued the support they received: 

I think support for staff is really necessary, space for staff to gain access to 
support and feel contained in themselves to do a good enough job – that’s a 
priority. (Service 1). 

5.1.5. Clients 
Services typically worked with a relatively small number of clients at any one time. This 
was because most of the work undertaken was on a one-to-one basis and could also 
involve transporting clients to and from home and providing practical support to families. 
Most services were available to work with children and young people until they were in 
their late teens or early twenties, but in reality much smaller age ranges accessed their 
projects. Services which provided creative therapies tended to work with the younger 
aged children, typically those aged five to about fifteen. Services providing counselling, 
as well as more practical forms of support and advice, worked with older children and 
young people, typically aged between ten and sixteen. Where group work was 
undertaken, it was recognised that separate groups were needed for clients of different 
age ranges, particularly pre-adolescents and adolescents. Respondents also noted that 
young people over the age of fifteen tended not to access group work and preferred 
individual support. 

Clients were predominantly White-British, except in those areas which had particularly 
high BME populations. This was an issue of concern for several respondents who 
recognised that they needed to do more to engage BME communities. In terms of 
gender, there was broadly an even male/female gender split though two respondents 
believed their services were accessed by more female than male clients. 

Respondents highlighted what they considered to be the main issues affecting the 
children and young people who used their service. The adverse impact of a parent or 
carer’s substance misuse on children cannot be overestimated and respondents were 
unanimous in identifying the varying negative impacts this had on children. They 
reported that clients felt embarrassed and ashamed about their situation, many blamed 
themselves and carried heavy emotional burdens.  

I think very much we were all looking at physical signs, physical signs of neglect, 
physical signs of abuse, and the emotional stuff was, is a big thing for these 
young people, a lot of our young people it’s all down to emotional stuff … and the 
concerns they’re carrying, the weight they’re carrying is amazing. (Service 5)   

Children were often seen to be acting as carers to their parents, truanting from school to 
remain at home, having limited social interaction and a substantial amount of unmet 
childhood need. Control was also a factor mentioned by several respondents, though in 
different ways. For some children the lack of predictable and consistent behaviour from 
their parents could lead to feeling out of control. Conversely, where children had had to 
take control of what would otherwise have been a chaotic home environment, there 
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could be difficulties in accepting external boundaries. Most respondents felt that clients 
whose parents used drugs were less likely to engage in substance misuse themselves: 

 I’d say mainly with the children that I work with, they are very anti-drug or alcohol 
use because of the effect that they have seen on their parents. (Service 6).  

Clients, therefore, came to services with a range of issues which, while often specific to 
the individual, had their roots in unstable home environments. Their main needs were to 
be supported within a safe and stable environment, to have their basic care needs met, 
to be able to learn about drugs and discuss their situation with a caring adult, and, 
importantly, to have fun and engage in social interaction with other children and young 
people. 

A a lot of the children we work with might feel shameful about their situation, this 
might feel very like ‘I’m the only person who experiences this’, so for them to have an 
opportunity to explore those things gets it out, makes it less damaging hopefully and 
gives them a chance to express their emotions about it.   (Service 3) 

5.1.6. Risk and protective factors 
When respondents were asked which risk factors affected children whose parents 
misused substances, they primarily reported increased concerns over the child’s safety.  

The risk factors – the impact of their drug and alcohol use on the parents’ ability 
to provide basic care and keep them safe and secure and to provide guidance 
and boundaries. And the impact probably on their emotional and behavioural 
development, so the impact of worrying about a parent, the impact of having to 
care for your mum or dad, both physically and emotionally, or your sisters. 
(Service 6) 

Domestic abuse was mentioned by several respondents: one considered this to be 
primarily related to alcohol misuse. Neglect and emotional abuse were mentioned by 
another respondent, who felt these were related primarily to heroin and crack use.  
Several respondents reported that children affected by parental substance misuse could 
display more sexually inappropriate behaviour.   

Respondents were largely in agreement that different family compositions did not 
significantly alter the risk factors to children. Where at least one resident parent misused 
substances, the risks were not increased if this was in a single-parent rather than a two-
parent household. Some service managers believed that if the child was in the care of 
their parent/s, then it was likely that the practicalities of any drug use was managed to 
some degree. One respondent highlighted that at least these children were in receipt of 
a service. 

It’s obviously the children who aren’t actually able to be making it in to the service, 
are the ones I would say at more risk.’ (Service1) 
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5.1.7. Referrals 
Services were asked which other agencies referred clients to them. For the vast 
majority, the main source of referrals was the local children’s social services department. 
Other sources mentioned included: parents, GPs, health visitors, disability teams, child 
and adolescent mental health services (CAMHS), adult substance misuse services, 
Connexions, schools, school nurses, learning mentors, youth workers, drug intervention 
programmes, and the youth offending team (YOT). Several services also mentioned 
receiving self-referrals from young people, though it was acknowledged that self-
referrals from anyone under the age of thirteen would be highly unlikely. Schools and 
adult drug services were highlighted by individual respondents as the most difficult to 
engage in referring clients - schools because they often did not want to admit having a 
problem, and adult drugs services because their focus was not on the child.  

The service, actually, who we have no referrals from is the … community 
substance misuse service and … basically, they only deal with somebody who’s 
at the hard end of heroin use, but they do not refer in. And I’ve had a lot of 
meetings with the service, a lot of meetings with their workers from the team, 
we’ve looked at protocols: ‘You need this question on your assessment’  And 
they are looking at it now, really asking the question, you know, ‘Do you have any 
children?’  (Service 5) 

I read the new policy guidance that came out around Hidden Harm for Adult 
Services.  I read this before we went to meet with the local adult service and you 
know they were vaguely aware that it existed but they certainly weren’t doing 
anything about it (laughter) and not going to really. … Because they’re too busy 
with far more important things really, their day-to-day stuff.  (Service 3) 

One way in which this problem could be alleviated was though more joint training, to 
increase the awareness of child protection issues among adult drug service workers.  

I think also joint training would be helpful. I think most of the child protection 
training I’ve been on and I’ve run some myself around the impact to drug and 
alcohol with some children and you know Adult Drug Services aren’t even invited 
let alone coming along so I think that would make a difference. (Service 4) 

One respondent felt that where they had received a referral for a child with a parent 
engaged with another service, it was helpful if someone from that service accompanied 
the parent to the project. They acknowledged that coming to a new service could be 
daunting, so utilising the trusting relationship which had already been formed was 
beneficial to engagement. 

All services except two reported receiving inappropriate referrals from other agencies. 
Referrals were deemed to be inappropriate if the parent, carer, or child had not been 
consulted about the referral, mentioned by half of respondents, or if the client lived 
outside the geographical remit of the project. One service received referrals for children 
who were caring for a disabled family member which, while inappropriate, were 



 

51 

understandable based on the service’s name. Other reasons for inappropriateness 
included the client being unable to participate, being mentally ill, or having other issues, 
such as anger management, to deal with before they were able to receive a service. 
Where services received inappropriate referrals, every effort was made to signpost 
children and young people to a relevant service. 

Onward referrals were made to a relatively small number of agencies. Typically, projects 
would make onward referrals if the service had not been able to meet the client’s needs 
or could not provide ongoing social support. Onward referrals, therefore, tended to be 
made to young carer services, GPs, CAMHS, social services departments, or 
therapeutic services. One project which worked within a family centre referred almost all 
of its clients into the centre at the end of their work. 

5.1.8. The process of engagement 
Services utilised a wide variety of tools during the initial assessment of clients. These 
included a range of visual and artistic tools, screening instruments for substance misuse, 
referral assessments, and psychometric tests. The statutory health service reported 
using the greatest number of assessment tools.  Four services utilised in-house 
assessment instruments which took elements from several other sources. Only two 
services mentioned using the Common Assessment Framework (CAF), and one of these 
used it in conjunction with other therapeutic assessment tools. One respondent voiced 
doubts over how useful the CAF would be, as it was felt to duplicate existing 
assessments. Furthermore, there was no guarantee how widely it would be adopted by 
other service providers.  

We’re struggling with the introduction of the CAF. And for me there’s a big 
question mark over how effective it’s going to be, how effectively it’s going to be 
used by professionals and adopted. And my struggle I think at the moment is that 
a lot of what I see in it, we already do. But it’s adding stuff that is gonna 
complicate the way we do it …  (In training) mainly the people working with 
young people raised issues around confidentiality and sharing of information, that 
appeared not to have been fully addressed by the CAF system. … Certainly 
there were some issues around individual organisation’s policy and how that 
would relate to the sharing of information within the CAF. (Service 7) 

The majority of services were actually utilising tools developed to assess client’s own 
substance misuse, rather than that of others: indeed of the three services which 
provided copies of their assessment tools, only one was developed for use with children 
affected by someone else’s misuse of drugs and/or alcohol.  Also, one assessment tool 
which did ask about familial misuse covered only Class A drugs and not alcohol or any 
other class of drug.  

All respondents showed a great deal of awareness of their service’s, and if appropriate 
their parent organisation’s, confidentiality and information sharing protocols. Services’ 
confidentiality policies and procedures comprised the standard approach to safeguarding 
children’s wellbeing and safety. These policies were discussed with the clients during the 
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initial assessment sessions.  Over half of the services stated that they would share 
certain information with other professionals, typically around levels of engagement, but 
no details of content would be shared without explicit consent. One service, which 
worked closely with social services staff, stored client records on the local authority 
database which social workers could access.  

Services engaged clients in similar ways, with differences being largely attributable to 
the type of service being provided. When a referral was received, a number of services 
would engage parents in a discussion about the service, and what work would be 
undertaken, prior to speaking with their child. This was typically the case for younger 
clients. Parental consent was highlighted as necessary in each of these services, as well 
as in one other which asked the child to gain consent. All services working specifically 
with children and young people would meet with the child, either at home, at the service, 
or somewhere else they felt comfortable, to explain what the service could offer them. 
No service would start work with a client where they did not consent or understand the 
reason for their engagement. Three services also met with the referring agency prior to 
engagement with clients. Service 8, which worked primarily with parents, would engage 
with family members only if it seemed advantageous to the work. 

Respondents mentioned a number of generalisable factors which aided engagement.  

• Contact should be made as soon as possible with the client. If there was a 
waiting period for a service, then it was important for the service to keep in 
regular contact with the client, by email, telephone or visits.  

• Some respondents felt that parents could feel threatened by services, and 
involving them in their child’s engagement could increase the likelihood of 
engagement and of positive outcomes. The location of these meetings with 
parents was highlighted as important: meeting somewhere parents felt 
comfortable, such as at home, was seen to be less threatening for them. 

• Providing transport reduced costs for parents and also ensured that children 
were more likely to access the service regularly. 

• Engaging young people initially in activities was less stressful for them than 
attending individual counselling sessions, and served as an opportunity to build a 
trusting relationship. 

• Allowing enough time to develop a relationship was seen to be vital - ‘The 
engagement is all about trust and it can take a lot of time.’ (Service 10) 

5.1.9. Inter-agency links 
Respondents reported a variety of inter-agency links which were often facilitated through 
the work of the overall service as opposed to the specific project itself. Formal 
partnerships between services, or joint working protocols, were seen to improve 
collaborative working arrangements. 

All services worked with local authority social services departments. Those services 
which worked specifically with children on the Child Protection Register or designated as 
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at risk reported the closest links with social services.  Several respondents reported 
difficulties in engaging statutory sector social workers. This was attributed to lack of 
consistent staffing and over-worked staff in social services departments, and to the part-
time hours of many project staff. 

Just over half of the respondents reported some link with at least one other drug or 
alcohol service. In one case, strong links had been forged with an adult alcohol service 
to enable the project to access the service and engage the children of service users. 
Workers in projects based within drugs services working with young people or adult 
misusers highlighted the benefits of such a close physical relationship.   

Three services, all of which undertook outreach work in schools, reported good links with 
pastoral staff and school nurses. One respondent felt that leading school assemblies 
was a good way of educating a larger number of children around drug issues and it also 
led to increased referrals. This service found that by engaging the school in this way, it 
led to better relationships with staff and, subsequently, to more opportunities for children 
to access the project if necessary. 

Other services mentioned by respondents included: GPs, health visitors, psychiatric 
services, housing services, Connexions, the police service, youth offending teams, 
family centres, women’s refuges, education welfare services, and carer organisations. 
Just one service mentioned the local Drug Action Team. 

5.1.10. Publicity 
All services publicised their work to some degree. The majority had developed leaflets 
which outlined the work they undertook, some of which clearly stated the work 
undertaken with children affected by parental substance misuse. Leaflets and other 
information materials were distributed to professionals working with young people and 
left in places where young people gathered. Half of the services provided the 
researchers with their publicity materials. 

Word of mouth was also a key form of publicising he service, often coming before 
leaflets. Staff might visit other professionals to promote their work, but they were also 
able to engage with the community and young people themselves by running stalls at 
community events, and visiting schools and youth centres. One service had a bus and 
some caravans which they used both as a means of working with young people in 
schools and of advertising the service. They saw this as the best form of advertisement 
they had. 

One service, which worked in the statutory sector, stated that it was not well advertised 
because it was only able to take referrals from social services. Therefore, it promoted 
itself only through word of mouth and inter-agency training. 

A relatively new development was the use of Internet sites to publicise services. Eight of 
the ten services stated that they had a website which young people and professionals 
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could access. The remaining two services both had their details on local authority 
websites. 

5.1.11. Evaluation 
All services were evaluating their work, though the extent to which they utilised this 
information for service development varied. Only one service had had an external 
evaluation conducted. The majority of services, including all statutory ones, used internal 
evaluation tools developed to assess the satisfaction of clients, and of parents, with the 
service received. These were typically used on an ongoing basis or following the 
intervention. Actual outcomes for clients were mentioned by very few respondents. Only 
two services mentioned using a formalised tool for measuring outcomes - the Christo 
Inventory for Substance Misuse Services, and Goodman’s Strengths and Difficulties 
Questionnaire (SDQ).  

Monitoring was often confused with evaluation with several respondents reporting that 
they conducted evaluations when they simply collated statistics. This information was 
often requested by funders, who were seen to be primarily interested in referrals 
received and client throughput. 

Two services actively sought to evaluate longer-term outcomes by re-contacting clients 
up to two years following the end of their work in order to assess if there had been any 
sustained changes. These services, both working in the voluntary sector, demonstrated 
the greatest awareness over the usefulness and limitations of evaluating work with 
children and young people. Interestingly, one of these services felt that baseline data are 
not always accurate as young people do not always confide the truth at the beginning of 
work. 

Two services were about to receive new evaluation tools from their parent organisations. 
In the case of one statutory service receiving funding from the NHS this was a tool which 
was not seen to be an appropriate outcomes measure for their particular user group. 

5.1.12. Facilitating and limiting factors 
Respondents were asked whether there were any factors which particularly facilitated or 
limited either their own, or other services’, ability to undertake work with children affected 
by parental substance misuse. Respondents reported a number of factors, mostly 
around parental engagement, resources, and inter-agency links which are outlined 
below.  

Several factors revolved around the consent and motivation of parents. Parental 
engagement, either through accessing support themselves or encouraging their child to 
do so, was beneficial both for themselves and for their child’s engagement. Several 
respondents whose services did not undertake work with parents saw this as a limitation 
of their provision. Parents who were continuing to use drugs, and especially those who 
were in denial about the harmful effect on their child of their drug use, were seen to 
present a particular challenge to services. Outcomes for children living with a drug-using 
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parent, especially those not supported by the parent and living in a chaotic home 
environment, were seen to be less positive by most respondents. One respondent 
reported having to ‘walk a fine line’ between raising the issue of drug use with these 
parents and potentially alienating them. Parents might also be afraid of the 
repercussions of allowing their child to disclose their thoughts and feelings:  

They’ll worry they’ll be seen as a bad parent, they’ll worry their children will be 
taken away. (Service 3) 

Practical issues such as the location of the service, or where outreach meetings took 
place were mentioned by most respondents. Where the service was located some 
distance from clients (for example, in more rural authorities), providing transport to and 
from the service, or paying for taxis or public transport were seen to be important. This 
was because parents might not have access to private transport or might not be able to 
afford the travel costs for their children. Outreach services reduced the pressure on 
parents and also enabled staff to offer practical support to families, both of which were 
highly valued and aided engagement. Ensuring that meetings occurred in a place where 
children and young people felt comfortable was crucial to their engagement. For younger 
children, this might mean ensuring the space had toys and other suitable resources; for 
older children and young people this might mean meeting somewhere such as 
McDonalds, not necessarily in the ‘magnolia room with the Monet pictures.’ (Service 10). 
Having access to community spaces, for example in schools and youth centres, where 
outreach could be undertaken, was also seen as beneficial. 

Adequate resourcing of projects, in terms of staffing and funding, was mentioned by 
almost all respondents as important for ensuring continuity of care and project viability. A 
lack of staff, mentioned by several respondents, was seen to cause difficulties during 
periods of annual leave or when a crisis occurred. Time-limited funding was highlighted 
by the majority of projects situated in both the voluntary and statutory sectors as having 
a considerable impact on service provision. Services found it difficult to plan ahead and 
to retain staff with short-term funds. ‘It just felt like we were in limbo’ (Service 4). One 
respondent felt that this doubly-disadvantaged their service and users, as the service 
had to go through the expense and time of re-recruiting and re-training staff potentially 
on a yearly basis. 

Yeah, I think it’s really poor. I think the rhetoric has been that they’ll talk about 
long term funding, but the reality is that you get a year. I think we got six weeks 
notice coming up to this financial year. And then they went ‘Oh, hang on a 
minute, we haven’t done the sums right, we need to take some money from there 
– you’ve lost funding.’  We were just at the point where we were about to sign 
contracts and stuff. … Funding is a major concern, because you know, you’ve 
got staff who are thinking ‘Well in six months’ time, have I got a job?’ and if you 
can’t give answers to that, then people are gonna start looking for other work. 
(Service 2)   

Several respondents from voluntary organisations also felt that current funding 
arrangements led to restrictions on the amount of work that could be undertaken with 
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any one client. This, in turn, had implications for the engagement of, and development of 
trust with, clients.  

