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Introduction and context 
 
Getting it right for every child and young person (Getting it right) is a national 
programme that aims to improve outcomes for all children and young people in 
Scotland. It seeks to do this by providing a framework for all services and agencies 
working with children and families to deliver a coordinated approach which is 
appropriate, proportionate and timely.  
 
The approach is founded on 10 Core Components, which can be applied in any setting 
and in any circumstance. They are at the heart of the approach in practice and provide a 
benchmark for managers and practitioners who are implementing Getting it right for 
every child. The Core Components reflect and build on existing good practice across all 
children’s services.1  
 

The Getting it right for every child and young person Core Components 
 
1. A focus on improving outcomes for children, young people and their families based on 
a shared understanding of well-being. 
2. A common approach to gaining consent and to sharing information where 
appropriate. 
3. An integral role for children, young people and families in assessment, planning and 
intervention. 
4. A co-ordinated and unified approach to identifying concerns, assessing needs, 
agreeing actions and outcomes, based on the Well-being Indicators. 
5. Streamlined planning, assessment and decision-making processes that lead to the 
right help at the right time. 
6. Consistent high standards of co-operation, joint working and communication where 
more than one agency needs to be involved, locally and across Scotland. 
7. A Lead Professional to co-ordinate and monitor inter-agency activity where 
Necessary. 
8. Maximising the skilled workforce within universal services to address needs and risks 
at the earliest possible time. 
9. A confident and competent workforce across all services for children, young people 
and their families. 
10. The capacity to share demographic, assessment, and planning information 
electronically, within and across agency boundaries, through the national eCare 
programme where appropriate. 
 
Development work began in the summer of 2006 to develop an appropriate Practice 
Model with supporting tools and guidance, training materials, guidance on information 
sharing within and across children’s services, and a communications strategy to inform 
managers and staff who are working in children’s services about developments in the 
Getting it right approach.  Two pathfinder projects were initiated by the Scottish 

                                                            
1  The Scottish Government (2008) A Guide to Getting it right for every child, Edinburgh, The Scottish 
Government (www.scotland.gov.uk/gettingitright) 
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Government to help shape, develop and test the practice tools and training materials 
and to inform development of national guidance for Getting it right.  

 
The Highland Pathfinder, which was located in Inverness and its hinterland, was formally 
launched in September 2006 with a remit to address all aspects of children’s needs from 
birth through to at least eighteen and encompassing not only all children’s services but 
also those other agencies whose work significantly affects the lives of children and their 
families. The second pathfinder project became operational in 2007 and was designed to 
implement the Getting it right approach in response to a single issue or theme: meeting 
the needs of children and young people living with or affected by domestic abuse. 
Pathfinder areas were located in four local authorities: Dumfries and Galloway, 
Edinburgh City, Falkirk and West Dunbartonshire.  

 
During the course of the GIRFEC pathfinder phase, The Getting it right development 
team in Highland, with the help of Jane Aldgate and Wendy Rose of the Open University, 
developed a generic framework for assessment, planning and review which all 
practitioners and agencies could use irrespective of their professional background or 
service.  This is now the National Practice Model.2 It is an evidence based approach to 
practice which is used in recording, assessment, planning and review for children who 
need help either in a single or a multi-agency context.  
 
As can be seen in Figure 1, there are three main components to this Practice Model: 
 

1. The eight Well-being Indicators: taken from the Ministerial Vision (2005) that 
children need to be safe, healthy, achieving, nurtured, active, respected, 
responsible and included.3  

 
2. The My World Triangle: an ecological approach to assessing the child or young 

person holistically, taking into account the interaction between how the child 
grows and develops, the care they are receiving from others and their wider 
social and physical environment.4 The triangle helps the professional to identify 
where further information may be needed and the likely sources for that 
information. The analysis of the information in terms of the impact on the child’s 
life, helps the professional to summarise that child’s needs and identify and 
prioritise the actions that need to be taken to address those needs.      

 
3. The Resilience Matrix: developed by Brigid Daniel and Sally Wassell, which 

helps professionals to analyse the information they have gathered through the My 
World Triangle, particularly with more complex concerns where it is necessary to 
make a judgement about the degree of vulnerability or resilience of the child 

                                                            
2 Scottish Government (2008), A Guide to Getting it right for every child, Edinburgh, Scottish 
Government.  
 
3 Scottish Government (2005), The Ministerial Vision for Scotland’s Children, Edinburgh, Scottish 
Government. 
 
4  The My World Triangle  first emerged out of a number of academic publications in the late 
1990s, particularly Jack, G. (1997) An Ecological Approach to Social Work with Children and 
Families, Child and Family Social Work, 2 and Stevenson, O (1998), Neglected Children: Issues 
and Dilemmas, Blackwell Science, Oxford.  An early version of the triangle appeared in Framework 
for the Assessment of Children in Need and their Families, jointly issued by DoH, DfEE and the 
Home Office in 2000. It was incorporated into the Getting it right approach from the outset. 
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given the adverse and protective factors that have been identified in the 
assessment5.  

 
This approach was first implemented in the Highland pathfinder area in early 2008 and 
evaluated before it was rolled-out as a national model. Its implementation was partly 
evaluated through interviews and focus group discussions with a wide range of 
professionals but, in addition, the evaluation team analysed a sample of nearly 100 
records and plans for babies, children and young people with diverse needs.6 It should 
be emphasized that this was not an evaluation of the approach – it is based on nearly 
two decades of theory and research evidence on good practice in assessment and 
planning for children’s needs within a single-agency and multi-agency context. This was 
an evaluation of how practitioners in Highland were using it, and to see whether it was 
making any difference to the lives of children and families. Specifying outcomes, relating 
them to the child’s unmet needs, drafting intended outcomes in the language of the 
Well-being Indicators and monitoring and reviewing progress would mean very little if 
the end result did not lead to improvements in the lives and well-being of most of the 
children and young people whose records and plans we were examining. Getting it right 
is, essentially, an outcomes-led approach rather than an outputs-led approach.   
 
Figure 1: The Getting it right for every child National Practice Model 
 

 
 
The evaluation of the development and pathfinder phases of Getting it right was 
undertaken by a team from the University of Edinburgh. The team was also asked to 
produce a National Framework for evaluating the outcomes of the Getting it right 
                                                            
5 B. Daniel and S. Wassell (2002), Assessing and Promoting Resilience in Vulnerable Children, 
volumes 1, 2 and 3, London, Jessica Kingsley Publishers Ltd.  
6 Stradling, B., MacNeil, M. and Berry, H. (2009a) Changing Professional Practice and Culture to Get it Right for 
Every Child: An Evaluation Overview of the Development and Early Implementation Phases of Getting It Right 
For Every Child in Highland 2006 – 2009, Edinburgh, Scottish Government. 
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approach.  This is the first report on that Framework.  A second report will follow which 
focuses primarily on self evaluation and its implications for local quality assurance and 
scrutiny of service delivery.    
 
SECTION 1: What is Well-being?  
 
1. Some definitional issues and challenges 
 
The term ‘well-being’ is now commonly used in policy documents and mission 
statements issued by inter-governmental organisations, national governments, local 
authorities, other public agencies and the voluntary sector. Academic research into the 
well-being of adults, young people and children has also been growing rapidly for some 
time now, but particularly in the last decade.     
 
However, there is no agreed definition of well-being, not even within academic research, 
and a number of terms including welfare, life satisfaction, quality of life, happiness, 
mental health and well-being seem to be used interchangeably in much of the policy and 
research literature, depending on context and purpose.     
 
The diversity of meanings and the different usages of the term reflect different traditions 
and policy contexts. As Hanafin and Brooks have pointed out, parallel literatures on well-
being have emerged in different disciplines, particularly economics, medicine and 
psychology and also in different professions working with adults and children.7 One long-
established approach, originating with welfare economists, has focused primarily on the 
relationship between household incomes and well-being.  Prior to 2007, for example, 
UNICEF, in its reports on the comparative well-being of children and young people in 
OECD countries, relied on evidence of levels of relative income poverty and deprivation 
within households as proxy measures of children’s well-being.  A number of international 
studies drawing on time series data for the last 40-50 years have shown that the welfare 
of whole populations tends to increase as incomes rise. Improvements in nutrition, 
housing, water supply, public sanitation, health provision and general environment lead 
to longer life spans and a better quality of life. However, the evidence also shows that 
there are diminishing welfare gains after a quite modest average level of income per 
capita has been reached.8   
 
In medicine there is also a strong tradition of using the term well-being in a specific, 
discipline-based way.  Over time there has been a shift here from seeing well-being as 
the absence of illness, disease and infirmity to seeing it in a more holistic way.  The 
increasing emphasis on preventative medicine and health promotion has led to more 
emphasis on lifestyle choices, behaviour and generally staying healthy.   
 
In psychology there has been a growing emphasis on exploring subjective well-being, 
that is, how people feel about themselves and their lives. Here too the emphasis has 
been shifting from a focus primarily on life satisfaction and happiness to incorporate 
people’s aspirations and expectations. 
 
In seeking to overcome the limitations of these parallel concepts of well-being a broader 
approach emerged which is rooted in meeting basic needs.  Here the emphasis is on 
addressing the conditions which are assumed to be necessary for well-being. This 
approach has its roots in the work of the psychologist, Abraham Maslow and his 

                                                            
7 Hanafin, S. And Brooks, A‐M, (2005), Report on the Development of a National Set of Well‐Being Indicators in 
Ireland, Dublin, National Children’s Office, p.14. 
8  Stutz, J. (2006) The Role of Well‐being in a Great Transition, GTI Papers No. 10, Boston, Tellus Institute.  See 
also,  Lopez‐Casanovas, G., Rivera, B. and Currais,  L. eds  (2005), Health and Economic Growth: Findings and 
Policy Implications, London, MIT Press.   
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hierarchy of needs9 but has also incorporated other theories, including the taxonomy of 
human needs developed by Max-Neef et al10, and the work of the political economist, 
Ian Gough, whose categorisation of human needs includes: adequate nutrition, water, 
clothing and housing, a safe environment, physical security (including security in 
childhood), economic security, appropriate education, appropriate health care, safe birth 
control and child-bearing, and significant primary relationships with others.11 Needs-
based approaches tend to assume that the individual’s well-being will be enhanced if 
these basic conditions are met.  Traditionally the emphasis was on needs related to 
welfare, health and material well-being.  More recently there has been a greater 
recognition of the importance of psychological needs as well. For example, the need to 
feel in control, to belong, to have a sense of purpose, to be able to adapt to change, to 
be able to cope with adversity and stress.  These are also important to the individual’s 
well-being.  
 
Another approach which has had important implications for understanding well-being has 
its roots in the work of the Nobel prize-winning welfare economist, Amartya Sen.12  Sen 
introduced two concepts which have particular relevance to well-being: functioning and 
capabilities.  Functioning relates to what we are and what we do. Good functioning might 
relate to being in good health, being well-educated, feeling and being safe, being well 
cared for, being adequately nourished, having self-respect, being content with life.  
Additional support may be necessary in those areas where the individual may not be 
functioning well.  Capabilities relate to what people could do and could be as opposed to 
what they are and what they actually do.  Here the emphasis is on the individual’s 
potential, building on their strengths and expanding the choices they can make in order 
to live full and creative lives and be active agents of their own development and well-
being.     
 
Both the needs-based approaches and the approaches emphasising functioning and 
capabilities have helped to highlight the multi-faceted and dynamic nature of well-being. 
They have usually focused on well-being across a range of domains, either corresponding 
to the remits of different universal and specialist services or to the different areas of a 
person’s life. This trend has emerged out of a recognition that the individual may have 
unmet needs or poor functioning in some domains but not others.  At the same time 
practice and research is also increasingly recognising that the individual’s well-being and 
overall quality of life may depend upon how these different domains interact with each 
other.    
 
Over the last decade there has also been a growing interest in incorporating people’s 
own evaluations of their quality of life into both the concept of well-being and also the 
measures being employed by researchers. This trend reflects a recognition that 
satisfaction with life may increase initially as income levels and material well-being 
improve, particularly in developing countries, but the evidence from wealthier countries 
shows that beyond a certain level economic progress and improved provision for people’s 
welfare has not been matched by corresponding increases in their assessment of the 
quality of their lives.13  Other adverse changes in life circumstances, particularly in 
relation to family such as separation, divorce and bereavement, tend to have a greater 
negative impact on subjective well-being than low and reduced income levels.14   
 

                                                            
9  Maslow, A., (1943) ‘A theory of human motivation’, Psychological Review, 50 (4) 370‐396; 
10  Max‐Neef, M.A., Elizable, A., Hopenhayn, M. (1991) Human scale development: conception, application and 
further reflections, New York, Apex. 
11 Gough, I. (1994), ‘Economic utilities and the satisfaction of human needs’,  Journal of Economic Issues, 28 (1) 
25‐66. 
12  Sen, A. (1992), Inequality Re‐examined, Oxford, Oxford University Press. 
13  Diener, E. and Suh, E.M., eds (2000), Culture and Objective Well‐being, London, MIT Press. 
14  Layard, R. (2003) The Lionel Robbins Memorial Lectures, London, London School of Economics. 
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These statistical trends have led some national governments to consider supplementing 
existing economic measures such as Gross Domestic Product in order to estimate the 
well-being of the population.  In France in 2010 the President asked the national 
statistics agency to include indicators of quality of life in any future measures of the 
health of the French economy while the UK government has asked the Office of National 
Statistics to devise questions for inclusion in the Household Survey that will be designed 
to tap into people’s sense of their subjective well-being, happiness or life satisfaction.15   
 
Meanwhile some academic researchers, presenting their work as a new ‘science of well-
being’, focus exclusively on the subjective dimension (feelings of happiness, life 
satisfaction, contentment and fulfilment).16   In this view health, education, income and 
the other material circumstances of the individual’s life are external factors which may or 
may not play a determining role in enhancing that person’s well-being. Much of this 
research now focuses on measuring the extent to which variations in subjective well-
being can be attributed to these external material circumstances or to personality traits, 
genes, early environment, behavioural choices, motivation, attitudes, values and ways of 
thinking.      
 
This interpretation which equates overall well-being with subjective well-being and treats 
material conditions as determinants of well-being rather than integral components or 
domains has been criticised by some researchers, particularly when the advocates of 
subjective well-being have defined it narrowly in terms of happiness or life satisfaction.  
It is argued, for example, that there can often be a significant discrepancy between the 
individual’s feelings about themselves and their actual condition and circumstances. They 
may have excellent physical health, be well-educated, have a good job, above average 
income, stable family relationships, and a wide network of friends and yet be dissatisfied 
with their lives.  Alternatively, they may live in poverty and poor health and yet report 
that they are happy.  It would be difficult to determine whether or not these individuals 
need additional specialist or targeted help and support if the only information available 
was their self-reported evaluation of their happiness or satisfaction with their lives.17   
 
There is also a growing body of research evidence indicating that measures of happiness 
or life satisfaction are not particularly good predictors of positive well-being outcomes 
over the individual’s lifetime.18 For example, in one study children who were rated by 
their parents and teachers as high scorers on a happiness index at the age of 11 were 
found to be most likely to engage in unhealthy and high risk behaviours and activities in 
adulthood.19      
 
Some other research studies have noted that many people seem to function effectively 
while experiencing both positive and negative feelings about themselves.20 They can feel 
positive about themselves and yet still report that they often feel stressed and anxious. 
They may feel happy about some aspects of their lives and unhappy about others. This 
would seem to suggest that any assessment of a person’s well-being would also need to 
take into account: 

• how they feel about different areas or domains of their life (health, school, work, 
family, friends, etc); 

                                                            
15  http://www.bbc.co.uk/news/uk‐11833241 
16  See, e.g., Huppert,  F.A., Keverne, B. and Baylis, N, eds  (2005), The Science of Well‐being, Oxford, Oxford 
University Press. 
17 Michalos, A. (2007)  ‘Education, happiness and well‐being’, paper presented at an  international conference 
on ‘Is Happiness measurable?’, Rome, University of Rome.  
18  Oishi et al, op.cit 
19  Martin, C.R. et al (2002), ‘A life course perspective on childhood happiness and its relation to mortality risk’, 
Personality and social Psychology Bulletin, 28, 1155‐1165   
20 Oishi,  S., Diener,  E., &  Lucas,  R.E.  (2007),  ‘The  optimum  level  of well‐being:  Can  people  be  too happy?’ 
Perspectives on Psychological Science, 2, 346‐360.  
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• how the feelings and experiences relating to one domain can impact on the others 
in diverse ways;  

• the balance between their positive and negative feelings; 
• the resources that they have (emotional, cognitive, social) that enable them to 

cope with change, be resilient in the face of adversity and engage constructively 
with their world.21    

 
It would seem, therefore, that life satisfaction or happiness may be a necessary but not 
a sufficient condition for well-being and may be too complex to be captured by simple 
questions about how the individual feels about his or her life at any given moment in 
time or even over an extended period.   
 
This has been a general and brief review of some of the key issues around the concept of 
well-being within academic research and also in relation to policy development and 
implementation.  However, before looking at the measurement of well-being it is also 
important to examine two other issues which relate directly to the importance of well-
being in the Getting it right for every child approach.  
 
2. Children’s well-being and well-becoming 
 
As noted earlier, the norm, until comparatively recently, for inter-governmental and 
even governmental monitoring of the welfare and well-being of children and young 
people was to use income levels within households as a proxy measure of well-being. 
Even where evaluations incorporated other data on material conditions it was unusual for 
the child to be taken as the primary unit of observation.22  Evidence from and about the 
mother was often used as a proxy for the well-being of babies and toddlers while 
evidence on circumstances within households, including family structures, was often 
used as a proxy for older children and adolescents, even though in-depth studies on 
families often showed that the same circumstances could impact differently on each 
sibling, depending on their age, gender, health, birth order and individual family 
relationships.23 
 
Also, although there is a wealth of theoretical and research literature on child 
development covering physical, psychological, cognitive, social, moral and spiritual 
development, most of the work specifically focused on children’s well-being, at least until 
comparatively recently, has either adopted a deficit model focused on unmet needs, 
learning difficulties and problems or has tended to treat children as a form of ‘human 
capital’ – the next generation – where the desired outcomes are defined in terms of 
successful adolescence and adulthood rather than in terms of their current childhood 
experiences.24   
 
By the late 1990s an alternative approach was emerging which advocated focusing on 
the activities and experiences of children when they are children.25 This relatively new 

                                                            
21 National CAMHS Review Expert Group  (2008), Children and young people  in mind:  the  final  report of  the 
National CAMHS Review, London, Department of Health 
22 Jensen, A. M and Saporiti, A. (1992): Do children count ?. Childhood as a social phenomenon In Bardy M., et 
al,  (eds)  Childhood  as  a  social  phenomenon.  Eurosocial  Report  36/17.  Vienna:  European  Centre  for  Social 
Welfare Policy and Research. 
23 Ben‐Arieh, A. (2006), Measuring and monitoring the well‐being of young children around the world, paper 
prePared for the Education for All Global Monitoring Report (2007), Paris, UNESCO 2007/ED/EFA/MRT/PI/5  
24 Qvortrup,  J.  (1999).  The meaning  of  child's  standard  of  living.  In  A.B.  Andrews & N. H.  Kaufman  (Eds.), 
Implementing the U.N. Convention on the Rights of the Child: A standard of living adequate for development. 
Westport, CT: Praeger. 
25 See, e.g., Ben‐Arieh, A. (1998). The need for monitoring and measuring young children's wellbeing. In D. K. 
Behera  (Ed.), Children and childhood  in our contemporary societies: A special volume of the Journal of Social 
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body of work builds on existing child development theories but also introduces five 
additional dimensions to work on children’s well-being: 
 

• The traditional focus on ‘well-becoming’ (i.e. preparing children and young people 
for a productive and satisfying adulthood) is supplemented by a focus on 
childhood as a unique stage of identity, not simply one among many stages of 
becoming an adult. 

