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Abstract

Behaviour change interventions to reduce risky substance use
and improve mental health in children in care: the SOLID
three-arm feasibility RCT

Hayley Aldersono ,1 Eileen Kanero ,1* Rebecca Browno ,1

Denise Howelo ,1 Elaine McCollo ,1 Deborah Smarto ,1 Alex Copelloo ,2

Tony Fouweathero ,1 Ruth McGoverno ,1 Heather Browno ,1

Paul McArdleo 3 and Raghu Lingamo 1,4

1Institute of Health and Society, Newcastle University, Newcastle upon Tyne, UK
2School of Psychology, University of Birmingham, Birmingham, UK
3Child and Adolescent Mental Health Services, Tyne and Wear NHS Foundation Trust, St Nicholas
Hospital, Newcastle upon Tyne, UK

4Faculty of Medicine, University of New South Wales, Randwick, NSW, Australia

*Corresponding author eileen.kaner@newcastle.ac.uk

Background: Looked-after children and care leavers (henceforth children in care) are young people
placed under the care of local authorities, often because of a history of family abuse and/or neglect.
These young people have significantly increased risk of substance use and mental health problems
compared with peers.

Aim: The Supporting Looked After Children and Care Leavers In Decreasing Drugs, and alcohol
(SOLID) trial aimed to investigate the feasibility of a definitive randomised controlled trial comparing
two behaviour change interventions to reduce risky substance use (illicit drugs and alcohol) in and
improve the mental health of children in care aged 12–20 years.

Methods: The study consisted of two phases: (1) a formative phase that adapted the motivational
enhancement therapy and social behaviour and network therapy interventions for use with children
in care and (2) a three-arm pilot randomised controlled trial (comparing motivational enhancement
therapy, social behaviour and network therapy and usual care), and a linked process and economic
(return on investment) evaluation. Trial feasibility was compared with prespecified STOP/GO criteria.

Setting: Six local authority areas in the north-east of England.

Participants: Children in care (aged 12–20 years) who screened positive for drug and/or alcohol use
within the last 12 months were eligible for the trial. The formative and process evaluations included
children in care, carers, social workers, and drug and alcohol workers.

Outcome measures: The primary outcomes were recruitment and retention rates at 12 months’ follow-up.
Baseline and 12-month follow-up questionnaires measured self-reported drug and alcohol use, mental
health and health-related quality of life. The process evaluation considered acceptability and engagement
with the interventions and trial procedures.

Results: Formative findings (n = 65) highlighted the need for interventions to increase the emphasis on
therapeutic relationships, use creative methods of engagement and support the identification of treatment
goals wider than substance misuse.Within the randomised controlled trial, of 860 participants screened,
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211 (24.5%) met the inclusion criteria. One hundred and twelve (53%) of the 211 eligible children were
recruited and randomised. Just 15 of the 76 (20%) participants allocated to intervention attended any of
the motivational enhancement therapy of social behaviour and network therapy sessions, and 60 (54%)
participants completed the 12-month follow-up. The screening and recruitment of children in care required
significantly more time and resource investment by researchers and children’s services than planned. The
process evaluation (n = 116) demonstrated that, despite participants engaging in risky substance use, they
did not often acknowledge this nor felt that they needed help. Children in care had complex, chaotic lives
and children’s services departments were less research mature and extremely stretched; this, coupled
with the multiple steps in the intervention pathway and study protocol, resulted in low adherence to the
intervention and the trial.

Conclusions: The SOLID trial demonstrated successful engagement with children in care to adapt the
motivational enhancement therapy and social behaviour and network therapy interventions. However,
the pilot randomised controlled trial found that a definitive trial is not feasible. The current screen,
refer and treat pathway for children in care did not work. There is an urgent need to radically rethink
how we deliver therapeutic services for children in care. A pragmatic evaluation design, coupled with
additional research resource for children’s services, is needed to evaluate these novel models of care
at scale.

Trial registration: This study is registered as PROSPERO CRD42018098974 and Current Controlled
Trials ISRCTN80786829.

Funding: This project was funded by the National Institute for Health Research (NIHR) Public Health
Research programme and will be published in full in Public Health Research; Vol. 8, No. 13. See the
NIHR Journals Library website for further project information.
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Plain English summary

This study tried to find out whether or not we could adapt and test two counselling approaches
called motivational enhancement therapy and social behaviour and network therapy to reduce

drug and alcohol use and improve mental health in children in care aged 12–20 years. These young
people live away from their parents and are supported by social workers while in foster care or group
homes. Many have experienced emotional, physical or sexual abuse, or neglect, which increases their
risk of drug or alcohol use and mental health problems.

We talked to children in care and people who support them (social workers, foster and residential workers,
drug and alcohol practitioners), using interviews and group discussions to make changes to the existing
counselling approaches. Social workers then asked children in care to complete a short questionnaire about
their alcohol and drug use.We tried out the adapted counselling approaches with children in care who
drank alcohol or used drugs in the north-east of England.We did this to see if children in care would take
part and to see if we could contact them again after 1 year to answer another questionnaire.