Having direct links with other services working with potential clients, such as adults’ and 
children’s social services departments, was seen to help in encouraging referrals.  
However, a number of limiting factors were highlighted in relation to other agencies. Staff 
in statutory services, such as social services, were seen to be too busy managing their 
day-to-day work to prioritise the identification and referral of children affected by parental 
substance misuse. Furthermore, respondents reported that the high turnover of social 
services staff had a number of knock-on effects on their service. Firstly, it was seen to 
have a negative impact on parents’ willingness to engage with services, or to allow their 
child to engage. Secondly, it was seen to increase pressure on services’ limited 
resources through constantly having to re-engage social workers in order to promote the 
project. A small number of respondents also highlighted difficulties engaging adult drugs 
services: respondents felt that this was because their training and focus was exclusively 
around adults. One respondent highlighted a gap between what Government policy was 
saying should be happening and what was actually taking place. 

There’s the blue-sky thinking stuff which is all really good when you read it, and 
then there’s people with their heads down on the ground, and there’s something 
missing in the middle.’ (Service 3) 

Other factors mentioned by respondents included: 

• The motivation, and ability, of the child or young person to engage in work. Many 
children were embarrassed about their situation so might find difficulty discussing 
this. 

• Being part of a larger organisation allowed increased access to resources and 
staff expertise. It also helped with re-referring a client who moved location. 

• Having staff with person-centred counselling skills or who were skilled in 
developing relationships with people was vital in engaging both children and 
parents. 

• There is limited window within which to work with young children, who tire 
quickly.  

 

5.2. Collection of information on the user group 

As reported earlier, a total of 121 pro-formas were completed by eight services. The 
mean number returned was 15, though the range varied considerably, reflecting the 
variation in the number of users seen by services.  

5.2.1. Demographic and background information 
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Age : Clients’ ages ranged between six and 17 years. The mean age was 12 (standard 
deviation 2.6), though the largest single age-group using services - making up nearly a 
quarter of all clients - were 13 year-olds. Over two-thirds of clients were aged between 
nine years and 15 years. 

Sex:  Services reported seeing more female (57%) than male clients (43%). 

Ethnicity : Services reported working primarily with White-British children and young 
people (85%). BME groups made up just 5% of clients and these were predominantly 
from one service. A small minority were from vulnerable groups, such as travellers (n 4) 
and asylum seekers (n 1). 

Language: Almost all clients (95%) spoke English as their first language. 

Health:  The majority of children and young people using the services (82%) had no 
known health problems. Services reported small numbers who had learning disabilities 
(9%), mental health problems (7%), or physical disabilities (3%).  

Drug use:  Most clients were not known to be currently using drugs (88%). When client 
drug-use and living arrangements were examined, there was no connection identified 
between living with a misusing parent or carer and the client’s own propensity to use 
drugs. Those clients who were using drugs (n 8) all accessed the same service [10]. 
They were predominantly female and were aged between 14 and 16 years.  

Education : Almost all clients attended mainstream schools (95%). A small number of 
clients received their education in Pupil Referral Units (n 1) or in special schools (n 3). 
These children and young people were found to be more likely to be living with a drug-
using parent or carer. 

Other services received : The majority of clients were in receipt of services from 
statutory social services departments (63%). Small numbers of clients were also 
receiving support from mental health services (8%), education services (6%), and youth 
offending teams (5%). Other services, which a minority of clients accessed, included the 
youth service, Youth Inclusion Programmes, and mentoring schemes. 

5.2.2. Identified risk factors 
Services were asked to provide information on which risk factors affected clients at both 
an individual level and at a family level. Individual risks included truanting from school, or 
belonging to a group in which members displayed anti-social or sub-criminal behaviour. 
Family risks could include, for example, domestic violence or low household incomes. 

At an individual level, services indicated that a range of risk factors existed for their 
clients, and that almost half (47%) had more than one identified risk factor. Table 5-1, 
below, shows data for all clients (n 116), and data for clients living or not living with a 
substance-misusing parent or carer.  
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Table 5-1: Individual Risk Factors 

Total Sample  

(n 116) 

Living with 

drug/alcohol 

user (n 56) 

Not living with 

drug/alcohol 

user (n 60) 

Individual Risk Factors 

No. % No. % No. % 
Emotional / behavioural 
problems 92 79 43 77 49 82 

Truancy / school exclusion 43 37 25 45 18 30 

Learning problems 32 28 14 25 18 30 

None identified 16 14 6 11 10 16 
Anti-social behaviour / 
offending 14 12 10 18 4 7 

Offending peers 9 8 5 9 4 7 

Drug misuse 9 8 5 9 4 7 

Alcohol misuse 7 6 3 5 4 7 

Other (not specified) 6 5 2 4 4 7 

Bullying at school 5 4 2 4 3 5 
 
Sixteen clients, six of whom lived with a substance misuser had no identifiable risk 
factors at a personal level. However, the majority of clients had at least one, and almost 
half of all clients had more than one identified risk factor. Where factors were identified, 
emotional and behavioural problems were the predominant individual risk factor affecting 
almost four in every five children and young people. Other factors included truancy 
and/or school exclusion (37%), learning difficulties (28%), and anti-social or offending 
behaviour (12%). 

Looking at the individual risk factors for those clients currently living with a drug or 
alcohol user, it is interesting to note that the number of risk factors did not differ 
substantially from those not living with someone who misused drugs or alcohol. 
However, the risk of both truancy and anti-social behaviour did increase to a small 
extent.  

At a family level, children and young people were found to face a significant number of 
risk factors, with the majority of clients (60%) having three or more risk factors identified. 
Table 5-2 (below) breaks down these factors for all clients (n 120) and for those living or 
not living with a drug or alcohol user. 
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Table 5-2: Family Risk Factors 

Family Risk Factors Total Sample 

(n 120*) 

Living with 

drug/alcohol 

user (n 56) 

Not living with 

drug/alcohol 

user (n 64) 

 No. % No. % No. % 

Alcohol misuse 82 68 35 62 47 73 
Family conflict/ 
domestic violence 64 53 28 50 36 56 

Drug misuse 61 51 32 57 29 45 

Poor parenting 60 50 14 25 46 72 

Low income 60 50 31 55 29 45 

Lone parenting 34 28 19 34 15 23 

None mentioned 1 1 0 0 1 1.5 
Other (e.g. mental 
illness of parent)  11 9 5 9 6 9 

*Missing data on 1 client 

 

As might be expected, alcohol and drug misuse were identified as significant risk factors 
for many of the children and young people seen by services. In over one-fifth of families 
(22%) both drugs and alcohol were identified as a problem. Family conflict and domestic 
violence was found to affect over half of clients (53%). Other risk factors included poor 
parenting and low income which affected half of all clients, and lone parenting which 
affected just over one-quarter (28%). Services also reported other factors which included 
mental health problems amongst parents and carers. Looking at the family risk factors 
for those clients living with a drug or alcohol user, it is interesting to note that neither the 
number nor type of risk factors changed substantially. One exception to this was poor 
parenting, the likelihood of which was seen to decrease by half when living with a drug 
or alcohol user.  

Potential risks affecting only those clients in families where drug and/or alcohol misuse 
was an identified risk factor (n 61), and those where drug but not alcohol misuse was 
identified as a risk factor (n 31) were then examined. In fact, very little changed in the 
way of other risks: lone parenting was found to increase by 10-15% from that for all 
clients, and poor parenting was seen to decrease by about 20%.  Contrary to the 
findings from the literature review, there was very little difference in levels of family 
conflict and domestic violence between those clients where alcohol misuse was one of 
the identified risk factors and those where it was only drugs. In the case where drugs 
was an identified risk factor, the risk of family conflict or domestic violence remained 
about the same (52%): where drugs were an identified risk factor but not alcohol, the risk 
of conflict reduced to a small degree (45%). 
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Given the range of risk factors faced by clients, it was unsurprising to find that a 
significant percentage (17%), were on the Child Protection Register and an even higher 
percentage were designated as in need (39%). In part this was due to the number of 
clients living with a drug user (n 56) which meant they were 7% more likely to be on the 
Register and 22% more likely to be designated ‘in need’. 

5.2.3. Living arrangements 
Almost half of clients were living with a drug-using carer (46%). This was typically the 
mother (54%), the father (21%), or both parents (14%).  

As illustrated in Figure 12: Household Composition (below), the majority of clients (67%) 
lived with at least one birth parent: 18% with both parents, 40% with just their mother 
and 9% with only their father. Re-constituted families, where either the mother or father 
was caring for the children with a new partner, comprised 12% of the sample, the 
majority being mothers with new partners. Significantly, over one-fifth of clients were 
cared for by someone other than a birth parent: this included foster carers (9%), 
grandparents (7%) and other kinship carers (3%).  

 

 
 
Most clients (82%) lived with between one and three other children, who might be 
siblings, step-siblings or other foster children.  A further 17% lived with four or five other 
children and only one lived in a household with no other children. Where clients had 

Figure 12: Household Composition  
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siblings, these were typically aged between six and 10 (65%), or 11 and 15 (57%), while 
step-siblings tended to be younger.  

Many services did not collect information from clients on household income and benefits 
received. Despite a large proportion of households accessing benefits as their main 
source of income (42%) relatively few clients (16%) were reported to be receiving free 
school meals. 

5.2.4. Services received 
As illustrated in Figure 13, the majority of work undertaken with clients was described as 
one-to-one support (64%) and group work (48%). This work was usually mutually 
exclusive, though in 17% of cases, clients received both one-to-one support and 
engaged in group work. One-to-one work was undertaken with children aged six 
upwards, though it was predominantly used for those aged 13 to 15 years.  Group work 
was typically split into younger and senior groups. The majority of group work took place 
with children aged eight to 13 years, with very few older clients engaging in this form of 
work. 

 
 
Counselling was provided by almost one-fifth of services, as was drug education. Drug 
education was mentioned for all clients in one service, while another service mentioned 
harm minimisation for all of its clients. Play therapy and drama therapy were provided by 
the same service to 12 clients (these were children aged between six and 13). 

The majority of clients first accessed services in the two years prior to this research, 
though one client had been using a service for nearly five years. The average length of 

Figure 13: Service Provision
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contact varied considerably. One-fifth of clients accessed services for between one and 
three months, 30% used the service for between four and six months, and 16% used the 
service for between seven and 12 months. The remainder, almost one-third of clients, 
were described as using the service on an ongoing basis. 

5.2.5. Referrals 
Over half of referrals (55%) came from social services. Education services, including 
school nurses, also referred a reasonable proportion of clients (15%). Most services also 
received some self-referrals, although this accounted for only 10% of total client 
referrals. There were very few referrals from the statutory health service (5%) or from 
adult drug and alcohol services (4%). 

 

5.3. The views of service users 

As already noted, the number of respondents who were or had been users of the ten 
projects was fewer than had been anticipated. Only six projects had users who would 
consider becoming involved. Of the 14 children and young people interviewed, nine were 
female and five male and they were aged between 9 and 17.   

5.3.1. Background factors 
A majority of children and young people reported experiencing a high degree of 
instability and disruption connected to their family circumstances, living arrangements 
and education.  

Disruption to family relationships 
Only two of the 14 children and young people interviewed lived with both parents (both 
drug users).  All others were living with one parent, or were cared for by other family 
members, including an elder sibling and grandparents.  In some cases, grandparents 
were caring for children and the drug-using parent.  One young person was in the care 
of the local authority and one 17 year-old had her own accommodation, which she was 
sharing with her boyfriend, their newborn child, and her younger sibling.  

For many respondents, their living arrangements, in terms of both where and with whom 
they lived, had fluctuated over the years.  This not only caused emotional disruption but 
it also impacted on children’s and young people’s friendships, family relationships and 
schooling and resulted in experiences of loss, in some cases compounded by the fact 
that a parent’s continuing drug use prevented contact. 

Lived with loads, my Nan and granddad, my mum and dad, his mum and dad. 
Lived loads of places.  (S6C2, 17 year-old female)   

 
My dad was still living with me [at grandmother’s] at that time [but] just about a 
year ago he moved [to live abroad].… because my step-mum broke up with him. 
And I don’t get to see my (half-)sister. …I haven’t seen her in a year and… I 
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mean my step-mum says she doesn’t want anything to do with the past. (S3C1, 
12 year-old male) 

 
We had to move out of our house and we were homeless for a bit. (S2C2, 12 
year-old female) 
 
 I was at my ma’s, and then we’d been moved into a B&B and I wasn’t really 
close to my friends. Like I wasn’t seeing any of them. (S6C1, 14 year-old female) 

 
The external environment also presented a number of difficulties and frustrations. Many 
respondents expressed anxiety and dissatisfaction with the areas in which they lived, 
often depicting them as deprived and/or troubled neighbourhoods.   

Like people come to house and like start bullying us and … I don't like the area 
'cos there used to be like car crashes and stuff like that, like people joy-riding. 
(S2C1, 12 year-old male) 
 
Up the skate park … I’m usually just like playing maybe and like apparently after 
eight o’clock there’s like these people in hoodies, black hoodies and they have 
guns around, so it’s not really nice. (S3C1, 12 year-old male) 

Impact of parental drug misuse 
Parental drug use impacted on the children and young people in a variety of indirect, as 
well as direct, ways.  These included experiences of being deceived by parents and the 
subsequent loss of trust, ongoing distress and anxiety about their parental well-being.   

I found out it (mother’s drug use) happened again and she (my mum) keeps 
doing it often, you can see the bruises on her, you can see the face on her 
because I can tell anyone who’s on drugs because …that’s why I go (to the 
project) because I was so upset and I was just disappointed… I hope she goes 
into rehab soon and stops really and I hope I have a very good life without it and 
hopefully she doesn’t die early. (S3C1, 12 year-old male) 

Disaffection with school and teachers 
Older respondents in particular described some degree of difficulty with schooling, either 
because of disruptions owing to family circumstances, such as moving house, or 
because they experienced disaffection with the system or the staff.   

Q. What did you get kicked out for doing? 
A. Loads of things, there’s all different things, bunking off, swearing at teachers. 
Loads of things. (S6C3, 13 year-old male) 
 
(I) don’t really talk to teachers ’cos I don’t really like teachers (S2C3, 13 year-old 
female) 

 
The reaction of school staff did not always appear to take into account the home life and 
difficulties experienced by children:    
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I had trainers on because with my mam just having the baby and then getting all 
the stuff for the baby and then we were gonna get kicked out our house .  … I 
was wearing black trainers and they (teachers) kept … giving us detention 
(because trainers were not regulation school uniform). (S5C3, 13 year-old 
female)    

 
A small number of children and young people had been removed from mainstream 
education and were being taught in the ‘naughty school’ (a Pupil Referral Unit) or in a 
specialist facility for young people. The younger children in the sample appeared not to 
be suffering the same degree of antagonism towards education as the older ones but 
were more likely to report learning problems for which they were receiving specialist help 
in the school setting.  

5.3.2. Engagement  
As already noted (see section 5.1.7) services received referrals from a number of routes. 
The respondents here reported staff in other services, but especially in social services 
departments, recommending that they accessed a particular project.  Other referrals 
came from a housing worker and an adult drugs project worker   

My dad was seeing someone, he was seeing like some kind of social worker … 
and the woman that came to our house introduced us to L and then I started 
seeing K. (S5C1, 16 year-old female) 

 
However, it is noteworthy that parents and carers appeared to have a key role to play in 
facilitating their children’s engagement with projects and encouraging their initial 
attendance.  

(Mum said) ‘You should like join, join in to see what you can find out about what 
drugs do to you and stuff.’ Because, to do with my dad.  (S2C1, 12 year-old 
male) 
 
(I came) ’Cos me Mam wanted us to get some help. (S5C2, 13 year-old female) 

5.3.3. Expectations   
Children’s comprehension of what project participation would involve varied from a fairly 
clear idea to no idea at all. In the middle were false or negative expectations.  

She (sister) said I would be going down the [service name] with a lady called L. 
And I said ‘What about?’ She went ‘I don’t know” ….probably talking about mum 
and dad.’ (S4C1, 11 year-old male) 
 
I thought like there was like this playground thing and you got to play on toys and 
everything and, and there's this inside stuff and then you get food. (S1C2, 9 year-
old female)  
 
I thought it’d be crap actually. Didn’t want to say, because what T (the referring 
person) is like, I thought she’d got something crap. (S6C2, 17 year-old female) 
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With the exception of the few who had been properly briefed beforehand, and had 
remembered what they had been told, the majority experienced nervousness and 
apprehension on their first visit. Children’s perceptions of ‘helping’ and of ‘support 
services’ were dominated by unwelcome images of having to talk about feelings and 
experiences to a stranger.  

Sitting in a room and talking all the time, and like just everything being low and 
depressed. (S5C1, 16 year-old female).  
 
Well I thought it would be very, quite scary actually. … I thought, ‘Oh mikes 
(microphones) will be around me.’ (S3C1, 12 year-old male) 
 
Just sit and talk about my mum and dad. … It would have got me upset anyway. 
(S4C1, 11 year-old male) 

 
In all cases the anxieties proved to be unfounded, partly because each project offered 
much more than talking therapy. Consequently, the first experience of the project was 
reportedly more positive and enjoyable than had been anticipated.  

'Cos I thought it was just, you just sit down and talk to one on one like and stuff, 
but like you find that in a group, you do food tasting and stuff like that, you do fun 
things, I thought you just had to like sit down and talk to one person. (S2C3, 13 
year-old female) 
 
I sat down there and then L sat down next to me, and she said ‘Is it any worries?’ 
I talked to her about my worries. And then after we played the games and that, 
we got on well. (S4C1, 11 year-old male) 

5.3.4. Experiences  
Overall, respondents reported very favourably on the project they were currently 
attending or had previously attended. Relationships with staff, opportunities to try new 
experiences and being part of a group were particularly valued. Positive engagement 
with a project did not diminish with time: children and young people who had been 
attending a project for several years reported just as much enjoyment as those attending 
on a brief, time-limited basis. In fact, several of the latter group stated that they would 
have liked more frequent or longer involvement with the project.  

Delivery 
Being able to relax and enjoy themselves was a vital element in many respondents’ 
positive appraisal of the project.   