 
• Since children are still growing physically, emotionally, cognitively and socially it 

is important to take a developmental view of their well-being. Are they 
functioning as well as might be expected for their age and stage of development 
given the conditions and circumstances that are impacting upon them?     

 
• The well-being of children is perceived to depend to some degree on the 

protection and realisation of their rights as children. 
 

• Children’s well-being is regarded as meaning more than just the absence of 
deficiencies and negative experiences and conditions since the absence of these 
negative factors does not necessarily indicate personal growth, success or even 
quality of life.   

 
• Children are not perceived to be merely passive recipients of experience but 

rather they are active contributors to their own development who also influence 
the significant others in their lives who are important for their sustained well-
being. As such, they also have a perspective on their well-being and what is best 
for them that needs to be taken into account.  
 

This new perspective on children’s well-being is neatly summarised in the following 
comments by Bradshaw et al: 
 

“Well-being can be defined as the realisation of children’s rights and the fulfilment 
of the opportunity for every child to be all she or he can be in the light of a child’s 
abilities, potential and skills. The degree to which this is achieved can be 
measured in terms of positive child outcomes, whereas negative outcomes and 
deprivation point to the neglect of children’s rights.” 26 

 
This rights-based approach to children’s well-being also has a resonance with the 
UNICEF definition of the child’s well-being and welfare which was used for the first time 
in their 2007 Report on the well-being of children and young people in OECD countries; 
 

“The true measure of a nation’s standing is how well it attends to its children – 
their health and safety, their material security, their education and socialisation 
and their sense of being loved, valued and included in the families and societies 
in which they are born.” 27   

 
Not surprisingly, the inclusion in the 2007 UNICEF Report of data from surveys of 
children and young people demonstrated the importance assigned to Article 12 of the 
United Nations Convention on the Rights of the Child (1989) which stated that when 
adults make decisions affecting children those children have the right to say what they 
think should happen and have their opinions taken into account.  Article 3 of the 
                                                                                                                                                                                         
Sciences  (pp.25‐49) &  Bradshaw,  J., &  Barnes,  H.  (1999).  How  do  nations monitor  the well‐being  of  their 
children. Paper presented at the Child Well‐being in Rich and Transition Countries, Luxemburg. 
26 Bradshaw, J., Hoelscher, P. and Richardson, D. (2007), 'An Index of Child Well‐being in the European Union ', 
Social Indicators Research 80: p.135 
27   UNICEF,  (2007), Child poverty  in perspective: An overview of  child well‐being  in  rich  countries,  Florence, 
UINCEF Innocenti Research Centre. 

8 
 



 
 

Convention states that the best interests of the child must be the primary concern when 
taking decisions about the well-being of that child.  Undoubtedly, in many cases, as the 
Council of Europe’s Commissioner for Human Rights, Thomas Hammarberg, has 
observed, “for the best interests of the child to be determined, it is important that the 
child....be heard.”28 Nevertheless, this is not necessarily the same thing as always giving 
primacy to those views. Article 3 goes on to acknowledge that the child may not always 
be mature enough to identify what is in his or her best interests, the child’s interests 
may clash with the interests of other children, or the child may be confronted by a 
conflict of interests in a specific situation.  For example, the young carer whose 
education and overall quality of life may be negatively affected by their role but who is at 
the same time unhappy about the implications of support workers taking on the caring 
role instead. 
 
This brings us to another definitional issue: is it necessary to define childhood well-being 
in a more specific, and perhaps narrower, way than is apparent in the burgeoning 
research literature when looking at the well-being of children and young people within 
the specific context of the delivery of children’s services? 
             
3.  Well-being in the context of delivering children’s services 
 
Generally speaking policies targeted on children and young people, and the services that 
have the responsibility for implementing those policies, are concerned with improving 
the material conditions of children and their families, addressing their basic needs, 
identifying and responding to any needs that are not being met, protecting them from 
actual or potential harm, creating support networks and environments in which they can 
thrive and develop successfully and promoting appropriate behaviours and choices which 
are likely to enhance their long-term health and quality of life.   
 
Hopefully many of those children and young people will lead happy and contented lives 
both in the present and the future.  However, although it may well be that all 
governments would regard the happiness or contentment of the population as a 
desirable general goal, it is difficult to see how happiness could ever be a realistic and 
measurable outcome for specific policies or services.29  Much of the academic research 
indicates that personality traits, genes, early environment and intentional behaviours 
and choices account for most of the variability in people’s happiness or contentment with 
life. Only a small degree of variability can be attributed to material conditions.  In such 
circumstances treating happiness as an outcome for policy might be “akin to making a 
rod for one’s own back”. 30  
 
As yet there have been few attempts to develop indicators of subjective well-being in 
order to evaluate policy outcomes and although Thompson and Marks offer guidance on 
the potential for developing these kinds of indicators they also express caution: 
 

“where subjective indicators have gained widespread acceptance it has been in 
relation to people’s views about aspects of service provision (e.g. ‘Please rate 
your satisfaction with your access to healthcare’) or else their feelings about 
aspects of society – crime, for instance – over which policy-makers might expect 
to have some direct influence. These kinds of questions, whilst still concerned 

                                                            
28 Hammarberg, T., (2008), ‘The Principle of the best interests of the child – what it means and what it demands 
from adults’,  lecture given  in Warsaw, 30 May, 2008, Strasbourg, Council of Europe ComndH/Speech  (2008) 
10.  
29 Aked, J., Michaelson, J., & Steuer, N. (2010), The role of local government in promoting well‐being, London, 
Local Government Improvement and Development. 
30  Thompson,  S. & Marks, N.  (2008), Measuring well‐being  in  policy:  aims  and  applications,  London, New 
Economics Foundation, p.16 
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with subjective opinions and feelings, are essentially outward-facing. It is easy to 
develop a theory of change about how, for instance, the presence of more police 
officers on the streets would lead to reduced subjective fear of crime. By contrast, 
questions about happiness, satisfaction, personal growth and flourishing are 
inward-facing......it is harder to put forward a compelling hypothesis about how a 
policy intervention will improve subjective happiness than about how it will 
reduce subjective fear of crime.”31 

 
In such circumstances government agencies seeking to implement policies and initiatives 
aimed at enhancing the well-being of children and young people have tended to opt for a 
concept of well-being which may not be as wide-reaching as some of those definitions to 
be found in the academic literature but they do serve to highlight the tangible outcomes 
that these policies seek to achieve.  As Ereaut and Whiting note when referring to the 
outcomes of Every Child Matters, these are operational definitions where “well-being is 
defined by the outcomes designed to measure it”.32  This reflects a growing concern 
amongst policy makers, service managers and practitioners about the need to collate 
reliable evidence that is useful for monitoring the progress of children and young people 
and useful for assuring the quality of service delivery.  
 
In Scotland the Getting it right for every child initiative has identified eight overarching 
Well-being Indicators which have their historical roots in thinking about children’s rights 
and in child development theories. The definitions used for these eight domains are 
reproduced below. 
   

SAFE 
Protected from abuse, neglect or harm at home, at school and in 
the community. 

HEALTHY 
Having the highest attainable standards of physical and mental 
health, access to suitable healthcare, and support in learning to 
make healthy and safe choices. 

ACHIEVING 
Being supported and guided in their learning and in the 
development of their skills, confidence and self esteem at home, 
at school and in the community. 

NURTURED 
Having a nurturing place to live, in a family setting with 
additional help if needed or, where this is not possible, in a 
suitable care setting. 

ACTIVE 
Having opportunities to take part in activities such as play, 
recreation and sport which contribute to healthy growth and 
development, both at home and in the community. 

RESPECTED 
Having the opportunity, along with carers, to be heard and 
involved in decisions which affect them. 

RESPONSIBLE 

Having opportunities and encouragement to play active and 
responsible roles in their schools and communities and where 
necessary, having appropriate guidance and supervision and 
being involved in decisions that affect them. 

INCLUDED Having help to overcome social, educational, physical and 

                                                            
31 Thompson & Marks, op.cit. p.15 
32  Ereaut, G. & Whiting,  J.  (2008), What  do we mean  by  ‘wellbeing’?  And why might  it matter?,  London, 
Linguistic Landscapes/DCSF, p.13 
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economic inequalities and being accepted as part of the 
community in which they live and learn. 

 
 
These eight Well-being Indicators can be linked specifically to the Scottish Government’s 
National Outcomes. In particular, the following four outcomes: 
  

National Outcome 4: that all children and young people should grow to be 
confident individuals, effective contributors, successful learners and responsible 
citizens; 
 
National Outcome 5: that children have the best start in life; 
 
National Outcome 6: that we live, longer, healthier lives; 
 
National Outcome 8: that there are improved life chances for those children, 
young people and families who are at risk. 

 
 To use Asher Ben-Arieh’s distinction, the eight indicators represent the child’s current 
well-being at any given point in their childhood or adolescence while the National 
Outcome focuses on the child’s well-becoming. They may not, in combination, constitute 
a comprehensive measure of a child’s well-being but they do offer a useful and practical 
way of both gauging the extent to which the systemic changes and the changes in 
practice and professional cultures that are central to Getting it right are impacting on 
children’s lives as well as evaluating and monitoring the impact of specific interventions 
and kinds of support on children experiencing a whole range of different concerns and 
unmet needs. These indicators are discussed in more detail later in this Report. Before 
that there is a brief summary of the key points being made in this section.   
 
Summary of key points: What is Well-being? 
 
 
Although the meaning of well-being continues to be contested within both the policy and research 
spheres it should be apparent from the foregoing discussion that a number of key characteristics 
can be identified which would need to be taken into account when devising measures of the well-
being of children and young people: 
 

• Well-being is a means of achieving other important ends but it is also an end in itself. 
 

• A focus on the child or young person’s quality of life in the here-and-now (their well-being) 
is as important as establishing how well-prepared they are for adult life (well-becoming). 
 

• This shift of focus also acknowledges that proxy measures, such as the level of income 
poverty in households, are insufficient to gauge the well-being and welfare of the child.  

 
• A developmental perspective is essential when assessing or measuring the well-being of 

children and young people.  It is important to gauge the extent to which they are thriving 
and functioning as well as could be expected for their age and stage of development.  
 

• The child’s well-being is multi-faceted.  It is important to measure it across all the various 
domains that are relevant to a child’s life.   

 
• All children and young people have certain basic needs that are central to their welfare and 

well-being.  These include the need for love and nurturing, a safe and secure home and 
community environment, a basic level of economic security, appropriate health care, 
appropriate education, opportunities for enjoyable and stimulating recreation, adequate 
and appropriate nutrition, clothing and accommodation, the need to be valued and 
respected and the need to feel that they belong.   
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• However, well-being is more than the absence of poverty, illness, incapacities and negative 
experiences and conditions. It is also a positive psychological and social state that enables 
the child or young person to flourish. It includes: a positive outlook on life, a sense of 
purpose, a realistic expectation of the goals they can achieve, a feeling of being connected 
to a network of carers and friends, and the capacity and confidence to cope with new 
challenges and risk factors in their lives. 

 
• A key dimension of the child’s or young person’s social and psychological well-being is their 

own evaluation of the quality of their lives: whether they are happy, satisfied and content 
with the support and help they are receiving and with their lives in general. However, 
simple measures of life satisfaction or happiness at a given point in time are unlikely to 
capture the complex interactions between positive and negative feelings in different areas 
of the child’s life which may be impacting on the child’s sense of well-being. 
 

• Measures of happiness, taken in isolation from indicators of the child’s capacities, 
functioning and material well-being, tend to be poor predictors of how the child will 
respond to risk factors and negative conditions.         
 

• Any concept of well-being that is used to evaluate the effectiveness of children’s services 
will need to acknowledge that the primary role of these services is to create the conditions 
for the well-being of each child or young person rather than to promote their happiness. As 
such, these measures of well-being will need to be fit for purpose. 
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SECTION 2: Measuring Well-being 
 
1. Developing a framework for mapping and measuring children’s 
well-being 
 
In the previous section it was stressed that while the literature on well-being is 
characterised by many competing definitions of the concept it is generally agreed that 
well-being is multi-dimensional. Even those who equate it with life satisfaction or 
happiness recognise that for any individual the degree of well-being may vary depending 
on the context or the domain. This recognition is even more apparent in the work of 
those who argue that well-being also incorporates physical and emotional health, 
welfare, security, safety from harm, cognitive, social and psychological functioning and 
personal growth.  
 
Furthermore, it is now widely accepted that levels of well-being in one domain impact 
upon and interact with levels of well-being in other domains.  How the child feels about 
school, for example, is not just affected by his or her experiences at school, it is also 
affected by circumstances at home, their relationships, their physical and psychological 
health, their confidence and their sense of self esteem.  The developmental ‘ecological’ 
practice model that has been developed through Getting it right for every child 
recognises the dynamic nature of the child’s well-being and the importance of 
responding to the needs of the whole child, rather than the child as family member, 
patient, pupil, victim or young offender.  Assessments seek to identify all the factors in 
the child’s life which may be impacting positively or negatively upon them in order to 
determine how best to help them when they experience problems.  Interventions may be 
targeted on a specific concern but, at the same time, they will also recognise that action 
may be needed in a number of areas of the child’s life in order to bring about a 
significant improvement in the child’s well-being.  
 
Also, as previously noted, the focus on the well-being of children and young people 
introduces an additional challenge for measuring well-being since the framework needs 
to take into account the norms or what might be expected of children and young people 
at different ages who are still growing and developing.    
 
Multi-dimensionality, a developmental perspective and the need for a holistic approach 
all present major challenges in developing a framework for measuring the well-being of 
children and young people that will ensure a good match between what should be 
measured and what is actually measured. 
 
2. From outputs to outcomes 
 
In recent years there has been a significant shift in thinking about the monitoring of the 
performance of public services, including children’s services. When governments first 
started introducing performance monitoring the emphasis was primarily on measuring 
whether  public authorities were delivering the services they were required to do and to 
a satisfactory standard. In other words, the focus was on outputs – the processes and 
actions taken by services on behalf of their clients.  Some outputs can be equivalent to 
policy outcomes.  For example, an increase in the number of perpetrators of domestic 
abuse who are charged with offences such as assault or breach of the peace may be an 
indicator of the impact of a new policy by police forces towards domestic abuse.  An 
increase in the number of incidents of suspected child abuse which are reported to the 
police may be an indicator of the impact of a public campaign to raise awareness about 
child neglect and abuse.  At the same time these are also output measures which can be 
quantified. For some outputs, such as immunisation rates, there is a well-established 
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evidence base that the desired outcomes will be achieved for very high proportions of 
children.  
 
However, within children’s services in Scotland, and elsewhere in the United Kingdom, 
there has also been a greater emphasis on outcomes in the sense of developing 
measures or indications of the impact that specific interventions and support (both 
single-agency and multi-agency) are having on children and their families, whether in 
terms of improved circumstances or changes in behaviour by the child or the child’s 
family and significant others or in terms of greater satisfaction with the services 
provided.  
 

Getting it right outcomes framework 
 
In this respect Getting it right is very much an outcomes-led approach to providing help 
and support for children and young people.  The outcomes may be simple – the result of 
a single, specific action – or they may be complex – the consequence or result of a 
number of related and un-related actions, initiatives and programmes. Outcomes can 
usually be measured at different levels.  In the context of children’s services it is often 
possible to assess outcomes at the level of the individual child, the family, aggregated 
sub-groups within the population, a particular neighbourhood or community, a specific 
service or agency, a local authority or at the national level. 
 
The fact that outcomes can be measured at different levels raises a potential challenge 
for developing an outcomes framework for Getting it right.  The closer we are to 
examining the impact of children’s services on the individual child the more likely it is 
that the outcome actually measures the impact on the child’s life circumstances and 
behaviour.  For example, a five year-old child is experiencing some mild speech 
difficulties; an input of six-weeks support from a speech and language therapist is 
proposed and at the end of the six weeks it should be possible to establish the extent to 
which the difficulties have been overcome or alleviated, and whether or not an additional 
input of therapy will be required  However, as we move out to wider administrative 
levels - local or national government  -  then the more likely it is that the outcome 
measures will be high-level and general. At the national level the requirement is for 
headline statements about how healthy, safe, achieving, nurtured, active, respected, 
responsible and included the nation’s children are.   
 

National, local and individual data 
 
Traditionally this high-level outcome data has not been generated by aggregating all the 
data available on children and young people that relates to each of these domains. It has 
been assumed that the amount of time and funding required to collate all the relevant 
data and cross reference it with other data on each child in order to produce aggregated 
evidence for each well-being domain would not be justifiable.  Electronic systems for 
recording information and plans have been developed for health, education and social 
work and the potential for these systems to interact with each other is being explored. 
Technological systems remain to be developed. Currently the Scottish Government is 
working with partners to develop a secure web-based inter-Agency Communication Tool 
(iACT) to facilitate appropriate electronic information sharing across all agencies working 
with children. This is still in development and will seek in the future to support best 
practice under Getting it right where information is shared using a common language 
and understanding based around the well-being indicators.  Considerable further work 
would be required to aggregate individual outcomes at local or national level. However, 
the potential exists to achieve this if there is a willingness to embed into practice the 
Getting it right common language, the practice model, a standard template for a Child’s 
Plan which provides for systematic recording of outcomes and investment in electronic 
sharing of information and plans. An over-arching requirement would be a national 
Information Strategy which emphasises the importance of ‘outcomes’ and joint working, 
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achieving buy-in at all levels to appropriately share targeted information about children 
and young people and collecting sanitised data on outcomes and the activities and 
processes that lead to them. 
  
In the meantime headline statements about high-level outcomes tend to rely on 
indicators which are deemed to be indicative of broad trends within the population as a 
whole. 
 

