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1. The Changing Context 

This 3rd report on the work undertaken at Drumchapel High school coyers the period August 96 to 
the present. Lengthy descriptions of the three components - health club, drop-in and sexual-health 
clinic - have been omitted as these have been provided in the preceding reports. The executive 
summaries from the preceding reports however are contained as an appendix to this document. It is 
hoped that this third report to HEBS highlights many of the important issues that need to be 
considered when developing youth health services and it is further hoped that it will help inform the 
evidence base being created. 

Since the last report was produced there have been major changes in the political landscape. A new 
Government took office in May 1997 bringing with it changes in the priorities and approach 
adopted for health improvement. The relationship between poverty and health is now 
acknowledged. The need for a wider, longer term view of how we tackle issues like teenage 
pregnancy in deprived areas is now also accepted. Tackling inequalities in health is now the fourth 
national priority, alongside CHD, Cancer and Mental Health. 

Shortly before the General Election, the Scottish Office participated in decisions about the 
identification of Priority Partnership Areas (PPAs). The Glasgow Regeneration Alliance had 
submitted proposals for 8 PPA areas, however only 4 of these were successful. The application for 
Drumchapel was rejected and over the next 3 years the area stands to loose approximately 
£3.4 million of Urban Programme resources. This has meant that many existing Urban Programme 
projects will either disappear over the next few years or will be severely rationalised. The area 
continues to fight for a review of its PPA status but it is unlikely that anything will change over the 
next few years . 

The net effects of the lack of PPA status are hard to quantify at the moment but already it is clear 
that the Drumchapel that existed when the original work at the High School started, and the 
Drumchapel of today are substantially different. 

The kind of services lost include the following: 

• Full time youth drop-in specialising in work with young 
women 

• Detached Youth Project* 
• 2 Recreation Centres for children and young people 
• 2 Tenant's Halls with youth programmes 

• Community Theatre 
• Arts-based Social Work project aimed at young people at risk 
• Support project for young people's transition from 'in care' to 

independence 
• Women's Project with youth programme 
• Youth Information Project* 
• Community Centre (Largely youth based work) 
• Youth Development Officer 
• Youth Housing Officer 
• Food Co-operatives 
• Loss of around 5 teachers at High School 
• Loss of social worker based at High School 

2 





* These projects merged in 97/98 as part of a Council cost-cutting exercise. 

Many other projects - e .g . Money Advice, Furniture Recycling Project have had severe cuts and are 
clinging on to viability or are reconfiguring in order to survive. 

Statutory Departments have also been severely cut-back. For example, the Social Work "Group 
Work" project that works with very vulnerable young people still exists but their limited budget 
makes jt hard to operate. Community Education has been reduced significantly with very restricted 
opening hours, reduction in direct youth work, lack of full time support (the full time workers cover 
huge areas and are based 3 miles away from Drumchapel) and may infact disappear altogether. Even 
services like the Swimming Pool have had to substantially increase charges to meet cut-back targets 
and young people have more restricted use. 

Appendix 1 illustrates the range of services and support available for young people at Drumchapel 
High at its peak, of which this project played a significant part. 

It is within this significantly changed and changing landscape for young people that the Health Club 
and Drop-in at the High School has attempted to operate. Sometimes cutbacks have had direct 
influence on the work of the project e.g. the most important 'teacher' link within the school took 
early retirement as a result of a savings inspired 'trawl' within the Council. 

An infrastructure of a whole range of youth-related services - some aimed at the general population , 
some at young people at risk - is essential in an area like Drumchapel in order to back up any health 
related initiatives with young people. This hardly seems a contentious statement in the light of the 
Green Paper on Public Health. The fact that the infrastructure in Drumchapel has been so largely 
eroded should not go without comment in this paper as it presents a context for the initiatives 
described which will affect any future developments. 

In a policy climate in which there is an over-arching 'inequalities ' agenda and a focus on the social 
and economic causes of bad-health, it seems ironic that a project funded through health service and 
research money should have survived at all, while larger mainstream generic projects and provision 

have gone. 

The project has continued to be evaluated positively, however this has come at a time when key 
staff have retired or moved on to new posts . This has also taken place against the backdrop of a new 
Government and subsequent policy developments e .g. the NHS White Paper "Designed to Care" 
and the Public Health Green Paper "Working Together for a Healthier Scotland". 

The challenge for the project now is to consider how this approach can be mainstreamed. Section 7 
of this report considers a range of options for moving this forward . Clearly which of these options 
will be chosen is likely to be influenced by the major changes about to take place within the NHS 
over the next year. These changes however, provide opportunities to bring evidence-based projects 
such as this into the mainstream. There are many lessons to be learned from this experience -
lessons for those commissioning services, those managing and those delivering services. 
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2. Health Club 

Background 

Drumchapel High School Health Club has been running since 1993 as a Friday lunch time 
provision for a mixed group of young people in S2 /S3. There is no compulsion to attend. Reasons 
for invitation include poor self image, bullying, obesity, isolation etc. 

The aims of the health club are: 

(a) To empower young people to improve their health. 
(b) To improve the self-confidence and self-esteem of young people. 
(c) To build links between health visitors and the school. 

Although the club has been running from 1993 this report summarises activity between August 96-
June 97 and reports on what has happened since the club ceased operating in August 97 . 

Staffing 

The lunch time club has been staffed by: 

Margaret Green - Principal Teacher of Care and Support (Until September 97) 

Ruth Laing -Health Visitor (Until December 97) 

Jackie McFadyen -Health Visitor (Until September 97) 

In addition to the activities of the lunch time club, the group have often resourced more 'whole
school' activities such as activities for No Smoking Day, Heart Health Week, etc. 

From August 97 to the present time there has been no provision. The reasons for this are: 

(a) Margaret Green, shortly after the beginning of Autumn term 97, took early retirement. 
(b) Her replacement, Colin Brown , was brought in initially on a short-term basis. 
(c) Ruth Laing had doubts about her future employment within Drumchapel Health Centre and 
was unable to be the central person in the provision . In fact, Ruth moved to a new position on the 
other side of the city in December 97. 

The club has therefore, not been operating . 

Colin Brown, Margaret Green's replacement is very supportive of the idea of the club and currently 
there is some progress towards starting again in Autumn 98 . At the moment potential personnel, 
finance and other support is being identified. 

Other personnel may include -
Home Economics Teacher 
School Nurse 
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Health Visitor 
Health Promotion Officer (for advice) 

The issue of catering, which was previously time-consuming for the health visitors, could be 
provided perhaps through Catering Direct and funding for this may have to be sought from other 
agencies, e .g. Busi ness Support Group. 

Health Club P rogramme 

In addition to receiving a healthy lunch, youngsters participate in a variety of health related 
activities/workshops. 

These have included : 

Hygiene 
Drugs 
Healthy Skin 
Healthy Eating 
Smoking 
Bullying 
Young people and empowerment 
Etc . 

Spin-offs 

As well as the formal evaluation of the club, contained in the evaluation section, other spin-offs 

have been : 

(a) Whole School events 

For example "Foods of the World Day" , "National No Smoking Day". These events gave health 
club members a higher profile within the school and helped build their self esteem and self 

confidence . 

(b) Greater School awareness of health issues. 

The activities of the health club and the drop in have put health higher up the agenda for both staff 
and pupils . For example following a whole school event the Health Education Co-ordinating Group 
was re-established in the school with new staff volunteers who were enthusiastic and eager to 

continue the work. 

(c) HMI recognition 

During a routine visit to the school, the Inspector for Schools made a visit to the Health Club and 
the Drop-in . He was particularly impressed by how vulnerable young people were targeted, the 
informal atmosphere of the drop-in and the range of health activities provided. 
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(d) A new peer-led anti-bullying initiatiw 

Following recognition by "Education Development" , the health club received additional resources 
to develop a peer-led anti-bullying initiative. This money was used to fund residential training for 
health club members in anti-bullying and peer education techniques. Once again this has provided 
health club members with a valuable role to play both within the school and with their peers. 
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3. Drop-In 

Background 

An after-school heal th drop-in was developed from the lunch time club in 1994. This followed a 
need to move young people on from the lunch time club to something else. Following consultation 
with the young people it was decided to start a "drop-in" facility after school. 

The aims of the drop-in are: 

- To extend access to a health-enhancing facility for young people in Drumchapel aged 12-19 

years 
- To provide counselling support and referral opportunities to young people with problems 
- To develop links with the wider community in Drumchapel 

The drop-in has run for most of the time since its inception but has changed considerably during the 

last year. 

Staffing 

Personnel involved in the drop-in have included: 

- Health Visitors 
- Youth Development Officer 
- Volunteers 
- Family Learning Centre worker 
- Health Promotion Officer 
- Social Worker 
- CPN's 

Latterly the staffing has been very limited. At its best the drop-in allowed for a high staff \young 
people ratio with staff drawn from a range of backgrounds, experiences and skills. The interaction 
between young people and staff has been powerful with strong relationships with both individuals 

and groups. 

Drop-in Programme 

The Drop-in has an informal structure co-developed with the input of a young people's committee . 

Although the structure is very informal there has been a strong 'health' focus. 

This has included: -

- Healthy food (young people involved in preparing/serving) 
- Workshops -sexual health, drugs, healthy skin, etc. 

- Less structured use of board games 
- Grapevine, Road Safety Game, etc. 
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-SYCA workshops 
-SYCA exercise programme 
-Music lessons 
-Drama/photography/arts and Crafts 
-Summer outdoor games - crickeUrounders 

Highlight events - Christmas meal, pantomime, Summer barbecue 

Until June 97, the drop-in was based in the Family Learning Centre situated within the Drumchapel 

High School campus. 

Training 

During August 1996, a three day training course took place for all staff involved. This took place on 
3 consecutive Fridays (9th, 16th, 23rd August) and was organised by the Health Promotion 
Department of Greater Glasgow Health Board. 
The programme included sessions on; 

The drop-in and the needs of young people (Day one) 
Aims 

to gain a greater understanding of what it is like to be a young person today; 
to enhance participants' group work skills; and 
to identify useful resources to meet young people's needs and plan future 
sessIons. 

Confidentiality and abuse (Day Two) 
Aims 

to make participants aware of young people's rights to confidentiality in law 
and to be aware of the procedures for dealing with reported cases of abuse. 

Supported discussion and counse ll ing skills (Day three) 
Aims 

to enhance participants skills in providing supported discussion 
to know what agencies exist to support young people locally and nationally 

The training delivered was of a consistently high standard. All three days scored an average rating 
of 9 out of 10 by participants. In addition to achieving the aims of the training it was also a good 
exercise in team building. Four members of the young people's committee contributed to the 
training on day one. Those young people received a certificate for their contribution which they 
were also able to use in their records of achievement. It was recommended that this training should 
take place on an annual basis. A more detailed report of the training and its evaluation is available 
and is listed in Appendix 2. 