Just it was fun coming. (S2C3, 13 year-old female) 
 
I've had more fun (since I came to the project) fun things came into my life. 
(S5C2, 12 year-old female) 
 
They're very good at explaining and they, like, make it as fun as possible to make 
people enjoy the sessions.  (S2C1, 12 year-old male)  
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As already noted, projects offered a mixture of one-to-one activities and group work, and 
it was chiefly the latter which provided the fun aspect of involvement, whether a group 
functioned at the service or engaged in external activities, such as visits to leisure 
centres.  Some children and young people expressed a clear preference for working in 
groups and recognised the benefits of doing so in terms of personal enjoyment, but also 
saw the potential to make friends and develop communication and team work skills.  

I think it's better in a group because like you learn, you meet new friends and 
stuff to get along with them.  (S2C1, 12 year-old male)  
The best part of the service was going out with big groups on activities. (S5C3, 
13 year-old female) 
 
Working together’s more helpful from working on your own. Because before I 
didn’t really like working with people ’cos they used to annoy me. . .I prefer a 
chance to work in a group. Because you can communicate a bit more now. 
(S2C3, 13 year-old female) 

 
However, for some young people, the prospect of group work was more daunting and 
they found greater benefit from working individually or in small groups with project staff.  

[It] coulda been worse, coulda been like twenty [people in the group] or summat. 
(S2C2, 12 year-old female) 
 
I was more happy with it being like one-to- one work than being groups.  (S5C1, 
16 year-old female) 

 
One-to-one support provided a rare opportunity for some young people to have time 
alone with an adult who listened to their problems – an aspect of their lives which was as 
important as being diverted from their concerns.       

Just going out for talking and like... And like when I was living with my mum, I 
used to like getting time on my own if you know what I mean… Used to go, like, 
(to) get things off my chest. (S6C2, 17 year-old female)  

 
Despite these individual preferences, in general it was combination of access to 
personal attention alongside group activities offering enjoyment, distraction and 
friendship that most appealed.   

A bit of both really, like one-on- one when you just want to be by yourself and talk 
to them, and group work. (S5C3, 13 year-old female) 
 
They should do more activities for like, like it kind of should be fun, yeah, but they 
should be like, like talking about more about how you feel and stuff about the fact 
that you found out that your mum’s been doing this and that. (S3C1, 12 year-old 
male) 
 
I don’t think they (bowling , ice-skating and cinema) are really important, but they 
are a nice way to kind of bring it together. (S6C1, 14 year-old female) 
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Staff  
The development of a positive relationship with staff was the other main aspect of 
attending projects that children and young people identified as particularly beneficial.   In 
particular, project workers’ ability to listen when needed, to engage in a respectful 
dialogue and to provide support were highlighted by respondents, for whom these 
aspects of social interaction were often missing.  

I used to tell them everything and they used to listen to us. (S5C3, 13 year-old 
female) 
 
They don’t ask me all time ‘Do you want to talk? Do you want to talk?’ But you 
know if you want to talk they’re there to talk to you. (S2C3, 13 year-old female) 
 
They were calm, they didn't like shout at you or make like nasty comments or 
nothing they just talked to you nicely. (S5C1, 16 year-old female) 

 
In several cases these relationships were compared favourably with those which young 
people might have had with other professional helpers, in particular social workers.   

Cos I used to tell them [project staff] everything and they used to listen to us, not 
like other people used to do…My social worker… she wouldn't really listen to 
us… K and L like actually listen to you and then get ways around it. (S5C3, 13 
year-old female)  

 
They’re down to earth. They’re not snobby little people that walks round and 
thinks they’re good. You know, like you get some social workers or workers 
thinks they’re higher than you. (S6C2, 17 year-old female) 

 
An important aspect of the relationship with staff was children’s and young people’s 
ability to trust them and feel secure about the boundaries of confidentiality. Again, this 
contrasted with their previous experiences or their expectations of what happened when 
they talked in personal terms to an adult in a position of authority.   

She never t', told anyone what I'd said to her, like, but when everyone else I'd 
worked with, they always tell everybody. (S5C4, 13 year-old female) 
 
I just found it easier to talk to her, cos like learning mentors at school, I don't 
know why but I found it a bit hard to talk to 'em and ’cos it's like they might go 
round telling other staff and that lot. (S2C2, 12 year-old female) 

  
Developing and maintaining a trusting and sustained relationship with a single named 
individual was highly valued and evident in the ways in which children and young people 
described their involvement in the project. Many discussions about the benefits of their 
attendance focused on a named individual, highlighting the importance to participants of 
developing a strong and consistent relationship. Consistency of support enhanced the 
degree to which children and young people felt able to share their feelings openly, and 
contrasted with experiences of fluctuating support which they might have experienced 
elsewhere.  
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(She said) just, ‘Here, I'm gonna be working with you, so if you need anyone to 
talk to, I'm always here’, gave us her number and that. (S5C4, 13 year-old 
female) 
 
I told K like more than what anyone else really knows, like my mam or my 
aunties, anything, K knows everything so I prefer to, if I needed to talk to anyone 
I'd ring K. (S5C1, 16 year-old female) 
 
Like if I asked E, if I needed help, like she’d go through with it. But some of ‘em 
(workers from other services) ….just don’t bother, if you know what I mean. 
(S6C2, 17 year-old female) 
 
Different social workers, so I like keep swapping and changing and like I don't 
really speak to them because I know for a fact that they're not going to listen. And 
then by the time I get speaking to them then they're just going to, I'm just going to 
get a different one. (S5C3, 13 year-old female) 

 
There were also messages about what sort of qualities respondents felt project staff 
should display, which included the importance of staff being genuine but at the same 
time not distancing themselves from the young people by virtue of style or attitudes.  

Funny, caring, nice. (S5C2, 12 year-old female) 
 
Kind, polite and know how to have a conversation…  Just be yourself .. . Don’t try 
to be somebody else. (S2C3, 13 year-old female) 

 
They're really good actually. … I thought they would be like, like not trendy if you 
get what I mean but when K came she was. … her car, and her clothes and, well 
she was just not like you think that they wore suits and things like that but she 
didn't, she just wore like normal teenager stuff. (S5C1, 16 year-old female) 

 
However, it was not only the characteristics of the workers but also the nature of the 
tailored support they gave which was appreciated. In one case a young person had lost 
touch with her friends when the family had become homeless and the project worker 
used an internet social networking site to reinstate contact. This immediately alleviated 
the sense of isolation the young person had been experiencing.    

We’d been moved into a B&B and I wasn’t really close to my friends. Like I 
wasn’t seeing any of them. So E helped me start talking back with them. Start 
talking with them like on the computer and stuff  . . if it weren’t for E, I’d probably 
be all alone with no friends, cos she’s the one that got me back involved with my 
friends. (S6C1, 14 year-old female) 

Location 
Provision varied among services, ranging from activities undertaken at the service, 
leisure outings, and home visits (outreach work). There was overall satisfaction among 
respondents with whatever they were offered.  The only suggestions proffered about 
potential improvements concerned a desire for more internal space within a building, for 
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more outdoor space for games in projects’ premises and for more suitable activities for 
children in the middle age-range. 

You should have activities for, like, older boys to do because, like, all there is 
basically is just playing with toys. …  I think they should have a big, like, a back 
garden really to just do stuff, you know because, like, ’cos it’s really good to do 
stuff outside …  Maybe a game of football probably or something like that. 
…There’s a lot of dolls and stuff and the sandpit. Why would you have a big boy 
doing the sandpit? (S3C1, 12 year-old male) 

 
One location which appeared to work less well was in schools (though caution must be 
observed in interpreting too much from a very small sample).  Interviews with service 
providers pointed to the difficulties of engaging school staff with their work and this 
seemed to be borne out by the findings from this part of the research. One interviewee 
reported that initially meetings with the project worker took place at school but that this 
was not entirely comfortable or appropriate as both teachers and pupils would look 
through a glass panel in the door of the room they used. In addition, friends would try to 
disrupt the session by knocking on the door and running away. However, a bigger issue 
was that the visits from the project worker came to be seen by school staff as a privilege 
which could be taken away if the child behaved badly. In the face of such threats, the 
project worker made alternative arrangements for meeting away from the school 
premises.  

An advantage for clients in having the service located away from their day-to-day 
activities was that it overcame the problem of stigma associated with accessing a project 
designed for those with drug-misusing parents. This was clearly an issue which young 
people were at pains not to advertise: in fact, even those who had made friends in the 
project initially avoided discussing with each other the reason why they were there.  

5.3.5. Impact of project attendance 
Most children and young people cited a number of benefits from having been involved in 
a project. These included: increased self-confidence; better communication skills, which 
themselves generated improved relationships with peers and family members; a wider 
range of coping skills; improved behaviour; and a clearer understanding about issues 
relating to drugs. All of these were in line with the stated aims of the projects (see 
section 5.1.2).  

Friendships 
Projects, and in particular group activities, provided children and young people with the 
opportunities to develop new relationships with others who had similar experiences to 
their own. In some cases this appeared to remove the tension typically experienced by 
young people who were carrying around a guilty secret and allowed them to engage in 
easier interaction with others, regardless of whether they discussed their individual 
situation or not. 
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It's been easy meeting them. . .  'Cos they're, they're like the same as me and 
then I don't feel awkward talking about stuff in front them.  (S5C3, 13 year-old 
female) 
 
I, I was all right like, I made friends, new friends, and I get, I got along with them 
as well so I were like happy. (S2C1, 12 year-old male) 
 
One of the girls that came here, they were one of the girls from school. But I 
didn’t really talk to her but since I’ve started talking to her here at these groups, I 
know now to say hello to her at school. … We’re basically here for same reason. 
(S2C3, 13 year-old female) 
 
Like she was the first person I'll have met like with the same problem as me, ’cos 
she said that she's hurt by it and all. (S5C4, 13 year-old female) 

 
However, the covert and illicit nature of parental drug use could remain a permanent 
barrier to disclosing personal information, This did not necessarily prevent the 
development of friendships, though it could require some time to overcome.  

She (friend from the group) don’t know about my mum, I don’t know about hers. 
(S6C2, 17 year-old female) 
 
I wasn’t very keen on it, because I wasn’t sure on going out with other people … 
it’s obvious they know that you’re in the project for a reason. So they know that 
little much about you. So I was a bit worried and I wasn’t really keen on it, was I? 
… But now I’m more laid back a bit because like the way I see it is exactly that – 
you’ve got your reasons, I’ve got my reasons, leave it as that. (S6C1, 14 year-old 
female)    
 

The most difficult situation for children and young people arose when someone they 
already knew was in the group, and this could not be overcome.    

I didn’t feel like I could do, say anything, because I knew that person were here. 
... I couldn’t really say nothing while they were there. Cos it were like, if I say 
something then he might go back and say something else to people.  (S2C3, 13 
year-old female) 

Improved communication  
Improvements in communication skills were noted by several young people as one of the 
key outcomes of their involvement in projects. From a starting point of being withdrawn, 
children and young people learned to talk openly to project workers and to engage with 
other members of their group. This, in turn, led to greater confidence, willingness to talk 
to others outside the project, and ability to undertake group work. 

 I wouldn't talk to anybody, I wouldn't say anything, I would just like be quiet and 
just sit in the corner and then like as soon as I started talking to K and L, then I 
just started talking to loads of people and not being quiet. (S5C3, 13 year-old 
female) 
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At school, it’s things like when we are doing team working there, I didn’t used to 
like doing it. Now it’s all right . . . a lot easier as well to work in a group, ’cos then 
you can get more done quicker. (S2C3, 13 year-old female) 
 

Better communication skills were, however, not confined to friendships and peer groups, 
but also extended to improvements in family conversations. A number of examples were 
given where discussion with project workers, and the advice they gave, helped children 
to work through specific issues with those at home and supported them to practise and 
develop strategies for addressing difficult issues. 

I used to look at my mam and dad and when I used to try and talk to them I used 
to cry because I didn't know what to say to them. Whenever I had to say stuff to 
them, or ask them about stuff, I just used to keep it in. …  I just tell them what I 
feel now. (S5C3, 13 year-old female) 
 
(It helped) to deal with one thing that really I couldn’t talk to my mum about...I 
talked to E and then I talked to my mum about it. (S6C1, 14 year-old female) 
 
I find it hard to talk to me Mam and when K’s there she liked helped us talk to me 
Mam. Like tell her what was like problems I had and that. … just like taught us 
how to say it in a nice way. (S5C4, 13 year-old female) 

 
In some cases project workers facilitated communication with family members more 
directly, acting as advocates or mediators for children and young people. 

We used to talk about it like didn’t we, sometimes? .. And you (project worker) 
used to tell my dad things, like what I don’t want to say, like. Remember when I 
used to, used to tell you things and you used to tell my Dad? …Like what I 
couldn’t say, E would go and say. (S6C2, 17 year-old female) 

Understanding drug use 
A key part of children’s and young people’s improved relationships with drug-using 
parents came through their increased understanding about the nature of drug use and 
the difficulties facing their parents who were dependent users. This helped some 
children to make sense of their family circumstances and provided them with a degree of 
empathy, which not only improved the family relationship but made the child/young 
person feel better about him/herself. 

It’s (helped me) understand mum and dad and that (and) why I’m not allowed to 
live with them and that. (S4C1, 11 year-old male) 
 
It helped us understand what, why he was doing the things that he was doing, 
why, not why he had to do it but why he was doing it kind of thing. (S5C1, 16 
year-old female) 
 
I was like taking the mick out of them (parents), saying 'At least I don't take 
drugs,' … and then after I had said, it I usually used to cry because I didn't mean 
to say it. ..(Now) I've seen the different points of like the different reasons 
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everybody takes drugs. … It makes us feel a lot better towards them. (S5C3, 13 
year-old female) 

 
The majority of projects included some time devoted to explanation about drug misuse 
and its damaging effects on the individual. This knowledge not only helped increase 
children’s and young people’s awareness of what was happening in their family but also, 
and importantly in terms of Government policy, served as a deterrent to their own future 
use.  

Like when people say ‘Why are drugs that bad?’ then I can like explain to them, 
like all I’ve learned about ‘em. So it’s helped me, helped me to tell people.. . It’s 
made me more positive now, this feeling that I’ll never touch drugs …it’s made 
me more certain. (S2C3, 13 year-old female) 
 
I'd never, ever touch any kind of drug in my life. (S5C1, 16 year-old female)  
 
(I learnt) Not to use them, 'cos it can kill you or harm you very badly. (S2C1, 12 
year-old male) 

Providing a focus 
One service in particular worked individually with young people to increase their self-
belief by encouraging them to look to the future and to potential personal achievements. 
One young person described the benefits of the goal-setting work and personal planning 
that she undertook with her project worker. 

  It was good actually, wan’ it? … if you really think that you wouldn’t be able to 
do nothing, but when you see it written down and you know you got to aim for it, 
looks really good at the end, because you know you’ve done it, know what I 
mean? (S6C2, 17 year-old female) 

Behaviour change 
For some young people, improved communication and coping skills had helped reduce 
the frustration which led to inappropriate patterns of behaviour, which did not serve them 
well. 

Well I don’t get angry. … I was angry at times because I, ’cos I think it’s bad 
because I express my feelings sometimes too much. (S3C1, 12 year-old male) 
 
Before I started the service, I was quite cheeky and stuff like that and then since 
... the service I've like stopped being cheeky. (S5C2, 12 year-old female) 
 
I behave a lot better because then it gets us more things. (S5C3, 13 year-old 
female) 

Limited impact of involvement  
Several young people were unable to identify specific ways in which attending the 
project had helped them at home, or saw limits to the difference it could make.  

It’s helped me in some ways, in some ways it hasn’t. (S2C3, 13 year-old female) 
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This respondent’s acceptance that, despite some benefits, there was a limit to what the 
project could do was also true for other interviewees who recognised that the magnitude 
of their difficulties lay beyond the scope of the projects to change.   

It’s gave me and my mum summat to talk about a bit better. But don’t know, me 
and my brother don’t really communicate about what we’re doing with each 
others. (S5C3, 13 year-old female) 
 
I don’t think it’s changed me that much, but… just a nice experience. (S6C3, 13 
year-old male) 

 
One young man who was not allowed to live with his parents recognised that this was 
not something that his involvement with the project could change. The abandonment of 
hope overwhelmed any positive benefit he might have felt from attending the project.  

It’s understand me about mum and dad and that why I’m not allowed to live with 
them and that. That’s it. (S4C1, 11 year-old male) 
 

5.4. Summary of findings from the in-depth study 

The ten services in the in-depth study differed from each other in terms of their size, 
location, staffing levels and remit but had in common a number of features, and it is 
these commonalities which stand out as providing the basis for a successful intervention.  

Interviews with service providers detailed the difficult situations within which their 
services operated, often working in areas noted for high levels of drug misuse with 
vulnerable children and young people affected not only by parental drug use but by a 
variety of other, related factors. In particular, children and young people accessing these 
projects were reported to be at high risk of family conflict and/or domestic violence, low 
income, poor parenting and of emotional and behavioural problems which probably 
contributed further towards the significant levels of reported disaffection with school, 
resulting in truancy and exclusion.  

Services’ overarching aims typically focused on improving the child’s or young person’s 
self-esteem, confidence and coping skills. Aims for individual children were typically 
specific to the client and related to issues they identified when presenting to the service. 
Owing to the range of issues potentially faced by clients, services tended to have some 
degree of flexibility in their provision. Both individual and group-based support to clients 
was often offered, in order to address the two overriding needs of children affected by 
parental drug misuse: respite from the home situation and a caring adult to talk with. 
Children valued having a choice between these two forms of provision, as depending 
upon their age and circumstances, one might be preferable to the other.  

It was clear that the children and young people who used these services had enjoyed 
and gained benefit from their attendance. The main factors accounting for this were that 
the intervention had: 
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• been fun 

• been educational 

• provided an opportunity for individual attention and tailored support  

• been staffed by people who were trustworthy, caring and both gave and 
deserved respect  

• offered an opportunity to develop friendships with other young people in the 
same situation as themselves 

• provided guidance on how to cope with difficult situations. 

As a result, they were more confident about their ability to interact with other people both 
at home and at school, and to anticipate not becoming drug-users themselves. Evidence 
for how much children and young people valued their involvement in a service came 
from their desire to have extended their time there and also their wishes for similar 
projects for other children, and for their parents, to learn about the adverse impact of 
drug misuse.  