Short, medium and long-term outcomes 
 
Not only can we measure outcomes at these different levels - the individual, the local 
and the national  -  it is also possible to think in terms of well-being outcomes which are 
short-term, intermediate and long-term at all three levels.  Perhaps the best way of 
conveying the distinction is by taking a specific example.  The one we have used here is 
Child Protection. 
 
Short-term outcomes 
In the short-term, as Figure 2 shows, the outcomes relate very specifically to ensuring 
that the child or young person is safe: that they (or the perpetrator of harm or neglect) 
have been removed from the situation where the child is at risk of further harm or 
neglect, or there is clear evidence that the level of risk has been significantly reduced.    
There has been a tendency in the past to present statistics on numbers of children on 
the Child Protection Register, numbers remaining with parents or in kinship care, 
numbers with foster carers and placed for adoption as if these figures were outcomes for 
the child.  In a weak sense they are outcomes. But without further contextual 
information they tell us very little about the extent to which the child or young person is 
now actually safer, whether the intervention has helped to address the impact on them 
of exposure to abuse and neglect, or how the intervention will contribute to achieving 
longer-term developmental goals for the child or young person.  
 
Medium-term outcomes 
Even at the level of the child’s safety it could be argued that information about de-
registering and re-registering, subsequent referrals on child protection grounds and 
subsequent joint investigations would be better indicators of the effectiveness of the 
interventions taken on behalf of the child rather than of specific outcomes in relation to 
that child or young person. There is usually a time lag between the initial intervention to 
protect the child and subsequent actions intended to ameliorate any of the effects that 
exposure to and experience of abuse or neglect have had on the overall well-being, 
welfare and cognitive, psychological, social and behavioural development of the child or 
young person. 
 
Long-term outcomes 
In the long-term we would be seeking reassurance that the child or young person 
continues to be safe from harm and that their well-being and their developmental 
trajectory is in line with norms for their age and stage of development.  In addition we 
might be looking for signs that they have the knowledge, skills, self awareness, 
confidence and resilience to cope with any further exposure to risks and potential harm.  
Finally we would also be looking for signs that the intervention and subsequent support 
has enabled them to avoid many of the negative outcomes experienced by other victims 
of abuse and neglect: school exclusions, low attainment, poor employment prospects, 
teenage pregnancies, self harm, harming others, sexual exploitation, juvenile crime and 
anti-social behaviour.33     
 
                                                            
33  See,  e.g.,  Semidei,  J.  et  al  (2001),  ‘Substance  abuse  and  child  welfare:  clear  linkages  and  promising 
responses’,  Child Welfare,  80  (1);  and McGlade,  A.  et  al  (2009),  ‘Child  protection  outcomes  for  infants  of 
substance‐using mothers: a matched cohort study’., Pediatrics, 124.  
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Figure 2. Child Protection: the distinction between short-term, intermediate and long-
term Well-being Outcomes for children and young people 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Short –term Outcomes 

SAFE

Intermediate Outcomes 

SAFE 

Long –term Outcomes 

SAFE 

Progress  is  being made  to  alleviate 
the  impact of harm or  risk of harm 
on the child or young person’s well‐
being, particularly: 
• Safety from harm and neglect 
• Physical health 
• Emotional health 
• Mental health 
• Achievements at school 
• Relationships with family/carers 
• Relationships with others 
• Self respect and esteem 
• Responsible  behaviour  and 

attitudes 
• Social inclusion 
 

Child  or  young  person  is 
removed  from  the  situation 
where  he  or  she  is  at  risk  of 
further harm or neglect. 
 
Source(s)  of  risk  to  child  or 
young person  are removed. 
 
Source(s)  of  risk  to  child  or 
young person are significantly 
reduced. 

Child or young person’s well‐being is 
as expected  for  their age and stage 
of development. 
Child  or  young  person  is  meeting 
their  developmental  milestones  as 
they  progress  through  childhood 
and adolescence.  
Child  or  young  person  is 
demonstrating  resilience  in  coping 
with  new  circumstances  and 
adversities. 
Child  or  young  person  is  not 
presenting  new  concerns  about 
their  conduct  or  life  style  which 
might be traced back to their earlier 
experiences.  

 
 
3. Indicators and other measures 
 
Definitions 
 
Indicators present evidence which is deemed to be indicative of a particular state or 
condition at a specific point in time or over a specific period of time.  This evidence could 
be numerical (e.g. “The number of young offenders referred to the Children’s Reporter 
has fallen by 20% in the last year”) or qualitative (e.g. “The Youth Service reports 
increased participation by young people in local youth forums”).  The quantitative 
indicators may or may not incorporate targets, that is, pre-specified commitments to 
achieve a specific intermediate or final outcome (e.g. “To achieve a 10% increase in the 
percentage of school leavers entering further/higher education, training or employment 
over the next five years” or “To reduce the incidence of dental caries amongst five year-
olds by 5% within three years”). The qualitative indicators may be derived from self-
reporting by children, young people, parents or carers or from the observations of 
experienced practitioners.   They may reflect feelings of well-being, levels of satisfaction 
with the delivery of services or they may be indications of symptoms of ill-health or 
warning signs of emerging concerns or problems that might escalate. 
 
The key word is ‘indicative’: either signifying or implying that something is the case.   
Most indicators are indirect rather than direct measures of something particularly when 
that ‘something’ is not obvious or when it may be multi-dimensional. For that reason 
many indicators designed to provide information about inputs, processes, outputs or 
outcomes are proxy measures, particularly when they are used as headline indicators of 
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high-level outcomes. They serve as a broad-brush way of highlighting when progress is 
being made or when there may be cause for concern or a need to re-consider priorities 
or policies.  Of necessity, they simplify reality. If they are good indicators they will 
present us with good grounds for supposing that something is the case and good 
grounds for predicting what might happen in the future if steps are not taken to arrest or 
reverse an apparent trend.  
   
When collecting data about individual children as part of a preliminary assessment, an 
interim assessment, a full-scale multi-agency assessment or for measuring progress 
once a child’s plan is in place practitioners are also looking for ‘indicators’. In other 
words, they are seeking evidence of a particular state or condition, or change or 
improvement in that state or condition.  However, the term ‘indicator’ has increasingly 
been appropriated for measuring performance and tends now to be used almost 
exclusively at the level of the service, the public authority or the national level.   
 
We have therefore found it useful, in the course of evaluating the development and 
implementation of Getting it right, to employ the term ‘signifier’ rather than ‘indicator’ 
when referring to evidence which is indicative of a particular state or condition or change 
at the level of the individual child, young person or family.  These too can be direct or 
indirect measures.  Their function is to provide the practitioner with ‘signs’ that alert him 
or her to a concern about a child or young person or signs that indicate that the planned 
intervention or actions have helped and that the child and family are making progress in 
the intended direction.  Signifiers give meaning to the data that may be collected about 
the individual child or young person.  They are derived from the substantial body of 
research on children’s well-being and development, particularly two related strands: 

• age-related research on development milestones and norms for behaviour and 
attitudes; 

• research to identify warning signs for a range of different areas of concern such 
as child abuse, neglect, inadequate parenting, readiness for school and other 
transitions, possible mental health problems and other unmet needs. 

 
The potential purposes of indicators and signifiers 
 

National Indicators 
 
Generally, within the context of the delivery of children’s services, national performance 
indicators and quality improvement indicators have been designed:  

• To provide headline indications of the well-being of the nation’s children and 
young people; 

• To track changes in the well-being of children and young people over time and 
use this to set goals, inform planning and identify priorities for resourcing and 
support;  

• To benchmark the progress made in improving the well-being of children and 
young people relative to other countries; 

• To identify where there may be up-coming problems or where policies and 
specific initiatives are not generating the desired outcomes; 

• To hold services and agencies to account; 
• To evaluate the impact of specific policy initiatives. 

 
Local Indicators 

 
At the local level performance indicators and quality improvement indicators are also 
designed to fulfil some of these purposes.  The headline indicators relate to the well-
being of children, young people and families within the local authority or health board. 
There is still a need to track changes over time and relate these to planning and 
identifying priorities. There is also a need for data for quality assurance purposes across 
and within services and for local evaluations of new initiatives and programmes. Such 
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data can also provide prior intelligence for scrutiny and inspections. Some indicator sets 
can also support benchmarking of local practice to establish standards of performance 
and feed these into workforce development, especially where new processes and 
procedures have been introduced.         
 
 

Individual signifiers of outcomes 
 
Potentially, signifiers or indications of well-being at the level of the individual child or 
young person, if recorded systematically, could be aggregated to perform most of the 
functions outlined above.  Data from records and child’s plans could be used in 
aggregated form for the purposes of  headlining, benchmarking, quality assurance, 
scrutiny, planning and identifying priorities and areas of concern. However, in most local 
authorities and health boards more development work on children’s records and plans, 
data merging and staff development would be needed before this was possible. But, at 
the level of the individual child, young person or family, systematically gathered data 
can be used to inform practice in a number of ways:   
 

• To provide evaluative feedback on promotional and preventative work.  
Aggregated data at the national and local level related to high-risk behaviours, 
particularly if time series data are available, can provide helpful indications of, for 
instance, the impact of health promotion and health prevention work.  A 
reduction in the number of low birth weight babies, a reduction in the average 
BMI of children in different age groups or a reduction in the number of children 
experimenting with harmful and illicit substances and other similar national and 
local indicators are generally used to track changes in the well-being of children 
and young people and also to evaluate the impact of health promotion and 
prevention policies and initiatives.  However, most of the indirect aggregate 
measures currently employed do not permit us to differentiate between those 
children and families who are most at risk and most in need of health promotion 
and prevention and the rest. Data at the individual level, which tracks the child’s 
development, identifies high-risk factors in the child’s life and charts the impact 
of specific interventions, can provide this kind of evaluative perspective.  

      
• To identify problems and concerns that the child or young person may be 

experiencing and, in particular, to serve as early warning signs of future problems 
and concerns. 

 
• To facilitate a holistic assessment of the child’s well-being before, during and 

after any planned intervention or additional support.  
 

• To chart the progress being made by the child or young person once a planned 
intervention has been implemented. 

 
• To provide evaluative feedback on whether a specific, planned intervention for an 

individual child, young person or family is working. 
 

• To provide feedback on service users’ satisfaction with the appropriateness, 
timeliness and quality of the services provided.  
 

• To indicate when a child or young person is back on trajectory to meet his or her  
developmental milestones or is now presenting attitudes and behaviours in line 
with their developmental age or stage. 
 

• Where the child or young person has disabilities or long-term conditions, to 
indicate if they are: 
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− Developing sufficient resilience to manage their condition as well as might be 
expected for someone of their age and condition; 

− Showing appropriate development given their condition;   
− Making good progress towards those developmental milestones which are not 

or should not be affected by their disability or condition.   
 
Development and selection criteria 
 
A number of literature reviews and surveys of the use of indicators for monitoring the 
well-being of babies, children and young people have reached similar conclusions about 
the key criteria for developing new indicators or selecting from existing indicator 
banks.34   The criteria most frequently cited are that the indicators should be:  

• relevant  
• fit for purpose 
• cost effective  
• conceptually valid (i.e. that they measure what they purport to measure) 
•  methodologically robust and reliable (they consistently measure the same things 

over time and space)  
• reflective of the multi-dimensional nature of the child’s well-being  
• age-appropriate  
• capable of being disaggregated sufficiently to compare the well-being of different 

sub-populations of children and young people,  and, above all,  
• unlikely to produce ambiguous findings that are open to alternative 

interpretations.    
 
In the more recent literature three other criteria have also been highlighted, each of 
which reflects new thinking about children’s well-being.   
 
First, there is the importance of ensuring that any indicator set on children’s well-being 
includes both positive and negative indicators.  Here the argument is that any indicators 
set should not just measure the prevalence of risk factors and other concerns 
experienced by children and young people but also give some indication of positive well-
being, growth, capacities and quality of life.    
 
Second, there is the importance of indicators of subjective well-being as well as objective 
well-being. That is, of obtaining data about how children and young people feel about 
themselves and the support they are receiving. This, in turn, has meant a focus on the 
importance of the child or young person participating actively in the measurement 
process.  
 
Third, there is the need for indicators that measure the child’s current well-being and not 
just their future well-being (or well-becoming) as adolescents and adults.  
 
However, most indicator sets tend to attract criticism.  Ideally, a good set should provide 
data that meet the needs of a range of different constituencies: policy makers, strategic 
and operational managers in children’s services, professionals working with children, the 
children and families who use children’s services, academics and independent evaluators 
of national and local initiatives, the media, and the public at large.  In practice different 
constituencies often require different kinds of indicators to meet their needs. It is 
unusual for all of these constituencies to agree on the utility and relevance of the 
                                                            
34 See, e.g., Ben‐Arieh, A. et al,    (2001,) Measuring and Monitoring Children’s Well‐being, Dordrecht, Kluwer 
Academic Publishers; Moore, K.A. (1997) ‘Criteria for Indicators of Child well‐being’ in Hauser, R.M. et al (eds), 
Indicators of Children’s Well‐being, New York, Russell Sage Foundation), Moore, K.A.   et al,  (2003), The Uses 
(and Misuses) of Social Indicators: Implications for Public Policy,  Research Brief, Child Trends, Washington DC; 
Zeitlin,  J. et al  (2003),  ‘Selecting an  Indicator Set  for Monitoring and Evaluating Perinatal Health    in Europe: 
criteria, methods and results from the PERISTAT Project’, Journal of Obstetrics and Gynaecology, 111.    
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indicators being deployed and dissent often emerges around the interpretation of 
findings.  For example, an increase in the number of children with a child protection 
referral may suggest, on the one hand, that an early intervention approach is not 
working as effectively as it might but equally it could also show that more practitioners 
across children’s services are now alerted to signs of concern and are reporting them. 
Within a local authority or area team it may be that this can be explained in terms of 
how recently an early intervention approach and/or new processes were implemented.  
At the national level it may be harder to interpret national patterns and trends if there is 
a diversity of local policy initiatives and different start dates for implementation.  On the 
other hand, an indicator measuring the numbers of children with repeat referrals over 12 
months might be less open to multiple interpretations.   
 
As some of the reviews have highlighted, three distinct approaches to the development 
and selection of indicators of children’s well-being have emerged.   
 

Data-driven indicators 
 
The first of these is data-driven.35 Indicators tend to be developed or selected on the 
basis of the availability of data. Existing data sets are exploited in preference to 
developing new indicators.  This is partly because the processes of data gathering and 
analysis are already in place and partly because it is likely that baselines already exist to 
facilitate tracking of changes over time.  Issues regarding this approach tend to revolve 
around appropriateness and fitness for purpose. For example, concerns may arise where 
indicators which were originally developed to assess the impact of one particular policy 
or initiative are subsequently used to assess the impact of another, more recent policy or 
initiative. Similarly, concerns may arise where indicators which were originally devised to 
assess the performance of a particular children’s service are now used to evaluate the 
performance of integrated services. The need to retain existing indicators can sometimes 
stifle discussion about whether or not they are the most suitable ones for the new 
purpose for which they are now being used.     
 

Policy-driven indicators 
 
A second common approach is policy driven.  Here indicators are developed or selected 
to provide feedback on the impact of current policies or in order to inform the 
development of new policy.36 Initially this approach, drawing on the use of performance 
indicators in business, tended to produce indicators that focused on measuring inputs 
and outputs.  Then indicators were added that measured processes  - the means of 
turning inputs into outputs – and more recently there has been a growing emphasis on 
indicators that measure outcomes, i.e. the desired change(s) in a child’s life or 
circumstances brought about by a specific initiative, intervention, service or multi-
agency response. In practice a lot of policy-driven indicator sets, while emphasising the 
importance of outcomes, still tend to include a high proportion of output and process 
indicators.  When evaluating or monitoring the delivery of public services the distinction 
between outputs and outcomes is not always as clear-cut in practice as it appears in 
theory.  This reflects one of the problems of applying a business logic model to public 
services. If we were looking at the production of pharmaceuticals then it would be clear 
that the output is the pill and the outcome is the improved health of the patient who has 
taken the pill. But this concept of output is not so straightforward when applied to 
services, where there is no physical product that can be described as an output.  The 
service provider works directly with the client to bring about an improvement in that 
client’s life or circumstances.  The distinction between the output and the effects of that 
output are blurred. How do we know when the output has been delivered if not by 
evidencing the outcomes that have been achieved?   In the case of health care for a 

                                                            
35 Ben‐Arieh et al (2001), op.cit. 
36 Ben‐Arieh et al (2001), op.cit. 
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child, for example, the treatment (or output) could be said to be completed when the 
child no longer requires it (evidence of an outcome).   Not surprisingly, therefore, most 
of the indicator sets developed to inform or evaluate policy tend to be an amalgamation 
of output, process and outcome measures. If clear statistical linkages can be established 
between outputs, processes and outcomes then there is a sound basis for establishing or 
supporting evidence-based practice.  But if, as is sometimes the case with policy-driven 
indicator sets, the linkages are not established (and output or process indicators are 
employed because measuring actual outcomes would be problematic) then there is a risk 
that the positive impact on the child or young person is assumed rather than 
demonstrated.  
 

Theory-driven indicators 
 
The third common approach is theory-driven where the focus is on developing or 
selecting the best possible indicators from a theoretical point of view.   Theoretical 
perspectives have tended to drive both the shift towards seeing the child as the primary 
unit of observation rather than the parent or family, and the inclusion of subjective well-
being, the introduction of positive as well as negative indicators, the emphasis on 
previously ignored domains of well-being and the development of well-being indices. 
However, since the main theories influencing these developments have emerged out of 
developmental psychology and research on socialisation, there has been a tendency to 
focus primarily on developing indicators for early childhood, while work on middle 
childhood and adolescence has been more patchy.         
 

Developing or selecting indicators sets within the context of Getting it 
right 

 
In the case of Getting it right for every child it is clear that thinking about how to 
develop appropriate indicators or select from existing indicator sets has been influenced 
by all three approaches.  The search for indicators at the national and local level has 
been clearly influenced by:  

• the range of data which was already being collected;  
• government policies on children’s services; and  
• the over-arching National Performance Framework, with its five strategic 

objectives (A Scotland which is Healthier, Wealthier & Fairer, Safer & Stronger, 
Smarter and Greener), and its 15 National Outcomes and 45 National Indicators 
to guide public reporting on progress towards achieving those objectives.  

 
Only seven of the National Indicators focus specifically on outcomes for children and 
young people (e.g. targets for school leavers, reducing dental disease, the proportion of 
children with an unhealthily high BMI) or output measures relating to positive 
inspections of services. Some of the other National Indicators which are concerned with 
service users’ experiences of public services could also be said to apply to children and 
young people, while some of the other indicators which focus on improvements in the life 
chances of adults would depend to some extent on early interventions or changes in the 
social, economic and environmental factors which impact on children’s lives.   
 