Lottery Application 

In order to develop the work of the project further there was an application made to the Charities 
Board of the National Lottery. The application was concerned with -

- creating peer led education groups 
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- gaining further support for the lunch time club 
- integrating services together and 
- developing new youth health provision within other youth spaces -

youth bus, youth clubs, etc. 

The application was unsuccessful but it would have allowed for the development of the existing 
provision as well as responding to new needs in other settings. 

The application ultimately failed although it contained strong arguments for funding . The reasons 
are not entirely clear (the Charities Board gives no feedback to applicants) although there may be a 
'DrumchapeJ' factor in that Drumchapel has failed to attract Lottery money of any note in the first 
three years of the Lottery. It may have also been related to the slightly confusing structure of the 
project with a probable suspicion that 'the Health Board' should fund this! Whatever the reasons, 
the 3 year appointment of a dedicated youth health worker for Drumchapel with associated support 
and a budget would have greatly helped the continuing development of the project. 

Re-Iocation 

During the Spring and Summer terms of 1997 the Family Learning Centre became problematic as a 
space . Lack of consistent adult presence Jed to discipline problems and specific incidents of 
vandalism, etc which, although not serious in themselves , were proving to be less than acceptable in 
a centre designed specifically for parents and toddlers. The Family Learning Centre expressed a 
desire for the drop-in to relocate before its re-start in Autumn 97. 

It should also be mentioned that the older users had tended to defend the drop-in against 
misbehaviour either formally , through the users committee, or informally. As they started to move 
on, so behaviour got worse. 

There was no provision during the Summer holidays of 97. This had always been a feature of the 
drop-in . i.e. it provided a service for 50 weeks of the year. 
However, the summer barbecue kept some links with the staff and users. 
A priority during this time was the pursuit of a new drop-in space . 

Workers from the drop-in started to negotiate the use of a new drop-in space being created for the 
G IS Youth Project situated within the Drumchapel Community Centre (situated next to the High 
School). Young people were not as involved in this negotiation largely due to the dissipation of 
young people throughout the summer. 

New location 

The new space was tried out as a venue during September - December 97 with limited success. 
Staffing problems were partly assisted by sessional workers paid for by a successful Small Grants 
Lottery bid . Problems encountered included: 

(a) Space was large, not 'broken up ' into more intimate units, therefore there was less 
interaction and I: I support. 
(b) Level and diversity of staffing changed the staff's role . 
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(c) The ' health' identity of the club was compromised and hard to maintain in a space that 
looked like a youth club - pool tables and the like. lronically thi s was a virtue of the Family 
Learning Centre in that it definitely looked nothing like a traditional youth club so 
expectations from young people were different. 
(d) G 15 users had strong ownership of the space - rightly. 
(e) Problems such as horseplay often drifting into bullying and conflicts originating from 
school were hard to address because of the open and disparate nature of the building. 
(f) Discipline was a problem and related to an age-change and lack of staffing. 
(g) A younger group, less loyal to the ideals of the club , started using the club . 
(h) Other older health club members began to leave the club by a process of natural drift, 
a 'young team ' coming in and general disillusion about consultation. 
(i) Food preparation was problematic as the kitchen space was not separated off. As staffing 
was low the food preparation became less of a priority. 

These issues were partly addressed following two meetings with workers and some older young 
people . Ideas for structure and programming were explored. These ideas were incorporated into a 
firmer, more ' health ' focused programme alongside some outdoor activities using Drumchapel 

Adventure Group. 

Examples included: Street Dance workshops 
Native American Art workshops 
Ski/snowboarding programme 
Healthy Skin workshop 
Music lessons/games 
Health related games/exercises/quizzes 
Pantomime trip 

By Christmas it was apparent that the club was still not functioning properly and two key workers 
had left their jobs in Drumchapel. 

Health Promotion Officers investigated the use of the Drumchapel Youth Bus within the grounds of 
the High School. The Youth Bus, a converted double-decker bus contains within it small, intimate 
spaces more suitable for the drop-in . 

Funding for sessional workers allowed only for a tri a l use of the bu s for about 8 weeks from 
February - March 98. The Health Promotion Officer co-ordinated the programme together with the 
sessional workers and this is currently being tried out with a view to a low-key evaluation at the 

end. 

Subjects tackled have been: 

• Smoking 
• Sexual identity 

• Sexual health 

• Mental health 

• Substance use. 
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4. DASH Clinic 

Background 

Previous reports have highlighted the rationale for the creation of DASH - Drumchapel Advice & 
Sexual Health Clinic. Funding was initially obtained, from HEBS to develop the clinic which was 
staffed through the Community and Mental Health Services Trust - Family Planning Directorate. 
The DASH clinic was to be integrated into the two other components and run at the same time as 
the Drop-in. 

DASH catered for 13-19 year olds. DASH was initially based on the first floor of the Family 
Learning Centre within the campus of Drumchapel High School. After a short while DASH moved 
to the ground floor due to issues of ease of access and security. When the drop-in was asked to find 
alternative accommodation, the clinic was able to continue operating from the Family Learning 
Centre. 

The clinic was publicised using posters and cards (which included a credit card style cut out) which 
had been developed along with young people in the D rop-in who had also been involved in 
developing the name DASH. The publicity materials were distributed among young people at youth 
clubs, etc. 

Staffing 

The DASH clinic has been staffed by a Family Planning Nurse and a Health Care worker. A Doctor 
has been available to give advice by telephone . An arrangement existed which meant a young 
person coming to DASH could see a Doctor the day following the clinic if necessary. 

It was recognised early on that there was a need to do outreach sessions informing youth groups, 
youth workers, etc. of DASH. There was also a conscious decision made by the Advisory Group 
not to have a large public launch early on but to work with relatively small numbers of young 
people, principally from the Drop-in. This was to establish the procedures and work out any 
logistical problems before large numbers of young people were coming to the service. 

The recording systems for the service included a service requirement sheet (see list of project 
papers in appendix 2 ) which young people were asked to look at and tick off any areas of need. 
Other areas as well as sexual health were included on the basis that the resources and expertise of 
the Drop-in personnel (which included workers experienced in drugs, alcohol, etc.) were accessible 

to young people. 
Young people were recorded using only first name, date of birth, age, gender, and previous use of 

servIce. 

The service began in March 96. Early teething problems were: 

(a) The upper noor space - issues of accessibility and security 
(b) Reception at front door was inconsistent 
(c) Younger 12 year olds tried to gain access 
(d) High initial demands for condoms especially from younger boys who were 'selling them on' 

to older brothers ~ 
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The use of the clinic by young people (loosely associated with the Drop-in) was considered 
accepw.ble in this pilot phase. The variety of issues raised and the gender mix of users was also 

encouragIng. 

The ethos of the Drop-in , where young people were encouraged . through workshops and exercises. 
in small groups , to address sexual health issues. was extended to the DASH waiting area with 

condom workshops, etc . 

Outreach 

Publicity, olltreach and official launch were limited in the first year of use. partly because young 
people from the Drop-in were already using the clinic in reasonable numbers. There was also the 
need to establish the working practise of the clinic with low numbers . It was decided to avoid 
courting controversy unnecessarily by a major public launch with media coverage. 

The Drop-in was shut down in June 97 in the Family LeaJlling Centre (see Drop-in section for 
reasons) and not re-started until September 97 in the GIS drop-in space. T his left DASH relatively 
isolated in a building not now used by teenagers and without the presence of the Drop-in to work 
beside. Consequently the Health Promotion Department employed 2 outreach workers to : 

(a) Distribute posters, leaflets, credit cards, to young people in areas where they 
congregate. 

(b) Visit and speak to youth groups about DASH. 
(c) Promote DASH among people working with young people , parents and tenants 

groups, etc . 
(d) To conduct outreach while DASH was on . 
(e)To record work, attend meetings, etc. 

Often the outreach workers brought young people to the DASH clinic waiting area (in the absence 
of the Drop-in) in order to do some games, workshops, etc. 

The outreach workers also used quiz based scratch cards with young people over 16 years of age . 
These cards are only able to be legally used by young people over 16 years of age although they 
created a great deal of interest with the under-I6 age group. For this reason the use of the cards was 

d isconti nued . 

The outreach workers were employed for 120 hours over 3 months in the summer of 97. Details of 
their work was recorded in diaries. They have also produced their own recommendations which 
have been incorporated into the advisory group' s review of the first 3 years of the project. (See 

Section 6.) 

There was a higher use of DASH whilst the outreach workers were there but largely it was confined 
to young men needing condoms. As the DASH opened up again without the outreach, the use of the 
DASH in the period from August 97 - January 98 has been poor and has demanded the need for 

review and re-thinking. 
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Possible factors mitigating against its success include: 

• Venue is now not young people friendly and not used by young people at aJl 

• Reception in building is problematic 

• Publicity has still not reached key target groups 

• Confidentiality may be an issue - labelling of young people using DASH is easier now because 
the Drop-in is not on at the same time. 

• Use by young males is off-putting for young females 

• Family Planning Clinic at Health Centre is run at same time . 

• Outreach is disconnected from workers at the clinic. It is generally regarded as better practi se to 
have the service providers doing the outreach . 

• Other youth projects/youth support services and workers which may have acted as publicists of 
the service or referrers in the past have been cut-back or have disappeared altogether. 
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5. Evaluation 

5.1 The Health Club 

a) Self-esteem, self-efficacy and locus of control - Cohort Stud)' 
b) Workers Perceptions 

A study was commissioned in 1996 to evaluate the outcomes of Drumchapel Health Club. 

Briefly , the study sought: 

• to establish baseline measurement of self-esteem. locus of controL self-efficacy. 
awareness of health issues 

• to assess Club members opinions and feelings about the Health Club and the ways in 
which it is similar/different from school 

• to re-assess these measures following attendance at the Health Club over a school 
term 

• to interview key staff involved in the Club to ascertain the rationale behind the Club, 
how young people were recruited for the Club and how the Club operated on a week 
to week basis. 

Methodology used with the Young People 

A variety of methodologies were developed for this study, designed to take account of the abilities 
and vulnerability of the young people as well as providing valid reliable data . For example, the 
range of literacy levels in Club members precluded the use of standardised self-esteem or locus of 
control questionnaires . Furthermore, these measures were deemed inappropriate as their use might 
damage the self-esteem and confidence which the Club was seeking to build in its members. 
Standardised measures of self-esteem and locus of control generally do not take into account the 
needs of very specific study populations , being designed instead, for use with the general 
population. The study sample in the research presented is not representative of the general 
population and therefore requires a different method for assessing self esteem and locus of control. 
In addition, given the limited sample size , small changes in self-esteem and attitudes may be 
masked by a purely quantitative methodology although such small changes may be the start of more 
important improvements . 

The methods used in this study, therefore reflected these concerns and sought to access the young 
people's beliefs, attitudes and behaviours without relying only on written responses . Rather, a 
more qualitative approach was taken with structured focus groups and paired discussions forming 
the basis of the Health Club evaluation . 