A large part of the success of the services was due to the staff who worked there. Staff 
came from a variety of backgrounds, including social work, youth work, and therapy. 
Knowledge of drug misuse, while beneficial, was not a pre-requisite for employment. 
However, what was most apparent from interviews with service managers and users 
was the value of employing staff experienced in working with children and skilled in 
developing a rapport with them. The quality of the relationships developed between 
service staff and the children and families themselves was fundamental to the successful 
initial, and continuing, engagement of clients. Developing a trusting relationship with 
children and families was an important, but time-consuming, aspect of their work in 
which consistency of staffing became a priority, especially in the context of families who 
had experienced the frustration of frequent changes of workers from other services. 
Despite time-limited funding, which was an issue for most services, there was a 
surprising degree of consistency in the key staff working with clients in the services in 
this sample.  

The majority of service staff recognised the value of involving and supporting parents, 
whether through practical support, parenting advice and training, or more therapeutic 
support and treatment. Parents’ acceptance that they had a problem which was affecting 
their children, and their support for the aims of the service, were seen to be crucial for 
the effective engagement of the children and young people.   
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6. CONCLUSIONS AND RECOMMENDATIONS 

The aim of this study was to provide information on the range and type of services 
provided for the children of drug-misusing parents and to explore a number of services in 
greater depth to establish the extent to which they met the needs of their clients.  
Despite some limitations in the study – notably its focus on deprived areas in England 
and the sample of children and young people being smaller than that proposed – it has 
been possible to provide answers to the questions which were the raison d’être of the 
study.    

6.1. Services supporting children affected by paren tal 
drug misuse 

The few services which worked with children and young people affected by parental 
misuse of drugs or alcohol in England were mainly provided by the voluntary sector. 
These services were configured differently and operated in different ways from each 
other, but a common feature was that the work was undertaken by a dedicated project, 
or by dedicated workers within a larger service which had a wider remit than this client 
group. The scoping survey indicated that most services working with children affected by 
parental drug misuse were more likely to encompass both drug and alcohol misuse, 
rather than focus specifically on drugs, and would also be providing other services, 
typically related to misuse, to children and young people.  

The literature review pointed to the effectiveness of services which had experienced and 
dedicated workers. The projects in our study were typically staffed by small numbers of 
part-time or full-time staff, with many projects also relying to some extent on volunteer 
support. Staff were typically qualified and/or experienced in working with children and 
young people and, where they were undertaking therapeutic work, also held a relevant 
professional qualification. Knowledge of drug misuse was not a necessity in the majority 
of services as it was considered that this knowledge could be gained through training or 
acquired ‘on the job’. 

Funding, which was identified in the literature as a problem for interventions working with 
the children of drug-misuers, was a major concern for the majority of services involved in 
Phase 3 of the research and this led to difficulties with planning and staffing service 
provision. The findings of the scoping exercise in Phase 2 suggested that projects 
typically received small amounts of funding (under £100,000) for short periods of time 
(one or two years). Many of the projects working with children and young people were 
part of larger independent services, or networks of services if they were part of a 
national charitable organisation. This increased their access to additional support and 
training opportunities, but offered limited protection with regard to their sustainability.  
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6.2. The nature of service provision 

Findings from Phases 2 and 3 indicated that projects working with children affected by 
parental drug misuse offered a multi-component form of provision, encompassing a 
mixture of individual and group work. However, the actual content of the various projects 
differed considerably.  

When a referral was received, project staff reported speaking with the child, the parent, 
and possibly the referrer, to introduce the project’s work and to ensure that they had 
received informed consent to undertake the work. The vast majority of projects 
undertook some form of initial assessment, typically using in-house tools which were not 
standardised and not necessarily applicable to the user group in question. The Common 
Assessment Framework was used by very few services, amid concerns about its 
usefulness and uptake. Interviews with staff during Phase 3 highlighted the importance 
of allowing sufficient time to build trust between the user and staff during this initial 
period of engagement: focusing on an activity at this stage could help to start breaking 
down any barriers.  

Work tended to be undertaken with a small number of clients at any one time. The 
findings from Phase 2 suggested that the average number of clients seen by any service 
was around 37. However, this appeared to be an overestimate according to the pro-
forma returns from Phase 3 which indicated much smaller numbers of users. 
Furthermore, although many services had a remit to work with children and young 
people from any age up to 19, the likelihood was that a much narrower age group, 
typically between six and 16, was accessing the projects. 

The literature review pointed to the benefit of services working with children on a needs-
led basis and at their own pace. The vast majority of projects in this study followed this 
model in working on an individual basis with children and young people. This included 
therapeutic work, involving counselling, or, in a small number of services, alternative 
therapies such as drama therapy or play therapy. Individual work with older age groups 
was delivered more informally or was geared around activities, following a youth work 
model of provision.  

Group work was also a major component of service provision, with approximately three-
quarters of services working in this way with their clients.  In the sample of ten services 
in Phase 3, this form of provision variously had a therapeutic, educational, and/or social 
basis. Fixed, or repeating, programmes of work, in which workers followed set content 
for their group sessions were more commonplace when working with a therapeutic or 
educational focus. Group work appeared most effective when undertaken with children 
and young people who were of similar ages, especially pre-adolescent and adolescent 
age groups where interests and stages of development were different. Irrespective of the 
actual focus, group work was seen to have considerable benefits for children and young 
people, and also served as an effective addition to or, if necessary, substitute for, 
individual work.  
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Projects typically worked with their clients on a weekly basis, either at the service’s 
premises or on an outreach basis. Levels of contact and, in the case of one-to-one work, 
the content of provision, were often needs-led and, consequently, tailored to the 
individual. Contact might vary from once a week to once a month, unless clients were 
engaged in a specific programme of work, which they were in over half of the 66 
services in the scoping exercise. Older age groups were typically seen to require less 
intensive support and contact than younger ones. 

The length of contact varied considerably, typically ranging from one month to six 
months, though there were cases where clients had been accessing a service for 
several years. The needs of the user and/or the way in which the project operated 
largely dictated the length of the involvement. Many projects described their contact with 
children and young people as ‘on-going’, which fitted with the client-led nature of much 
work. Services which did operate a fixed programme of work would often allow clients 
either to re-engage with a subsequent programme, or to receive continuing support from 
another part of the service.  

Where projects worked with parents, they did so in different ways: some provided formal 
parenting skills work, some offered informal support and advice, and others provided 
practical assistance, which might include such things as help with shopping. Nearly all 
projects, even those not engaging with parents, recognised that by working with the 
parent, or family as a whole, outcomes for the child or young person were likely to be 
improved.  This is in line with the findings from the evaluations of other interventions, 
reported in the review of the literature. In Phase 2, over half of the respondents reported 
that their project would work with parents, either on an individual basis or through group 
work, though only a small number actually did so.   

Despite low-level and short-term funding, which can lead to a high turnover of staff, the 
services in this sample managed to retain their key workers, an important factor for 
families, for whom regularity and reliability were instrumental in their continuing 
engagement with services.   

The evaluations of other services supporting the children of drug misusers identified the 
desirability of such services having good links with others working with children and 
families. Projects in this study were reasonably well networked within their local 
authority. Partnerships with other agencies such as social services, health, or education 
were commonplace; indeed, most voluntary services had at least one service level 
agreement with one of these agencies and the majority of referrals came from these 
sources. Although services in Phase 2 reported a wide range of potential sources of 
referrals, the data from Phase 3 suggested that referrals typically came from one main 
referrer (usually social services staff), with limited other sources. Self-referrals and 
parent referrals were not uncommon and could be facilitated through effective publicity, 
including outreach work in schools. However, there were very few reports of referrals 
from or joint working with adult drugs services, which appeared to stem from these 
services’ own heavy workload combined their lack of knowledge of child protection 
issues. 
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6.3. Support for children with similar needs  

Analysis of the family risk factors for children and young people accessing services in 
Phase 3 indicated that many of their parents misused alcohol as well as drugs and that 
the risks associated with drugs and alcohol were broadly similar. 

Findings from both Phase 2 and Phase 3 also indicated that very few services, other 
than standalone specialist projects, focused only on children affected by parental drug 
use. Most had a remit to address both drugs and alcohol misuse, and the content and 
form of provision was unlikely to differ substantially whether drugs or alcohol were being 
misused.  

6.4. Meeting the needs of specific groups 

In Phase 2 of the research, only a very small minority of respondents stated that they 
actively targeted BME or traveller populations.  Likewise in Phase 3, interviewees 
reported low levels of engagement with BME communities, even where they were 
prominent within the local population. In several cases this was attributed to a lack of 
effort in actively engaging with these communities. 

There did appear to be some notable differences between services which engaged 
young children (i.e. under 10) and those working with older children and young people. 
Services working with younger children typically used alternative therapies such as art, 
drama, or play therapy. Much of this work took place within the service itself, with little 
outreach. A child-friendly environment, with plenty of toys and other play opportunities 
appropriate to the age group, was important, as was an accessible location, or the 
availability of transport, in order to reduce the risk of non-attendance. Older young 
people were difficult to engage in an environment more suited to younger children, and 
outreach or more activity-focused work was more successfully undertaken with this age 
group.   

6.5. Suggestions for future policy, practice and 
research 

One of the key strategic actions set out in the recent 10-year drug strategy, Drugs: 
protecting families and communities (Home Office, 2008), is to prevent harm to children 
and young people affected by drug misuse. This is to be achieved by delivering a 
package of interventions and providing intensive and integrated support for families at 
risk to improve parenting skills, reduce risk factors for children, support families to stay 
together and break the cycle of problems being transferred between generations. The 
strategy also stated the Government’s intention to review the impacts of interventions 
working with families at risk of substance misuse and to explore the gaps in the evidence 
base to inform the planning of a cross-government research programme.  
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This research has been able to identify, and in some cases to confirm, what helps 
children and young people with parents or carers who misuse drugs. From the service 
provider interviews and the collection of client information, a number of areas for 
potential development stand out, which, it is hoped, can feed into the ongoing policy and 
practice debates.   

Most of the services in this study faced insecure futures owing to short-term and 
inadequate funding. This is not a new issue for support services, and especially those in 
the voluntary sector, but it is particularly important for this client group whose lives are 
characterised by uncertainty and short-term solutions. As noted in their relationship with 
project staff, reliability and consistency were central to their positive appraisal, and these 
aspects apply equally to the service itself. If funding disappeared and a service which 
they were accessing collapsed, any benefit they had gained might be quickly dispelled 
by yet another disappointment in their lives. It is, therefore, especially important that 
such services have sufficient funding for long enough to allow them to develop the 
interventions they offer. 

The voluntary sector seems to be particularly well placed to provide services to support 
children and their families where parental drug use is a problem. It is already making a 
significant contribution through its ability to work flexibly and holistically with families, 
and, importantly, to gain their trust, which often eludes statutory sector provision in this 
area of work. It is surprising, therefore, that this is not acknowledged in the recent drugs 
strategy and that there is no reference to extending financial support to this sector.  

This does not, however, suggest that the voluntary sector should work in isolation.  The 
needs of the children and their parents are many and complex, covering social, 
emotional, medical and legal issues and it would be a tall order for one single 
community-based agency to address these. The findings of this study point to the 
importance of effective cooperative working among all the agencies involved with both 
the children and their parents. This should not be confined to information-sharing but 
might, for example, include the provision of accommodation by the statutory sector if 
such accommodation, such as a family centre, was more accessible and better equipped 
than that which could be provided by the voluntary sector.       

There was a general agreement from service workers in all phases of this study that 
parental involvement was a significant factor in children’s positive engagement with a 
service designed to help them with parental drug misuse. However, it appeared that this 
involvement was not always possible. Resources permitting, more active input from 
service providers to engage parents might be required, but it would also seem that a 
more positive approach to the whole family by services which parents access would 
help.  

A relatively small amount of work is currently undertaken in conjunction with health 
services working with adult drug users. This does not appear to fit with the current policy 
either on family support generally or on drug misuse specifically, both of which now 
encourage a more holistic approach to helping families. The move towards a more 
integrated approach to helping children and families is apparent in the latest drug 
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strategy document, but this would require a more cooperative system of working 
between services helping children of drug-misusers and those helping their parents.     
The current dearth of referrals from adult drugs services and their lack of joint working 
with services supporting children and young people contributes to keeping hidden the 
harm experienced by children affected by their parents’ misuse of drugs.  

It was noted that services rarely distinguished between drug and alcohol misuse and the 
impact which each had on the family. The risk and protective factors for children whose 
parents misuse drugs are very similar to those experienced by children whose parents 
misuse alcohol, and, indeed, some parents misuse both. Nevertheless, not addressing 
parental drug misuse separately from alcohol misuse denies the additional mental and 
emotional stress on children which the illegality of drug procurement and use brings. 
While it would make little economic sense to provide a separate service for the children 
of drug-misusers, it might require extra sensitivity on the part of workers to deal with the 
additional tension experienced by children whose parents are breaking the law.   

In the empirical phases of the research, service providers reported low levels of use by 
children from BME groups, even in cases where they were prominent in the local 
population. This might be overcome through more intensive work and the recruitment of 
specialist workers to become more involved with specific communities.  

The issues around clients’ ages are potentially more challenging to resources. As many 
services were targeting quite wide age ranges of children and young people, the 
provision on offer, and the environment in which it took place, both needed to be age-
appropriate. This has implications for projects, many of which are neither sufficiently 
well-resourced nor sustainable enough to address these matters thoroughly. 

The lack of standardisation in both assessment and evaluation measures between 
services makes it very difficult to ascertain what works most effectively for individuals, a 
factor which is especially relevant to the new drugs strategy which aims to establish an 
evidence base and identify the gaps in provision. This, and previous, research shows 
that services for children of drug-users do appear to bring positive personal, family and 
social benefits. Measuring such outcomes is not easy, but it is important that the value of 
these, often personal, benefits is captured and recognised, even if they only pertain to 
short-term improvements. Service staff expressed difficulties in effectively evaluating the 
work undertaken, owing to a lack of either resources or skills, but this needs to be 
addressed if an evidence base for this form of work is to be developed so that individual 
needs are met. This implies more resources, including training, being available to ensure 
that valuable work is thoroughly monitored and evaluated on a regular basis.  

A major unanswered question is how long the benefits experienced by the children and 
young people who accessed services might last, especially when they had received only 
a short intervention and the pertinent issue – their parents’ drug misuse – was not 
resolved.  A brief period of pleasure and attention might be out-weighed by the 
remorselessness of a chaotic and troubled life lived in extremely difficult circumstances.  
Longer-term research is needed to follow up the effectiveness of different types of 
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interventions and shed light on which ones, under which circumstances, produce lasting 
benefit for children and young people whose parents misuse drugs.    

At the time of the study, the level of support for children affected by parental drug misuse 
was both sparse and inconsistent across England. One, or possibly two projects, 
operated in some areas, but in others there were none. The vast majority of services 
worked only within their local authority, and narrowed their focus further by targeting 
particularly deprived areas with notably high levels of drug misuse. This suggests that 
many children with drug-misusing parents, such as those who live in remote areas or are 
not materially disadvantaged, might be left unsupported. This is an area which future 
research might explore with a view to making recommendations about the location and 
accessibility of services.    

This study was not designed to explore inter-agency working and this report, therefore, 
is unable to pass comment on the views of staff in the referral agencies on the how they 
regarded the effectiveness of services working with children and young people and any 
impact they might have on the family relationships or on the children’s behaviour and 
development.  A more wide-ranging study is called for, which would include other 
agencies, both statutory and voluntary, working with the children and their families. This 
would add another dimension to the children’s own assessments of the benefits they 
gained from using a service.  Furthermore, it would enable exploration of why some 
organisations – and especially adult drugs services – fail to refer the children of their 
clients to appropriate services. It would also lead to the identification of any training 
needs which drugs workers might have if their lack of referrals arise from their being 
unaware of the parenting needs of children, or that other staff might have if they are not 
familiar with the assessment of children at risk from parental drug misuse.          

Additionally, comparative research on other interventions designed to help families in 
which at least one parent misuses drugs would be beneficial. This study was confined to 
community-based interventions and did not explore provision in residential rehabilitation 
units, which are primarily accessed by parents with very young children from whom they 
are at risk of being separated. A longer-term study on the costs and effectiveness of 
different types of intervention would aid policy-makers in their funding decisions.             

In 2003, the ACMD pointed out that the benefit of initiatives for the children of problem 
drug users was unknown for various reasons. These reasons included the fact that few 
projects were specifically targeted at the children of drug-misusing parents and that 
several involved relatively small numbers of children, or were confined to a few areas of 
the country. The same concerns could be raised today. The encouraging factor is that 
more is now known about the ability of service providers to bring about positive changes 
in and for these children and young people and their potential to achieve more if 
provided with the appropriate level of resources. 
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APPENDIX A: TELEPHONE INTERVIEW SCHEDULE 
(PHASE 2) 

Interventions for children and young people with  
drug-misusing carers 

Form 1: Service Description 
 

For completion in telephone interview with service providers (Phase 2)   
 

 

Name of Service 
……………………………………………………………………………………….. 
Service Contact: 
 

 

 
 

1 Status of service: 
(please tick one only) 

�  Voluntary 
� Statutory 
� Other ………………… 
 

 

2 Which other agencies do you 
work with? Any partnership 
agencies / with SLA (please tick all 
that apply and specify which section of 
agency where appropriate) 

� Education 
………................................. 

�   Social Services 
……...………….......................... 
� YOT  

…........................................... 
�   Health  
……………………….................. 
� Other 
………………………………….   
� None 

SLA with : 
� Education 
� Social Services 
� YOT 
� Health 
� Other 
� None  

 

3 Sources of funding 
(please tick all that apply) 

� Education                  
�   Social Services 
�   YOT 
� Health 
� No statutory funding 
Other 1 ………………………................................ 
Other 2 ………………………................................ 
 

 

4 For what period from April 2006 
do you have guaranteed funding 
to continue your work and what 
is the level of this funding? 

Period of funding  ……………………… 
 
Amount of funding (£) ……………………… 
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5 Service type: 
(please tick) 
 

 

� Specialist Service for young people 
� Family Service Centre 
� Community Drug Team 
� Community Advice and Information Centre 
� Residential Rehabilitation 
� Structured Day Programme 
� Other ………………………................................ 