At the local level each Local Authority in Scotland – and subsequently each Community 
Planning Partnership (CPP) - has signed a Single Outcome Agreement (SOA) which sets 
out how they intend to take forward the National Performance Framework within their 
locality.  As with the national outcomes and indicators it is clear that the selection of 
local indicators has tended to be both data-driven and policy-driven and the number and 
range of indicators has tended to be limited given that the SOA applies to the delivery of 
all public services and not just services for children.  In addition the integrated Children’s 
Service Plans (ICSPs) which each Local Authority, NHS Board and other planning 
partners has been required to complete since 2005 (as set out in the Local Government 
in Scotland Act, 2003) also included arrangements for monitoring progress towards 
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improving the well-being of children and young people.  While the number and range of 
indicators on outcomes for children used in the ICSPs has been greater than for the 
SOAs the selection has also tended to be policy driven and data-driven without 
necessarily reflecting new thinking about children’s well-being at the theoretical level. 
 
Getting it right for every child has clearly been influenced by Scottish Government Policy 
since at least the publication of For Scotland’s Children in 2001.37  The review of child 
protection in 200238 highlighted the importance of sharing information between agencies 
and effective multi-agency working and subsequent policies on Children’s Hearings, 
looked after children, children’s health, poverty and inequality, provision for early years, 
the Curriculum for Excellence and other policies impacting on children lives have all 
reflected the need for services to work together to improve and maintain children’s well-
being.  
 
At the same time, Getting it right is also rooted in a substantial body of theory and 
research about child development and its application to the work of practitioners in 
children’s services.39 
 
Getting it right has three overarching aims:  
 

• To create a more streamlined system of service planning and delivery across 
children’s services, with clear pathways for children and families who are seeking 
help, procedures and protocols for sharing information across services and a 
common approach to identifying and responding to concerns and unmet needs.   

 
• To provide, through the National Practice Model, standardized mechanisms for 

identifying and recording concerns, analyzing information and assessing needs 
and risks, producing a single-agency or multi-agency plan with clearly identified 
outcomes, and reviewing the progress made by the child or young person 
towards achieving those desired outcomes in order to evaluate the impact of 
actions taken and to inform any further planning. 

 
• To create a positive culture of appropriate collaborative working based on a 

shared understanding of the Getting it right approach, a common language, a 
willingness to adapt practice in line with the National Practice Model, and a 
recognition that the different domains of well-being are inter-dependent and that 
this requires an holistic approach to meeting the child’s needs.  

 
If new systems, processes and practices are introduced to protect children from harm, 
meet their physical, emotional, social and intellectual needs and enhance their long-term 
life chances then it is reasonable to evaluate how far these changes have succeeded in 
making a difference and for how many children.  In other words, to ask the question: to 
what extent are we getting it right for every child? To some degree statistical returns to 
the Scottish Government relating to the universal services and performance indicators 
and targets relating to child protection, looked after children, offence and non-offence 
referrals to the Children’s Reporter, HMI Inspections where appropriate, and the 
outcome data collated for Integrated Children’s Services Plans and Single Outcome 
Agreements can help to demonstrate whether or not children’s services are Getting it 
right for every child. However, they will not necessarily tell us if children’s services are 
Getting it right for each child.  Even if there is some overlap between different data sets 

                                                            
37 Scottish Executive, (2001), For Scotland’s Children, Edinburgh, Scottish Executive. 
38 Scottish Executive, (2002), It’s everyone’s job to make sure I’m alright: Report of the Child Protection Audit 
and Review, Edinburgh, Scottish Executive. 
39 For a summary of the theoretical  literature see Aldgate, J. et al (2005), The Developing World of the Child, 
London, Jessica Kingsley Publishing 
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we cannot simply assume that, for example, the lowest attaining 20 percent in schools 
are also the ones experiencing all the other problems and disadvantages.  
 
By contrast, each child’s record and plan is a potential source of data on outcomes that 
can provide a more holistic picture of how each child is doing as well as enabling direct 
links to be made to the specific interventions and support provided.  
 
This foregoing discussion serves to highlight one of the key problems of developing an 
outcomes framework that would encompass analysis of national and local trends, 
scrutiny, internal quality assurance of service delivery and assessment of individual 
children by practitioners: How to ensure some degree of clear correspondence between 
high-level headline indicators, mid-level indicators for scrutiny and internal quality 
assurance and base level indicators and measures for assessing the well-being of 
individual children. 
 

Linking individual and national indicators 
 
Historically the correspondence between national level indicators and individual level 
assessments of children’s well-being has tended to be the weakest.  There has been a 
stronger correspondence between quality indicators at the mid-level and the individual-
level data but it has not always been clear just exactly how individual-level data feeds 
into the judgements made about quality of service delivery. Are the judgements of 
quality actually based on outcomes or are they based on assessments of processes and 
outputs which are serving as proxy indicators of outcomes? Furthermore is it easier to 
make judgements about aggregated outcomes in some domains of well-being, such as 
educational attainment or physical activity, where norms and standards are fairly well-
established, compared with domains and sub-domains associated with psychological 
health, nurturing, or resilience in the face of adversity? 
 
Essentially the problem is that groups of practitioners across children’s services are 
constantly carrying out assessments of children’s unmet needs and the problems and 
difficulties they are experiencing. Many of these initial assessments will identify 
concerns: poor attendance at school, inappropriate sexual behaviour towards other 
children, panic attacks, aggressive behaviour towards others, learning difficulties, and so 
forth. If the assessment is multi-agency and holistic (i.e. concerned with the whole child 
and not just the specific concern that has been raised) then it is possible that the 
process will produce evidence relating to why this concern has emerged at this time and 
identifying other possible causes for concern.  
 
The assessment process produces indications or signifiers but these are fundamentally 
different to the higher-level indicators discussed earlier in this section.  In many respects 
they resemble symptoms:  

• the behaviour of one child is indicative of a high level of anxiety;  
• another child is behaving in ways that seem inappropriate for his age.    

These are general symptoms that could be caused by a range of different factors, 
separately and in combination. The anxiety or the regression may be due to witnessing 
domestic abuse in the home, being abused, being bullied at school, family separation or 
bereavement, a recent move to a new area, and so on. A more detailed assessment, 
possibly even a diagnosis by a specialist, may identify the causal factors. The plans 
which are subsequently produced to address the concerns and unmet needs are 
reviewed periodically to establish if progress is being made.  In the case of these two 
children progress would be measured by the extent to which the anxiety or regressive 
behaviour has stopped and the extent to which the factors causing it have been 
alleviated.  
 
Some kind of bridge is still needed between these signs or indications of improved 
outcomes and the more general and higher-level outcomes, as represented by the 
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Getting it right Well-being Indicators, if this kind of outcome data is to be used for other 
purposes, such as scrutiny or quality assurance. This bridging issue will be looked at in 
more detail in a second Report.40  
 
Summary of Key Points: Measuring Well-being 
 
An outcomes-based approach to children’s services 
Getting it right is an outcomes-led approach to providing help and support for children and 
young people.  The outcomes may be simple – the result of a single, specific action – or 
they may be complex – the consequence or result of a number of related and un-related 
actions, initiatives and programmes. Outcomes can usually be measured at different 
levels.  In the context of children’s services the outcomes may be assessed at the level of 
the individual child, the family, aggregated sub-groups within the population, a particular 
neighbourhood or community, a specific service or agency, a local authority or at the 
national level. 
 
The closer we are to examining the impact of children’s services on the individual child the 
more likely it is that the outcome actually measures the impact on the child’s life 
circumstances and behaviour.  However, as we move out to wider administrative levels - 
local or national government  -  then the more likely it is that the outcome measures will 
be high-level and general.  
 
In addition to levels, well-being outcomes can be identified which are short-term, 
intermediate and long-term:   

• In the short-term the outcomes relate very specifically to amelioration of a 
particular unmet need, usually the one that has alerted parents/carers or a 
professionals that there may be a concern.   

• In the intermediate term the outcomes relate both to the progress being made to 
address the child or young person’s other needs and concerns and to addressing 
the wider impact which the immediate concern may have had on the child’s overall 
well-being. 

• In the longer-term the outcomes provide an indication of whether or not:  
− the child’s well-being and developmental trajectory are now in line with the 

norms for their age and stage of development; 
− there has been any recurrence of concerns and needs; 
− they are developing the knowledge, skills, self awareness, confidence and 

resilience to cope with further concerns and problems; 
− the intervention and subsequent support has enabled the child or young 

person to avoid any of the negative outcomes that may be associated with the 
particular concerns and needs that had been initially identified.  

 
 
What are indicators? 
Indicators present evidence which is deemed to be indicative of a particular state or 
condition at a specific point in time or over a specific period of time.  This evidence could 
be numerical or qualitative.  Quantitative indicators may or may not incorporate targets, 
that is, pre-specified commitments to achieve a specific intermediate or final outcome. 
Qualitative indicators may be derived from self-reporting by children, young people, 
parents or carers or from the observations of experienced practitioners.   They may reflect 
feelings of well-being, levels of satisfaction with the delivery of services or they may be 
indications of symptoms of ill-health or warning signs of emerging concerns or problems 
that might escalate.   
 
The key word here is ‘indicative’; either signifying or implying that something is the case.  
Most indicators are indirect rather than direct measures of something particularly when 
that ‘something’ is not obvious or when it may be multi-dimensional. Of necessity, they 
simplify reality. If they are good indicators they will present us with good grounds for 
supposing that something is the case and good grounds for predicting what might happen 
in the future if steps are not taken to arrest or reverse an apparent trend.  
                                                            
40  Stradling,  B.  and MacNeil, M  (2011),  Getting  it  right  for  every  child:  a  framework  for  self  evaluation, 
Edinburgh, Scottish Government. 
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When collecting data about individual children for assessment, planning and reviewing 
progress practitioners are also looking for indications or evidence of a particular state or 
condition or a change or improvement in that state or condition.   
 
Because the term ‘indicator’ has increasingly been appropriated for measuring 
performance and tends now to be used almost exclusively at the level of the service, the 
public authority or the national level, this report also employs the term ‘signifier’ when 
referring to evidence indicative of a particular state or condition or change at the level of 
the individual child, young person or family.  These too can be direct or indirect measures.  
Their function is to provide practitioners with ‘signs’ that alert them to a concern about a 
child or young person or signs that indicate that planned interventions or actions have 
helped and that the child and family are making progress in the intended direction.  
Signifiers give meaning to the data that may be collected about the individual child or 
young person.   
 
The potential purposes and uses of indicators 
Generally, within the context of the delivery of children’s services, national performance 
indicators and quality improvement indicators have been designed to:  

• provide headline indications of the well-being of the nation’s children and young 
people and track changes over time;  

• use this information to set goals, inform planning and identify priorities for 
resourcing and support;  

• benchmark the progress made relative to other countries;  
• identify any up-coming problems;  
• hold public services to account;  
• evaluate the impact of specific policy initiatives. 

 
At the local level performance indicators and quality improvement indicators are also 
designed to fulfil some of these purposes.  There is also a need for quality assurance data 
across and within services and for local evaluations of new initiatives and programmes. 
Such data can also provide prior intelligence for scrutiny and inspections. Some indicator 
sets can support benchmarking of local practice to establish standards of performance and 
feed these into workforce development, especially where new processes and procedures 
have been introduced.         
 
At the level of the individual child, young person or family, systematically gathered data 
can be used to:    

• provide feedback on promotional and preventative work; 
• identify problems and concerns that the child or young person may be 

experiencing;  
• serve as early warning signs of future problems and concerns; 
• facilitate a holistic assessment;   
• chart the progress being made by the child or young person; 
• provide evaluative feedback on whether a specific intervention is working;  
• provide feedback on service users’ satisfaction;  
• indicate when a child or young person is back on trajectory.  

Development and selection criteria 
The criteria most frequently identified in the literature are that indicators should be 
relevant, fit for purpose, cost effective, measure what they purport to measure, 
methodologically robust and reliable, reflective of the multi-dimensional nature of the 
child’s well-being, age-appropriate, capable of being disaggregated sufficiently to compare 
the well-being of different sub-populations of children and young people,  and, above all, 
unlikely to produce ambiguous findings that are open to alternative interpretations.    
 
Recent literature has highlighted three other criteria:  

• The need to ensure that any indicator set on children’s well-being includes both 
positive and negative indicators so that it does not just measure the prevalence of 
risk factors and other concerns experienced by children and young people but also 
gives some indication of positive well-being, growth, capacities and quality of life.   

• The need for indicators of subjective well-being (how children and young people 
feel about themselves and the support they are receiving) as well as objective 
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well-being.  
• The need for indicators that measure the child’s current well-being and not just 

their future well-being (or well-becoming) as adolescents and adults. 
 
Ideally, a good indicators set should provide data that meet the needs of a range of 
different constituencies: policy makers, strategic and operational managers in children’s 
services, professionals working with children, the children and families who use children’s 
services, academics and independent evaluators of national and local initiatives, the 
media, and the public at large.  In practice different constituencies often require different 
kinds of indicators to meet their needs. Three distinct approaches to the development and 
selection of indicators of children’s well-being have emerged.  
  

Data-driven: Indicators which tend to be developed or selected on the basis of the 
availability of data. Existing data sets are exploited in preference to developing 
new indicators.   
 
Policy-driven: Indicators are developed or selected to provide feedback on the 
impact of current policies or in order to inform the development of new policy.   
 
Theory-driven: where the focus is on developing or selecting the best possible 
indicators from a theoretical point of view.    

 
In the case of Getting it right for every child it is clear that thinking about how to develop 
appropriate indicators or select from existing indicator sets has been influenced by all 
three approaches.  The search for indicators at the national and local level has been clearly 
influenced by the range of data which was already being collected and by government 
policies on children’s services.  
 

• Only seven of the 45 National Indicators developed for Scotland focus specifically 
on outcomes for children and young people or output measures relating to positive 
inspections of services. 

 
• The selection of local indicators for Single Outcome Agreements and for Integrated 

Children’s Service Plans has tended to be both data-driven and policy-driven 
without necessarily reflecting new thinking about children’s well-being at the 
theoretical level. 

 
• Getting it right is also rooted in a substantial body of theory and research about 

children’s development and its application to the work of practitioners in children’s 
services. 

Developing an outcomes framework for Getting it right for every child 
One of the key problems of developing an outcomes framework is how to ensure some 
degree of clear correspondence between high-level headline indicators, mid-level indicators 
for scrutiny and internal quality assurance and base-level signifiers and measures for 
assessing the well-being of individual children. 
 
The correspondence between national level indicators and individual level assessments of 
children’s well-being has tended to be the weakest.  There has been a stronger 
correspondence between quality indicators at the mid-level and the individual-level data 
but it has not always been clear just exactly how individual-level data feeds into the 
judgements made about the quality of service delivery. The assessment process produces 
indications or signifiers but these are fundamentally different to the higher-level indicators 
for national reporting.  
 
Some kind of bridge is needed between the evidence drawn from monitoring whether 
services are getting it right for the individual child and the more general and higher-level 
outcomes used as evidence of whether local and national authorities are getting it right for 
all children.  
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SECTION 3: Operationalising the Well-being Indicators  
 
It was noted earlier in this Report that well-being is multi-faceted and that measures of 
well-being need to take into account the different areas or domains of a child’s life. In 
the Scottish context these domains are represented by the eight Well-being Indicators. 
Scottish Ministers have emphasised that the Getting it right approach and methodology 
underpin the three main social frameworks: Early Years, Equally Well and Achieving our 
Potential. 
  
However, these Well-being Indicators are very broad.  Each indicator encompasses a 
wide range of potential concerns and needs.  For example, ‘being healthy’ includes both 
physical and mental well-being. It involves appropriate treatment when physically ill or 
injured and getting access to medical screenings, immunisations and dental care. But it 
also involves appropriate care and support for behavioural problems, depressions, 
stress, anxieties, separation and bereavement and problems arising from poor parental 
attachment. It also involves appropriate care and support for disabilities, disorders, 
developmental concerns and life-long conditions and terminal illnesses.  Finally it also 
includes the outcomes of health prevention and health promotion work relating to 
nutrition, diet, exercise, sexual health, and the choices young people make in relation to 
drugs, alcohol, tobacco, solvents and other harmful substances.  Similarly, it would be 
possible with an indicator such as ‘safe’ or ‘nurtured’, or any of the other Well-being 
Indicators, to identify a wide range of potential concerns and needs calling for different 
responses from the relevant services.  In other words, just as well-being itself is multi-
faceted so also is each of the eight domains identified in the Getting it right for every 
child approach.    
 
Although the Well-being Indicators provide a helpful overarching framework for 
identifying and assessing a concern about a given child or young person the Getting it 
right Pathfinder evaluation showed that professionals raising a concern or carrying out 
an initial assessment almost always broke these Indicators down into much more specific 
needs and concerns.  For example, teachers tended to express their concerns in terms of 
poor attendance, declining attainment, persistent disruptive behaviour and learning 
difficulties. The intended outcomes in the single-agency or multi-agency plan also tended 
to be expressed in very specific terms: actions would be taken by the school, with or 
without additional support from other agencies, to bring about improvements in 
attendance, behaviour or attainment.  Similarly, most health professionals have been 
trained to express their concerns in terms of episodes which need to be addressed and 
this was also reflected in the intended outcomes delineated in some of the health care 
plans.  In practice, the plans drawn up usually reflected a wider range of concerns than 
the specified intended outcomes and it was possible to identify progress being made 
towards outcomes that were not always clearly specified.  This was identified in the 
Evaluation Report as an area for workforce development and quality assurance.   
 
As a result we found it helpful to draw up a grid which broke down each Well-being 
Indicator into its key component elements or sub-domains.  [See Appendix 1].  These 
sub-domains are outlined in more detail below.  The purpose is two-fold: 
 

• To provide a starting point for establishing links between outcomes for the 
individual child (evidence of getting it right for each child) and outcomes 
measured through local and national indicators (getting it right for every child); 

 
• To highlight areas of overlap and inter-dependence between the eight Well-being 

Indicators (e.g. the clear links for any child or young person between being safe, 
nurtured, respected, included and physically and emotionally healthy and how 
these may be pre-conditions for their being responsible, active and achieving).   
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SAFE:  
 
Every child or young person has the right to be safe and protected and to feel safe and 
protected from any avoidable situation or acts of commission or omission by others 
which might result in that child:  

 
• being physically, sexually or emotionally harmed in any way;  
• put at risk of physical, sexual or emotional harm, abuse or exploitation; 
• having their basic needs neglected or experiencing that their needs are met in 

ways that are not appropriate to their age and stage of development; 
• being denied the sustained support and care necessary for them to thrive and 

develop normally; 
• being denied access to appropriate medical care and treatment; 
• being exposed to demands and expectations which are inappropriate to their age 

and stage of development. 
  