Design 

A prospective study design was used to evaluate changes in self-esteem, self-efficacy, locus of 
control ami health behaviours of Health Club members over the period of one school term. 
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In order to evaluate the effectiveness of the Club, participants in the study were drawn primarily 
from new members providing us with a within-group comparison. Additionally , data were 
collected from established Health Club members thus providing us with a between-group 
companson. 

Assessment of self-esteem, self-efficacy, locus of control and health behaviours: 

The above variables of interest were all assessed through the use of focus group discussions at 
which two researchers were present. The primary researcher co-ordinated the group discussion , 
encouraging responses from all participants and took brief notes on the issues raised by individuals . 
The second researcher took no part in the discussion. Hislher role in the group was that of a scribe 
taking detailed notes of the content of the focus group discussions, the body language of the group 
participants e.g. eye contact and body posture and the interaction between members. 

Immediately following the focus group discussions, the primary researcher and scribe independently 
utilised their own notes from the interview and assigned ratings for self esteem, self efficacy and 
locus of control to each group member, using the framework below as guidance. Following this 
independent assignment of ratings to individuals, inter-judge reliability was assessed by comparing 
the ratings of the main researcher with those of the scribe. No disagreements were found. As a 
means of augmenting these ratings and the notes from each focus group, discussions between each 
pair of researchers followed. These discussions sought to pay particular attention to issues which 
were raised by the young people and which would be further explored at the time two interviews. 

Simple Questionnaire: Time 1 and time 2 

A simple questionnaire was designed and administered to all Health Club members (see appendix 
3). The questionnaire comprised of 20 questions designed to support and extend the information 
obtained from the focus group interviews. The questions were short and specific to issues about the 
Health Club thus making the issues raised familiar for those completing it and readable for those 
with any difficulties . In addition , the questions were read out to the young people in small groups 
with discreet additional help being provided as and when required. The key areas addressed were as 
follows: 

1) Health behaviour. 

2) Self-efficacy. 

3) Self-esteem. 

4) Locus of control . 

5) General opinions about the Club. 

Methodology with Staff 

Interview with Health Club Staff 
A focus group was conducted with the teacher and two Health Visitors who run the Health Club. 
The group was led by two members of the research team, with the responses and issues raised by the 
staff recorded by a scribe. The aim of this discussion group was to ascertain the rationale and ethos 
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of the Health Club, how it started and how it currently operates. Of key concern was to establish 
how the Club could be repeated in other settings. While the focus group fonnat allowed the 
participants to raise issues of concern to them, a structure was imposed to ensure that the main 
research questions were addressed. 

Interview with Head Teacher 

In order to make recommendations as to how this type of Health Club might be set up in other 
schools, an interview with the Head Teacher was conducted. This interview sought to establish the 
level of school commitment required for such an initiative, as well as general issues regarding the 
operation of the Club. The interview was conducted by two members of the research team using a 
broadly similar structure to that used with the other staff members. 

Summary and recommendations 

1. The self esteem, self efficacy and locus of control of Health Club members improved over the 
course of their attendance at the Club. This is reflected in the ratings on these measures given by 
the researchers pre to post test as well as the change in willingness to discuss health issues over this 
period. 

The question arises as to whether any changes in self-esteem could be explained by developing 
maturity in the young people. The researchers undertook an extensive literature review and 
concluded the following: 

The method of investigation of this study was designed within the framework of current 
literature relating to self-esteem and its measurement. In addition, the vulnerable nature of 
the subject sample had to be taken into account in the study design. While it is impossible to 
say with one-hundred-percent certainty that the Health Club had a positive influence on the 
psychological constructs examined, the available literature which has specifically examined 
the developmental aspects of these constructs, would imply that the likely explanation for 
the improvements noted in the main report are related to attendance at the Health Club. 

2. There was evidence that Health Club members were more aware of, and more willing to discuss 
health issues and health behaviours after attending the Club. The extent to which this knowledge 
has been translated Into consistent healthy behaviour, outwith the parameters of the Club, remains 
unclear. However, awareness of the issues and the part that an individual plays in making decisions 
about health would seem to be a positive first step in encouraging positive health choices. 

3. The majority of Health Club members believed that a joint decision- making process was in 
operation in the Club and further believed that they had an important role to play in this process. 

4. The post test interviews revealed an optimism in Club members as to what they could achieve in 
the future both within and outwith the Health Club. 

5. The flexible recruiting strategy and commitment to leaving the choice of attendance to the young 
people themselves has helped to establish an environment in which the young people fully believe 
that they can make and influence decisions. 
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On the basis of the interviews with Club members. the staff involved in the weekly operation of the 
Club and the school 's Head Teacher, a number of recommendations for establishing other such 
Health Clubs have been formulated. 

Practical issues 

The following would seem to be important in the setting up of a similar initiative: 

1) A flexible recruiting procedure which avoids stigmatisation and does not force the young people 
to make an irreversible decision regarding attendance / non-attendance . 

2) Active and full participation of Club members in the establishment of the rule s of the Club. 

3) Active and full participation of Club members in decisions regarding activities to be undertaken 
at the Club. 

4) The provision of food and the involvement of the young people in the choice of food provided. 
This would seem to be particularly important in the initial stages as it gives the young people a 
reason to attend. 

Operational issues 

For continued success the following would seem to be important: 

1) Acknowledgement of the health promoting role of Health Visitors thus reducing caseloads. 

2) In the light of the slow process in establishing relationships and in setting up a Health Club, a 
long term financial commitment should be undertaken. 

Staff and Club ethos 

Critical elements that seem to contribute to the success of the Club include: 

1) Respect for young people as equals. 

2) A shared ethos and common aim for the Club which considers health in its broadest sense 
' anything that makes you feel good'. 

3) Acceptance of the slow nature of building up relationships with young people. The important 
point is to get to know the young people and to make the Club a fun and safe place to be. 

4) A willingness to listen to young people . 

5) A commitment to establishing a shared ethos between the Health Club and the school generally 
would seem to be important if the school is to take on a health promoting role. 
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5.2. School Attendance 

Anecdotal evidence suggested that school attendance of Health Club Members had improved. 
However analysis of attendance data did not support this observation. One explanation for this 
discrepancy is that in becoming more confident members became more "visible" within the school 
hence leading to the perception that they were in school more frequently . Members were often 
asked by teachers to take on more responsible tasks on behalf of the school, or were seen as school 
activists in a good sense. 

5.3 DASH - Sexual Health Clinic 

From the outset the project has wrestled with the need to conduct an evaluation of the DASH 
service and its impact and the need to allow an adequate amount of time for the service to be 
running effectively and smoothly. This concentration on getting the process and service delivery as 
right as possible has meant that what monitoring and evaluation of the service has taken place has 
been limited . To this day there are still many aspects of how the service is delivered that we would 
change. These issues are highlighted in the following section . Although evaluation of the DASH 
clinic has been limited there has been some monitoring and analysis of the use of the service by age 

and gender. 

Service Use by Age and Gender 

The age and gender spread in the first year of DASH was as follows: 

Males - 57% Females - 43% 

AGE 10 12 13 14 15 16 17 

% use 2 7 37 19 17 17 2 

The initial gender spread was pretty even, though with more boys than girls. Age-wise, usage was 
mainly by 13-16 year olds with a predominance of 13 year olds. It should noted however that these 
figures do not take account of the numbers of young men who used the service to collect condoms 
but did not have a consultation with the Family Planning Nurse . 

This probably says more about drop-in members than the DASH clinic. 
In the main consultations were about condom/safe sex issues (116 out of 140 consultations from 

March 96-July 97) 

During the summer holidays of 96, use of DASH reduced dramatically even though the Drop-in 
remained open (albeit with significantly lower numbers). Numbers did not pick up again until 
November 96 and with a blip at Christmas 96, remained reasonably constant until July 97. 

Summarising the first year use: 

140 consul tations 
Of these: 116 condoms/safe sex: 7 contracepti ve pill; 5 pregnancy tests . 
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The service sheets give some evidence of requests for other issues which young people using DASH 
had concerns about. These were largely - safe sex; condoms; right time of first intercourse; pressure 
from friends to be sexually active: bullying; drink; drugs; etc. 

It is noticeable that there is little interest in the emergency pill; S.T.I. 's; pregnancy options; sexual 
orientation; etc. Most evidence suggests that young people in deprived areas within Glasgow are 
much less likely to consider termination than other areas. (e.g. Omaja 1993) 

This issue indicates a more complex picture of teenage pregnancy than the political agenda may 
suggest. Current research cited by Wilson and Daley (1997) from North America indicates that 

teenage pregnancv is often (In actil 'e decision, motivated in large part by 
expectations about a life course more compressed in time than that of more affluent 
people. 

Wilson's own findings show that 

teenagers expressly wished to become mothers and grandmothers while still young 
and competent because they anticipated problems of early "weathering" and poor 
health. 

Geronimus (1992) suggests that high birth rates in young women in deprived neighbourhoods often 
reflect a distinct family planning schedule rather than a mere absence of family planning. 

Statistics regarding use do not tell the whole story. It is important to include some case-study 
examples that flesh out some of the numbers. The case study names have been changed. 

Case Studies 

Case Study 1 - Anne aged 17 

Referred following a termination of pregnancy. The nurse protocol was used to supply microgynon 
30. Her father had severe ischaemic heart disease. He had abused drugs and smoked excessively. 
Doctor advised commencing her on the pill and referred her for thrombophilia screening. This 
showed no abnormality. At next visit she had some spots on her face. After discussing the options 
she decided to continue microgynon and to use a topical preparation on her spots. 
Anne returned complaining of post-coital bleeding. She was referred to the Health Centre for a 

smear and has now been referred to colposcopy. 

Case Study 2 - Susan aged 15. 

Advised to visit clinic by mother following a very heavy period. The period had been 3 weeks late 
and she had unprotected sex on several occasions. Pregnancy test was negative and the bleeding had 
stopped. Doctor was consulted and Susan was advised to attend the Family Planning Clinic or her 
GP if there was any further bleeding or abdominal pain. She was advised that she may have been 
pregnant. Contraception was offered but no longer required . 
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Case Study 3 - Peter aged 13. 

Attends most weeks for condoms. He is happy to demonstrate condom use using the plastic model. 
and often brings new clients with him. Having attended the clinic so regularly he has good 
knowledge of emergency contraception and safer sex . He usually returns at least once in disguise, 
with a hat or glasses and a different name to get more condoms! 

Case Study 4 - Sarah aged 13. 

Attended for advice on safer sex and some social concerns. Was brought several weeks later by a 
health visitor requesting contraception. She was having unprotected sex . Microgynon 30 was 
supplied using the nurse protocol. Sarah was instructed in the use of the pill, and advised to use 
condoms in addition to the pill. She later became pregnant and had the pregnancy terminated. She 
did not return to DASH. 