 

6 Brief description of services 
provided to children and young 
people whose parents misuse 
drugs  

� Group work 
� Individual support 
� Individual counselling 
� Family therapy 

� Alternative therapies 
� Social/Leisure activities 
� Information/Signposting 
� Other ………………………. 
 

 

7  Number of staff Part-time                                       Volunteers    
Full- time  

 

8 Essential qualifications for staff 
 

 

  

9 Is there provision of training to 
staff? (please tick one only) 
If yes or sometimes, please specify  

� No 
� Yes   ……………………………………................................ 
� Sometimes  ………………………………………………… 
 

 

 

Target population 

10 Client groups 
(please tick all that apply) 

Status: �  Children alone  
 �  Parents alone 
             �  Families 
             �  Children of service users        
                   only 

Ages:  
 
 
Group: �  BME 
 �  Traveller 

� Asylum seeker 
� Not applicable 

 

11 Is service dealing with 
particular issues (e.g. 
child abuse, anti-social 
behaviour, truancy etc)? 

� Yes 
� No 
 

If yes, please write: 
 
 
 

12 Ethnicity of client group 
(please tick all that apply) 

             �  White 
� Black African 
� Black Caribbean 
� Mixed  
� Indian 

� Pakistani 
� Bangladeshi 
� Other…………………………

……………………… 
 

13 Current number of 
service users 
 

� Children of drugs misusing 
parents   ……………… 

� Parents  ……………… 

� Families  ……………… 
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14 What proportion of 
service users are from: 

�   Local area  ……… 
� City wide  ……… 
� County wide ……… 
� National  ……… 

 

Nature of programme/service 

15 What are the aims and  
objectives of the service?  
 

 
 
 
 
 

 

16 Type of provision 
(please tick one only) 

�  Structured  
�  Flexible 

� Both 
�   Other  …………………….. 

17 Mode of delivery 
(please tick all that apply) 

� One-to-one work - children  
� One-to-one work - parents  
� Group work with children 
� Group work with parents/carers 
 

� Families, seen together  
�   Families, seen individually  
�   Drop-in 

18 Method of operating 
(please tick all that apply) 

�  Ongoing programme 
�  One-off fixed term programme or  
event 
�  Repeating fixed term programme 
�  Individually determined 
 

�  Other 
………………………………………
………………………………………
…………………………………….. 

 
Process Issues 
 

19 Typical waiting period 
for service 
(please write) 

 

20 Sources of referral 
(please tick all that apply) 

� Teacher  
� Education Welfare Officer 
� Youth worker                                                              
�   Social worker 
� YOT worker  
� GP/Health Visitors 
� CAMHS worker 
� Drug Action Team 
� Drugs worker from another service   
� Family member 
� Self  
� Other (please specify who ) 
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21 Average length of time 
clients in contact with 
the service and over 
what period (in days)? 
(please write) 

 

 

22 Assessment as part of 
referral/reception? 
(please tick one only) 
If yes or sometimes , please give 

the name of assessment 
tool(s) 
 

� No  
� Yes   
� Sometimes  
 
Name of tool used ………………………………………………… 
   
 …………………………………………………………… …………. 
 
 

23 Any completed or 
ongoing 
monitoring/evaluation? 
(please write) 
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APPENDIX B: TOPIC GUIDE (PHASE 3) 

Topic Guide for Interviews with Service Providers 
 
Purpose of the Interview 
 

• Research previously under the auspices of PRB and now the Tavistock Institute, 
an independent social science research, consultancy and training organisation with 
a long track record in applying social science ideas and methods to problems of 
policy and practice  

• The research study:  a study of services available for children and young people 
whose parents or carers misuse drugs 

• Funded by the Dept of Health as part of a wider initiative (ROUTES)   
• Results will be used to help improve service provision for children and young 

people 
• The interview will take between 30 and 60 minutes depending on how much they 

have to say 
 

 
Selection Procedure 
 
Explain how we got the name of the service and that we selected 10 services from the list 
we obtained from DATs. Explain the aims and objectives of the project and why the 
particular service was selected. 
 
Confidentiality 
 
Explain that what they and children say is treated as confidential (within the agreed 
limits)  
 
Nothing will be attributed to services and individuals orally or in writing   
 
Seek permission to tape the interview.  
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Interview with Service Providers 
 
 
1. The organisation  
 

• Is this part of, or does it receive funding from, a larger organisation? 
• Does the organisation deal specifically with drug misuse or wider substance 

misuse or other issues? 
• Does it offer a range of services, or only service(s) those for children whose 

parents misuse drugs? (Get details)   
o PROMPT if not mentioned: Are there services for parents alone who 

misuse drugs and/or parents and children together?   
 
• What are the main aims of the organisation (not just the service(s) we’re 

interested in)?  
 

• What is the management structure of the organisation?   
 

• How many staff members in total are there? 
o How many of them work with children and young people whose parents 

misuse drugs?   
 
 

2. Services for children and young people    
 

• Could you describe the service(s) you provide for children (with or without their 
parents) whose parents substance misuse? 

 
• Why did you choose these services? 

 
• How do they fit with other service provision? 

 
• What are the aims of the service(s)? (Explore in detail) 

o What approach/model/philosophy do you use to achieve these?  
 

• What do you see as the outcomes for children in the a) short-term, b) medium-
term and c) long-term?  

o How do you know if they’re being achieved?   
 
• How and where is this service advertised? (Ask for copies of any advertising 

material) 
 
    

• Is the service location accessible to children and young people? 
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• Is/are the service(s) evaluated? 

o If yes, explore: how, how often, by whom, for whom and whether 
evaluation leads to any learning/service development.   

 
• Who funds this/these service(s)?  How long for?       

 
 

3. Referral, engagement and assessment  
 

• How are a) children, b) parents, and c) families referred? 
o Do they know why they’re referred?  

 
• If children refer themselves, how do they do this?  

 
• Do you receive inappropriate referrals? 

o If yes How do you deal with these? 
What is the effect on the family/child? 
 

• Are onward referrals made?  
o If so, how and to which services? 

 
• How do you engage with children, parents, families once they’ve been referred? 

o Which factors make this easier? 
o And which make engagement more difficult?    

 
• Is there a formalised assessment tool? (Do they use CAF?)  

 
• What is the protocol on child protection? 

 
• How do you approach confidentiality in respect of: 

a) families 
b) other services (joint working)    

 
 
4. Staff  

 
• When recruiting staff, what are the desirable factors in terms of background, 

expertise and qualifications? 
 
• Do staff receive initial and/or ongoing training?  

o If yes, is this drugs-specific?  
 

• Are staff given time to expand their knowledge through training and development 
activities? 
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• How are frontline staff supported? 
 
 
5. Service users (children and young people)  
 

• At any one time, about how many children and young people would the service be 
working with?  (Minimum and maximum numbers)  

 
• From previous proforma:  Confirm average length of time that they access the 

service 
 

• What are the demographics (e.g. age, sex, ethnicity) of the children? 
 

• What are the main needs of the children? 
o How are these identified and met? 
 

• What do you see as the main risk factors related to the children who use your 
service?  

o Are there different interventions to target different risk factors? 
o Are there different interventions to target different levels of risk?  
 

• Is there any difference in outcomes between children who are referred and those 
who self-refer?  

 
• Are there any particular issues relating to different family compositions, ethnic 

background etc? 
 
 
6. Inter-agency working  
 

• Based on the information we already have, you work with the following agencies:   
 
 
• Are any of these agencies easier than others to engage with? Why do you think 

this is the case? 
 

• Are any harder to engage? Why do you think this is the case? 
 

• Is there anything that would make inter-agency working easier for you and would 
serve the children better? 

 
 
7. General questions about positive and negative factors related to services for 
children whose parents use drugs  
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• What do you think are the factors that enable services to help children whose 
parents misuse drugs?  

o In terms of the children and their families? 
o Parental engagement with services?  
o In terms of the staff? 
o In terms of resources? 

 
• On the other hand, what are the barriers? 

o In terms of the children and their families? 
o Parental engagement with services?  
o In terms of the staff? 
o In terms of the resources? 
 

• What are the factors that you associate with a successful intervention for children 
and young people? 

o How do you measure these? 
 

• What are the factors that others e/g. funders associate with a successful 
intervention for children and young people? 

o How are these measured? 
 

• What are the factors that contribute to the sustainability of services that appear to 
work with children and young people? 

o How do you incorporate these into your work?  
 
 

8. General questions about the area served (to be asked if there’s enough time- 
otherwise go to Section 9) 
  

• How would you describe the area served by your project in terms of:  
o deprivation 
o ethnic make up 
o risk factors present at the individual and community level 
o family composition 
 

• Is this an area of high drug use? 
o If yes, what do you think are the main reasons? 

 
• Are any government initiatives/ABIs located in this area? 

o If yes, is any aspect of these initiatives related to drug misuse? 
 

• Is the area designated as a High Focus Area? 
o If yes, what specific theme is the area concentrating on (e.g. Hidden Harm 

is one of the nine possible themes) 
o If Hidden Harm, then what impact if any has that had upon the service or 

its users 
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9. Summary and close 
 

• Is there anything else you would like to say about the themes we have been 
discussing or anything else which you haven’t been able to do already? 

 
• Thank for time and reiterate confidentiality.  

 
• Explain what happens next 
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APPENDIX C: PRO-FORMA FOR COLLECTION OF 
CLIENTS’ DATA (PHASE 3) 

 
Interventions for children and young people with  

drug-misusing carers 
 

Form 2: Demographic characteristics of service clients  (Phase 3)  
 

Service Name:……………………………………………………………………………………….. 
Service Contact:  

 
  

1 Age in years and 
months 

………..years ..…… …..months 
2 Sex of Client 

�  Male     �  Female 

3 Ethnicity of Client 
(tick one only) 

White: 

�  British 
�  Irish 
�  Other white 

Asian or Asian 
British: 

�  Indian 
�  Pakistani 
�  
Bangladeshi 
�  Other 
Asian 

Black or Black British: 

�  Caribbean 
�  African 
�  Other Black 

Mixed: 

�  White and 
Black Caribbean 

�  White and Black 
African 

�  White and 
Asian 

�  Other Mixed 

Chinese or other: 

�  Chinese 
�  Other ethnic 
 
�  Unknown 

4 Is client from an 
especially 
vulnerable group? 

�  Asylum 
seeker  �  
Refugee  
�  Traveller 

�  Other vulnerable group (please specify) 
…………………………………………… 
 

�  No 
�  Not known 

5 Is English the 
client’s first 
language? 

�  Yes �  No �  Unknown 

6 How do they 
receive their 
education? 
(tick all that apply) 

� Mainstream school  
� Special school 
�   Pupil Referral Unit 

�   Home Tuition                                         �  Not known 
�   Currently excluded 
� School aged but not in education                                                                                                          
       

7 Does the client 
have any of the 
following health 
problems?  

(tick all that apply) 

�  Physical health problem 
�  Mental health problem 
�  Learning disability 
�  None 
�  Unknown 

8 Does client 
misuse drugs? �  Yes �  No �  Not known 

9 Source(s) of other 
services that 
client receives 

� Health                                                           �  Youth Offending  
� Mental Health                                               �   Education (in addition to schooling) 
� Social services                                             �   Other ………………………………. 
                                                                            �   None 
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10 Is the client 
looked after by 
the Local 
Authority? 

�  Yes, through a care (court) order                  �  Not known 
�  Yes, accommodated (voluntary)                   �  No  
 

11 Is the client on the 
child protection 
register? 

�  Yes        �  No �  Not known 

12 Is the client 
designated as a 
child in need?  

�  Yes        �  No �  Not known 

13 What risk factors 
are known to be 
present? 
(tick all that apply) 

Individual level:  
�   Truancy/school exclusion 
�   Antisocial behaviour/offending 
�   Offending peers 
�   Learning problems 
� Emotional/behavioural problems 
� Drug misuse 
� Alcohol misuse 
� Other 1………………………. 

Family level: 
�   Poor parenting  
�   Low income 
�   Family conflict/ domestic 

violence   
� Lone parenting 
� Drug misuse 
� Alcohol misuse 
� Other 2……………………. 

Other level: 
� Poor environment  
� Crime-ridden 

neighbourhood  
�   Other………………. 
 
�  None 
 

14 Who is/are the  
client’s primary 
carer(s)?  

� Both birth parents 
� Mother 
� Father 
� Mother + new partner/step-father 
� Father + new partner/step-mother  
 

� Grandparent(s)  
� Kinship carers  
        (please specify who)  ……………………………………….. 
� Registered foster carers 
� In LA residential care 
� With friends   

15 Others in the 
household  

� Siblings  (please give ages) 
 
� Step-siblings (please give ages) 
 
� Other children not related (please 

give ages) 
 

� Grandparent(s) 
� Other family member(s) 
� Other adults not related to client (excluding parent’s new 

partner) 

16 No. of adults in household 
(aged 18 years and above) 

    

17 No. of children in household 
(aged 17 years and under) 

 

18 Does the client live with a drug 
misusing carer? �  Yes �  No �  Not known 

19 If yes, what is the relationship 
with the client? 

 

20 
 

Are any children in the family 
eligible for free school meals? 
(tick one only) 

�  Yes �  No �  Not known 

21 Main source of household 
income? (tick one only) �  Paid work �  Benefits �  Not known 
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22 Date client first 
accessed service 
(dd/mm/yyyy) 

………../..……./……….….. 

23 Expected length of 
contact with service 
(please write) 

 

24 Type of intervention 
client is receiving 
(please write) 

 

25 Assessment as part of 
referral/reception? 

�  Yes �  No              �  Pending               �  Not  known 

26 If yes,  

Name of assessment 
tool(s) used/ to be used 
(please write) 

    

27 Source of referral 
(tick one only) 

�    Self 
� Education 
� Health/GP 
�   Social Services 

� Court 
� YOTs 
�    Other (please specify below) 
………………………………………………….. 

 
Any other relevant information (e.g. involved in previous research)  
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APPENDIX D: TOPIC GUIDE FOR INTERVIEWS WITH 
SERVICE USERS (PHASE 3) 

 
P174. Interventions for children and young people with  

drug-misusing carers 
 

Topic Guide for Interviews with Children and Young People 
 
Introduction 
  

• Who we are (an independent research centre that does research with families and 
children) 

• The research study (a study of services available for children and young people 
whose parents or carers misuse drugs. We want to know what people like you 
think about these.) 

• The interview will take between 30 and 60 minutes depending on how much they 
have to say 

• Funder (Government)  
• What results will be used for and why research is worthwhile (to help improve 

services for other children and young people like yourself) 
 
Selection Procedure 
 
Explain how we got the name of the child/young person from the service (We got your 
details through the service because we wanted to talk to children like yourself who had 
been going to a service). Explain that we have contacted the child’s parent(s)/guardian(s) 
and they have not objected to our interviewing them.  
 
Confidentiality 
 
Explain that what they say is treated as confidential. (We are interested in hearing about 
anything that you think is important. You do not have to tell us anything that you do not 
want to and if at any time you do not want to answer a question, you only have to say so and 
we’ll  go on to the next question. We won’t pass on anything you say to anyone else, unless 
you want us to or if we think that you, or someone else,  
is being hurt. But we would always talk to you first about what we do next).    
 
When the research is written up, no one is identified and all data remains confidential. 
(Even when we write up the research, you will not be named. Everything will stay private 
and no one will ever know that it was you). 
Seek permission to tape the interview (We would like to be sure we’ve got everything you 
say, so I’d like to tape our talk. Is that okay?) 



 

102 

 
Thank You Payment 
 
Every child who takes part will get a gift voucher for £15 to thank them for their time. 
 
Interview with Children and Young People 
 
1. General questions 
 
Could you tell me a bit about yourself first? 

• How old are you? 
• Do you have any brothers and sisters? 
• How do you get on with them? 
• Who do you live with?  
• Who do you get on with best in your family (not necessarily living with)?  
• What’s it like in the area where you live? Are there things to do there for people 

of your age?  
• What sort of things do you like doing when you’re not at school?  
• Which school/college do you go to? If not at school explore why not and for how 

long. 
• What are the good things about it ? (Particular lessons, being with friends, 

particular members of staff…..) 
• What do you like least about it? 
• Do you see your school friends when you’re not at school? 

(evenings/weekends/holidays) 
 
2. Initial service access  
 

• How did you find out about this service/place where you could come?  
o Who was it that told you about it (parents, carers, friends, school, social 

services)?  
o How long ago did you hear about the service? 
 

• What did you think the service would be like before you came here? [Explore 
why] 

 
• Can you remember what you thought or felt when you first came here (did it feel 

scary or comfortable)? [Explore why felt this way] 
 
• What happened when you first came, who did you see and what did you do? 

[Explore how this made them feel, what helped…] 
 
3. Thoughts about the service 
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• What do you do now at the service? [explore what they think of the different 
things that they do] 

 
• Is it what you thought it would be like before you came? [If no, then discuss what 

is different and whether this is better or worse] 
 
• What things do you enjoy doing [Explore reasons]? 

 
• What things don’t you enjoy doing [Explore reasons]? 

 
• Have you made new friends by coming here? [Explore who, nature of their 

friendship – shared experiences, coping mechanisms etc] 
 
• What are the staff like? [Probe what is good or bad; what they think staff should 

be like; any especially close relationships with staff] 
 

• What about the place where meetings happen?  What do you think of it? [Explore 
whether they are comfortable and happy in their surroundings. Any problems with 
access to the building, such as being seen entering or leaving]. 

 
• Are you happy with the time(s) when you come here? Would you like it to be on a 

different time/day?  Or more often? 
 

• What do you particularly like or dislike about the service? [Explore reasons why 
they like or dislike particular aspects – how could these be overcome?] 

 
4. How the service has helped them 
 

• Has the service been helpful to you? [Explore how] 
o Has the service helped you get on better with the people you live with? 