Any child or young person also needs to be helped to develop the knowledge and skills 
that will enable them to adopt safe practices in situations at home, at school or in the 
community where they may be at risk of significant harm.  In other words being safe is 
also a positive state of being and not just the absence of harm and neglect.  
 
Finally, being safe is also a positive state of mind.  The child or young person is not only 
objectively safe (the risk of significant harm has been removed or considerably reduced) 
but also feels secure and protected within trusted relationships where adults are not only 
acting in the child’s best interests but also listening to the child or young person and 
taking account of their views, preferences and feelings. 
 
While age and stage of development may be a factor in determining the kinds of risks to 
which the child or young person is likely to be exposed, the sub-domains are essentially 
the same for all children and young people regardless of age.  
 
 

Key Sub‐domains of SAFE 
 
The child or young person: 

• Is free of exposure to physical abuse and violence within the home or the threat of  it   (i.e. 
hitting, shaking, kicking, throwing, scalding). 

• Is not at risk of avoidable physical dangers and health hazards within the home. 
• I

s not at risk of avoidable physical dangers and health hazards outside the home. 
• Is free from exposure to the threat of physical or sexual abuse and violence. 
• Does not have a history of self harm or attempted suicide. 
• Does not experience bullying or discrimination by peers or adults at school. 
• Does not experience bullying or discrimination in the local community. 
• Is free from exposure to persistent emotional abuse within the home (i.e.  is not constantly 

criticised, ignored, humiliated, exposed to domestic abuse within the family) 
• Behaves in a sexually appropriate way for their age and stage of development. 
• Is  free  from  exposure  to  sexual  abuse  or  exploitation  (i.e.  is  not  subjected  to  indecent 

assault, under‐age or non‐consensual sexual  intercourse,  inappropriate sexual behaviour or 
language, sexual grooming via the Internet). 

• Is  free  from  physical  neglect  by  parents  or  carers  (i.e.  through  providing  adequate  food, 
shelter and clothing, ensuring good hygiene or ensuring access  to appropriate medical and 
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dental care). 
• Is not left unattended when too young to properly take care of themselves.  
• Is not left in the care of and immature or inappropriate carer.   
• Emotional and developmental needs are not neglected. 
• Has a secure and supportive network of family members or carers and friends. 
• Is in regular contact with significant, supportive adults whom they trust. 
• Is free from exposure to serious misuse of alcohol and drugs by family members or others in 

local community. 
• Receives appropriate protection and guidance from parents/carers. 
• Is free from exposure to anti‐social or criminal activity within the community. 
• Is not engaged in anti‐social or criminal activity within the community. 
• Is not involved in harmful risk‐taking behaviours outside the home (e.g. drugs, alcohol, 

inappropriate friendships). 
• Adopts safe practices and acts responsibly in potentially high‐risk situations, (e.g. when using 

tools, participating in physical contact sports and other sports involving risk of physical harm; 
or when confronted by substance misuse within their network of friends).  

• Has good strategies for minimising risks in social situations.  
• Shows concern for others and is not involved in bullying or discrimination. 
• Feels safe at home.   
• Has  the  resilience  to  cope with adverse  circumstances at home  (e.g. parental  separation, 

bereavement,  parent  or  carer  with  psychiatric  disorder,  long‐term  health  condition  or 
impairment).  

• Feels safe when out with friends. 
• Does not feel pressured by others to do things which might be harmful to them or put them 

at risk. 
• Has a well‐developed sense of self esteem and self respect. 
• Has a well‐developed sense of identity and belonging. 
• Feels confident enough to tell a responsible adult if they have been harmed or threatened 

with harm. 
 
HEALTHY 
 
Every child and young person has the right to the health care and support that will 
enable them to meet their developmental milestones and attain the highest possible 
standards of physical and mental health.  Where the child or young person’s health is 
impaired by long-term or permanent disabilities and chronic conditions then he or she 
has the right to appropriate treatment, care, education, training and practical support to 
enable them to manage their condition, be empowered to make decisions for themselves 
and participate fully and effectively in school and within the community.41        
 
In the Constitution of the World Health Organisation (WHO), when it was established in 
1948, health was defined as a “state of complete physical, mental and social well-being 
and not merely the absence of disease or infirmity.”42  While the use here of the word 
‘complete’ has attracted some criticism, the distinction between a positive concept of 
healthy well-being and the negative one of the absence of illness or impairment has 
become widely accepted. In 1986 the WHO reinforced this distinction with the statement 
that health “is a resource for everyday life, not the objective of living.  Health is a 

                                                            
41 United Nations, Convention on the Rights of Persons with Disabilities, adopted on 13 December 2006, then 
ratified on 30 March 2007 and came into force on 3 May 2008.  
42  Preamble  to  the  Constitution  of  the  World  Health  Organisation,  adopted  by  the  International  Health 
Conference, New York, 19‐22 June 1946, then ratified on 22 July 1947 and came into force on 7 April, 1948.  
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positive concept emphasizing social and personal resources, as well as physical 
capacities.”43      
 
Until comparatively recently health indicators for children and young people tended to 
focus on a limited number of sub-domains relating to health at birth and in the early 
years, numbers of accidental injuries, rates of suicide and self harm amongst young 
people, health behaviours, particularly in relation to nutrition, exercise and obesity, and 
risk behaviours in relation to smoking, misuse of alcohol and addictive drugs, and 
adolescent sexual activity. More recently a broader perspective on health has emerged. 
It is now increasingly common to distinguish between physical health, mental health, 
emotional well-being, sexual health and social health. 
 

Physical health: This is when the body functions as it is meant to, and the child 
is free of sickness, disease, injuries, infirmities, and injuries.   It is also about the 
child or young person having the internal defences, developed through good 
nutrition, exercise, hygiene and appropriate health care (e.g. immunisations), 
that are necessary to combat germs, bacteria and viruses and to enhance the 
healing process when sick or injured.    
 
Mental health: The WHO defines mental health as “a state of well-being in which 
the individual realises his or her own abilities, can cope with the normal stresses 
of life, can work productively and fruitfully, and is able to make a contribution to 
his or her community.” 44As such it incorporates medical conditions as well as 
well-being issues relating to anxiety, low self esteem and a poorly-defined sense 
of identity.    
 
Emotional health and well-being: children and young people who are 
emotionally well can manage their feelings, are motivated, are socially confident 
and are developing the skills for independent living. 

 
Sexual health: Just as the WHO definition of health stresses the importance of  
positive well-being and not merely the absence of disease or infirmity so 
definitions of sexual health also tend to emphasize physical, emotional, mental 
and social well-being in relation to sexuality and not just the absence of disease, 
dysfunction, and risk-taking behaviour. As such, sexual health also includes a 
positive and respectful approach to sexuality and sexual relationships, coping with 
physical changes in the body and safe sexual experiences, free of coercion, 
discrimination and violence.  
 
Social health: This aspect of health equates with being socially well-adjusted. It 
includes social skills, understanding social norms and mores and getting along 
with other children and adults.  Its incorporation into consideration of children’s 
health partly reflects its inclusion in the World Health Organisation’s definition of 
health, but increasingly it also reflects the recognition by health professionals that 
patients who have good social functioning and are well-integrated tend to recover 
more quickly from illness and disease and also tend to live longer.    

 
While these different categories of health are useful in helping to draw attention to the 
range of potential health outcomes for children and young people it is also clear that 
they are, to a large degree, inter-dependent.  So, for example, the way people think and 
feel can cause them to be more prone to illnesses and diseases because sustained 
periods of stress have a negative effect on the capacity of the immune system to protect 

                                                            
43 World  Health  Organisation,  Ottawa  Charter  for  Health  Promotion,  presented  at  the  first  International 
Conference on Health Promotion, Ottawa, 21 November, 1986.  
44  World  Health  Organisation  (2005),  Promoting  Mental  Health:  Concepts,  emerging  evidence,  practice. 
Geneva, WHO.   
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the body.45 Similarly, sustained periods of illness can lead to anxiety and depression.  
Recognising signs of stress and developing strategies for managing it is as important for 
the young person’s physical health as it is for their mental health and emotional well-
being.    
 
One of the important distinctions that needs to be made when thinking about health 
outcomes for children and young people, as opposed to adults, is that they are still 
growing. Indicators of their health need to take into account whether or not they are 
meeting their developmental milestones, and if not, is this a cause for concern and what 
might be the factors in the child’s life which may be contributing to the developmental 
delay?  Developmental milestones are theoretical constructs reflecting statistical norms. 
That is, they represent the average patterns around which most children and young 
people will cluster.  Some will reach their milestones more quickly than others.  Concern 
only arises when the child’s development is significantly below the norm. While the sub-
domains of the other Well-being Indicators are essentially the same for all children and 
young people regardless of age and stage of development it is clear that the health 
developmental milestones are age- and stage-specific.  
 
Being healthy across these various sub-domains of children’s and young people’s health 
is also linked to lifestyle choices and behaviours; their hygiene practices; the exercise 
they take; their knowledge about the potential health risks associated with eating too 
much fat, salt and sugar; misuse of nicotine, alcohol and other addictive drugs, and 
high-risk sexual practices; and the strategies which they can employ in situations that 
may be potentially harmful to their health. The child or young person needs to learn how 
to look after their health. As the Chief Medical Officer for Scotland has observed, “ it is 
easier to make the effort to follow a healthy lifestyle if one sees life as worth living”.  
While poor social and environmental circumstances can be major contributing factors to 
ill-health, mental disorders and addiction, he also goes on to emphasize that if children 
grow up unable to make sense of their environment or find it meaningful, and have a 
strong sense of  hopelessness and pessimism, then they will grow up with poor health.46    
 

Key Sub‐domains of HEALTHY 
The child or young person: 

• Is not exposed as a foetus to nicotine, alcohol or drug misuse during pregnancy. 
• Is not exposed  to other  choices by  the pregnant mother  that might harm  the  foetus and 

newborn  baby  (e.g.  poor  diet  and  nutrition,  excessive  dieting  or  exercise,  not  taking 
medication). 

• Birth weight is satisfactory. 
• Is breastfed during the first 6‐8 weeks after birth. 
• Has strong loving attachment with primary carer(s). 
• Completed childhood immunisations by 24 months. 
• [Along with parents/carers)  is compliant with treatment for any  illnesses, diseases, chronic 

conditions and impairments. 
• Is registered with a dentist and receives regular check‐ups. 
• Is free of dental decay. 
• Is not at risk of avoidable physical injuries in the home. 
• Is not at risk of avoidable physical injuries outside the home. 
• Is free of physical neglect by parents or carers (i.e. through providing adequate food, shelter 

and clothing, ensuring good hygiene or ensuring access  to appropriate medical and dental 
care). 

                                                            
45 Burns, H. (2009), Annual Report of the Chief Medical Officer for Scotland, Edinburgh, Scottish Government. 
46 Burns, H. op.cit.  
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• Attends health care services and medical screenings when necessary. 
• Receives appropriate care and guidance from parents/carers. 
• Displays age‐appropriate physical and motor skills and development.  
• Displays age‐appropriate communication, cognitive and intellectual skills and development. 
• Displays age‐appropriate psychological development.  
• Displays age‐appropriate social skills and development. 
• Emotional and developmental needs are not neglected. 
• Receives appropriate treatment, care and support to manage any disabilities or chronic 

conditions. 
• Feels empowered to express their wishes (where possible) and make decisions for 

themselves irrespective of any disabilities or chronic conditions.   
• Is able to cope with the normal stresses of everyday life without undue or persistent anxiety,  

depression, withdrawal or aggression. 
• Has a well‐developed sense of self‐esteem and self respect. 
• Has a well‐developed sense of identity and belonging. 
• Feels loved and trusted. 
• Has the resilience to cope with traumatic events such as separation and bereavement.   
• Is confident and competent when faced by problems and new challenges in everyday life. 
• Is mostly satisfied with life, smiles and laughs a lot. 
• Is generally optimistic and realistic about what he or she can achieve. 
• Has good relationships with family and friends. 
• Is actively involved within his or her family, social network, school  and community.  
• Understands the social norms and mores operating in his or her network. 
• Has the resilience to cope with the mental health problems of one or more parents/carers. 
• Does not experience any bullying or discrimination in school or in the local community. 
• Does not have a history of self harm or attempted suicide. 
• Cares about and respects others.  
• Is able to talk to others about his or her feelings in age‐appropriate ways. 
• Is not misusing alcohol, nicotine, drugs and other harmful substances. 
• Is free from pressure by others to do things which might put their health at risk. 
• Has a lifestyle that does not present a threat to current or future health and well‐being. 
• Has strategies for assessing and managing avoidable risks to health.  
• Understands and is not unduly anxious about the physical changes taking place during 

puberty.    
• Behaves in sexually‐appropriate ways for their age and stage of development. 
• Is aware of the risks of  unprotected sex.  
• Adopts safe practices and acts responsibly in age‐appropriate sexually‐active situations.   
• Has a positive and  respectful approach to his or her own sexuality.  
• Has a positive and respectful approach to other people’s sexuality. 

 
ACHIEVING 
 
Indicators of achievement employed by many public authorities around the world tend to 
focus primarily on educational attainment. However the term ‘achievement’ is used more 
broadly in the Getting it right approach as well as in Curriculum for Excellence. Here it is 
rooted in the concept of children’s rights, particularly the right of every child to fulfil his 
or her potential.  
 
At one level this clearly does involve being motivated to attend and actively participate 
in their schooling and meet or exceed the appropriate levels of educational attainment 
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for their age and stage of development.  For those with learning difficulties and with 
special talents and abilities it involves having the opportunities and support to maximise 
their potential.  
 
In the early years it involves being supported at home and in pre-school to meet or 
exceed the appropriate developmental milestones and be ready for primary school.  But 
readiness for school clearly means more than just being prepared for the challenges 
presented by a new learning environment.  It is also about developing confidence, social 
skills, and some level of self care and autonomy in order to cope effectively with the 
transition to school and a different kind of learning environment.  This close 
correspondence between achievement and being ready for transition to new situations 
and new challenges runs through their schooling and on to higher or further education, 
training and employment.     
 
Achievement is about accomplishing or finishing something successfully through effort, 
skill, perseverance and practice.  This can apply to many aspects of life and not just 
educational attainment.  It applies to sporting achievements, art, music, dance and 
drama, hobbies, leisure activities and other interests.   
 
It also applies to their development as a social being with a fully-formed and 
autonomous personality who feels they belong and can navigate their way through life 
with skill and confidence in their ability to cope with new and different challenges. 
 

Key Sub‐domains of ACHIEVING 
The child or young person: 

• Displays age‐appropriate physical and motor skills and development. 
• Displays age‐appropriate language and cognitive skills development.  
• Displays age‐appropriate intellectual development. 
• Displays age‐appropriate psychological and emotional development.  
• Displays age‐appropriate social development. 
• Has self‐care and life skills appropriate to age and stage. 
• Has a level of independence or autonomy appropriate to age and stage. 
• Is motivated to attend and participate in learning at pre‐school then school.  
• Is meeting or exceeding age‐appropriate levels of educational attainment in reading. 
• Is meeting or exceeding age‐appropriate levels of educational attainment in writing. 
• Is meeting or exceeding age‐appropriate levels of educational attainment in mathematics. 
• Is meeting or exceeding age‐appropriate levels of educational attainment across curriculum. 
• [With impairments, disabilities and chronic conditions] is meeting or exceeding appropriate 

learning targets with additional support. 
• [With impairments, disabilities and chronic conditions] enjoys and is motivated to attend 

school. 
• [With impairments, disabilities and chronic conditions] is participating as fully as possible in 

the non‐academic areas of school life with additional support. 
• [With  impairments, disabilities and  chronic  conditions]  is developing  skills  for  coping with 

and managing their disabilities and long‐term conditions. 
• [With  impairments,  disabilities  and  chronic  conditions]  is  responsive  to  any  additional 

support provided. 
• Is learning about themselves and what they can and cannot do. 
• Is learning new skills and applying them to meet new challenges. 
• Expresses a sense of achievement from what they are learning. 
• Is developing aptitude in one or more cultural activities. 
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• Is developing aptitude in one or more sporting activities. 
• Is developing aptitude in one or more recreational activities and hobbies. 
• Demonstrates positive achievement in one or more non‐academic activities. 
• Is confident and competent when faced by problems and new challenges  in their everyday 

lives. 
• Aspires to go on to further or higher education and/or skilled employment. 
• Intends to stay in education or go into FE or other vocational training beyond the age of 16.   
• Is generally optimistic and realistic about what he or she can achieve. 

Demonstrates readiness for key transitions in childhood and adolescence:  
 
transition to primary: e.g. independent hygiene habits, well‐coordinated, can sustain energy 
through the day, can manipulate objects, crayons, pencils,  some number, letter and word 
recognition, can follow instructions, listens, plays and works cooperatively, eager to try new things, 
follows class routines, copes with change, etc.    
transition  to  secondary:  able  to  cope with  a  subject‐based  curriculum,  travel  to  school, different 
teachers, different peers, different rules and institutional arrangements, more independent working, 
etc. 
transition to adult life: has developed the independence, skills and practical knowledge needed for 
successful integration into adult life and transition into further/higher education or skilled 
employment*  
*The same applies (with additional support and planning) for young people leaving care and young people with 
impairments,  disabilities  and  chronic  conditions who  are  also making  the  transition  to  support  from  adult 
services. 
 
NURTURED 
 
The right of every child to thrive and develop into a safe, healthy, happy, well-adjusted 
child and, ultimately, an independent, respected and responsible adult is fundamental.  
However, nurtured is one of the domains of childhood well-being that tends to be 
relatively overlooked in the performance and quality indicators devised and employed by 
most public authorities and yet tends to be a primary focus for assessing and planning 
for the needs of children and young people who may require additional support. The 
reasons for this are two-fold. On the one hand the public authorities tend to focus on 
their role in corporate parenting: the nurturing of looked after children accommodated 
away from home.  On the other hand this relative oversight may also reflect the fact that 
there is a clear overlap between the outcomes of nurturing and those related to being 
safe, healthy, achieving, respected, responsible and included.  This is apparent in the list 
of key sub-domains presented below. 
 
Nurturing begins in the womb where the unborn child is known to be positively or 
adversely affected by the mother’s lifestyle choices and behaviours.   
 