Outreach Workers' Views 

The outreach workers who were employed over the summer months to promote the service were 
asked to maintain a diary of who they spoke to, what responses they received to their invitation to 
attend DASH, and any other views which they thought would be relevant. It should be stressed that 
these are solely the views of the outreach workers . They recorded the following perceptions; 

• young people, parents and local workers felt that a service operating later in the evening 
would be more beneficial. In the summer many older teenagers work and have difficulty 
getting access to DASH. 

• Local family planning services run from the health centre on the same day and at the same 
time as DASH. Young people using the Family Planning Service relate well to the Doctor 
who provides the service as she is perceived as "young" and "approachable" . There is also 
reasonable confidentiality within the Family Planning Clinic. 

• DASH attracts younger teenagers 121 13 years of age who are treated as a nuisance by 
Family Planning Staff and not taken seriously. The outreach workers were therefore keen 
that if this was an age group presenting that work should be carried out with these young 
people and that the service should be changed to meet the needs. 

• Family Planning staff may not be the most appropriate people to offer the service wanted by 
young people attending DASH . There is more demand for basic sexual health group work, 
information and condom distribution than a prescribing service. 

• After the drop-in moved venues, the Family Learning Centre lost its confidentiality as a 
venue. There were other physical problems with the Family Learning Centre such as; the 
waiting area has chairs for pre fives and does not therefore create a comfortable atmosphere 
for older teenagers. 

• Some parents expressed an interest in getting involved in DASH but lacked a knowledge of 

the issues. 
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ConcJusions 

Limited needs assessment was conducted before the service was established. The need for this 
service was identified by Health Visitors attached to the lunch club who believed that a prescribing 
service was appropriate. All that we can conclude from these views is that many young people 
particularly young women did not make use of the service. We could speculate that this is because 
the type of service, the location , timing , staffing and others factors may have been inappropriate. 
Further evaluation would be necessary to identify the precise reasons for the limited uptake of this 

servIce. 

It should be recognised that young men used this service more than young women and so very 
quickly perceived as a young men's service. Once this label is established it is difficult to change. 
Consideration should therefore be given to the development of gender specific services . 

Another potential development area would be the possibility of training with and making 
information available to parents. This can also serve to highlight parental concerns around young 
people's sexual behaviour, carrying condoms etc. It would however support young people as 
previous studies (GGHB ] 994) have shown that young people would prefer to get their information 
about sexual health from their parents. 
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5.4. The 1\1anagenJent perspective: The Roles and Repeatability Study 

Evaluation studies of this project to date had focused on the effectiveness of the project i.e. whether 
repeating this model was a good idea. However it was also necessary to gather information to 
determine whether it is possible for the Project to be repeated. The purpose of this particular study 
therefore, was to examine the repeatability of such a project from a management perspective by 
exploring perceptions of both existing service providers and potential providers e.g. Community and 
Mental Health Services Trust, Schools Health Services, Social Work Department etc. 

KEY RESEARCH QUESTIONS 

• Is the model repeatable? 

• Is the running of a Health Club perceived as an appropriate role for Health Visitors? School 
Nurses? Other NHS staff? Teachers? 

• To what extent does the model rely on management support and/or good will? 

• What is the perceived workload associated with the Project and does this perception match 
reality? 

• What management commitment does the project need to succeed? To what extent does the 
model rely on management support and/or good will? 

• What is the role of the Health Promotion Department and how is this perceived by service 
providers? 

• What are the perceived costs and benefits (real and hidden) of providing each of the three 
elements of the project? What are the opportunity costs? Does this for instance require a change 
in allocation of other duties? Is this feasible ') Is there a need for specialist role? 

• What are the important characteristics of appropriate accommodation? (e.g. atmosphere, layout, 
relationship with the school) 

• Are the elements of the project interdependent? To what extent can they stand alone? 

Method 

Phase 1 
In-depth interviews were undertaken with key informants. Representatives from local and national 
organisations were included. 20 interviews were conducted with policy makers including 
representatives of local and national organisations and 10 interviews were conducted with 
operational workers. This sample construction was chosen to ensure that a wide range of opinion 

was canvassed. 
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Policy Operational 

• CMHST Clinical Directorate • Health Visitor 

• CMHST Community Directorate • Teacher 

• School Health Service • Community Dietician 

• Health Board Commissioning • Family Planning Nurse 

• Education Department • Health Promotion Officer 

• Voluntary Sector • Family learning Centre Manager 

• Health Promotion Department • Youth Development Officer 

• Health Visitor Association • Social Worker 

• Family Planning Association • Health Club Volunteer 

• Youth Link Scotland • Health Visitor Researcher 

• Fastforward 

• HEBS 

• Royal College of Nursing 

Key results - phase 1 

Value of t he Project 
All respondents p!'rceived value in the projeet although policy makers were inclined to be less 
pos itive. This could possibly be explained by their knowledge and understanding of the project 
being of a more distant nature than operational staff. 

Strengths or the Project 
• Non threatening 
• Easy access 
• Committed proressionals 
• Interagency collaboration 

• Empowering 
• 3 elements complementary 

Weaknesses of the Project 
• Dependent on goodwill 
• Lack of committed resources 
• Lack of management support 
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• Limited school commitment 

• Sexual Health Clinic too highly visible in the Drop In Facility leading to perceived reluctance to 
attend on the part of girls and an element of bravado on the part of boys. 

Lead role 
There was general agreement that one organisation should take the lead and most policy makers saw 
their own organisation as the most appropriate to undertake this role . However, it was recognised 
that the competing priorities within organisations meant that resources were scarce to undertake 

such a project. 
It was agreed that whilst a lead organisation was necessary within the multi-agency context it should 
not take all the credit or make budget decisions. Some sort of steering group was essential. 

Professional Roles 
Roles which had been undertaken by staff associated with the project were seen by both policy 
makers and operational staff to be appropriate. There was a difference of opinion between policy 
makers who saw the limited involvement of teachers as an advantage and the operational staff who 
saw the key professional and personal qualities of staff as more important than their profession. 
Essential attributes of staff were identified as: 

• able to work with adolescents 

• experience in relevant health issues 

• access to supporting organisation 

• able to work with school 
• able to allow young people's input 

Management Issues 
• The support of the staff's managers was seen as vital as was the support of the head teacher. 
• Policy makers identified that it was essential to have evaluation evidence if they were to allocate 

resources to such a project. 
• There was a perception that the priority given to such projects by the Education Department was 

likely to decrease while NHS commitment was more likely to increase. 

Perceived Benefits of the Project for its Clients 
Respondents generally found the benefits intangible, undefinable but of great value. Those who did 
manage a closer analysis of their "gut feelings" perceived the following potential benefits: 

Short term 

• Empowerment and increased self esteem for club members 

• Increased knowledge and skills in health and other areas . 

• Easy access to contraception 

• Potential decrease in teenage pregnancies 

• Peer support 

• Community spirit 

Long Term 

• Increased self esteem and confidence resulting in a positive impact on quality of life. 

• Improved health awareness resulting in an impact on health and use of health services. 

• Expectation that clients would become more confident with their sexuality. 
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• Increased confidence, knowledge and self esteem leading to a reduction in unwanted 

pregnancIes. 

Perceived Benefits of the Project for Others 

• Strengthened networks and relationships at an operation level was seen as a major benefit of this 

way of working. 
• Operational staff also identified that they had a clearer understanding of each other's professional 

roles and a wider professional outlook. 

• A more relaxed attitude towards young people was also identified as a benefit to the school. 

Costs 
• Professional time and skills was identified as a major cost by policy makers whilst operational 

staff regarded this as "already paid for". 

• The preventive cost in terms of prevention of pregnancies, ill health, benefits etc . was also 
recognised but was difficult to measure. 

• Most respondents were reluctant to reallocate resources in order to reduce costs (e.g. by 
allocating less qualified staff to the project) on quality grounds. 

• It was ultimately expected that the project would be good value for money but that this would 
only be apparent at a later date. 

Identifiable Costs 

Family Planning Nurse 
Family Planning Doctor 
Family Learning Centre 

Social worker/Youth Worker/ Volunteer 

Teacher 

2 hours per week 
Available on call I afternoon 
One worker two hours per week 
Monthly meetings 
Accommodation costs 
Two hours a fortnight 
Monthly meetings 
Two Hours a week 

2 Health Visitors 

One to four hours a week outside school 
Four -fi ve hours a week 
Monthly meetings 

It should be noted that this approach made all professionals involved more accessible to young 
people and consequently staff were often sought outwith the activities of the club. It is difficult to 
quantify the amount of additional time involved in this . 

Phase 2 

Key respondents from agencies involved were invited to participate in a seminar/workshop when 
results from research addressing the outcome of the project were presented along with results from 
this roles and repeatability study. This phase was designed as a method to validate results of the 
Roles and Repeatability Study through a triangulation process as many of these respondents had 
contributed to phase I this also provided an opportunity for feedback of results of phase I and a 

clarification of points. 
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It also provided an opportunity for agencies to come together to discuss the future of Dmmchapel 
Health Club and similar projects. 

1\1ethod 

1. Presentation of key evaluation results 
2. Presentation of results of Phase 1 
3. Presentation of management options 
4. Description of other Youth Health Projects in Glasgow 

Participants then divided into two discussion groups; 
Group A - Local (Drumchapel) Participants 
Group B - Greater Glasgo\\' and National Participants. 

Each group was asked to reflect questions relating to what a lead role involves, the management 
options of the future, contractual arrangements, the principles/values involved in youth work and the 
elements of the project requiring further work. 

Key results - phase 2 

Commitment: 
There was a commitment for health and education services to work together and a suggestion for a 
strategy group to be formed for children's services. A need for a short term and long term strategy 
was identified . It was suggested that the public health role of health professionals should be 
emphasised and that this may require financial incentives. 

Communication: 
The need for better communication between agencies was recognised. 

Collaboration: 
Any collaborative projects would have to address the different conceptual frameworks of each 
sector and overcome organisational bureaucracy. Different leve ls of commitment by agencies were 

seen as acceptable. 

Lead role: 
This was seen to be primarily a co-ordination and supervision role. It was unavoidable that the lead 
agency would tend to focus the Project towards their own organisational or professional remit. 
Participants were uneasy about the lead organisation being expected to be a major source of 

funding . 

Co-ordinator: 
There was wide agreement that the project required a co-ordinator and that thi s person could come 

from any relevant professional background. 

Workload: 
There was strong agreement that associated work needed to be built into job descriptions for long 
term sustainability of such a project. 
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Participation: 
lnvolvement of young people and the community was seen as essential. 

Funding: 
It was suggested that a multi-agency forum be set up to source funding and plan projects. The 
lottery was seen as a potential source of funding. 
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6. Advisory Group review of the first 3 years 

The Advisory Group wen: invited to reflect on the perceived successes oflhe project and on the 
aspects of the project which could have been improved and make recommendations. 