[Explore how this has helped] 
o Has the service helped you get on better with your mum/dad/carer (drug 

user)? [Explore how this has helped] 
 

• Has it made you behave differently at home? [Explore how and why and if it’s 
changed how they deal with parent or carer who misuses drugs] 

  
• Has the service made you feel any different when you are at home? [Explore how 

and why] 
 

• Do you think that coming to this service will make you think differently about 
drugs in the future? [Explore, in particular, misuse of drugs and other substances 
and attitudes towards misusers]     

 
• Is there anything that you think services could do to help other children or young 

people who also have someone in their family who uses drugs? 
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5. Others sources of help  
 

• Do you go to any other groups besides this one we’ve just been talking about? 
[Explore differences;  good and not-so-good aspects of services] 

 
• Is there anyone else who helps you a lot? [Explore whether family or non-family; 

practical or emotional help; when and how accessed] 
 

• If you’ve got a problem that you want some help with, who do you go to? Why 
this particular person?   

 
Summary and close 
 

• Is there anything else you would like to say about the service or anything else 
[about drugs, self] which you think it’s important for us to know? 

 
• Thank for time 

  
• Reiterate confidentiality and what happens next 
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APPENDIX E: EVALUATED SERVICES (PHASE 1) 

The Chrysalis Project 

The Family Welfare Association (FWA) commissioned an independent evaluation of the 
Chrysalis Project following recommendations made by the project’s steering group. The 
aim of the evaluation was to consolidate learning gained since the project’s inception in 
order to inform future service development. The evaluation team carried out qualitative 
interviews with project staff, a number of local authority stakeholders, as well as six 
children and seven parents utilising the service (Scott-Flynn and Malfait, 2004). The 
small sample of service users involved in the evaluation makes it difficult to generalise 
about the findings. However, they do represent a significant proportion of children 
referred and seen by the service over a period of a year (n 18). 

Project Details 
The Chrysalis Project was established in 1998 by the FWA, a drama therapist, and a 
local drug and alcohol agency, to provide specific support to children of all ages in 
Sussex whose parents or carers were alcohol or substance abusers.  Although located 
in the local FWA centre, it received funding through West Sussex DAAT. The project 
aimed to encourage children of substance-misusing parents or carers to explore their 
experiences and feelings through drama, movement and play therapy delivered on a 
one-to-one basis by trained therapists. They also aimed to provide children with space to 
have fun and interact with other children. The work was delivered during school term-
time over ten weekly sessions, though length of contact was determined entirely by the 
child. The service operated a family systems approach whereby the primary focus was 
on the children but parental support and advice was also provided. No other similar 
provision was seen to exist within the county. 

Clients 
The project undertook work with children and young people of all ages, but typically they 
worked with children aged between three and 13 years old. All clients had a parent or 
carer who was misusing alcohol or drugs: the project reported a fairly even split in the 
problem substance. Many clients were seen to have ‘complex, extreme, and urgent’ 
needs and the service reported feeling stretched in trying to address these needs. One 
recommendation of this evaluation was for the service to ensure service provision to 
‘vulnerable’ children was not reduced because the attention of staff was diverted to 
needier children. The average length of time children received the service was between 
six and 12 months.  

A total of 18 referrals were made to the service between 2002 and 2003. The main 
source of referrals was the DAAT, though the project reported increasing pressure from 
social services to accept crisis referrals. A waiting list of between one and six months 
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existed. At the time of evaluation, the project was actively working with approximately 21 
children and 13 parents/carers. 

Outcomes 
Children and young people (n 6), parents (n 5), and stakeholders (n 27) were 
overwhelmingly positive about the service provided. The project was seen by users as a 
safe and supportive environment within which children were able to discuss and make 
sense of their situations, which in turn led to increased confidence and self-esteem, new 
coping skills, and better behaviour outside the project. Children and parents also 
reported that attending the project had helped improve their relationships through better 
communications, increased trust, and through having fun. Trust between the child and 
the therapist was highlighted by all children as a key factor in helping them engage with 
the service. This was facilitated by a joint agreement between all parties that all 
conversations were strictly confidential. Parental support was valued by parents and 
seen as a critical part of the service, engaging them in supporting their children. Local 
authority stakeholders also appreciated the service’s inclusion of parents, as this was 
seen to facilitate access to other services. 

Facilitating Factors 

• Providing support to parents and carers, as well as the children, was seen to 
increase the effectiveness and sustainability of interventions 

• Referring agencies appreciated the project’s flexibility and lack of bureaucracy 

• Therapists working hard to develop the trust of clients: feedback indicated the 
importance of these relationships. 

Limiting Factors 

• The service was currently operating out of the family centre run by the FWA. This 
was seen to be a limiting factor in the extent of work that could be undertaken, 
with both parents and local authority stakeholders expressing a wish for the 
service to develop more outreach work, perhaps in schools or other family 
centres. 

• Poor local transport links compounded access problems for those clients not 
living near the project. 

• The project was trying to cover a large geographical area. 

• A lack of widespread publicity and marketing was highlighted by local authority 
stakeholders as needing to be addressed. A number of potential referrers were 
unaware of the service offered, which could lead to inconsistency in the support 
offered in the area. However, it was also acknowledged that the service did not 
want to be swamped by new referrals – amending referral criteria might prevent 
this. 

• The project was operating in isolation from other services, reducing awareness of 
the project’s work and limiting the sharing of good practice.  
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• The complex needs of some clients reduced the capacity of staff to engage 
effectively with other clients, and this was compounded by crisis referrals from 
social services. 

• Resource requirements of the project needed to be acknowledged strategically 
within FWA: as the project developed, it was likely to require a dedicated co-
ordinator. 

• There was a lack of awareness within FWA of the project’s work. 

• No evaluation measures and resources were in place to ascertain the 
effectiveness of the service. 

 

The STARS Project 

The Children’s Society’s Research Unit undertook an evaluation of the STARS project in 
2004 (The Children’s Society, 2004). In-depth case studies were undertaken of 14 
clients as well as interviews with eight children and one of their parents. A questionnaire 
was also sent to a number of professionals, 28 of whom responded. 

Project Details 
The STARS project was established in 2002 by the Children’s Society to support 
children and young people affected by their parents’ substance misuse. It was founded 
in Nottingham following a local consultation process which identified a gap in services for 
this client group. STARS provided child-centred therapeutic work with children and 
young people living in Nottingham (or Nottinghamshire if they were in the care of 
Nottingham local authority), and aged between three and 21 years old. The work was 
guided by what the child decided they wished to focus on. Support was also provided to 
parents, with the aim of influencing parenting strategies within the home. A variety of 
work was carried out, including group work, individual counselling, therapeutic art work 
and storytelling. The aim was to address children’s emotional and identity issues, 
explore the impact of parental drug misuse and potential coping strategies, and to 
provide educational support and advocacy. The project also looked to raise awareness 
of the needs of children affected by parental substance misuse, to implement models of 
good practice, and to influence practice and policy. 

Clients 
Between April 2003 and March 2004 the STARS project received referrals relating to just 
under 100 children and young people. Over half these referrals came from social 
services departments (57%). A number also came from parents (14%) and other 
sources, including school staff, health professionals and youth justice workers. Alcohol 
was the most common substance being abused by parents of these children, but in two-
thirds of cases more than one substance was being misused. Initial assessments found 
that the main problems children presented with were: emotional and behavioural 
difficulties, difficulties with educational attainment and attendance, and difficulties with 
social relationships. The vast majority of children using the service requested one-to-one 
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support (89%). Other types of work requested included: drugs/alcohol education (40%), 
keep safe work (27%) and confidence/self-esteem work (16%).  

Outcomes 
The interviews undertaken with parents and children illustrated that the variety of child-
centred support options had tangible impacts on areas of concern identified by the 
children themselves. Improvements were seen in children’s emotional well-being, drug 
awareness, coping skills, and their educational attainment and attendance. Despite 
limited coverage within the evaluation, parents emphasised whole-family benefits of 
receiving support in addition to that provided to their children.  

Facilitating Factors 

• The willingness of the child to engage with the service and their enthusiasm in 
taking part in the work had considerable impact on outcomes for them. 

• A child or young person’s ability to understand and participate in interventions 
also had a direct influence on positive outcomes.  

• The support of parents was seen to be the main factor contributing towards 
positive outcomes for the child. The greater the involvement of parents in the 
project’s work the better the outcomes. 

• Stability of circumstances in which a child was living. 

• The development of a good working relationship between the child and the 
project worker. 

• Effective joint working between all agencies involved with the family. 

• Many families were very positive about the workers’ abilities to develop 
relationships with the children: this was attributed to personal skills, having an 
agreement among all parties that conversations were strictly confidential, and 
allowing time for relationships to develop at the child’s pace. 

• Having a fun and creative environment , especially for younger children, helped 
clients enjoy their time at the project. 

Limiting Factors 

• Inability or unwillingness of clients to engage in interventions or understand the 
reasons for which they attended the project. 

• When children were anxious or wary about disclosing feelings or information it 
made it more difficult to engage with them: some children appeared to be more 
comfortable dealing with things alone. 

• A lack of parental support for the child’s attendance. 

• A lack of stability within the home. Chaotic home environments made continuous 
service engagement less likely and, therefore, reduced the impact of 
interventions. 

• Continued parental substance misuse while the child was receiving a service was 
likely to undermine the work.  
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• A negative perception of the service by either the child or parent. Sometimes 
families might see the project as being part of a network of services threatening 
family unity. 

• Siblings being seen by the same project worker, as this might affect elements of 
the relationship formed between the child and worker. 

• Changes in project workers could be a considerable barrier and could often lead 
to work ending. 

• Time lapses between sessions might prevent tangible outcomes being achieved. 

• The inability of the service to work with children over weekends, which could be a 
point at which crisis intervention was necessary. 

• Involvement with peers who engaged in negative offending behaviour could lead 
to reduced attendance and an increased likelihood of negative outcomes. 

• Lack of support to children and parents from external support agencies, or 
inappropriate requests to project staff from external agencies, could hinder work 
towards positive outcomes. 

 

Children of Drug Using Parents Project 

An internal evaluation was conducted in 2005 (Lane, 2005) involving case studies of the 
20 young people receiving interventions, an examination of monitoring data between 
August 2004 and March 2005, and the analysis of client and parent feedback7. 

Project Details 
The Children of Drug Using Parents Project is one of a range of community-based 
services run by ASSIST for adolescents across rural Dorset. The substance misuse 
team within ASSIST provides a Tier 3 treatment service supporting young people with 
drug or alcohol problems under the age of 21. The service had received a number of 
referrals for children affected by parental substance misuse and decided to pilot a 
specialised intervention for this group which had now been mainstreamed. The 
intervention, developed through consultation with other child-focused projects, consisted 
of an eight-week package of individual support and group-based sessions. The latter 
involved the delivery of educational information in a social setting, as well as providing 
leisure opportunities for children, who often experienced isolation. The project used a 
resource book - developed by another drugs project, Base 10, for professionals working 
with children of substance-using parents – in order to guide individual sessions with 
clients. 

Confidentiality and child protection issues were seen as fundamental to ensuring that 
clients were open and engaged in the service. These issues were discussed in detail 
during introductory sessions with clients. The venue for the project was also chosen 

                                                 
7 Very limited response rate from post intervention questionnaires sent to parents  
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carefully: mindful of other services’ experiences, the project was keen to work in a safe 
but friendly space and had opted for youth clubs.. 

The project was staffed with four Community Resource Workers who covered the whole 
of Dorset. .They had received training around substance misuse issues and in 
undertaking work with children and families in times of crisis.                                                     

Clients 
The project undertook work with children and young people aged between seven and 
16. Between August 2004 and March 2005 ASSIST received 26 referrals from 15 
families, primarily from childcare teams within social services and health departments. 
Alcohol use was the cause for concern in over three-quarters of cases, and over a third 
of clients were on the Child Protection Register. Of the 26 referrals, interventions were 
undertaken with 20 children and young people. The main issues of concern were around 
social isolation, emotional and relationship difficulties, and responsibility as a young 
carer. 

Outcomes 
Outcomes for clients were reviewed using post-intervention questionnaires and session 
notes completed by project workers. Due to poor response rates, only nine 
questionnaires were available for use in the evaluation. Positive outcomes highlighted in 
the evaluation included reduced isolation as a result of both one-to-one and peer support 
sessions, increased levels of confidence and self-esteem, and increased awareness of 
substances. Further to this, children enjoyed themselves and had fun. 

Facilitating Factors 

• Positive relationships with project workers contributed towards better attendance 
and outcomes. 

• Encouragement and support of parents, which in turn was helped by positive 
initial visits from workers to explain how their child had been referred. 

• Stability of relationships in a child’s life, regardless of where a parent was living, 
were seen to contribute toward positive outcomes. 

• The child’s ability to understand and participate in interventions was seen as 
important, with higher levels of intelligence and self-awareness leading to more 
positive outcomes. 

• Strong support from external statutory and voluntary organisations (e.g. through 
the provision of venues). 

Limiting Factors 

• Inability or unwillingness on the part of the children to discuss their issues 
created difficulties in engaging children in work. 

• Lack of parental support, and/or parental resistance to their child’s attendance 
could result in non-attendance or lack of engagement on the part of the child. 
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• Lack of support from the extended family around the impact of parental 
substance misuse could compound those difficulties around child engagement 
resulting from parental resistance. 

• Disruptive and chaotic living arrangements. 

• Co-ordinating the availability of workers, space within youth service premises, 
and the availability of the children and young people themselves proved difficult. 

• Late referrals and a lack of information provided on referral from professionals 
hindered the ability to plan and provide an effective service.  

• Location of referrals determined to some degree which workers would engage 
with clients. Where workers did not have the capacity to carry out the work, the 
project incurred extra expense in using other workers to reach those clients.  

• The length of the programme (8 weeks) was considered too short by both clients 
and project workers. Children and young people felt that at this stage they had 
only started to build up social relationships and had not been able to complete all 
the exercises within individual sessions. 

 

The What About Me Project 

An evaluation was undertaken by Nottingham Trent University in 2005 looking at the 
impacts of the interventions provided (Bostock, 2005 summarised by Pearce, 2005). 
Data were gathered from 25 randomly selected case files covering children and young 
people who ranged in age from six to fifteen.  

Project Details 
What About Me (WAM), established in 2000, was a voluntary, dedicated support service 
for children, aged up to 19, affected by parental substance misuse. It provided one-to-
one support, advocacy and diversionary activities for children and young people, group 
work and play therapy (for children aged 5-13). It also undertook awareness-raising and 
life-skills work in primary and secondary schools.  

Clients 
The primary source for referrals was social services departments (48%), followed by  
family/self-referrals (20%) and other sources, including schools, other drug services, 
health, and housing departments. While the primary reason for referral was to provide 
support around drug and alcohol issues (36%), other reasons included emotional abuse 
(28%), school exclusion/truancy (28%), and behaviour problems (20%). The relatively 
high number of self referrals was attributed to the large amount of outreach work 
undertaken in schools. 

Outcomes 
Four of the cases-files examined were for children who did not complete the programme. 
For the remaining 21 cases, a number of outcomes was highlighted as resulting from the 
intervention received by children and young people. A large number of children felt more 
able to talk about their own needs (64%), almost half felt more able to cope with their 
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parents’ substance misuse (48%) and over a third showed greater confidence/social 
skills (36%). Almost a quarter had actually been able to speak with their parent/carer 
about their substance misuse. Other outcomes included reductions in needs and risk 
factors, improved social relationships, and increased school attendances (especially 
where this was the reason for referral). 

The Time 4 U Project 

The Children’s Society Research Unit (Smeaton & Medforth, 2006) undertook a case 
review of the work of Time 4 U in order to examine the work conducted, identify potential 
outcomes, and inform future service development. 

Project Details 
Time 4 U was a dedicated support service for children and young people affected by 
parental substance misuse, as well as their parents, within four districts of Birmingham. 
Previously a domestic violence project, the service was developed in 2005 by the 
Children’s Society, following an identified need for services supporting children affected 
by others’ substance misuse. It had three main packages of work: (i) support work with 
children and young people, (ii) parenting skills work with parents, and (iii) awareness- 
raising within schools.  

• Children and young people referred to the project were provided with a six to 
eight week intervention, individually and within groups, using therapeutic 
techniques such as solution-focused interventions. The project aimed to improve 
the health and well-being, social relationships, and experiences of education for 
the children and young people with whom it worked. The range of work 
undertaken could be categorised as: behaviour management work, awareness-
raising and risk reduction, relationship issues, school issues, and emotional well-
being. This work was undertaken both at the project and in clients’ schools if 
appropriate. The initial intervention was set to last for six to eight weeks but could 
be extended if necessary. A children’s and young people’s group attended by 25 
current and previous clients met during school holidays to develop publicity for 
the project and to work collaboratively within the community to promote the Every 
Child Matters outcomes. This group was seen to enable children to disengage 
from the work of the project without cutting them off completely. 

 
• Parents of children referred to the project were invited to attend a six-week 

parenting programme. A range of techniques was utilised, incorporating solution-
focussed therapy, in order to develop the skills and coping strategies of parents 
so that they could parent their children positively within a safe environment. 

 
• The project also undertook to raise awareness of parental substance misuse 

among children and young people in schools. Project workers use a variety of fun 
methods with small groups of students over six weekly sessions, to explore: the 
dangers of substance use, domestic violence, rights and responsibilities, and 
keeping safe. The aim of this work was to inform students about issues arising in 
households where someone misused substances and to provide them with 
coping strategies if they experienced such problems. 
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Clients 
The project supported children and young people affected by parental substance 
misuse, as well as their parents. The project had worked with 66 children and young 
people, aged three to seventeen, over the year beginning April 2005. The majority of 
clients were aged between six and nine years old. The evaluation reported that tobacco 
and alcohol were the substances primarily used by parents of children using the project: 
illegal drugs were used by a small minority of parents. A variety of issues affecting 
children was identified by staff including: behavioural and emotional problems, low self-
esteem, isolation, bullying, and problems with education. A substantial proportion of 
clients were on the Child Protection Register, and over half lived in households in which 
domestic violence had occurred. The majority of project referrals came from social care 
and health services, although a large number also came from parents themselves. 

The evaluation did not report on how clients were initially assessed. Work undertaken 
was evaluated by the project worker at the end of each session, and a formal review was 
carried out with the client, the project worker, and the project manager at the end of the 
intervention. After three months, a post- intervention review was held by telephone with 
the young people to determine whether coping strategies were being used, and 
evaluation forms were sent to parents and referring agencies for comments on the 
service received. The evaluation and review forms incorporated a number of 
performance indicators which helped the project measure changes in clients’ attitudes 
and behaviour. 