The newborn child and infant needs appropriate nutrition, sleep, comfort, cleaning, 
cuddling, rocking and regular physical contact with the primary carer. Infants who 
develop a secure attachment with a parent or carer at this stage which continues 
through early childhood are more likely to thrive and less likely to present behavioural 
problems, lowered self esteem or difficulties at school in later childhood and 
adolescence. There is also increasing evidence that children’s early experiences can 
influence the way the brain develops.47  
 

                                                            
47 Burns, H.  (2007) Health  in Scotland: Annual Report of  the Chief Medical Officer 2006, Edinburgh, Scottish 
Government, pp.7‐8 
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The toddler also needs to have his or her basic needs met but also by this stage 
nurturing involves being shown how to do things and not just having them done for 
them by the parent or carer, being helped to manage their emotions and behaviour in 
more socially appropriate ways, developing their communication and social skills, and 
becoming more independent within a controlled environment. 
 
The nurturing of the older child focuses increasingly on more opportunities for 
independent learning and play, modelling appropriate behaviours, consistent, fair and 
appropriate discipline, keeping safe, developing healthy habits, developing friendship 
networks and being supported  at home to help them with their formal education. 
 
Nurturing continues into adolescence only here the emphasis increasingly shifts to a less 
directive approach to parenting based on guidance and the recognition that the young 
person needs to develop into an independent, respected and responsible young adult.     
 
Where the child or young person is in residential care or with foster parents or placed 
with an adoptive family then the need for nurturing is precisely the same.  
 
 

Key Sub‐domains of NURTURED 
 
The child or young person: 

• Is not exposed as a foetus to nicotine, alcohol, drug misuse or domestic violence and abuse 
during pregnancy. 

• Is not exposed  to other  choices by  the pregnant mother  that might harm  the  foetus and 
newborn  baby  (e.g.  poor  diet  and  nutrition,  excessive  dieting  or  exercise,  not  taking 
medication). 

• Lives  in  a  household  where  parents/carers  and  other  family  members  understand  the 
primacy of the needs of the infant or child.  

• Attends health care services and medical screenings when necessary. 
• Receives  a  level  of  physical  care  that  ensures  that  the  child  is  clean,  adequately  and 

appropriately clothed and kept warm. 
• Receives sufficient and appropriate nutrition. 
• has strong loving attachment with primary carer(s). 
• Experiences consistent love and emotional warmth within the natural or placement family.  
• Feels loved and trusted. 
• Is mostly happy and satisfied with life. 
• Emotional and developmental needs are not neglected. 
• Is not subject to physical neglect by parents or carers (i.e. through providing adequate food, 

shelter and clothing, ensuring good hygiene or ensuring access  to appropriate medical and 
dental care). 

• Receives regular praise and encouragement.  
• Lives  in  an  environment  which  promotes  their  cognitive  and  emotional  development 

through age‐appropriate stimuli. 
• Is not left unattended when too young to properly take care of herself or himself. 
• Is not left in the care of an immature or inappropriate carer. 
• Is  free  of  exposure  to  persistent  emotional  abuse within  the  home  (i.e.  is  not  constantly 

criticised, ignored, humiliated, exposed to domestic abuse within the family). 
• Is free of exposure to the threat of physical or sexual abuse and violence. 
• Is  free of exposure to serious misuse of alcohol and drugs by  family members or others  in 

local community. 
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• Receives appropriate care and guidance from parents/carers. 
• Talks to others about his or her feelings in age‐appropriate ways. 
• Has someone they can turn to, trust and rely on when anxious or disturbed. 
• Receives additional support and care when they need it. 
• Has a secure and supportive network of family members or carers and friends. 
• Has a well‐developed sense of self esteem and self respect. 
• Has a well‐developed sense of identity and belonging. 
• Copes  with  the  normal  stresses  of  everyday  life  without  undue  or  persistent  anxiety,  

depression, withdrawal or aggression. 
• Has  the  resilience  to  cope with adverse  circumstances at home  (e.g. parental  separation, 

bereavement,  parent  or  carer  with  psychiatric  disorder,  long‐term  health  condition  or 
impairment).  

• Is confident and competent when faced by problems and new challenges  in their everyday 
lives. 

 
 
ACTIVE 
 
The most commonly used indicator for this particular domain of childhood well-being is 
the extent and frequency of physical activity by the child or young person. Scottish 
Government guidelines recommend a minimum of 60 minutes of physical activity per 
day.  However, within the Getting it right approach the concept of active is used in a 
wider sense to incorporate play, recreation, and hobbies.  It is not just about ‘doing’, 
although this is clearly very important; it is also about having access to and being 
encouraged to take up opportunities to explore their home and community environment, 
play with others and express themselves in a variety of different ways.  It is also about 
developing new skills, learning how to assess and manage risks, and acting responsibly 
and cooperatively within teams and groups.  
 
In other words, being active has an important role to play in developing other areas of 
the child’s well-being: a sense of inclusion and belonging, their physical and emotional 
health, their sense of achievement from facing new challenges and developing new skills, 
their self respect and their sense of responsibility.  
 
At the same time it is also clear that children and young people when they are active 
need a safe environment (where they can take acceptable risks in a controlled way) and, 
in addition to opportunities, they need encouragement and early signs of emerging 
talent need to be nurtured.  Above all, activity and play is essential to the child and 
young person’s sense of subjective well-being: the positive feelings about the self that 
come from having fun. 
 
As Play Scotland asserts, children and young people will: “enjoy better physical, 
emotional and mental health; develop social skills and responsibility; appreciate the 
environment; understand risk and challenge; grow identity and self esteem; participate 
in sports, arts and culture and be less likely to offend and engage in anti-social 
behaviour”.48  
 
 
 
 
 
                                                            
48 Play Scotland: www.playscotland.org/who‐we‐are 
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 Key Sub‐domains of ACTIVE 
The child or young person: 

• Gets  regular  time  in  the  early  years  and  childhood  for  playing  and  interacting  with 
parents/carers. 

• Is encouraged to be curious and to explore her or his environment. 
• Is encouraged to play with other children. 
• Receives appropriate stimulus and encouragement to develop their interests. 
• Responds positively to physical challenges in recreational and play‐related settings. 
• Is as physically active as his or her capacities permit. 
• Is actively involved within his or her family, social network, school and community.  
• Actively engages in sporting and recreational activities at school. 
• Actively engages in sporting and recreational activities within the community. 
• Actively participates in stimulating activities regardless of disabilities or chronic conditions. 
• Is learning new skills and applying them to meet new physical and psychological challenges. 
• Is developing aptitude in one or more cultural activities. 
• Is developing aptitude in one or more sporting activities. 
• Is developing aptitude in one or more recreational activities and hobbies. 
• Demonstrates positive achievement in one or more non‐academic activities. 
• Is learning about themselves and what they can and cannot do. 

Is learning how to assess and manage risks in recreational and play‐related settings. 
• Expresses a sense of achievement from their activities. 
• Receives regular praise and encouragement.  
• Has a well‐developed sense of self esteem and self respect. 
• Is  confident  and  competent  when  faced  by  new  challenges  in  their  chosen  sports  or 

recreational activities.  
• Receives appropriate support and coaching in their chosen sports or activities. 

 
RESPECTED 
 
As Ben-Arieh has noted, the growing focus on the child’s well-being rather than on just 
his or her well-becoming, along with the ratification of the United Nations Convention on 
the Rights of Children in 1990, has highlighted the importance of parents, carers and 
practitioners in children’s services recognising the child’s right to be treated with respect 
and dignity at all times, regardless of their age, gender or social and cultural background 
and regardless of what they may have done or failed to do.49  
 
Respect and being respected are multi-dimensional concepts and this is reflected in the 
more recent literature on child development. This contrasts with the focus in earlier 
socialisation theories on the processes of instilling respect in children.    
 

Self worth and belonging 
One of the main dimensions focuses on the child’s feelings of self-worth, including their 
sense of belonging, their self esteem, their sense of being loved and cared for and of 
being trusted by their friends and parents or carers. This goes with a sense of not feeling 
stigmatised, discriminated against or demeaned. 
 

Respecting their views and consulting on decisions which affect them  
Another dimension focuses on the right of the child or young person to express their 
views on matters that directly affect them and to have those views given due weight in 
                                                            
49    Ben‐Arieh,  A.  (2006),  Measuring  and  monitoring  the  well‐being  of  young  children  around  the  world, 
Background Paper prepared for the Education for All Global Monitoring Report, 2007, Paris, UNESCO.  
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accordance with their age and maturity by the adults who care for them or come into 
contact with them in a professional or personal capacity. This also links up with being 
consulted by their carers and key professionals about any important decisions which will 
directly affect their lives, and being provided with the appropriate information to make 
an informed judgement about these decisions and to be able to provide informed 
consent. An additional facet of this dimension of respect is that the child or young person 
is entitled to have their views, and any disclosures about their private lives, treated in 
confidence unless these disclosures raise concerns about their need for care and 
protection.   
          
 
 

Informed consent 
This emphasis on consulting children and young people and seeking their informed 
consent for decisions and actions that will directly affect them also serves to direct us to 
a third dimension of respect: this goes beyond how the child or young person feels  -  
although this is critically important  -  it is also about how they are objectively treated by 
others.  Children and young people are not being respected if they are subjected to 
physical or emotional abuse, humiliated, exposed to abuse by their primary carer or their 
siblings, denied their physical and psychological integrity, denied any privacy or personal 
space or denied access to their loved ones or their personal possessions.  They are not 
being respected if others ignore their vulnerability and relative dependency or their right 
to be treated with dignity.  
  

Respecting their dignity and unique individuality 
The fourth dimension of respect, which is essential to their dignity as a human being, is 
a predisposition to see the child or young person as an individual with a unique 
personality and his or own individual needs. They are denied respect when they are 
labelled, defined or perceived in terms of a particular characteristic: their ethnicity, 
religion, language, culture, disability, condition or by the problem which may have 
brought them to the attention of children’s services.          
 
Respect is fundamental to the child’s well-being.  The child who is treated with respect is 
also more likely to be safer, emotionally and physically healthier, happier, more 
nurtured, more likely to feel and be included, more likely to achieve and more likely to 
respect themselves and others and behave in a considerate and responsible way. It is 
perhaps surprising, therefore, that most attempts to develop indicators of respect seem 
to be restricted to a few items in a questionnaire survey about how a sample of young 
people feel.   Here we have tried to identify sub-domains of respected which reflect the 
multi-dimensional nature of the concept as it is used in the context of children’s rights.  
 
As with most of the other well-being domains there is considerable duplication of 
indicators reflecting the inter-relatedness of the eight Well-being Indicators.  
 
   
     

Key Sub‐domains of RESPECTED 
The child or young person is: 

• Free from exposure to physical abuse and violence within the home or the threat of it  (i.e. 
hitting, shaking, kicking, throwing, scalding). 

• Free from exposure to the threat of physical or sexual abuse and violence. 
• Free  from exposure  to persistent emotional abuse within  the home  (i.e.  is not  constantly 

criticised, ignored, humiliated, exposed to domestic abuse within the family). 
• Free from exposure to sexual abuse or exploitation (i.e. is not subjected to indecent assault, 

under‐age  or  non‐consensual  sexual  intercourse,  inappropriate  sexual  behaviour  or 
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language, or sexual grooming via the Internet). 
• Has a positive and respectful approach to his or her own sexuality.  
• Does not have a history of self harm or attempted suicide. 
• Does not experience bullying by peers or adults at school. 
• Does not experience bullying in the local community. 
• Does not experience discrimination, labelling or stereotyping by peers or adults at school or 

in  the  community  on  the  grounds  of  age,  gender,  ethnicity,  religion,  culture,  disabilities, 
learning difficulties, where they come from or live.     

• Feels safe at home.   
• Feels safe when out with friends. 
• Feels loved and trusted. 
• Experiences consistent love and emotional warmth within the natural or placement family.  
• Receives regular praise and encouragement.  
• Has a well‐developed sense of self esteem and self respect. 
• has a well‐developed sense of identity and belonging with which they feel comfortable. 
• Mostly happy and satisfied with life, smiles and laughs a lot. 
• Feels that parents/carers, friends and the professionals with whom they come into regular 

contact will support them to fulfil their potential. 
• Generally optimistic and realistic about what they can achieve. 
• Confident and competent when faced by new challenges. 
• Feels that parents/carers, friends and the professionals with whom they come into regular 

contact with will support them through challenges and difficulties. 
• Feels listened to and taken seriously by parents/carers. 
• Feels listened to and taken seriously by friends and siblings. 
• feels listened to and taken seriously by the professionals with whom they come into regular 

contact. 
• Feels that parents/carers and other family members respect their privacy and personal 

space. 
• Feels that they are treated by parents/carers as individuals in their own right with their own 

needs, expectations and aspirations.   
When in contact with specialist or targeted children’s services:   

• Is provided with sufficient and appropriate information to make informed choices; 
• is asked for their consent to information about them being shared between named agencies 

for a specific purpose which is explained to them and not simply as a matter of course; 
• Has confidence that the information is handled and stored in a secure manner; 
• feels that any information they provide about themselves will be treated in confidence and 

that  its  further  dissemination,  handling  and  subsequent  disposal  will  be  appropriately 
controlled; 

• Understands  that  if  they are at  serious  risk of harm any  information  they provide may be 
shared with those who can help to keep them safe; 

• Is made aware of the possible consequences of any decisions affecting them; 
• is actively involved in any assessment, planning or review process affecting them; 
• Is helped to prepare for meetings where decisions will be made that directly affect them; 
• Has access  to  independent advice on how  to complain about  their  treatment or challenge 

any decisions by services which they feel do not take full account of their needs and wishes.  
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When the child requires intimate care or supervision by professional staff: 
• is treated with dignity and respect at all times; 
• the level of intimate care is consistent regardless of who provides it; 
• the individuality of the child or young person is respected; 
• the right to personal privacy is respected; 
• the  right  to  be  involved  in  and  consulted  about  their  intimate  care  to  the  best  of  their 

abilities is respected;  
• the right to express their views on their own intimate care is respected.  

 
 
 
RESPONSIBLE 
 
Responsibility is also a complex concept. Potentially, it can encompass a diversity of 
behaviours, values and ways of thinking and feeling.  It is about accountability, but it is 
also about leadership and decision making and understanding the rules, norms and 
parameters which guide how we live alongside each other.  It is about the capacity for 
moral judgment and taking a principled stand.  It is also about showing respect and 
compassion for others, being honest with oneself and with others and resisting pressure 
to engage in inappropriate, dangerous or anti-social behaviour.  It is also about self 
control: being patient when one’s wishes are not instantly gratified and not resorting to 
aggression and violence to get one’s way. It is also about learning how to negotiate with 
others. These are learned responses to the world about us which are never wholly 
mastered.  They continue to be developed throughout childhood, adolescence and into 
adulthood as life circumstances change.     
 
Compared with all the other domains of childhood well-being this specific domain, being 
responsible, appears to be of a rather different order. First it is not usually thought of as 
a human right, though the concepts ‘rights and responsibilities’ are often referred to 
jointly. The child has a fundamental right to be treated with respect but does not have a 
right to be responsible, although most societies have some concept of the age of 
responsibility when people become legally responsible for their own actions and this may 
be linked to specific legal and civil rights (when they can vote, get married, sit on a jury, 
etc).  Responsibility is usually linked to the conditions which may be placed upon the 
exercise of rights.  
 
Second, the child is not born with a need to be responsible in the same way that the 
new-born baby has a right and a fundamental need to be safe, nurtured and loved, 
respected, kept healthy, protected from social exclusion and all forms of discrimination, 
encouraged to play and be active and supported to meet the developmental milestones 
appropriate to their age and stage.  The new-born baby is not expected to behave 
responsibly. Learning to take responsibility and to behave responsibly are generally 
regarded as being an important part of character formation and social development: the 
gradual development of certain habits, feelings, thoughts, values, attitudes and actions 
through parental guidance, discipline, praise, role modelling and the emergence of the 
capacity for self control and the cognitive ability to understand and follow moral rules 
and social norms and conventions.           
 
It is perhaps not surprising, therefore, that most attempts to develop indicators of 
responsible behaviour have been rather narrowly conceived and tend to be focused on 
adolescence.  Broadly speaking these indicators can be categorised into two groups: 
 

• Indicators of the absence of responsible conduct (for example disruptive 
behaviour in school, being outwith parental control, exclusions from school, poor 
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attendance, misuse of illegal drugs, binge drinking, anti-social behaviour, juvenile 
crime, etc); 

 
• Output indicators focused on receipt of citizenship education and provision of 

opportunities for active participation at school, at home and in the local 
community, including opportunities for engagement in voluntary activities.      

 
This narrow focus tends to reflect a data-driven approach to the selection of indicators.  
That is, at the national and local level there are well-established baselines linked to most 
aspects of irresponsible adolescent conduct and the need for output indicators for 
integrated children’s service plans and community development plans have encouraged 
the authorities to collect data on the provision of opportunities for youth participation at 
all levels.  
 
The relative paucity of indicators of this specific domain for the early years may also 
reflect an assumption that indicators would not be appropriate until the young person 
has developed the capacity for moral reasoning.  And yet, health visitors start looking for 
signs that the primary carer is providing the appropriate guidance and reinforcement 
that will not only keep the small child safe and well but will also provide a foundation for 
later social behaviour.50  Similarly, the rapidly developing work on assessing the 
readiness of children for pre-school and primary school focuses on a number of areas of 
the child’s social and emotional development which are central to responsible behaviour 
in any community or social grouping. For example: can the child follow simple rules and 
instructions, respect the property of other children, work and play cooperatively with 
other children, show compassion for others when they are hurt or upset, show some 
signs of self control, recognise when they have behaved badly and show some 
willingness to take responsibility for their actions.            
 
Most of these signifiers of responsible behaviour also apply to older children and 
adolescents but with a greater emphasis on their understanding what is and is not 
appropriate behaviour in various circumstances and a greater emphasis on their 
understanding of their emotions and behaviour and the impact that these have on 
others.  
 
It may well be that the need to work with existing databases and the need to be cost-
effective and not develop a range of new local or national indicators will mean that 
aggregated information about the responsible behaviours of children and young people 
will remain relatively limited compared with the information that is collected about child 
safety or educational attainment. However, at the level of assessing and getting it right 
for the individual child there is a potential for obtaining more – and more useful – 
information about this area of childhood well-being.     
 
 

Key Sub‐domains of RESPONSIBLE   
 
By the time the child is ready to attend primary school he or she:  

• Can follow simple rules and instructions and begin to internalise them. 
• Play and work cooperatively with other children. 
• Show concern and compassion for other children when they are hurt or upset. 
• Exercise some degree of age‐appropriate self control over their emotions and behaviour. 
• Recognise when they are behaving badly and respond positively to correction. 
• Show some degree of age‐appropriate remorse after wrongdoing, especially where this has 

                                                            
50  See  the Chief Medical Officer  for  Scotland’s  comments on  the  importance or  early  attachment  in Burns 
(2007), op.cit p.7 
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hurt or upset others. 
• Show some understanding of the consequences of their actions. 
• Show some willingness to take responsibility for their actions. 
• Show respect for other children’s possessions. 
• Show respect for school materials and equipment.  
• Behave in ways that are appropriate for their age, stage of development, environment and 

capabilities. 
From 0 – 16 the child or young person experiences responsible care and appropriate role models 
to ensure they:  

• Attend all appropriate health screenings and medical appointments. 
• Receive appropriate care and guidance from parents/carers. 
• Have their emotional and developmental needs addressed. 
• Are  free  from physical neglect by parents or carers  (i.e.  through providing adequate  food, 

shelter and clothing, ensuring good hygiene or ensuring access  to appropriate medical and 
dental care.) 