" 

J e .g. 
and been given greater 

", working with young people thaI are 

young 

., 

sexual health clinic was 

I . 

iI 111 I i it 
approach is being copied elsewhere in Scotland and the UK is a measure 

ASDects which could be improved 
General Points 
Work should be built into '00 descr; lions 
Greater organisational commitIDl'nt is required i .c. indiv iduals did give commitment but this was 
large ly unsu ned b' their parent orl!anisations. 
Personal investment camouflages resources rea l) uired . 

Famil involvcmem could be encour ... ed. 
Communi! ownershi of the To'eet could have been reater. 
The numbers of 0"" o Ie involved out TeW the staffin resources available. 

~ 

The schoo! have not taken as much ownership of this project as it could have - despile strong praise 
from HMI for this type of approach. 
Lacl<. of connection with GP' s and other om, ,= rofessionals 
Sexual Health Clinic • 

The sexual health clinic was too S lCcific and needs to be more cnerlc. 
Needs assessment with you ng people to identify the most appropriate and relevant type of service 
should be conducted. 
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Evaluation & research 
Lack of mainstream funding and no commitment of agencies to take on the project if the evaluation 
proved successful. 
Initial funding was research led leading to a lack of financial security for the project itself. 

Imbalance on the proportion of money being spent on evaluation in relation to the cost of delivering 

the service! 
Many academic agencies have their own research agendas that may not always coincide with ours! 

There is a strong pressure to evaluate the outcomes of the project before we have been able to get 
the process right. 

Recommendations of the Advisorv Group 
To Commissioners 
]. Only pilot initiatives when there is also a commitment to mainline the service if the evaluation 
p roves to be successful 
2. Determine the evaluation criteria for success in advance. 
3. The multidisciplinary approach should be maintained. 
4. The three elements of the project together are more effective than each element operating 
independently, although the health club is pivotal to the success of the whole project. 
5. A co-ordinator is needed for this project. This post could be either part time or full time or 
responsible for a range of youth health services in different parts of the city. 

To Sexual Health Service Providers 
6. The same staff providing a sexual health service must be the same staff that conduct the outreach 

work. 
7. Needs assessment should be conducted to identify the most appropriate type of service e.g. 
prescribing or condom distribution. 
8. Consideration should also be given to the need to develop a gender specific service. 

To health project providers 
9. It is important that staff involved in all three elements of the project share the same values and 
attitudes towards work with young people. The values of the service should continually be reflected 
on and improved .. 
] O. It is also important to ensure that all staff are adequately trained. Continuous training should be 
a key feature of such a health project. In particular attention should be paid to those staff who have a 
requirement for outreach work. 

On further developments needed 
] ]. The project should seek to develop greater community ownership. 
]2. The last piece ofthejigsaw needs to be developed i.e. stronger links with the wider family. 

]3. Young People's involvement/ownership is essential in future developments. 

For further research & evaluation 
] 4. Further evaluation is needed to follow up the members of the project over a longer period e.g. 

ten years. 
] 5. Evaluation is needed to measure the impact on demand for health services and academic and 

vocational achievement 
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7. Future of the project 

Before the NHS White Paper "Designed to Care" was released, the advisory group had considered a 
number of options for the future management and delivery of the service. This discussion had been 
prompted by a number of key members of staff leaving the project because of retirement or new 
positions. It was therefore important to make some decisions about the future of the project and how 
it could be sustained. These options have since been updated in light of both the White Paper and 
the Green Paper on Public Health. 

Before discussing the options it is important to consider for a moment what the implications of the 

White Paper are: 

Highlights and Implications of the White Paper 

1. Creation of local Health Care Co-ops 
Voluntary groupings of GP practises based on natural communities with a population based focus. 
2. The Creation of a Primary Care Trust 
This will be more than a re-badged Community & Mental Health Services Trust. 
3 . Joint Investment Fund (JIF) 
This fund will be detennined by local health Boards and will be used by providers in secondary and 
primary health care to look at how existing services can be reconfigured and delivered in more 
effective and meaning full ways through Primary Care. 
4. Tackling inequalities in health is now the fourth national priority. 
5. The important role that the voluntary sector can play in delivering services and contributing 
towards the creation of strong cohesive communities is also highlighted. 

Highlights of the Green Paper 

There are 4 core themes to the Green paper, namely; 
I. Tackling inequalities in Health 
2. Health determinants (life circumstances and lifestyle) 
3. Social exclusion (from decision making) and 
4. Collaboration and intersectoral working. 

Other issues in the Green Paper include; 
• The importance of where and how best to apply health impact assessments 
• Strengthening and regenerating local communities 
• The importance of maximising the contribution of health visitors , health promotion officers, 

community pharmacists etc. 
• Developing the distinctive role of the voluntary sector 
• Good research to improve the evidence base for Public Health action. 

Good health projects are often started by a few enthusiastic committed individuals and often fall 
away when those individuals move on or leave. Given the proven benefits of this model thus far it is 
important to find ways to incorporate it into the mainstream. The repeatability study has identified 
that a number of the agencies involved in the project would be willing to make a financial 
contribution if the outcome evaluation is positive . No one interviewed however was volunteering to 
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take on a lead role. There was also some ambiguity about what a lead role might entail and about 
how the project should be managed generally. 

We are therefore faced with a number of options for the future of the project; 

1. lnter-agency delivered and managed project -
With one acting as lead body - whatever that entails. 
This option is the closest to the status quo, perhaps with a few amendments for example 
the responsibilities for the project would be build into people's job descriptions and the 
financial contribution of the partners would need to be up front and agreed. Help in kind 
i.e. through staff or accommodation would not be sufficient. Being the lead agency might 
therefore involve managing money and staff from the current partner agencies i.e. 
Education, Social Work, Trusts, Health Board . Negotiations would therefore need to take 
place with the range of agencies. Who would take this on? We would also need an estimate 
of the financial contribution required of each of the partner agencies in order to secure 
sufficient resources to appoint a co-ordinator. 

2. A Health Service delivered and managed project. 
As part of the reorganised Health Service, the project could be co-ordinated delivered and 
managed by either the School Health Service or the Community Division of the new Primary 
Care Trust. Both the White and Green papers stress the important role of Public Health -
Health Visiting and the important contribution that it can make to a population based 
approach within local health care co-ops. Within Greater Glasgow Health Board a scheme is 
currently underway to develop this role of health visitors and if adopted across the city could 
prove to be a useful vehicle for furthering work of this nature. 

3. Each element of the project is delivered and managed separately by relevant 
organisations. Many of the organisations interviewed in the repeatability study expressed an 
interest in delivering different aspects of the project. 

4. A large existing established voluntary sector body for example could be 
commissioned to deliver and manage the project. Many of the larger charitable voluntary 
youth organisations have a long established reputation and are well placed to co-ordinate 
and deliver a multi-faceted interagency project such as this. Although they have not been 
involved to date an approach could be made to several potential voluntary bodies or it could 
go out to tender. There would be the need for a long hand over period. 

S. Alternatively we could create a new independent voluntary sector organisation to deliver 
the three elements of the project and potentially deliver similar youth health work across the 
city. Other youth health services being developed include Castlemilk and Cambuslang. 
This option would involve drafting a constitution, seeking charitable status etc. An added 
attraction of voluntary sector status would also enable the project to attract other sources of 
funding e.g. Large-scale Lottery money. 

If voluntary youth health services are likely to develop in a range of areas which would be 
delivered through voluntary sector bodies then consideration would have to be given to 
the infrastructure and management needed for this type of development and how it would 
be resourced. Consideration would need to be given to how these organisations would be 
regulated as Scottish Criminal Records Office (SeRO) checks etc would still need to be 
undertaken. 
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6. Another option might be a combination of options:3 and 4. i.e. Establish a new 
independent volunt3.ry sector org3.nis3.tion to deliver the three elements of the project with 
management support bought in from a well established voluntary youth organisation with a 
good track record . Such an option may still enable the work to be directed by an interagency 
steering group composed of the relevant funders. 

7. Another possibility could be for a newly created voluntary organisation to deliver the 
three elements of the service which would be managed and accountable to a Health 
Service Provider e.g. Primary Care Trust, Acute Trust or local Health Care Co-op. 

8. Create a Youth Health Co-operative. This is similar to option three, however would 
involve a different legal status and management anangements. This option would also give 
the young people who have been through the project a clear role. A decent budget for 
training would need to be build into this option. 

Pursuing one of the above voluntary sector options is attractive, particularly because voluntary 
sector bodies in addition to delivering services, can also help build social capital in deprived areas. 
That is voluntary organisations can improve links with the wider community, creating trust, social 
networks, employment and training opportunities and community cohesion all of which in itself can 
directly improve self esteem and ultimately improve health. 
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8. Conclusions 

Currently the Health Club element of the project is being re-established in conjunction with the 

support of the School Health Service and the Health Promotion Department. This is crucial as the 
Health Club is seen as the core of the project and without it, the other elements of the project can 
potentially loose both their health focus and their capacity to reach the most vulnerable young 
people whose needs are greatest. At the time of going to press (April 98) the drop-in was continuing 
within the Youth Bus. The Family Planning Directorate of the Community & Mental Health 
Services Trust however have reviewed the attendance at the DASH Sexual Health Clinic and have 
decided to temporarily withdraw this service. This is partly due to the small numbers of young 
people attending and the small numbers of young women in particular that the service has been able 
to reach. It is hoped however that this service could be re-established in the new school year with 
different staffing etc and taking on board some of the other lessons learned. (See section 6) 

The Advisory Group (listed in Appendix 5) have taken the decision to disband until such times as 
Trusts within Greater Glasgow have been reconfigured and it becomes clear what structures will be 
put in place to secure improvements in young people's health. This brief respite also gives us the 
opportunity to think through the implications of the options set out in section 7 about the possible 
alternatives for the future of the project. 

Recent national policy statements and the new national priority of inequalities in health offer us a 
real opportunity to support young people in deprived areas and tackle unwanted teenage pregnancy. 
Current funding however is short term and often only available to projects in order to pilot work. 
Greater commitment could be secured from agencies from the outset to rolling out programmes if 
proven successful. This requires evaluation criteria being agreed from the outset! 

There is clearly a different political climate and if the project was developed in these circumstances 
a number of things would be approached differently. For example - instead of going for a quiet 
introduction of DASH, a more public launch of the service would have been opted for. Perhaps 
within a new Primary Care Trust there will be an opportunity for all 3 elements of the project to be 

re-Iaunched. 

One thing is certain, it would be rather ironic if it was not possible to sustain the project in 
Drumchapel given that the project model is being duplicated elsewhere. 

It is fairly clear that the Health ClublDrop-in part of the Project when it has been fully integrated has 
had a limited yet significant impact on the lives of a group of young people living in Drumchapel. It 
is clear that a project like this, with relatively modest financial outlay , but with the commitment of 
key personnel, can enhance the health prospects of young people. 