Outcomes 
Following their six-week review, the majority (84%) of children and young people 
attending the project reported that the sessions within Time 4 U had helped them. By the 
end of interventions, three-quarters of clients reported that their presenting issues had 
been either fully or partly addressed while attending sessions at the project. A majority of 
clients reported benefits in five areas: (i) management of their behaviour; (ii) improved 
emotional well-being; (iii) improved family relationships; (iv) improved levels of 
attendance and concentration at school; and (v) reductions in social isolation. Where 
clients’ presenting issues were not resolved it was predominantly owing to the lack of 
change in their home circumstances and the behaviour of others. 

Facilitating Factors 

• Willingness of children and young people to participate in sessions. 

• Ensuring children are aware of the reasons for their attendance and have 
realistic expectations about what could be achieved within the project. 

• Willingness of parents to refer children to the project. 

• Willingness of parents to make positive changes to their behaviour was 
associated with more positive outcomes for their children. 

Limiting Factors 

• Lack of variety in work topics or activities. 
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• Lack of clarity around reasons for attendance increased difficulties in achieving 
positive outcomes for clients. 

 

The Ashby Road Therapy Service 

The Policy Research Bureau undertook a process and audit evaluation of the Ashby 
Road Therapy Service shortly after it was established, in order to explore all aspects of 
the development and delivery of the work taking place (Brazier and Ghate, 2002). The 
process evaluation involved interviews with 31 staff over a three-year period, 
observation of several all-team discussions on service development and delivery, a diary 
record of main events in the development of the service, as well as analysis of other 
documentation produced by the service. The audit evaluation involved quantitative 
analysis of monitoring information for a sample of 119 young people referred to the 
service over the course of a year, analysis of post-intervention questionnaires, and 
interviews with clients (n 13). 

Project Details 
The Ashby Road Therapy Service (ARTService), run by Lewisham Child and Adolescent 
Mental Health Service (CAMHS) team, was set up in the late 1990s to provide mental 
health support for young people who were difficult to engage in mainstream services. 
Established alongside the local Youth Offending Team, one of its key aims was to 
address the mental health needs of young offenders. One of its additional elements was 
a focus on children (aged 10-18) affected by parental substance misuse. It was run from 
a local authority building, which also held the local Youth Offending Team, and staffed 
by a multi-disciplinary team including three young people’s mental health specialists, a 
clinical psychologist, a child and adolescent psychiatrist, a substance misuse specialist, 
a parent worker, and a drama therapist.  The drama therapist was recruited to undertake 
the bulk of work with children affected by parental substance misuse. 

The aim of the element of the service for children affected by parental substance misuse 
was working with both children and parents in a holistic manner to address their issues 
and reduce incidents of problematic behaviour. Work with young people was undertaken 
on a one-to-one basis, though several models of service delivery, including counselling, 
art, and play therapy, were employed with little consistency between project workers. 
Parenting support was also provided as an adjunct to the service, though little 
information was available about this element of the service.  Work took place at a variety 
of centres, not just the offices of the ARTService itself, in order to promote flexibility. 

Clients 
The ARTService worked with children and young people at risk of offending aged 
between six and 18. The primary source for referrals was social services (53%); other 
sources included the health service and self-referrals. Approximately half of the referred 
clients were not seen for introductory sessions, primarily because their age or personal 
circumstances made these referrals inappropriate. Just one client who was not seen for 
an initial session was signposted elsewhere. Reasons for referral tended to revolve 
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around family, social, and relationship difficulties, as well as emotional and psychological 
problems. In addition to this, problems with housing and education, employment and 
training were cited. Alcohol and heroin were the main substances project workers 
identified which parents were likely to be misusing. None of the young people using the 
service was considered to have a serious drug problem. 

Initial assessment sessions were held with both the child and parent. Clients were 
typically offered an intervention lasting about six weeks. However, interventions with 
some clients lasted over seven months. None of the clients, however, stayed for the full 
course of sessions: on average they attended just half of the sessions offered. Over the 
course of one year, 119 clients were referred to the ARTService, 22 of whom were 
declined as unsuitable, leaving a total of 97 cases engaged with the service8. 

Outcomes 
Project staff were questioned about the success of the interventions in place to address 
clients’ issues. Project staff did not believe the service benefited the majority of young 
people very much, if at all, and were unable to estimate levels of satisfaction with the 
service. Workers reported that in almost half of cases (47%) young people were thought 
to have benefited most from the intervention in relation to emotional and psychological 
problems and also with their accommodation or living arrangements. Benefit in relation 
to coping with family problems was believed to have occurred in 40% of cases. This 
suggested that workers believed half of the clients did not find this work helpful. In 
particular, work around drug use, physical health, and sexual behaviour was not found to 
be helpful for clients.  

Qualitative interviews with clients revealed that they considered that ‘talking’ was the 
main activity undertaken in the project. Clients reported that having someone who 
listened to them was important and they valued the practical support offered. 

Facilitating Factors 

• Using a variety of publicity methods including open days, road shows and 
leafleting raised awareness of the service.  

• Developing a screening tool to aid assessment of potential referrals reduced the 
likelihood of inappropriate referrals. 

• Having a suitable therapeutic space in which to work.  

Limiting Factors 

• High levels of staff turnover and managerial instability had an impact on morale 
and service delivery. 

• Misunderstanding among outside agencies about staff and project roles. 

• Staff members from multiple disciplines felt isolated from their ‘roots’ and thought 
that greater support was needed. 

                                                 
8 Children affected by parental substance misuse were not separated from other clients in the assessment of 
outcomes. 
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• Issues around areas of responsibility became pertinent when engaged in multi-
disciplinary work. 

• Inertia on the part of referring agencies to refer unless a clients need reached a 
very high threshold 

• Difficulties in ensuring that services for adults signposted their clients to the 
ARTService. 

• Substance-misusing parents reluctant to let their children see therapists in a 
social service context. 

• Stigma attached to the term ‘mental’ illness. 

• Conflicts with external agencies over who had ownership of case files. 

• Clients were seen to be difficult or resistant to change by definition of their being 
referred to the service. 

• High numbers of inappropriate referrals. 

• Inappropriate locations for service delivery, for example, in adult drug agencies 
and schools. 

 

The Safer Families Project 

The Safer Families Project was a six-month pilot project which was subject to an internal 
evaluation examining the extent to which the service met its objectives (Harbin, 2000). 

Service Overview 
The Safer Families Project ran from June 2000 to December 2000 and was developed in 
response to multi-agency concerns about a number of local families. The project was 
based within the Tonge Moor Family Centre. It provided a variety of services to both 
parents and children over this period, which included priority access to family centre 
services, a weekly parental drop-in group (activity centred), a weekly children’s group 
(therapeutic play/group activities), and outreach support within the home. The children’s 
support group used play activities while covering a therapeutic group work programme. 
The project attempted to engage the Community Drugs Team to deliver services for 
these families but inadequate resources limited this work to just two families. None of the 
staff was a drug specialist and staff only received limited training on drug issues.  

Key to the perceived successes of the project were the provision of transport for parents 
and children, and the housing of the project in a building which was neither the 
Community Drug Team nor looked like a local authority property.  

Clients 
The project undertook work with eight families living in the locality of the service whose 
children were assessed to be in need of ‘support’, ‘protection’ or were in the looked after 
system. All families referred to the project had an identified key worker, usually a social 
worker, who held case responsibility for the family. Heroin was the predominant drug 
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used by parents, though polydrug use was believed to be common for most parents. At 
the time of evaluation there were 15 children involved, ranging from new born to 13 
years old. Families engaged with the project to varying degrees, with some families 
using the centre seven days a week.  

Outcomes 
Children and parents all spoke favourably about the support received. The project was 
successful in ensuring that all but one child remained with their family and two children 
were removed from the Child Protection Register. Further to this, many of the parents 
continued to access support following the end of the pilot. Different agencies had also 
benefited, in terms of developing effective joint working practices through using one 
centre. 

Facilitating Factors 
• Giving priority to the engagement and provision of services to these identified 

families.  
• Most families lived within walking distance of the family centre. 
• Provision of transport was crucial for some families to ensure their attendance. 

Limiting Factors 
• Differing circumstances and ages of children referred led to difficulties creating a 

coherent group of children. 
• Home visits left staff vulnerable in situations of concern, such as domestic 

violence.  
• The Community Drug Team was supposed to provide support work for parents 

but was unable to do so, which left some clients disappointed and disillusioned 
with the service. 

 

Scottish Executive Substance Misuse Research Programme 

The Scottish Executive Substance Misuse Research Programme conducted an 
evaluation of a number of projects within the Partnership Drug Initiative, a Scottish-
based funding stream which promoted work in the voluntary sector with children and 
young people affected by substance misuse. Two of the services evaluated - the East 
Ayrshire Substance Misuse Family Support Project (EASMFSP) and the Arbelour 
Edinburgh Outreach Project (AEOP) - undertook work relevant to the current research 
and are described below.  

The East Ayrshire Substance Misuse Family Support Project 

Project Details 
Based within the East Ayrshire Carers Centre, the EASMFSP was a project which 
supported children and young people in families where a parent was misusing drugs or 
alcohol. Children and young people could access group activities, respite breaks and 
holidays, and one-to-one support at three locations in East Ayrshire. The project was 
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keen to avoid stigmatising children and young people in this situation and much of the 
social and group work was undertaken through integrating them into the host 
organisation’s young carer activity groups (split into five age groups). These sessions 
consisted primarily of fun activities, though some training or information sessions were 
undertaken with older young people. The project saw group-based activities as a key 
means of enhancing self-esteem, self-confidence, and social skills. One-to-one work 
was undertaken by a dedicated family support worker if appropriate, but on the whole 
activities were shared among the young carer staff. The project did not usually 
undertake outreach work or home visits.  

Clients 
The project supported children and young people aged from eight through to their late 
teens. All clients cared for at least one of their parents and, in some cases, younger 
siblings. The evaluation reported that in addition to the emotional burden of caring, many 
of the projects clients were likely to be more materially disadvantaged than young carers 
generally, and to have experienced particularly challenging and traumatic events. 
Practical and emotional support was considered especially pertinent. Most of the 
project’s referrals came from social services and the voluntary sector, with a limited 
number of referrals from the health and education sector, and, rarely, from potential 
clients.  At the time of evaluation the project was actively working with 50 clients. 

Once a client had settled in, personal development plans were completed, guided by an 
assessment tool measuring feelings across a number of areas. The evaluation did not 
indicate what assessment tool was used. The service provided was not time-limited and 
many clients remained with the service for a number of years. 

Facilitating Factors 

• An established host agency with a strong standing within the community and 
experience of undertaking work with this group of children and young people. 

• An enabling and supportive organisational structure within which there was an 
interaction and interchange of roles between staff. 

• Recruitment and retention of experienced project workers: experience of working 
with vulnerable children and young people was prioritised over substance misuse 
knowledge. 

• Good relationships fostered with a range of statutory and voluntary organisations, 
with training and awareness-raising activities for practitioners outside the project. 

• Active and ongoing recruitment of children and young people through a range of 
agencies, including social services, GPs, and voluntary agencies. 

• A standard referral form for all referring agencies reduced instances of 
inadequate referral information. 

• A holistic and non-stigmatising approach in which all clients were treated the 
same and all support staff shared work activities. Any specific work around drug 
and alcohol issues was undertaken on an individual basis. 
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• A mixture of group and individual work allowed for both a flexible and a 
personalised approach to work. Group work was seen to be particularly beneficial 
for facilitating social interaction and bringing therapeutic benefits. 

• High priority placed on a positive and open engagement with clients. An initial 
engagement session with clients was used to introduce them to the work of the 
project and to cover child protection and confidentiality issues. 

• Clients’ involvement in the service evaluation and the recruitment process for 
new staff. 

Limiting Factors 

• The project’s dependence on a single worker reduced the amount of individual 
work that could be undertaken, especially when other staff were unavailable. 

• Increasing recognition of psychological disturbance among clients left the worker 
feeling out of her depth at times. This was to be addressed through the 
recruitment of a counsellor. 

• Funding amount and length was seen to be an ongoing problem. 

• Costs of transportation were higher than expected, threatening the continuation 
of work. 

• External environments (e.g. staff changes or service closures in other agencies) 
affected the project as referrals came largely from external agencies. 

• Lack of resources led to difficulties in collating in-depth and consistent client 
information for the purposes of formal monitoring and evaluation. 

• Lack of parental engagement in the service. 

• Limited time in which to work with clients (after school). 

Outcomes 
Young people (n 11) attending the project were very positive about the impact of the 
project on their lives. Respite from the home environment helped relieve feelings of 
stress and enhanced their ability to cope at home. Engaging in social activities gave the 
children and young people, some of whom had been more or less confined to the house, 
an opportunity to have fun and meet other people. Clients felt this helped their 
communication skills, their ability to interact and to build relationships. Increased 
confidence and self esteem resulted from their opportunity to discuss issues with project 
staff. The project was also seen to have an impact on their behaviour: a number of 
young people described how they had stopped socialising with deviant peers, others had 
reduced levels of drug use, and several reported increased attendance and performance 
at school or work. All but one of the clients felt that their attendance at the project had 
led to improvements in their home environment, especially in their relations with their 
substance-using parent. 
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The Arbelour Edinburgh Outreach Project 

Project Details 
The Arbelour Edinburgh Outreach Project was an Edinburgh-wide intervention 
supporting families with children under the age of 12 in which there was parental drug 
misuse. Based within a well-established rehabilitation unit for drug-using mothers, three 
project staff undertook work with parents to stabilise drug use and improve parenting 
skills, and with children to promote resilience. The project adopted a person-centred 
approach and clients weree encouraged to define their own needs. Following the 
acknowledgement by clients of the impact of their drug misuse on their children, the 
project used a mixture of discussion, practical support and advocacy to address their 
substance misuse, agency engagement, and parenting skills. Staff worked with school-
age children separately from their parents, using a mixture of worksheet-based learning 
and activity-based outings to explore their feelings, develop their understanding of 
parental substance misuse, and enjoy positive life experiences. Work with adults and 
pre-school children was undertaken largely in their homes, while work with school-age 
children tended to be outside the home. 

Clients 
The project worked with families with children aged under 12 with a parent using drugs. 
While the majority of clients were mothers, or pregnant drug users, the project did work 
with fathers, too. Most clients, in addition to engaging in substantial substance misuse, 
faced a number of complex problems including: low incomes; childcare issues; housing 
difficulties; and lack of engagement with services. The project supported clients who 
were not appropriate for engagement in the work of the residential rehabilitation unit.  
Most of the project referrals came from social services and health services and a small, 
but increasing, number of self-referrals was received. At the time of evaluation, the 
project was working with 23 clients.  

A mutually agreed care plan was developed following a four to six week assessment 
process, and the goals identified were reviewed at regular intervals. The evaluation did 
not indicate which assessment tool was utilised. The service provided was not time-
limited, though most clients received a reduced level of service after a period of about a 
year. 

Facilitating Factors 

• Being based in an established organisation resulted in a number of benefits 
including: 

o Access to extra staffing to provide short-term cover 

o Enhanced training and professional development opportunities, both 
formal and informal, resulting from physical and organisational links 

o Access to resources (e.g. play areas, telephone check-ins) which would 
have been too costly for a standalone project to cover 

o More flexibility in provision in a non-statutory setting  
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• Project staff were successfully retained by the project and expressed a 
commitment to the work undertaken and to their clients, and reported feeling that 
their expertise was acknowledged. As the majority of work undertaken was 
outreach, regular staff meetings and development days were seen to be 
important. 

• Staff were proactive in raising awareness of the project through disseminating 
publicity and attendance at external agency meetings. 

• A standard referral form for all referring agencies reduced the number of 
inappropriate referrals and ensured greater suitability for effective engagement. 

• The project was aware of the importance of the initial contact with clients. The 
referral and assessment processes ensured that clients were well aware of the 
reason for engagement with the service and the project spent as much time as 
necessary building initial relationships with clients before work progressed. 

• Workers used a wide range of assessment tools in developing a care plan. All 
projects used the Aberlour Assessment Framework initially to gather information 
on clients’ circumstances, which enabled them to prioritise key areas. Workers 
could then select from a number of other scales, depending on client need. 

• Workers were experienced at balancing the need for confidentiality with the need 
for trust. Clients were asked to sign a confidentiality sheet, confirming their 
understanding of confidentiality and indicating those professionals they agreed 
could be informed if the family’s situation were to deteriorate 

• Work was undertaken at the client’s home which was seen to be important, as 
this was where they undertook most of their parenting. 

• The project undertook a large amount of multi-agency working and placed a high 
priority on networking and maintaining contact with other services. The project 
undertook to provide or elicit written confirmation of any decisions made in joint 
meetings rather than rely on verbal communication. 

• The project also ensured that clients were aware of the joint work undertaken in 
the service to make sure that clients understood the roles of the various agencies 
and to prevent them taking advantage of the service provided. 

Limiting Factors 

• The project’s development occurred during a period in which the Children and 
Families Services, the main source for referrals, was undergoing considerable 
upheaval and reorganisation. This climate of change led to difficulties generating 
referrals and ensuring the effectiveness of joint work, and led to feelings of 
distance from key statutory agencies such as the DAAT. 

• A lack of awareness among practitioners in other agencies regarding the needs 
of children affected by parental substance misuse led to the project taking on an 
advocacy-type role in multi-agency meetings. Scope for multi-agency training and 
awareness-raising was identified. 

• Considerable internal management changes had some impact on the project’s 
management and case supervision during periods of operation, though this was, 
to some degree, mediated by the host agency’s support. 
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• Clients’ wide dispersal across the city necessitated formal joint work with a large 
number of agencies and for workers to travel to appointments, often by public 
transport.  

• The project had difficulties maintaining the focus of the work with clients whose 
circumstances often changed, thus altering either the short-term or long-term 
issues impacting on the work. 

• Demonstrating concrete outcomes for clients was found to be difficult, as much of 
the work focused on softer outcomes which are more difficult to demonstrate. 
Assessment tools were used primarily at the initial stages of work rather than as 
a means of assessing progress. Furthermore, the range of assessment tools and 
the various triggers for re-assessment in operation meant that these measures 
were not used for monitoring or evaluation. 

• Detailed record-keeping was found to be difficult due to the current work 
demands. 