• Live in an environment which promotes their cognitive and emotional development through 
age‐appropriate stimuli. 

• Are not left unattended when too young to properly take care of herself or himself. 
• Are free from exposure to the threat of physical, emotional or sexual abuse.  
• Are free from exposure to serious misuse of alcohol and drugs by family members or others 

in local community. 
Depending upon age and maturity, the school‐aged child or adolescent: 

• Attends school regularly. 
• Is aware of the school’s rules and generally abides by them. 
• Understands the consequences of not following school rules. 
• Understands the social norms and mores operating in the school. 
• Is generally clean and appropriately dressed when attending school.  
• Exercises some degree of age‐appropriate self control over their emotions and behaviour. 
• Recognises when they are behaving badly and responds positively to correction. 
• Shows remorse after wrongdoing, especially when it has hurt or upset others. 
• Understands the consequences of their actions. 
• Takes responsibility for their actions. 
• Shows respect for others’ possessions. 
• Shows respect for school materials and equipment.  
• Behaves in ways that are appropriate for their age and stage of development. 
• Does not engage in activities which could lead to school exclusion. 
• Is not considered by staff to be disruptive.  
• Is considered by professional staff and parents/carers to be generally honest and reliable. 
• Understands the social norms and mores operating in his or her network. 
• Has self‐care and life skills appropriate to age and stage. 
• Has a level of independence or autonomy appropriate to age and stage. 
• Shows concern and compassion for others.  
• Is not involved in bullying or discrimination against others. 
• Is confident and competent when faced by problems and new challenges in everyday life. 
• Participates in age‐appropriate school and voluntary activities to develop responsibility, 

leadership, social networking and decision making skills. 
• Engages in age‐appropriate voluntary activities. 
• Does not engage in anti‐social or criminal activity within the community. 
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• Is not misusing alcohol, nicotine, drugs and other harmful substances. 
• Has a lifestyle that does not present a major threat to health and well‐being. 
• Adopts safe practices and acts responsibly in potentially high‐risk situations, (e.g. when using 

tools, participating in physical contact sports and other sports involving risk of physical harm; 
confronted by substance misuse within their network of friends).  

• Adopts safe practices and acts responsibly in age‐appropriate sexually‐active situations.   
• Behaves in sexually appropriate ways for their age and stage of development. 
• Has a positive and  respectful approach to his or her own sexual identity.  
• Has a positive and respectful approach to other people’s sexual identity. 
• Has good strategies for minimising risks in social situations.  
• Does not feel pressured by others to do things which might put them at risk. 
• Aspires to go on to further or higher education and/or skilled employment. 
• Intends to stay in education or go into FE or other vocational training beyond the age of 16.   

 
 
INCLUDED 
 
Inclusion, like a number of other key concepts in social policy, is a metaphor which 
brings some coherence to a wide range of issues, initiatives and actions aimed at 
transformative social change, which might otherwise seem highly diverse. This includes 
the equal opportunities agenda, strategies for meeting within mainstream schooling the 
educational needs of children with disabilities, learning difficulties and a range of social, 
emotional and behavioural needs; the agenda for promoting diversity and social 
cohesion, policies for addressing child poverty, and promoting and protecting the rights 
of children and young people.  
 
As with most policy metaphors, definitions of inclusion have been varied, reflecting the 
priorities of different policy agendas, and open to different interpretations depending on 
the professional cultures of those expected to implement these agendas. Traditionally 
inclusion tended to be defined by its opposite, namely, exclusion. It described the 
policies and practices designed to address the problems and difficulties of those groups 
of children and families who were marginalised, disadvantaged and discriminated against 
and to remove the barriers that were preventing these children and families from 
accessing appropriate services, exercising their rights and fully participating in their 
schooling, employment and local communities.   
 
There is a strong emphasis here on removing the social, economic, cultural and personal 
barriers that prevent children and families from accessing services, exercising their 
rights and  engaging with their community and society at large.  But the idea of inclusion 
is also underpinned by social values.  It is about the acceptance of all, regardless of their 
differences and the recognition that each, regardless of their differences, can make a 
valuable contribution to the community.   As the Canadian educationist, Jack Pearpoint 
has observed: “The criterion for inclusion is breathing” rather than the individual’s IQ, 
family income, ethnicity, gender, age, where they come from or where they live.51  A 
child or young person may have a disability or be different from his or her peers in other 
ways but first and foremost he or she is still a child with the same basic needs for health, 
safety, nutrition, appropriate clothing, adequate and appropriate accommodation, a 
sense of belonging and the chance to develop their potential to the full.       
 
Until relatively recently the dominant approach to inclusion within the United Kingdom 
has been a one-size-fits-all deficit model.  Individual children and young people, groups 

                                                            
51  Pearpoint,  J.  (1990),  ‘Inclusion  versus  Exclusion:  society  is  at  a  turning  point’,  reproduced  on 
http://inclusion.com/artinclusdionvexclusion.html 
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and sub-populations with specific needs or problems become defined by those needs and 
problems; the extent of need is assessed to see if they are eligible for additional support 
and, if they are, then they are referred to the appropriate services, benefits or 
interventions.  
 
However, over the last two decades there has been a growing body of research and 
evaluation evidence suggesting that some of these programmes and interventions have 
not produced the desired outcomes on the scale that had been anticipated. This is partly 
because symptoms have often been confused with causes, the range of potential 
contributory factors has been too narrow, the context in which the problems have 
emerged has been relatively ignored and the programmes and initiatives have not taken 
sufficient account of differences within their target groups.  As the Chief Medical Officer 
for Scotland has observed: “Herculean efforts to improve health and expenditure of 
significant resources has, over the past decades produced steady improvements in 
health which has been undermined by our failure to accelerate the health status of those 
at the lower end of the socio-economic spectrum. If we are to produce such an 
acceleration, perhaps we need to consider the methods we have been using to improve 
health. Perhaps it is time for a change.” He goes on to emphasise the importance of 
developing an approach to health improvement which does more to unlock the assets 
within individuals which create a sense of control and wellbeing.52 
 
More recently, assets-based thinking has begun to emerge.  For example, the work of 
Marmot and Wilkinson has indicated that the relationship between people’s health and its 
social determinants is highly complex.53  As the Chief Medical Officer for Scotland has 
observed, more emphasis needs to be placed on the personal resources that individuals 
require in order to create better health for themselves.   This, he argues, begins with 
effective and consistent parenting to enable the child to develop a sense that its 
environment or world is structured and relatively predictable.  Then, as they grow and 
learn, they develop enhanced social networks through school and work, and the 
accompanying self esteem and resilience, which allow them to manage their lives 
effectively.  Then they are more likely to decide that the effort of adopting a healthy 
lifestyle is worthwhile, possible and manageable.54         
 
This focus on developing the personal resources and resilience of each child and young 
person is at the core of what the World Health Organisation has described as an assets 
model.55  In the context of health provision the emphasis gives equal weight to creating 
health and not just to preventing disease.   
 
The assets-based model has also begun to influence thinking on inclusion policies across 
other public services.  In relation to the delivery of integrated children’s services the 
model is strongly reflected in the developmental ‘ecological’ approach underlying the 
Getting it right practice model.  Here the emphasis is placed on addressing the needs of 
the whole child and not just those of current or most urgent concern and also assessing 
the child’s needs within the context of his or her development and environment and 
identifying the strengths and pressures in that child’s world that need to be taken into 
account in producing a child’s plan.  
 
The advocates of an assets-based approach do not appear, as yet, to be arguing that it 
must be seen as an alternative to the deficit model.  The argument appears to be that a 

                                                            
52   Burns, H.  (2009) Annual Report of  the Chief Medical Officer, Health  in  Scotland 2008:  shedding  light on 
hidden epidemics, Edinburgh, Scottish Government, pp. 6‐16. 
53 Marmot, M.G. & Wilkinson, R.G.,  (2006) Social Determinants of Health, 2nd edn, Oxford, Oxford University 
Press. 
54 Burns, H. (2009) op.cit p.11. 
55 Morgan, A. & Ziglio, E. (2007), ‘Re‐vitalising evidence‐based public health: an assets model’, Promotion and 
Education, 14, Supplement 2. 
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better balance needs to be struck between the two approaches when devising and 
implementing social policy.56    
 
However, when we look at the indicators that have been developed or selected for 
measuring inclusion there does appear to be a strong emphasis on the deficit model 
with:  
 

• a preponderance of indicators on household income, benefits claimants, 
homelessness and access to suitable accommodation, social housing and parental 
employment; 

 
• a focus on children and young people in specific groups: socio-economic, ethnic 

and cultural minorities, disabled, low attainers, asylum seekers, etc. 
 
        

As with the indicators on being responsible, this tends to reflect a data-led approach to 
the selection of those indicators for which there are well-established databases. Once 
again, at the level of assessing and getting it right for the individual child, there is a 
potential for obtaining more – and more useful – information about the assets of the 
child as well as their vulnerability and how these may be impacting on their social, 
cultural, economic and educational inclusion.     
     
 

Key Sub‐domains of INCLUDED 
 
The individual child or young person: 

• Has strong loving attachment with primary carer(s). 
• Experiences consistent love and emotional warmth within the natural or placement family.  
• Feels trusted. 
• Is mostly satisfied with life. 
• Feels listened to and taken seriously by parents/carers. 
• Has someone they can turn to, trust and rely on when anxious or disturbed. 
• Has a secure and supportive network of family members or carers and friends. 
• In regular contact with significant, supportive adults whom they trust. 
• Receives appropriate protection and guidance from parents/carers. 
• Has  the  resilience  to  cope with adverse  circumstances at home  (e.g. parental  separation, 

bereavement,  parent  or  carer  with  psychiatric  disorder,  long‐term  health  condition  or 
impairment, etc.)  

• Has the resilience to cope with traumatic events such as separation and bereavement.   
• Has well‐developed sense of identity and belonging with which they feel comfortable. 
• Has a well‐developed sense of self esteem and self respect. 
• Copes with the normal stresses of everyday life without undue or persistent anxiety,  

depression, withdrawal or aggression. 
• Confident and competent when faced by problems and new challenges in everyday life. 
• Generally optimistic and realistic about what they can achieve. 

To minimise the potential impact of social and economic exclusion the child’s family: 
• Lives in accommodation suitable for the size and needs of the child and family. 
• Lives in a well‐maintained, safe and secure home environment. 
• Has an income level adequate to meeting day‐to‐day needs and special needs. 

                                                            
56 Morgan & Ziglio, ibid. 
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• Manages the household income effectively for the benefit of the whole family. 
• Receives all of the benefits to which they are entitled. 
• Not experiencing recurring debt problems or, if they are, are being provided with advice on 

financial matters. 
• [Where unemployed] either or both carers can access appropriate training. 
• [Where both parents/carers are working] has access to affordable, good quality, local child 

care provision. 
The child and family’s experiences of universal and specialist support services:  

• Receives additional support and care when they need it. 
• Accesses health care when needed.   
• Registered with a dentist and receives regular check‐ups. 
• Child’s health regularly monitored and screened. 
• [With impairments, disabilities or chronic conditions] is receiving the appropriate treatment, 

care and support to enable him or her to manage their condition. 
• [With  impairments,  disabilities  or  chronic  conditions]  feels  empowered  to  express  their 

wishes (where possible) and make decisions for themselves.  
• [With learning difficulties] is receiving additional support tailored to needs.  
• Free from bullying at school.  
• Does not experience discrimination, labelling or stereotyping by peers or adults at school on 

the  grounds  of  age,  gender,  ethnicity,  religion,  culture,  disabilities,  learning  difficulties, 
where they come from or live.     

• Feels accepted and valued by the school. 
• Feels accepted and valued by their peers. 
• Takes part in school‐based, extra‐curricular activities which support social contact.  
• Feels encouraged to participate in these extra‐curricular activities. 
• Feels  confident  enough  to  tell  a  responsible  adult  if  they  have  been  subjected  to 

discriminatory attitudes or actions.  
• Feels listened to and taken seriously by any children’s services professionals with whom they 

come into contact. 
• Feels that the school has a positive view towards his or her faith.  
• Feels that the school has a positive and supportive view towards his or her native language. 

Within the community the child or young person: 
• Feels accepted within the community. 
• Feels listened to and taken seriously by friends and neighbours. 
• Takes part in community activities which support social contact. 
• Feels encouraged to participate in these community activities. 
• Does not experience discrimination, labelling or stereotyping in the local community on the 

grounds of age, gender, ethnicity, religion, culture, disabilities, learning difficulties, where 
they come from or live.     

• Free from bullying by others within the local community. 
• Actively involved in the life of the local community. 
• Can access, if needed, a faith network in order to practice his or her faith.  
• Feels that the local community has a positive view towards his or her faith.  
• Can access, if needed, a support network in order to use and further develop his or her 

native language.  
• Feels that the local community has a positive and supportive view towards his or her native 

language. 
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OVERVIEW 
 
This section of the Report began by observing that the eight domains or areas of a 
child’s life which, together, constitute the over-arching concept of childhood well-being 
underlying the Getting it right for every child approach are very broad. Just as well-being 
itself is multi-dimensional, so too are each of the eight domains.  Each Well-being 
Indicator encompasses a wide range of needs, behaviours, attitudes, physical and 
mental states and conditions.       
 
The evaluation of the development and implementation of Getting it right highlighted 
that practitioners across the children’s services often used the Well-being Indicators as a 
kind of over-arching framework when talking about the needs and concerns of the 
children and young people they were working with but when they carried out an 
assessment and developed a plan the intended outcomes were often phrased in much 
more specific terms and it was not always clear how the actions to be taken to address 
the identified needs and concerns would lead to the improved well-being of the child or 
young person.  In some cases there were unstated assumptions about the likely 
outcomes of particular actions and interventions. In other instances the stated outcomes 
for the child appeared, in practice, to be concerned with the delivery of outputs.57       
 
In these circumstances we found it useful to break down the eight Well-being Indicators 
into their more detailed constituent parts.  No doubt others carrying out a similar 
exercise might well have included some additional signifiers or presented a more 
reduced set.  However, we would suggest that a roughly similar set of well-being 
outcome signifiers would emerge from any systematic review of the literature on 
children’s well-being and any systematic review of a significant number of children’s 
plans (we looked at around 100 such plans for children and young people receiving 
multi-agency support and around another 50 plans for single agency support within the 
universal services). 
 
Once you look at the level of detail in the lists of outcome indicators or signifiers for each 
of the eight domains, it soon becomes apparent that there is considerable overlap and 
duplication.  This is even clearer if you look at Figure 3.  This differentiates between 
those indicators and signifiers which appear under more than one domain and those 
which tend to belong exclusively to a single domain.  The high degree of overlap serves 
to demonstrate the extent of the inter-relationships between the different domains. See, 
for example, the degree of overlap between outcome indicators or signifiers for being 
included and being respected or between the signifiers for being nurtured, healthy and 
safe.                
 
Figure 3 has been designed as a simple checklist that might be used alongside the 
Getting it right practice model, especially the My World Triangle and the Resilience 
Matrix, particularly when assessing complex cases requiring multi-agency planning and 
support. It is also possible to extract items from the checklist in order to design smaller 
checklists for specific purposes such as assessing readiness for school or readiness for 
coping with the transition to independent adult life.      
 
 
 
 
 

                                                            
57 See the Chapter on  ‘Emerging Outcomes  for Children and Young People’  in Stradling, B., MacNeil, M. and 
Berry,  H.  (2009)  Changing  Professional  Practice  and  Culture  to Get  it  Right  for  Every  Child:  An  Evaluation 
Overview of the Development and Early Implementation Phases of Getting It Right For Every Child in Highland 
2006 – 2009, Edinburgh, Scottish Government.  
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Figure 3: Checklist for the well-being of children and young people 
 

Outcome signifiers 
 

 √ or X  Well‐being Indicators 

Not  exposed  as  a  foetus  to  nicotine,  alcohol,  drug misuse  or  domestic 
violence and abuse during pregnancy 

 Nurtured, Healthy 

Not exposed by the pregnant mother to other  lifestyle choices that might 
harm the foetus and newborn baby  

 Nurtured, Healthy 

Birth weight satisfactory   Healthy 

Breastfed during the first 6‐8 weeks after birth   Healthy 

Strong loving attachment with primary carer(s)   Healthy, Nurtured, Included 

Lives  in  household  where  parents/carers  and  other  family  members 
understand the primacy of the needs of the infant or child  

 Nurtured 

Attends health care services and medical screenings when necessary   Nurtured,  Healthy,  Responsible, 
Included 

Completed childhood immunisations by 24 months   Healthy 

[Along with parents/carers]  is compliant with  treatment  for any  illnesses, 
diseases, chronic conditions and impairments 

 Healthy, Responsible 

Registered with a dentist and receives regular check‐ups   Healthy, Included 

Free of dental decay   Healthy 

Receiving appropriate treatment, care and support to manage any 
disabilities or chronic conditions 

 Healthy, Achieving, Included 

Feels empowered to express their wishes (where possible) and make 
decisions for themselves irrespective of disabilities or chronic conditions   

 Healthy, Achieving, Included 

Any additional support for learning difficulties is tailored to needs   Achieving, Included 

Child is clean, adequately and appropriately clothed and kept warm   Nurtured, Achieving, Responsible 

Receives adequate and appropriate nutrition   Nurtured, Healthy 

Experiences  consistent  love  and  emotional  warmth  within  natural  or 
placement family  

 Nurtured, Respected, Included 

Feels loved and trusted   Nurtured,  Healthy,  Respected, 
Included  

Mostly satisfied with life   Nurtured,  Healthy,  Respected,  
Included  

Emotional and developmental needs are not neglected   Nurtured, Healthy, Safe, Responsible 

No signs of physical neglect     Nurtured, Healthy, Safe, Responsible 

Receives regular praise and encouragement    Nurtured, Respected, Included, Active 

Receives appropriate protection, care and guidance from parents/carers   Nurtured, Healthy, Safe, Included 

Not left unattended when too young to properly take care of themselves    Nurtured, Safe, Responsible 

Not left in the care of immature or inappropriate carer   Nurtured, Safe, Responsible  

Free from exposure to persistent emotional abuse within the home    Nurtured, Safe, Respected 

Free from exposure to physical or sexual abuse and exploitation within the 
home or the threat of it   

 Nurtured, Safe, Respected 

Free  from  exposure  to  serious  misuse  of  alcohol  and  drugs  by  family 
members or others in local community 

 Nurtured, Safe, Responsible 

Not  at  risk  of  avoidable  physical  dangers  and  health  hazards within  the 
home or in the community 

 Healthy, Safe 

Lives  in  an  environment which  promotes  their  cognitive  and  emotional 
development through age‐appropriate stimuli 

 Nurtured, Responsible, 

Is able to talk to others about his or her feelings in age‐appropriate ways   Nurtured, 

Has someone they can turn to, trust and rely on when anxious or disturbed   Nurtured, Safe, Included,  

Receives additional support and care when they need it   Nurtured, Included 

Has  a  secure  and  supportive  network  of  family members  or  carers  and 
friends 

 Nurtured, Safe, Included 

Has a well‐developed sense of self esteem and self respect   Nurtured,  Healthy,  Safe,  Respected, 
Included 
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Has a well‐developed sense of identity and belonging   Nurtured,  Healthy,  Safe,  Respected, 
Included, Active 

Able  to cope with  the normal  stresses of everyday  life without undue or 
persistent anxiety,  depression, withdrawal or aggression 

 Nurtured, Healthy, Included 

Has the resilience to cope with adverse circumstances at home    Nurtured, Healthy, Safe, Included 

Confident and competent when faced by problems and new challenges  in 
their everyday lives 

 Nurtured,  Healthy,  Respected, 
Achieving,  Responsible,  Included, 
Active 

Generally optimistic and realistic about what he or she can achieve   Healthy,  Respected,  Achieving, 
Included 

Has good relationships with family and friends   Nurtured, Healthy 

Is actively involved within his or her family, social network, school  and 
community.  