The project has not demonstrated huge health gains but the small rises in confidence, shifts in locus 
of control, diversifying of diets, improvement in personal hygiene, etc are significant. 

It is implicit in the project that the work links in to supportive and co-operative school structures, 
adequately informed and supportive home environments and properly resourced care, support and 
leisure services for young people in order [0 maximise the impact. 
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Although, \vithin the evaluation section there is a full description of the potential for repeatability, 
more interestingly, there are already schools known to the Advisory Group members who have used 
the Drumchapel model to inform their own initiatives. 

Although this represents the last report to HEBS , Section 7 of this report also sets out the range of 
areas that we are keen to develop and modify in the existing project. In particular we are keen to 
build into any new arrangements, greater community and parental ownership. It is also vital to 
secure the services of a co-ordinator for projects such as this. Whether a co-ordinator would be part
time or full time and support one or a range of similar youth health facilities remains to be decided. 
Other sources of funding such as the Primary Care Development Fund, the Lottery Fund (especially 
the Healthy Living Centres money) and HEBS, once again, will be approached. 

Glasgow Education Department is currently looking at the development of full-service schools 
within the 8 regeneration alliance areas and including Drumchapel High School. This model 
attempts to place a variety of health, social, education and leisure services within the school campus 
and with a fully integrated management structure. The full service school model emphasises the 
place of the school as central to the community; providing a focus for family support, community 
development and regeneration. It is hoped that this report will help inform this development. 

This may represent a chance for the work done within this project over 4/5 years to further develop 

and flourish. 

This report will inform the evidence base being created to support and enhance young people's 
health in deprived areas and the tackling of inequalities in health. 
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Appendix 2 - List of project papers 

The following papers and reports are available on the development and evaluation of the project and 
its different elements. Copies of these papers are available if you are interested in finding out more 
detail. When contacting the Health Promotion Department please specify the name of the report and 
the number listed here. 

L First report to the Health Education Board for Scotland. 
This report sets out the aims and objectives of each of the three elements of the project and 
reports on initial evaluation studies. 

2. Second report to the Health Education Hoard for Scolland. 
Report details the second phase of the evaluation and its resu lts and documents the development 
of the DASH Sexual Health Clinic. 

3. Third & final report to the Health Education Board for Scolland. 

4. Drop_in and Se:>:ual Health Clinic Code of PrllcI'ce. 
This is a multi-disciplinary code of practice that sets out what confidentiality young people can 
el\pect and the circumstances under which this confidentiality would be breached. 

5. Sexual Health Clinic Nur.se Supplying Protocol. 
One of the first of its kind. this protocol sets out the steps that need to be taken when 
administering contraception. 

6. Drop·in and Sexual Health Clinic Training report. 
Details the programme of the three days, covering aims & objectives, issues covered etc. 

7. Applications 10 IJEflS for Health Promoting S~hool funding -!'i rst, Second and Third. 

8. Evaluation of H~alth Club at Dnlmchapcl Higb School. 
Cohort Study - Glasgow Caledonian University 
Sets out the methodology used and the results of the Health Club co-hort study. 

9. Roles and Repeatability Study 
Study conducted by Market Research Scotland, asking managers what aspects of the se rvice 
they feel could be duplicated in other areas. 

10. Parents perceptions studies. 

II. Peer perceptions studies. 

12. Drop·in ronstitution 

13. [)ASH $en'ice Sheet. 
A list of issues which young people may wish to explore at the DASH clinic. 
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14. Family Planning Questionnaire. 
The questionnaire addresses what young people think of existing family planning provision and 
what features of a young people's service they feel are important. 

15. Outreach Workers Job Description. 

16. Reaching the Vulnerable. 
Nursing Standard . October 9, Volume II , Number 3, 1996. 

17. Brush your teeth every day. "Teenage fortune te ller" - Devised by the members of 
Drumchapel High School. 

18. Report for the Queen's ~ursing Institute for Scotland. 
Innovative Practice. 
One of the first report Health Visitors produced on the Health Club after receiving funding from 
the Queen ' s Nursing Institute . 

19. Apples, Oranges Banana Split. 
These are Drumchapel's Healthy Tips . Compiled by the children of Drumchapel H igh School. 

20. Nursing Times, November 24 , Volume 89, No 47 , 1993 . 
Award to Glasgow HVs for Boosting Teenagers' Heal th . 

For copies of any of these papers please contact: 

Ruth Kendall or Phil White 
Health Promotion Department 
Greater Glasgow Health Board 
Dahan House 
350 St Vincent Street 
Glasgow 
G38YZ 

Tel : 01412014873 orOl41 201 4890 
Fax: 01412014901 
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Appendix 4 - Executive Summary 

Executive sumnlary from 1 st, 2nd and this 3rd report. 

The first report provided a descriptive outline of the health club and its associated facilities, 
including the results of the first phase of process evaluation. 

Health Club 

1. In January 1993, Health Visitors and Teaching staff created a weekly health club for 
adolescent young women in Drumchapel High School. Their concerns were about the lack 
of physical activity amongst young women and the high number of requests for pregnancy 

testing in the area. 

2. Drumchapel is one of Glasgow's notorious peripheral housing schemes built in the mid 
50's. It is an area with a high rate of unemployment, poor amenities and shocking health 
inequalities. Drumchapel High School is a typical Scottish comprehensive secondary 
meeting the educational needs of children aged between 11 and 18 . The school has 
approximately 800 pupils; a high truancy rate and many of the pupils leave with no formal 
academic qualifications. 

3. Since 1993 , the Health Club has expanded and developed to meet the needs of both young 
men and young women aged 12-14 years (S2-S3) . Guidance teachers refer pupils to the 
health club because of low self esteem, relation ship problems , lack of physical activity and 
poor nutrition , etc. Due to the many responsibilities that club members carry at home a fter 
school , the timing of the club moved from after school to lunch-time. The club currently 
operates every Friday lunch-time from 12.50 p.m. - 1.50 p.m. 

4 . The aims of the club are; 

to empower young people to improve their hea lth 
to improve the self confidence and self esteem of young people 
to build links between health visitors and the school 

5. Weekly activities in the club include, healthy eating and hygiene . Members exchange their 
dinner tickets for sandwiches, a drink and a piece of fruit from Catering Direct ; augmented 
with food subsided by the Community & Mental Health Services NHS Trust (CMHST). 
Once a week club members also receive instruction in exercise and physical activity. This 
takes place on Tuesdays after school at 3.30 p.m. 

6. Whole school activities organised by the health club have included, the creation and running 
of a healthy tuck shop. production of healthy eating "fortune tellers" , and an "international 
foods of the world" awareness day, a "chuck it in the bucket" campaign on National No 
Smoking Day. and a major Fashion Show and exercise demonstration. 

7. A mini evaluation carried out in April 1994 revealed that club members wanted to continue 
meeting over the summe r. Activities organised included , hairdressing , photography, 
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community art, und outings to the Pluydrome in Clydebank. Kelbum Park in Ayrshire and 
Summerlee Heritage Park in Lanarkshire. 

8. The club has established alliances with a range of community groups and organisations in 
the voluntary sector. There are strong links with: the Drumchapel Adventure group 
(DRAG) , Drumming Up Health, a community health project and its associated projects, 
including the "Danny Morrison - Men's Health Project" and "On the Line" a Glasgow 
Works funded community health magazine . 

Drop-in Facility 

9. In May 1994, the health club applied to the European Health Promoting Schools Project 
fund at the Health Education Board for Scotland (HEBS). HEBS awarded £7000 to evaluate 
the approach used in the health club and to develop a drop-in facility for teenagers. In 1995 
HEBS awarded an extension in funding to develop a family planning & sexual health clinic 
within the drop-in and evaluate the effectiveness of both services. Following the funding 
award from HEBS, an advisory group comprising representatives of interested organisations 
has been created to direct the work of the project. It meets approximately four times a year. 

10. The aims of the drop-in are: 

to extend access to a health enhancing facility for young people in Drumchapel aged 
12-19 years 
to provide counselling support and referral opportunities to young people with 
problems 
to develop links with the wider community in Drumchapel 

11. The CMHST launched the drop-in facility on 29th March 1995. It operates in the coffee bar 
of the Family Learning Centre between 3.30 p .m. and 5.30 p.m. on Wednesdays. The 
Family Learning Centre is an Urban Aid funded project, on the campus of the High School. 
Based in the Family Learning Centre, the drop-in is open all year round except for 
Christmas and the New Year. Attendance at the drop-in is voluntary and young people can 
attend if and when they choose. 

12. Health Visitors have created a young person's committee to manage the drop-in. The 
committee comprises young people who have been members for at least two years. The 
committee decide the programme of activities for the drop-in and take responsibility for the 
behaviour of drop-in users . The committee interviewed staff for the drop-in; this being 
recorded in their records of achievement at school. 

13. Staff appointed to the drop-in include: Health Visitors , Health Promotion Officers. 
Community Dietician , Community Psychiatric Nurses, Volunteers from local community 
health proJects. Social Workers, and Youth Workers. Workers meet regularly and liaise 
with the young person's committee. 

14. Capitulising on the links that the health club has made with the voluntary sector, the drop-in 
has been able to forge new links with both the public and private sectors. In particular it has 
formed ulliances with the Education Business Partnership, Local Employers, the Social 
Work Department and others . 
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Sexual Health Clinic 

15. Building on the success of the drop-in. the CMHST are proposing to extend the facility by 
developing a Family Planning & Sexual Health Clinic. This service should be available 
from Spring 1996. The aims of the clinic will be: 

to promote young people's physical and emotional well-being 
to reduce unwanted teenage pregnancies in the long term 
to improve access to family planning services for young people aged 13-19 

16. The clinic will operate at the same time as the drop-in and will be held on the first floor of 
the Family Learning Centre. Services will include: Contraception, "morning after" 
emergency contraception, advice about safer sex, including condom supplies, pregnancy 
testing, counselling and referral, HIV/AIDS testing, counselling and referral, STD 
counselling and referral, incestlrape counselling and referral. 

17. A family planning nurse will staff the clinic without the presence of a Doctor. A protocol 
for the administration of both the combined and post coital contraception is currently being 

developed. 

Evaluation 

18. The purpose of the evaluation is to identify; 

the characteristics of the users of the health club, the drop-in and the sexual 
health clinic 
any changes in health awareness, self esteem, confidence, behaviour and 
health status in the members of the health club over the year 
how health club members are perceived by, school staff. their peers and their 
parents 
how users of the drop-in and the sexual health clinic perceive the services 
the benefits of health visitors developing this initiative as opposed to other 
NHS staff or Education Department staff 
if the approach used is more effective than other more traditional health 
education approaches in the curriculum 
how feasible this approach would be in other schools 

19. In answering these questions. we have adopted a variety of methods. including: focus 
groups, questionnaires. structured interviews, rapid appraisal, multidimensional health locus 

of control scores and case studies. 