• Lack of client involvement in project development. 

Outcomes 
The evaluation of the Arbelour Outreach project focused on the outcomes for parents 
only, due to the range of ethical and practical issues associated with interviewing 
children. Parents were overwhelmingly positive about the support received from the 
project, especially with regard to the breadth of support - practical, emotional, and 
psychological - received from their worker. The confidential nature of the support helped 
engage parents in discussion, which facilitated the development of their confidence and 
self-esteem, and this, in turn ,facilitated their engagement with the project’s work and 
helped address their drugs issues. The majority of clients entered the project 
experiencing difficulties around parenting and the evaluation found that all respondents 
felt their parenting skills had improved. Parents reported increased awareness and 
understanding of their children’s physical and emotional needs, better relationships with 
their children, developing appropriate disciplinary techniques, and generally being more 
involved in their lives. The other primary focus of the project was parental drug use: 
approximately three-quarters of clients reported a reduction in drug use. Parents were 
also more aware of the impact of their drug use on their children and many adopted 
safety precautions as steps to reduce their children’s exposure to illegal drugs. The 
benefits of the holistic form of support offered to clients through the service was 
repeated by friends and family who commented on the impact of the project on clients. 

Behavioural/skills interventions from the USA 

Four studies from the United States were identified offering behavioural/skills training to 
children affected by parental substance misuse, with varying aims to improve children’s 
well-being as well as their awareness and knowledge of substances (Jones et al,. 2006). 
These included:  

• An evaluation of SMAAP (the Stress Management and Alcohol Awareness 
Program), a curriculum targeted at children aged under 12 (Short et al., 1995) 
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• An examination of the CHOICES model (Children Having Opportunities in 
Courage, Esteem and Success), a school-based intervention for children under 
11, comprising support groups, peer mentors, and academic support (Horn, 
1997) 

• An evaluation of CODA (Children of Drug Abusers and Alcoholics), an art therapy 
program for children aged four to 11 and their parents (Springer et al., 1992) 

• An evaluation of a psycho-educational and substance abuse risk reduction 
intervention, a social and skills-focused curriculum undertaken with a group of 
children and young people aged 11 to 18 (Gross and McCaul, 1992). 

 
Taking the findings of the above evaluations together, the authors concluded that there 
was insufficient evidence to determine their effectiveness in reducing children’s 
substance misuse or in increasing protective factors. However, two of the interventions, 
utilising peer support groups, did report positive developments in children’s self-esteem 
and coping skills (Horn, 1997; Short et al., 1995). 

Interventions for children of alcohol-misusing parents 

Alcohol Concern conducted a review of projects and initiatives supporting children and 
families affected by alcohol misuse, in order to map, and ascertain the effectiveness of, 
the provision available (Williams, 2004). Mailings were sent out to generic drug and 
alcohol services (n 877), DATs/DAATs (n 140), and PCTs (n 200) requesting details of 
services which might be working with children and/or families. A very low response rate, 
especially from PCTs (2%) and generic services (19%) resulted in a targeted mailing of 
questionnaires to 349 services thought to be working with children and/or families. Of 
these, just 79 responded (23%), and only 59 (17%) were used in the analysis because of 
inconsistent or unclear data, or no service being provided for children and/or families.   

The findings of the research are summarised below. They should be treated with caution 
because of the methodological problems encountered.   

• 68% of services supported children directly, as well as other family members. 
53% provided a service specifically for children.  

• 28% of services provided support specifically for those affected by alcohol 
misuse and 69% supported those affected by both alcohol and drug misuse (no 
response from 3% of services). 

• 80% of services surveyed were operating in the voluntary sector and 15% were 
statutory services (no response from 5% of services). 

• 78% of services did not feel that they were meeting the needs of children and 
families in their areas. This was for a variety of reasons, including limited 
resources.  

• The range of services provided included: individual support (30%); group work 
(23%); support groups (21%); other services (14%); and family therapy (8%). 
Other services included a range of alternative therapies, outreach, training, 
telephone support and signposting. 
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• The main source of referrals was the individual themselves or another family 
member. 

• Training around alcohol, or working with children and families, was provided to 
approximately half of the professionals working in this area. 

• Approximately two-thirds of services had some form of evaluation measures in 
place, either formal (35%), or informal (34%). Informal evaluation measures were 
most likely to be in the form of questionnaires. 

• Provision was categorised into three main forms of service provision for children 
and/or families: 

1. Targeted services providing specific support for children and/or 
families affected by alcohol misuse 

2. Integrated services in which the primary role was to work with problem 
drinkers but which also provided specialist support to children and/or 
families 

3. Holistic services in which the primary role was work with problem 
drinkers but which also provided non-specialist support on an ad hoc 
basis to children and/or families. 

 

Five of the organisations in this sample provided details of evaluations that had been 
conducted as part of their work: STARS (Nottingham), Family Alcohol Service (London), 
DASH (Wales), Chrysalis Project (West Sussex) and the Burton Addiction Centre 
(Staffordshire). Four of these evaluations were externally commissioned and produced 
detailed reports; the other had a relevant specialist component which was not expanded 
on in the evaluation. 
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APPENDIX F: PHASE 3 PROJECTS  

Service One 

Location: Centrally located on a main street in an urban area in the south-east of 
England with good public transport links. High Focus Area. 

Service Overview: Service One was an independent voluntary service which worked with 
women who had drug problems (including sex workers) and their children. For women 
with drug problems, they provided open-access drop-in support, parenting programmes, 
outreach, and drug treatment for women on a suspended prison sentence.   

Project Overview: The service had a specific project for children and young people aged 
up to 18 who were affected by familial drug or alcohol misuse. This project undertook 
one-to-one therapy over twelve sessions, using an integrative art psycho-therapy 
approach: this typically involved ten clients per week. Weekly after-school groups, 
engaging up to six young people in art and drama activities as well as topic-focused 
discussions around drugs and protective behaviours, were run with clients of varying 
ages. These groups were not time limited. Group work was seen to be useful as a 
holding mechanism for those waiting for individual work, and as a support mechanism 
for those who had finished therapeutic work ‘so they’re not completely cut off’. The 
project also puts importance on engaging and empowering parents. ‘If you’ve got a 
parent who’s happy to bring the child here then you’re half way there. If the parent’s 
feeling resistant then it’s going to be very hard’.  

Clients: Clients tended to be White-British, and the project saw more female than male 
clients. 

Funding: The service received funding of under £30,000. Work with children affected by 
substance misuse was funded by local statutory services such as the PCT, as well as by 
local and national charitable trusts. 

Staffing: The service as a whole had sixteen staff, of whom four worked with children 
affected by familial substance misuse. These included a full time therapist, two volunteer 
trainee therapists, and one volunteer. Staff working with children on an individual basis 
were trained in several disciplines, including integrative art psycho-therapy and 
transactional analysis. 

Service Two 

Location: Centrally located on a main street in an urban area in the north-east of 
England. High Focus Area. 

Service Overview: Service Two was a voluntary service, part of a larger national 
organisation, which worked with young people aged under-19 affected by drugs or 
alcohol. The service housed separate teams which provided: individual support, 
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prescriptions, sexual health advice, as well as education and outreach work in schools, 
youth clubs and community events.  

Project Overview: The service had a specific project for children and young people 
affected by parental substance misuse. This project offered both one-to-one support and 
group work depending upon client preferences. One-to-one work was undertaken with 
approximately twelve young people at any one time and adopted a solution-focused, 
humanistic approach. Group work was undertaken in two groups; one for children aged 
seven to 11, and one for young people aged 12 to 19. Staff and volunteers collected 
clients from school and dropped them off at home after sessions. While the majority of 
the work undertaken in groups was education-focused (with the school drugs curriculum 
being closely followed) there were activities and the project saw group work as a means 
of reducing social isolation. The project was also starting to work more with parents 
around parenting skills, such as boundary-setting. 

Clients: Clients tended to be White-British although the service also saw Afro-Caribbean 
children and young people. There was an even male/female gender split.  

Funding: The service received funding of between £30,000 and £50,000. Work with 
children affected by substance misuse was funded by the Children’s Fund and the 
Young People’s Substance Misuse Grant. 

Staffing: The service as a whole has over 20 staff, including a seconded CAMHS worker, 
a seconded social worker, a prescribing child therapist, therapeutic staff, and volunteers. 
All staff were expected to work across the service with all clients, including children 
affected by parental substance misuse.  

Service Three 

Location: Located near the main train station in an urban area in south-east England. 

Service Overview: Service Three was a voluntary service, part of a larger national 
organisation, which worked with children and young people under 19 who misused 
substances, or were affected by someone else’s substance misuse. The service worked 
alongside a family centre which provided a range of support services to families. This 
service worked on a one-to-one basis with up to 12 children and young people using 
creative drama or play therapy. Interventions were targeted at different outcomes, 
depending upon the client’s age and risk factors (e.g. focused on communication, family 
dynamics, anger management etc.). The service also provided needs-led support to 
parents, or other family members, which could include parenting skills or simply a 
listening service. 

Clients: Clients were typically aged between five and 12, and the majority were White-
British. There was an even male/female gender split. 

Funding: The service received funding of less than £30,000 from the Drug Action Team 
and from children’s social services for individual clients. 
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Staffing: The service as a whole had eighteen staff, including sessional workers. Five 
staff, including three part-time therapists, a seconded family worker, and a volunteer 
therapist worked with children affected by parental substance misuse. Therapists all had 
qualifications in creative art therapies. 

Service Four 

Location:. Located in a semi-urban area in the south-east of England, covering a number 
of satellite towns with poor public transport links. High Focus Area 

Service Overview: Service Four was a voluntary service, part of a larger national 
organisation, which undertook work with children who had been abused and those 
affected by parental substance misuse. The service ran a weekly therapeutic group for a 
14-week period. Groups were age-specific, so the service only ran one group-work 
programme at any one time, and this was for a small range of ages (e.g. eight to 10 
year-olds). Groups are held with between eight and 14 clients and are seen as a means 
of reducing social isolation. Since it was recognised that group work was not suitable for 
all clients, the service also provided weekly one-to-one therapeutic sessions, using 
directive or non-directive play therapy techniques. The service also worked on an on-
going, open-ended basis with family members, either with the child, or separately, using 
solution-focused techniques to develop understanding of the child’s needs, boundary 
setting, family relationships, and the impact of drugs. 

Clients: Clients were typically aged between six and 15, and the majority were White-
British. There was an even male/female gender split.  

Funding: The service received funding of between £50,000 and £100,000. Specific work 
with children affected by substance misuse was funded by the Drug and Alcohol Action 
Team.  

Staffing: The service as a whole had six staff, mostly comprising social workers. One 
member of staff, a therapist, worked with children affected by parental substance 
misuse. All staff had social work qualifications. 

Service Five 

Location: Located in an urban area in the north-east of England, this service was based 
within the Young People’s Substance Misuse Service but undertook a great deal of 
outreach. 

Service Overview: Service Five was the statutory Tier Two Young People’s Substance 
Misuse Service for its local authority. The service provided information, advice, treatment 
and care to children and young people aged under-18 who experienced difficulties 
because of substance misuse.  

Project Overview: The service had a specific project which worked with children and 
young people aged between five and 18 who were affected by parental substance 
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misuse: these clients might also be using substances themselves. This project 
undertook one-to-one work over 10 to 12 sessions. For younger children, art was used 
to help focus on raising self-esteem, promoting healthy choices, and on developing 
coping mechanisms. For older children and young people, individual support was 
solution-focused, aiming to resolve immediate practical and/or emotional concerns. 
Individual sessions were run once a week for younger clients and once a fortnight or 
once a month for older clients. Activity based group-work took place during the school 
holidays to provide social interaction, and a specific programme of group work took 
place for young people aged over 13 who had parents or carers with mental health 
issues. The service worked in schools, raising drugs-awareness in assemblies, and it 
had a free helpline. It also undertook ad-hoc work with parents, offering basic practical 
support and signposting to appropriate support services. 

Clients: Clients were typically White-British and there was an even male/female gender 
split. 

Funding: The service received funding of between £100,000 and £200,000. Work with 
children affected by substance misuse was funded by children’s social services and 
through Neighbourhood Renewal Funding.  

Staffing: Two staff, experienced in youth work, supported children affected by parental 
substance misuse.  

Service Six 

Location: Located in an urban area in the south-west of England some way from the 
main city centre. Undertook outreach work at three different locations. High Focus Area. 

Service Overview: Service Six was a statutory service which provided assessment and 
one-to-one support for children and young people aged under-17, who experienced 
difficulties because of substance misuse. Part of this service included support for 
children and young people aged between five and 15, who were affected by parental 
substance misuse. This service engaged around 10 clients, on an individual basis, in 
activities in which they were able to discuss the issues affecting them and take a 
solution-focused approach to addressing them. The logic behind the approach was that 
by developing coping strategies and promoting resilience, the client would be better able 
to deal with their situation. This work was undertaken on a weekly or fortnightly basis, on 
an on-going, open-ended basis. The service also worked with families, providing 
practical assistance, parenting advice, and promoting positive family experiences 
through activities. 

Clients: All clients were designated as ‘in need’ or on the Child Protection Register. 
When these no longer applied, they were ineligible for the service. Clients were mostly 
White-British and there was an even male/female gender split. 

Funding: The service received funding of between £30,000 and £50,000 from the 
Children and Young People’s Services and the Drug Action Team. 
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Staffing: The service as a whole had seven staff, two of whom, a qualified social worker 
and a part-time support worker, worked with children affected by parental substance 
misuse.  

Service Seven 

Location: Located in an urban area in the south-west of England with good public 
transport links.  

Service Overview: Service Seven was a voluntary service comprising a multi-agency 
staff providing a range of locality-based services to children and young people aged 
under 21. This included community-based aftercare support for those recovering from 
substance misuse, outreach services, counselling and helplines.  

Project Overview: The service had a specific project which supported children and young 
people aged between 11 and 18 who were affected by parental substance misuse. The 
service undertook a semi-structured, 12-week group-work programme which provided a 
space to discuss feelings, raise drug awareness, undertake relaxation exercises, and 
raise self-esteem. This work was undertaken with no more than four clients and was 
based on a toolkit devised by several other drugs agencies. The service did not 
undertake work with parents. 

Clients: Clients were typically aged between 14 and 17, and the majority were White-
British. There was an even male/female gender split. The project saw around 20 children 
a year. 

Funding: The service received funding of between £200,000 and £500,000. Work with 
children affected by parental substance misuse was funded by the Drug Action Team. 

Staffing: A board of trustees actively oversaw the work of the project and each member 
provided support to particular aspects of the service provision. A total of 19 staff within 
two of the service’s projects worked with children affected by parental substance misuse. 
Many of these held youth work qualifications. 

Service Eight 

Location: Centrally located in a large urban area in the south of England with excellent 
transport links. High Focus Area. 

Service Overview: Service Eight was a statutory health service which worked with 
people who had a wide range of addiction problems. Clients identified the issue and the 
important factors for change and the service then utilised a brief solution-focused 
approach to address the issue. Substance misuse, while a problem, might not be the 
focus of the intervention. Instead, the therapy might be focused on something else, 
which when addressed, was thought to have empowering knock-on impacts on other 
areas of life. This approach was based on research and anecdotal evidence which fitted 
with the aims of the service and reportedly produced better outcomes than comparative 
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approaches. The focus of the work was on family relationships, so while children and 
young people might be involved, they also might not, depending on the nature of the 
problem. The average intervention lasted approximately seven sessions, though it was 
not expected that behavioural change would occur immediately. 

Clients:  The service was working with 10 children and young people. Clients tended to 
be mixed in terms of their ethnicity, but included more White-British than was 
representative of the local community. Historically the project saw more female than 
male clients. 

Funding: The service received funding from the NHS of between £200,000 and 
£500,000. 

Staffing: Approximately six therapists worked with families and children affected by 
parental substance misuse. All staff were qualified psychotherapists and family 
therapists. 

Service Nine 

Location: Located in a large urban area in the south of England with good public 
transport links. High Focus Area. 

Service Overview: Service Nine was a voluntary service, part of a larger national 
organisation, which worked with young people aged 11-19 around substance misuse 
and identity issues. The service provided counselling, key-working, sexual health drop-
ins, drug education, drop-in advice and information, relaxation and anger management 
groups. They also ran diversionary activities such as basketball, football and music 
production.  The service did not work with parents.  

Clients: Clients using the service were mostly Black Afro-Caribbean, but there were also 
a number who were White-British, Asian, and Portuguese. Work with children affected 
by parental substance misuse was part of the services remit, though there was no 
specific approach to such work and clients tended to be engaged on a one-to-one basis. 
At the time of the study, they had no clients relevant to this work.  

Funding: The service received funding of between £200,000 and £500,000 from the 
Drug Action Team. 

Staffing: The service had seven staff, including youth workers and a therapist, all of 
whom worked with children affected by parental substance misuse. 

Service Ten 

Location: Located in an urban area in the Midlands but serving a large rural authority 
with poor transport links. The service undertook outreach work. 

Service Overview: Service Ten was a voluntary service which comprised six projects 
providing a range of substance-misuse related services to children, young people and 
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adults. Work undertaken included drug education in schools and communities, 
therapeutic counselling, life coaching, needle exchanges, carers support groups, 
housing support and work with offenders.  

Project Overview: The service had a specific project working with children and young 
people aged under 19 who had parents who misused substances. Clients were offered 
both therapeutic support from counsellors and practical assistance from youth workers. 
The service was not prescriptive in its work, but took a holistic approach, aiming to 
match clients with staff and letting clients’ needs lead the work.  Work was undertaken 
by outreach because of the rural nature of the authority: ‘it’s a rural county so we go to 
the young people rather than expect them to come to us ‘cos it doesn’t happen’. The 
service did not work with parents. 

Clients: Many of the clients using this project were also using drugs and/or alcohol. 
Clients were typically aged between 14 and 16, and the majority were White-British. 
There was an even male/female gender split. 

Funding: The service received funding of between £50,000 and £100,000. Funding 
came from a variety of organisations, including the PCT, the Drug Action Team, the DIP, 
and other charitable funds. 

Staffing: Overall, the service had 60 staff. Fifteen staff, including counsellors and youth 
workers, worked with children affected by parental substance misuse. 