 Healthy, Active 

Understands the social norms and mores operating in his or her network   Healthy, Responsible 

Does not experience bullying or discrimination by peers or adults at school   Healthy, Safe, Respected, Included 

Does not experience bullying or discrimination in the local community   Healthy, Safe, Respected, Included 

Does not have a history of self harm or attempted suicide   Healthy, Respected 

Cares about and respects others    Healthy 

Able to talk to others about his or her feelings in age‐appropriate ways   Healthy 

Not misusing alcohol, nicotine, drugs and other harmful substances   Healthy, Safe, Responsible 

Free from pressure by others to do things which might put them at risk   Healthy, Safe, Responsible   

Lifestyle does not present threat to current or future health and well‐being   Healthy, Responsible  

Has strategies for assessing and managing avoidable risks     Healthy, Safe, Responsible 

Understands and is not unduly anxious about the physical changes taking 
place during puberty    

 Healthy 

Aware of the risks of  unprotected sex    Healthy 

Adopts safe practices and acts responsibly in high risk situations     Healthy, Safe, Responsible  

Positive and  respectful approach to own and others’ sexuality    Healthy, Respected, Responsible 

Not  behaving  in  a  sexually  inappropriate way  for  their  age  and  stage  of 
development 

 Healthy, Safe, Responsible 

Free from exposure to anti‐social/ criminal activity within the community   Safe 

Not engaged in anti‐social or criminal activity within the community    Safe, Responsible 

Shows concern and compassion for others and is not involved in bullying or 
discrimination 

 Safe, Responsible  

Feels safe at home     Safe, Respected 

Feels safe when out with friends   Safe, Respected  

Feels confident enough to tell a responsible adult if they have been 
harmed or threatened with harm 

 Safe 

Displays age‐appropriate physical and motor skills and development    Healthy, Achieving 

Displays age‐appropriate communication, cognitive and intellectual skills 
and development 

 Healthy, Achieving 

Displays age‐appropriate psychological development    Healthy, Achieving 

Displays age‐appropriate social skills and development   Healthy, Achieving 

Motivated to attend and participate in learning at pre‐school and school    Achieving, Responsible 

Meeting or exceeding age‐appropriate  levels of educational attainment  in 
reading 

 Achieving 

Meeting or exceeding age‐appropriate  levels of educational attainment  in 
writing 

 Achieving 

Meeting or exceeding age‐appropriate  levels of educational attainment  in 
mathematics 

 Achieving 

Meeting  or  exceeding  age‐appropriate  levels  of  educational  attainment 
across curriculum 

 Achieving 

Children and young people with impairments, disabilities and chronic conditions 
 
Meet or exceed appropriate learning targets with additional support   Achieving 
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Enjoy and are motivated to attend school   Achieving 

Participate as fully as possible in the non‐academic areas of school life   Achieving 

Develop skills for coping with and managing their disabilities and long‐term 
conditions 

 Achieving 

Responsive to any additional support provided   Achieving 

All children and young people 
 
Self‐care and life skills appropriate to age and stage   Achieving, Responsible 

Have a level of independence or autonomy appropriate to age and stage   Achieving, Responsible 

Learning  new  skills  and  applying  them  to  meet  new  physical  and 
psychological challenges 

 Achieving, Active 

Learning about themselves and what they can and cannot do   Achieving, Active 

Developing aptitude in one or more cultural activities   Achieving, Active 

Developing aptitude in one or more sporting activities   Achieving, Active 

Developing aptitude in one or more recreational activities and hobbies   Achieving, Active 

Demonstrating positive achievement in non‐academic activities   Achieving, Active 

Express sense of achievement from their learning   Achieving, Active 

Ready for transition to primary school    Nurtured, Achieving, Included 

Ready for transition to secondary school   Achieving, Included 

Ready for transition to independent, adult life   Achieving, Included 

Aspire to go on to FE/HE and/or skilled employment   Achieving, Responsible 

Intend to stay in education or go into FE or other vocational training post‐
16   

 Achieving, Responsible 

Participate in age‐appropriate school and voluntary activities to develop 
responsibility, leadership and decision making skills 

 Responsible 

Engage in age‐appropriate voluntary activities   Responsible 

Aware of and generally follows basic rules and instructions   Responsible 

Play and work cooperatively with others   Responsible 

Exercise age‐appropriate self control over their emotions and behaviour   Responsible 

Recognise  when  they  are  behaving  badly  and  respond  positively  to 
correction 

 Responsible 

Show  age‐appropriate  remorse  after wrongdoing,  especially when  it  has 
hurt or upset others 

 Responsible 

Generally clean and appropriately dressed for school   Responsible 

Generally understand the consequences of their actions   Responsible 

Generally take responsibility for their actions   Responsible 

Show respect for others’ possessions   Responsible 

Show respect for school materials and equipment    Responsible 

Not engaged in activities which could lead to school exclusion   Responsible 

Behaviour is appropriate for their age and stage of development   Nurtured, Healthy, Responsible 

Not considered by staff to be disruptive    Responsible 

Considered  by  professional  staff  and  parents/carers  to  be  honest  and 
reliable 

 Responsible 

Feel accepted and valued by school and community   Respected, Included 

Feel listened to and taken seriously by parents/carers   Respected, Included 

Feel listened to and taken seriously by friends   Respected, Included 

Feel  listened to and taken seriously by the professionals with whom they 
come into regular contact. 

 Respected, Included 

Feel  that parents/carers and other  family members  respect  their privacy 
and personal space 

 Respected 

Feel they are treated by parents/carers as an  individual  in their own right 
with their own needs, expectations and aspirations 

 Respected 

Have  opportunities  to  take  part  in  community‐based  and  school‐based,   Included 
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extra‐curricular activities which support social contact  
Feel encouraged to participate in these activities   Included 

Feel  confident  enough  to  tell  a  responsible  adult  if  they  have  been 
subjected to discriminatory attitudes or actions  

 Included 

Feel that the school and community has a positive view towards his or her 
faith  

 Included 

Feel  that  the  school  and  community  has  a  positive  and  supportive  view 
towards his or her native language. 

 Included 

Have access,  if needed,  to a  faith network  in order  to practice his or her 
faith  

 Included 

Have access,  if needed,  to a support network  in order  to use and  further 
develop his or her native language  

 Included 

When in contact with specialist or targeted children’s services the child or young person and family:  
 
Has sufficient information to make informed choices   Respected 

Feels that information they provide is treated in confidence unless there is 
serious risk of harm 

 Respected 

Has confidence that the information they provide is handled and stored in 
a secure manner 

 Respected 

Are asked  for  their  consent  if  specific  information  is  to be  shared across 
agencies 

 Respected 

Are actively involved in assessment, planning and review processes   Respected 

Are helped to prepare for meetings   Respected 

Are informed of possible consequences of any decisions affecting them   Respected 

Can seek independent advice if unhappy about the decisions taken     Respected 

When the child requires intimate care by professional staff 
 
treated consistently with dignity and respect   Respected 

the individuality of the child or young person is respected   Respected 

the right to personal privacy is respected   Respected 

Involved in and consulted wherever possible about their intimate care    Respected 

The child’s family: 
 
Living in accommodation suitable for their size and needs   Included 

Living in a well‐maintained, safe and secure home environment   Included 

Has income adequate for meeting day‐to‐day needs and special needs   Included 

Manages the household income effectively for benefit of whole family   Included 

Aware of benefits to which they are entitled   Included 

Not  experiencing  recurring  debt  problems  or,  if  they  are,  are  being 
provided with advice on financial matters 

 Included 

[Where unemployed] one or both carers can access appropriate training   Included 

[Where both  carers  are working] has  access  to  affordable,  good quality, 
local child care provision 

 Included 

The child or young person: 
 
Feels that parents/carers, friends and professionals want them to fulfil 
their potential 

 Respected 

Feels that parents/carers, friends and professionals will support them 
through challenges and difficulties 

 Respected 

Gets  regular  time  in  the  early  years  and  childhood  for  playing  and 
interacting with parents/carers 

 Active 

Encouraged to be curious and to explore their environment   Active 

Encouraged to play with other children   Active 

Receives appropriate stimulus and encouragement to develop interests   Active 

Responds positively to physical challenges in recreational settings   Active 
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As physically active as his or her capacities permit   Active 

Actively engaged in sporting and recreational activities    Active 

Receives  appropriate  support  and  coaching  in  their  chosen  sports  or 
activities 

 Active 
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SECTION 4: Conclusions 
 
This Report has focused upon the task of operationalising the Well-being Indicators or 
domains, primarily to facilitate the application of the Getting it right national practice 
model.  The aim was to show how the concerns about any child or young person that 
might be identified initially could be related to the eight Well-being Indicators; how this 
process could assist the identification of appropriate outcomes for the child and then 
serve as a basis for monitoring progress towards the achievement of those intended 
outcomes.  The emphasis here was on measuring progress; recognising that good 
planning for children and young people with multiple and complex concerns will need to 
identify short-term, intermediate and longer-term outcomes and be clear about how the 
former will contribute to the latter.         
 
It was not intended that these detailed specifications of the eight well-being domains 
should be regarded as indicator sets for monitoring performance at the local or national 
level. They are too detailed for that purpose. Good performance indicators sets focus on 
a relatively small number of indicators which represent a wider and more detailed range 
of potential outcomes.  However, in developing an outcomes framework for Getting it 
right it is also important to establish some kind of clear correspondence between the 
high-level headline indicators that are intended to provide a national profile of the well-
being of Scotland’s children and young people, the mid-level indicators for performance 
monitoring, scrutiny and internal quality assurance at the local level and the base level 
signifiers for assessing and monitoring the well-being of individual children which have 
been outlined in this report. This task is at the heart of our second Report, Getting it 
right: A Framework for Self Evaluation.    
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APPENDIX: Well-being Indicators - The Component 
Outcomes 
 
In the course of the evaluation it proved helpful to break down the eight well-being 
indicators into more specific component outcomes.  These were drafted as positive 
statements to reflect what the professionals were trying to achieve rather than what had 
caused them to be concerned about each child or young person.   
 
Although this was intended to be a heuristic device for evaluative purposes some 
professionals in children’s services have indicated to us that they have found the 
appended matrix helpful in identifying concerns about a child and carrying out an initial 
assessment of their needs that was more holistic. This report has taken the matrix as a 
starting point and provided more detail, including the checklist that concluded the 
previous section.  However, we believe that the appendix could prove to be a helpful 
aide memoire for practitioners, team leaders and operational managers, those who have 
some responsibility at the local level for quality assurance and performance monitoring, 
and those who are engaged in initial and in-service training for staff working in children’s 
services. 
 
 
 
 
 
 
 



 
 
 
 

SAFE HEALTHY ACHIEVING NURTURED ACTIVE RESPECTED RESPONSIBLE INCLUDED 
The child or young person is: The child or young 

person is: 
The child or young 
person is: 

The child or young 
person: 

The child or young 
person is:  

The child or young 
person: 

The child or young 
person: 

The child or young 
person: 

Living in a home environment which 
is free of abuse and violence.  

Healthy at birth, sustains 
good physical health in early 
years. . 

Developing self care and life 
skills appropriate to age and 
stage. 

Experiences consistent  love, 
emotional warmth and 
attachment 

Encouraged to be as 
physically active as their 
capacities permit. 

Feels listened to and taken 
seriously. 

Exercises some degree of 
age-appropriate self control 
over emotions and 
behaviour. 

Feels accepted, trusted 
and valued within the 
family or caring setting. 

Cared for by parents or carers and 
has at least one adult they can 
always turn to for love and support. 

Positive about self and 
confident and competent 
when faced by problems and 
adverse circumstances. 

Developing a level of 
independence or autonomy 
appropriate to age and stage. 

Has someone they can turn 
to, trust and rely on when 
anxious or disturbed. 

Encouraged to take up 
opportunities for play, 
recreation and sport 

Has developed a positive 
sense of identity and feels 
comfortable with it. 

Has developed a clear 
understanding of right and 
wrong appropriate to age 
and stage. 

Feels accepted, trusted 
and valued  by friends and 
peers.  

Protected from the risk of sexual or 
other forms of exploitation by family 
members or others (e.g. through 
Internet) 

Respectful  of self and others; 
and makes choices that are 
safe and appropriate for age.   

Displaying age-appropriate 
language, cognitive, 
intellectual, emotional and 
social development.  

Receives praise, 
encouragement, 
attentiveness and cognitive 
stimulus 

Receiving appropriate 
stimulus and 
encouragement to develop 
their interests. 

Has a well-rooted sense of 
self-esteem or self-worth.  

Accepts  responsibility for 
their own actions. 

Feels accepted, trusted 
and valued by the school 
and the wider community.  

Protected from avoidable physical 
dangers and  health  hazards within 
the home and outside.. 

Leading a healthy lifestyle 
and making healthy choices. 

Demonstrating readiness for 
key transitions in childhood 
and adolescence.  

Receives a level of physical  
care that ensures that the 
child is clean, adequately and 
appropriately clothed and 
kept warm. 

Provided with opportunities 
to actively participate in 
stimulating activities where 
there may be disabilities or 
disadvantages.  

Feels that significant adults 
and friends want them to 
fulfil their potential. 

Understands what is 
expected of them at home, 
in school or in the 
community. 

Feels that their family is 
accepted and valued within 
the local community.  

Not left unattended when too young 
to care for themselves and not left in 
the care of inappropriate carers. 

Receiving appropriate health 
care and guidance from main 
carers and health services. 

Responding positively to 
cognitive challenges in 
educational setting. 

Receives sufficient and 
suitable nutrition. 

Provided with additional 
support  when needed 

Feels that significant adults 
and friends will support 
them through challenges 
and difficulties. 

Generally behaves 
responsibly at home, 
school and in community 

Does not experience 
discrimination on any 
grounds. 

Not exposed to serious misuse of 
alcohol and drugs by family 
members.  

Displaying age-appropriate 
physical and psychological 
development. 

Motivated to attend and 
participate in their education. 

Lives in an environment 
which promotes their 
cognitive and emotional 
development. 

Assessing and managing 
risks in recreational and 
play-related settings. 

Feels trusted by these 
significant adults and 
friends. 

Generally behaves towards 
others in a caring, 
compassionate and 
considerate way. 

Has access to a range of 
opportunities for making 
friends.  

Aware of harmful risk-taking 
behaviours outside the home (e.g. 
drugs, alcohol, inappropriate 
friendships, etc) 

Attends scheduled medical 
screenings and takes 
prescribed medication when  
necessary. 

Meeting or exceeding 
appropriate levels of 
educational attainment. 

Receives additional support 
and care when they need it.  

Responding positively to 
physical challenges in 
recreational and play-
related settings. 

Feels involved in the 
important day-to-day 
decisions that affect them. 

Demonstrates capacity to 
act altruistically on behalf of 
others (e.g. gets involved in 
voluntary activities)  

Has access to a range of 
opportunities for social and 
recreational activities. 

Receiving appropriate guidance from 
parent/carer about harmful risk-
taking behaviours. 

Able to (and supported to) 
manage any long-term illness, 
condition or impairment. 

Demonstrating achievement 
across a range of non-
academic activities.  

Is not left unattended or in the 
care of inappropriate persons 
when too young to take care 
of self. 

Demonstrating a sense of 
positive achievement from 
their activities. 

Does not feel discriminated 
against or demeaned by 
others. 

Demonstrates capacity to 
assess and manage 
situations where there are 
potential risks for self and 
others.  

Receives additional 
support to overcome any 
disadvantages that may 
contribute to social 
exclusion.  

Safe from bullying at school or in the 
community. 
 

Applies strategies for 
assessing avoidable risks to 
health. 

Developing skills for coping 
with and managing disabilities 
and long-term conditions. 

Is not subject to physical 
neglect. 

Developing aptitude in one 
or more sports to best of 
their capacity 

Feels mostly happy and 
satisfied with life. 

 Acts responsibly in 
potentially high-risk 
situations. 

Lives in accommodation 
appropriate to their family’s 
needs.  

Protective towards others and not 
involved in bullying. 

Emotional and developmental 
needs are not neglected. 

Responsive to any additional 
support provided. 

Feels loved and trusted. Developing aptitude in one 
or more cultural activities to 
best of their capacity. 

Feels generally optimistic 
about the future.  

Attends school regularly (if 
appropriate).  

Has day-to-day needs met 
adequately by the family’s 
income. 

Protected from and not engaged in 
anti-social and criminal activity within 
community. 

Copes with normal stress of 
everyday life without 
persistent anxiety, 
depression, withdrawal or 
aggression.  

Developing skills in assessing 
and managing risk within 
social settings. 

Is sufficiently resilient to cope 
with changing circumstances 
in their family, home, school 
and community. 

Developing aptitude in one 
or more hobbies to the best 
of their capacity. 

Feels treated as an 
individual in their own right 
with their own needs and 
aspirations.  

Has a lifestyle that does not 
threaten health or well-
being. 

Is encouraged to actively 
participate in school and 
community activities.  

 


	SAFE