20. We have gathered the perceptions of school staff through two focus groups comprising of 
teaching staff not directly involved with the health club. It appeared that staff knew about 
the club; its regular meetings. its activities and the special events organised by the club. 
There was awareness about who the club targeted. Staff had noticed increased confidence 
among members and particularly mentioned that the young people seemed better equipped 
to deal with "real life" situations such as making telephone calls. relating to one another and 

outsiders. 
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21. We distributed a short questionnaire to 31 peers of the members of the health club. i.e. 
pupils in 52 and S3. Peers did not receive information about the club from teaching staff 
and it seems that very little has reached them by word of mouth , etc. Whilst the majority of 
respondents were unaware of the activities of the club those who mentioned activities were 
accurate in their understanding and most mentioned health information giving as something 
that took place. 

22. Case studies of five health club members have been produced . The process of health club 
members being valued and being shown understanding by workers; both in what they say 
and their particular skills and talents has considerably improved their self esteem. Many of 
the young people referred to the club have previously only received attention for the more 
negative aspects of their behaviour. The health club and its related facility is therefore an 
opportunity to concentrate on the particular skills. talents and abilities that each individual 
has and which may not have been previously recognised or received attention. Activities 
that act as a show case for their talents , such as the fashion show has therefore increased 
their confidence and in many cases given them an identity. The case studies also illustrate 
the importance of the adult workers as role models. 

23. The Advisory Group has commissioned a study to follow the progress of a cohort of new 
members through the 1995/96 session. We are currently awaiting bids. The researchers will 
use a rapid appraisal technique to ascertain the view of key workers about their roles, how 
these have changed, and their perceptions of organisational and m anagerial issues. We are 
currently awaiting bids. 

24. We have also commissioned a study to collect the perceptions and views of the parents of 
the young people who attend the health club. Interviews are being conducted in their homes 
by community health project volunteers. 

25. Other methods of evaluation will include the collation of a photographic record and an 
examination of the attendance records of health club members. The Advisory group will 
commission researchers to conduct interviews with the Community & Mental Health 
Services Trust and other service providers to identify their perceptions of the role of health 
visitors in the project. 

Conclusions 

26. Within two years the notion of the health club has developed and progressed. The after 
school hours club originally targeted at young women in S3 has expanded to include young 
men and pupils from S2 upwards and now operates on Friday lunch times. Whilst the health 
club operates within the school, the subsequent drop-in facility is based in the Family 
Learning Centre on the sc hool campus. Using this centre has meant that the drop-in is 
accessible all year round and has enabled the developed of the firs t Family Planning & 
Sexual Health Clinic on a school campus. 

27 . The description of the health club and the drop-in together with the evidence of the first 
phase of process evaluation suggests that the aims and objectives of th e project are being 

met. 

28 . This health promoting school project demonstrates a positive and complementary role that 
the health and caring services can play in a sc hool, developing the educational potential of 
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the school health services beyond routine screening . The health club and its related facilities 
provide stimulating challenges for young people through a wide range of activities. It 
acti ve ly promotes the self esteem of members and users by creating opportunities for them to 
contribute to the wider life of the school. The project has made strong links between the 
school, parents, the community, private sector businesses and the wider public sector. This 
project therefore illustrates how the health promoting school can become a practical reality. 

Executive summary of the 2nd report 

29. The second report to HEBS detailed the activities of the High School Health Club, the 
development of the drop-in facility and the introduc tion of a new sexual health clinic on a 
School campus . Further evaluation results and proposals were also included. 

Health Club 

30. In August 1995 , 14 new pupils from S2/ S3 were referred to the health club. During 1995 -
96 a variety of activities which were intended to rai se the self esteem! self confidence of 
health club members was organised. In particular members took part in; fund-raising 
activities for the Club and for Childline , whole school promotions for Healthy Eating and 
National No Smoking Day. 

31. The Health Promotion Department have commissioned the Psychology Department of 
Glasgow Caledonian University to follow a cohort of new health club members and to 
secure the perceptions of key workers. This study will identify what changes in self esteem, 
confidence, behaviour and health status can be observed in health club members over one 

year. 

32 . A field study undertaken by researchers from the Drumchapel Community Health Project in 
October/ November 1995 has identified parents/ guardians perceptions of the health club. 25 
parents/guardians of health club members were interviewed in their own homes using a 
semi-structured interview schedule. Virtually all of the parents had heard about the club 
and were aware that their children were attending. Parents reported positive changes such as 
an increase in confide nce, an improvement in eating habits, personal hygiene and exercise. 
Whilst there was a reluctance to become directly involved with the health club there was a 
willingness to adopt a partnership approach with the club for example in extending the 
activitie s of the club at home. 

33. Attendance records which relate to the year previous to joining the club and the first year as 
a member will be analysed to identify any changes in attendance patterns. Records covering 
two entire school years will be available in August 1996. Anecdotal evidence suggests that 
attendance improves with membership of the club . Particular attention will be paid to the 
record of unauthorised absences (exclusion and truancy). 

Drop-in Facility & Sexual Health Clinic 

34 . An extension in funding has enabled us to begin to evaluate the drop-in facility and de velop 
Scotland ' s First Sexual Health Clinic to operate on a school campus. 
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35. To inform both the~e de\'elopment~ an extensive literature review was undertaken. This 
review has suggested that successful clinics provide a comprehensive range of health 
services, including family planning. counselling and referral, and seeks to link and integrate 
health and social services for teenagers with the school as the central focus. The provision 
of such services rather than increase the level of sexual activity amongst young people can 
have a positive impact such as a decline in birth rates , high contraceptive continuation rates 
and a postponement of first sexual intercourse by an average of seven months . 

36. Integral to the success and operation of the drop-in is the existence of the young person ' s 
committee which takes responsibility for managing the facility. Since the drop-in was 
created, the committee have met approximately every 2 months to plan activities and 
discuss how the facility should develop. More recently the committee have developed a 
constitution and held their first AGM. 

37. ]n addition to the provision of healthy snacks in the drop-in, a wide variety of activities have 
been organised e .g. Music workshops , CPR training. Older drop-in users enjoy discussion 
groups and role plays, whilst the younger users enjoy handicraft and art work. 

38. The sexual health clinic was launched on 6th April 1996. The clinic is staffed by a Family 
Planning Nurse following a protocol on the administration/supplying of contraception. A 
Doctor is available by telephone and for medical examinations the next day if necessary. 

39. To help open up discussion between the Family Planning Nurse and young people using the 
clinic a service sheet has been produced. The service sheet is also a valuable tool in our 
monitoring and uptake of services. The sheet addresses, sexual health, contraception. 
counselling, pregnancy and referral. 

40. The sexual health clinic has been named "DASH (Drumchapel Advice and Sexual Health) -
Don ' t leave it too late'" by the young people using the service. A logo and related publicity 
materials, such as a poster and credit card style leaflet are currently being produced to 
promote the service. 

4 I . ]n the drop-in area, a small curtained room is available for one to one supported discussion. 
Keeping this room for this purpose has however proved difficult. The service sheet of the 
sexual health clinic also provides opportunities for young people to ask for one to one 
support. Many young people have taken up this option, however the mechanics of 
concluding a discussion with the family planning nurse and then being passed on to another 
worker in the drop-in ha~ proved clumsy. Thi s is an aspect of the service which we hope to 

address in the evaluation. 

42. The creation of the sexual health clinic prompted the group of workers involved in the drop
in to produce a code of practice for the facility as a whole. The code of practice is intended 
to set down the principles governing the facilities and in particular provide guidelines for 
workers dealing with reponed cases of abuse and confidentiality. Is sues considered in the 
production of the code included, the need for Scottish Criminal Records Office checks, the 
lack of a senior officer, the need for a minimum ration of workers to young people and 
management support. Workers are also meeting on the first Wednesday of each month, to 
monitor the code and discus" issues which have arisen at the Drop-in. The Health Promotion 
Department has produced a three day training programme to ensure that all members of the 
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drop-in team understand the code of practice ane! the implications for their practice . This 
training is due to take place in August] 996. 

43. Following the introduction of the Sexual Health Clinic within the Drop-in facility a study is 
to be commissioned in April 1996 to explore the perceptions of the Community and Mental 
Health Services Trust. the Family Planning Service and the School Health Service in order 
to examine the repeatability of such a project from a management perspective. 

44. The evaluation strategy for the sexual health clinic is currently being developed. Key 
research questions will include: does the school based clinic merely replicate an existing 
service or does it serve a new segment of the community') Is there a reduction in teenage 
pregnancies in the area and is so how much of this can be attributed to the existence of the 
clinic? What impact does the service have on - the nnset of sexual ac tivity ,) and delay time 
(seeking a medical form of contraception)? 

Links with the wider school 

45 . A school Health Promotion Co-ordinating group was re-established in September 1995 . The 
aim of the group are: to identify gaps in the provision of health education in the curriculum, 
to raise awareness generally on health issues with staff and pupils and to co-ordinate all 
health related activities within the school. To date a curricular audit is underway and an S 1 
Health Awareness day is planned for 13th June 1996. 

46. In April 1996 , £500 was granted from the school funds to develop a health education 
resource library. A range of materials on sex education, eating disorders, divorce , 
bereavement, relationships etc. have been purchased for use by pupils and staff alike. 

Future Developments 

47 . As part of a consortium of youth projects, the advisory group submitted an application to the 
Charities Board of the National Lottery. The aim of the bid was to create a youth support 
team, including funding for the post of a full time youth health worker. Unfortunately this 
bid was unsuccessful. 

48 . As the work in Drumchapel High School is part of a bigger picture of health related youth 
initiatives throughout Europe , the Advisory group have been considering some kind of youth 
exchange. Possible projects in Europe are currently being contacted . 

49 . An extension application to HEBS has been drafted to enable us to consolidate the work of 
the project through enabling parents to extend the impact of the health club by linking 
activities of the club to activities at home and through addressing the wider needs of parents 
whose teenagers attend the health club and the drop-in and the needs of parents in the wider 
community. A decision on this application is expected shortly. 

50. The next report to HEBS will include the results of the first phase of the cohort study. 
perceptions of key workers. an analysis of members attendance records and management's 
views on the roles. costs, benefits and repeatability of the project. 
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Executive SUI11111ary of this 3rd Report 

The Changing Context 

51. Since the last report was produced there has been major changes in the political landscape. A 
new Government took office in May 1997 bringing with it changes in the priorities and 
approach adopted for health improvement. The relationship between poverty and health is 
now acknowledged. The need for a wider, longer term view of how we tackle issues like 
teenage pregnancy in deprived areas is now also accepted. Tackling inequalities in health is 
now the fourth national priority, alongside CHD. Cancer and Mental Health. 

52. An application for Priority Partnership Area status for Drumchapel was rejected and over 
the next 3 years the area stands to loose approximately £3.4 million of Urban Programme 
resources. This has meant that many existing Urban Programme projects will either 
disappear over the next few years or will be severely rationalised. The net effects of the lack 
of PPA status are hard to quantify at the moment but already it is clear that the Drumchapel 
that existed in terms of young people's services when the original work at the High School 
started, and the Drumchapel of today are substantially different. 

The Health Club 

53. Activities at the Health Club continued until August 1997 when the Club ceased operation. 
This resulted from significant changes of personnel involved due to retirement and 
relocation. 

Drop -In 

54. An after-school health drop-in was developed from the lunch time club in 1994. The Drop-in 
has an informal structure co-developed with the input of young people's committee. 
Although the structure is very informal there has been a strong 'health' focus. 

55. Latterly, in the provision when at the Family Learning Centre. the staffing was very limited. 
At its best the drop-in allowed for a high staff :young people ratio with adults covering a 
range of backgrounds, experiences and skills. The interaction between young people and 
workers has been powerful with group and individual response, supported listening, 
referral,etc. 

56. During August 1996, a three day training course took place for all workers in both the Drop
in and Sexual Health Clinic. This took place on 3 consecutive Fridays (9th, 16th, 23rd 
August) and was organised by the Health Promotion Department of Greater Glasgow Health 

Board. 

57. A lottery application was unsuccessful but it would have allowed for the development of the 
existing provision as well as responding to new needs in other settings. 

58. The Family Learning Centre expressed a desire for the drop-in to relocate before its re-start 
in Autumn 97. the drop -in moved to a new venue during September - December 97 with 
limited success. Staffing problems were partly assisted by sessional workers paid for by a 
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Small Grants Lottery bid that \vas successful. Resulting problems were addressed by 
structuring and programming incorporating a more 'health' focused programme alongside 
outdoor activities. 

DASH Clinic 

59. The Drumchapel Advice and Sexual Health Clinic which caters for 13-19 year olds, is 
integrated into the two other components of the project. The DASH clinic is staffed by a 
Family Planning Nurse and a Health Care worker. A Doctor is available to give advice by 
telephone. An arrangement exists which means a young person coming to DASH can see a 
Doctor the day following the clinic if necessary. 

60. The service began in March 96 and was publicised using posters and cards. Low uptake of 
the service and the impact of relocation of the Drop-in led to the employment of outreach 
workers to publicise the clinic. However demand remains poor raising questions over 
location, publicity, perceived confidentially, the role of outreach workers, and the gender 
split of users. 

E valuation 

The Health Club 
a) Self-esteem, self-efficacy and locus of cont rol - Cohort Study 
b) Workers perceptions 

61. A prospective study design was used to evaluate changes in self-esteem, self-efficacy, locus 
of control and health behaviours of Health Club members over the period of one school 
term. Variables were assessed through focus group discussions and interviews. 

62. The self esteem, self efficacy and locus of control of Health Club members improved over 
the course of their attendance at the Club. The question arises as to whether any changes in 
self-esteem could be explained by developing maturity in the young people. the available 
literature which has specifically examined the developmental aspects of these constructs, 
would imply that the likely explanation for the improvements noted in the main report are 
related to attendance at the Health Club. 

63. There was evidence that Health Club members were more aware of, and more willing to 
discuss health issues and health behaviours after attending the Club. 

64. There was belief amongst Health Club members that a joint decision- making process was in 
operation, that they had an important role to play in this process and post test interviews 
revealed an optimism in Club members as to what they could achieve in the future both 
within and outwith the Health Club. 

65. Critical elements that seem to contribute to the success of the Club include: 

1. Respect for young people as equals. 
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2. A shared ethos and common aim for the Club which considers health in its 
broadest sense 'anything that makes you feel good'. 

3. Acceptance of the slow nature of building up relationships with young people. 
The important point is to get to know the young people and to make the Club a fun 
and safe place to be. 

4. A willingness to listen to young people. 

5. A commitment to establishing a shared ethos between the Health Club and the 
school generally would seem to be important if the school is to take on a health 
promoting role . 

School Atten dance 

66. A perception that members improved their attendance record was not supported by evidence 
from attendance records. 

DASH - Sexual Health Clinic 

67 . Usage of the sexual health clinic has been monitored and analysed by gender and age and 
data indicates that younger teenage boys predominate. There is no evidence that the service 
is being used for emergency contraception or to discuss pregnancy options or sexual 
orientation . Case studies, however , indicate that where young people have used the service 
it has had an important impact on their lives. 

68. Outreach workers made useful observations about the operation and accessibility of the 
clinic for young people including timing, venue, confidentiality , parental interest , and the effect of 

usage by particular age and gender groups. 

69. Our experience of DASH indicates a more complex picture of teenage pregnancy than the 
political agenda may suggest. Current research cited by Wilson and Daley (1997) from North 
America indicates that 

teenage pregnancy is often all active decision, motivated in large part b.v 
expectations about a life course more compressed ill time than that of more affluent 
people. 

Wilson's own findings show that 
teenagers expressl)' wished to become mothers ond grandmothers while still.voung 
and competent because they anticipaTed problems of early "weathering" and poor 
health. 

Geronimus (1992) suggests that high birth rates in young women in deprived 
neighbourhoods often reflect a distinct family planning schedule rather than a mere absence 
of family planning. 

The Management Perspective 

70. In this study the repeatability of such a project was explored with operational staff and key 
policy makers . Whilst there was a commitment for health and education services to work 
together the need for more effective communication was recognised . The employment of a 
co-ordinator was seen as advantageous and worker involved from any agency would need to 
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have their role acknowledged through their job description. Participation by the young 
people was seen as essential. It was suggested that a multi-ageocy forum be set up to source 
funding and plan projects and care would need to be taken 10 avoid lead agencies inevitably 
focusing the project towards their own agenda. 

Advisory Group Review of the )<'irsl 3 Years. 

71. The Advisory Group were invited!O reflect on the perceived successes of the project and on 
the aspects of the project which could have been improved. lbeir recommendations were: 

Recommendations of the Advisorv Group 
To Commissioners 
1. Only pilot initiatives when there is also a commitment to mainline the service if the evaluation 

I proves to be successful 
2. Delennine the evaluation criteria for success ·in advance. 
3. The multjdj~ci lina " roach Mlould be maintained. 
4. The three elements of the project together are more effective than each element operating 
iml~perldcntly, although the health club is pivotal to the succ~ ss of the whole project. 
5. A co-ordinator is needed for this project. This post could be either pan time or fuJltime or 
r~ 5r{)n,ible for a range of youth health services in different part~ of the cit, 
To Sexual Hellith Servke Providers 
6. Th~ same staff providing a sexual health service must be the ,arne staff that conduct the outreach 
work. 
7. Needs assessment should be conducted to identify the most appropriate type of service e.g. 

, prcscribinj! or condom distribution. 
8. Consideration should also be iven to the need to develo , ~nder s ~ific service. 
To health Jro'ed rO\'iders 
9. It is important that staff involved in allthre~ elements of the project share the same values and 
attitudes towards work with young peopl~. The values of the service should continually be reflected 
on and improved .. -
10, It is also important to ~nsure that all staff are adequately trained, Continuous training should be 
a key f~ature of such a health project. In particular attention should be paid to those staff who have a 
requirement for outreach work. 
On further develo ments needed 
11, The £l:oject should ~eek to dev~ I()E great~r communit~, ownershiEc __ 
12. The la,t Eiece of the jifsaw needs to be developed_i.e. stronger links wlth the wider famil 
13. y oong People\ involvernentfownership is essential in fulU~ developments. 

I For further resea r rh & evaluation 
n4. Further evaluation is needed to follow up the members of the project over a longer period e .g. 
I ten i:ears. 
115. Evaluation is Tleeded to me asure the impact on demand for health services and academic and 

vocational achi ~vcment, ,- -

The Future of The Project 

72. Structural and managerial options: 
- Inter-agency delivered and managed project 
- Health Se rvice delivered and managed project 
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- Each element of the project is delivered and managed separately 
- E xisting Voluntary Sector Organisation to manage and deliver the project. 
- Cre ation of a new independent voluntary sector organisation to manage and deliver 
the project with or without assistance from the established voluntary sector. 
- Voluntary Sector management accountable to a Health Service Provider 
- Youth health Co-operative 

Conclusion 

73. The Advisory Group have taken the decision to disband until such times as Trusts within 
Greater Gl asgow have been reconfigured and it becomes clear what structures will be put in 
place to secure improvements in young people's health. 

74. It is fairly clear that the Health ClublDrop-in part of the Project when it has been full y 
integrated has had a limited yet significant impact on the lives of a group of young people 
Jiving in Drumchapel. It is clear that a project like this, with rel atively modest financial 
outlay, but with the commitment of key personnel, can enhance the health prospects of 
young people . 

75. The project has not demon strated huge health gains but the small rises in confidence, shifts 
in locus of control, diversifying of diets, improvement in personal hygiene , etc are 
s ignificant and all have an important impact on the lives of the individual young people . 

76. The full service school model currently being explored by the Education D epartment in 
Glasgow emphasises the place of the school as central to the community; providing a fOCLlS 
for family support, community development and regeneration. It is hoped that this report 
will help inform this development. This may repre sent a chance for the work done within 
this project over 4/5 years to further develop and flourish. 

77 . This report will inform the evidence base being created to support and enhance young 
people ' s health in deprived areas and the tackling of inequalities in health . 

50 



- - - - -- - - ----



Appendix 5 - Advisory Group Menlbers 

Carol Walker Assistant Head Teacher, Dnlmchapel High School 

Liz Daniels Locality Manager, Community & Mental Health Services NHS Trust 

Jackie McFadyen Health Visitor. Community & Mental Health Services Trust (Until March 98) 

Ruth Laing 

Margaret Green 

Sylvia Kerr 

Phil White 

Ruth Kendall 

Sandra Wilson 

Muriel Holroyd 

Dr Tina Mackie 

Dr Kate McKay 

Observer member 

Health Visitor. Community & Mental Health Services Trust (Until Dec. 97) 

Principal Teacher Care & Support in Education 
Drumchapel High School 

(Until Sept. 97) 

Co-ordinator, Family Learning Centre, Drumchapel High School 

Youth Development Officer, Drumchapel Initiative. 
Senior Health Promotion Officer - Youth 

Senior Health Promotion Officer (Evaluation) 
Health Promotion Department 
Greater Glasgow Health Board 

(Until Nov. 97) 

Senior Health Promotion Officer - Commissioning West Sector 
Health Promotion Department 
Greater Glasgow Health Board . 

Nurse Manager 
Community & Mental Health Services NHS Trust 
Family Planning and Sexual Health Directorate 

Family Planning & Sexual Health Directorate 
Community & Mental Health Services NHS Trust 

Paediatric Consultant, Yorkhill NHS Trust. 

(Until Sept. 97) 

(From Oct. 97) 

(From May 97) 

Catriona Crosswaite Evaluator, Health Education Board for Scotland. 
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