We included 112 children in care in the pilot study and we managed to contact 60 after 1 year.
However, just one in five children attended any of their counselling sessions. Our way of offering
counselling support did not work in the way we expected. One reason for this was that children in
care often move around in the care system. However, drug and alcohol workers found the counselling
approaches helpful and used them with other young people they support.

We need to find a different way to help children in care who use drugs or alcohol, and simpler ways of
doing research in busy social care settings.
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Scientific summary

Background

Looked-after children and care leavers (henceforth referred to as children in care) are young people
who have been placed under the care of the local authority, in many instances as a result of a history
of abuse and or neglect. Compared with their peers, these young people have a fourfold increased risk
of drug and alcohol use and significantly increased risk of mental health disorders. To date, there is a
lack of robust evidence on the most effective interventions to decrease this risk of substance use in
this high-risk group of young people.

Aim

The Supporting Looked After Children and Care Leavers In Decreasing Drugs, and alcohol (SOLID)
pilot trial aimed to assess the feasibility and acceptability of a definitive three-arm multicentre
randomised controlled trial (two behaviour change interventions and care as usual) to reduce risky
substance use (illicit drugs and alcohol), and improve mental health in children in care (aged 12–20 years).

The study had two linked phases: (1) formative qualitative work, followed by (2) an external pilot
randomised controlled trial.

Objectives

Phase 1: formative study

l To adapt two behaviour change interventions for children in care to help reduce risky substance use:
(1) motivational enhancement therapy and (2) social behaviour and network therapy. The adaptations
to the interventions were made with involvement from children in care and drug and alcohol
treatment-seeking young people, their carers, drug and alcohol workers, and social workers working
with children in care to ensure acceptability and feasibility of the intervention packages.

l To refine and produce manuals for the intervention packages for integration into care pathways for
children in care.

l To conduct a survey with drug and alcohol service leads across England to characterise usual care.

Phase 2: external pilot randomised controlled trial

Primary objective

l To conduct a three-arm pilot randomised controlled trial [comparing motivational enhancement
therapy, social behaviour and network therapy and control (usual care)], to determine if rates of
eligibility, recruitment and retention of children in care, and acceptability of the interventions, are
sufficient to recommend a definitive multicentre randomised controlled trial.
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Secondary objectives

l To establish data yield, data quality and acceptability of the proposed outcomes measures for
self-reported alcohol and drug use, mental health and well-being, sexual behaviour and placement
stability 12 months post recruitment in order to inform a sample size calculation for a definitive
multicentre randomised controlled trial.

l To assess acceptability and engagement with the adapted motivational enhancement therapy and
social behaviour and network therapy interventions by children in care, their carers and front-line
drug and alcohol workers.

l To carry out a process evaluation to include fidelity of intervention delivery and qualitative
assessment of the barriers to successful implementation.

l To develop a core intervention delivery package, potentially of a single optimised intervention,
linked to a theory of change model to use in the definitive trial.

l To develop and assess tools to collect data on costs and health benefits, and carry out a value of
information analysis to inform the appropriate sample size in a definitive study.

l To apply prespecified STOP/GO criteria and determine if a definitive multicentre randomised
controlled trial is feasible and, if so, develop a full trial protocol. Criteria for progression to a
definitive trial were recruitment of 60% of children in care identified as eligible, 80% of participants
attending 60% of offered sessions and retention of 70% of participants after 12 months’ follow-up.

Methods

Public and patient involvement
Public and patient involvement was sought at multiple time points throughout the study. Public and
patient involvement representatives included children in care, local authority employees, drug and
alcohol practitioners and non-looked-after children. Their contributions have influenced the study
design and they have co-designed study documentation and the adapted motivational enhancement
therapy and social behaviour and network therapy manuals.

Formative phase
The formative research consisted of five separate, but interconnected, stages: (1) the selection of two
evidence-based interventions suitable for adaptation to be used with children in care; (2) development of
a theory of change model; (3) conducting qualitative interviews and focus groups with key stakeholders
to examine the principles behind the motivational enhancement therapy and social behaviour and
network therapy approaches; (4) analysis of the qualitative data; and (5) the co-production of the final
interventional manuals.

Participants (children in care, foster carers, residential workers, social workers and drug and alcohol
workers) were recruited purposively to ensure maximum diversity.

In-depth one-to-one semistructured interviews, dyad interviews and focus groups were used to explore
the assumptions inherent within our logic models, the principles behind the adapted motivational
enhancement therapy and social behaviour and network therapy approaches, their relevance to
children in care and the broader therapeutic approaches, inclusive of the key behavioural and
motivational domains that the interventions should address when working with the population of
children in care.

Interviews and focus groups were audio-recorded and transcribed verbatim. Data were collected until
data saturation. Transcripts were anonymised and identifiable participant details removed. Pseudonyms
were allocated to each transcript and have been used in all reports and publications to maintain
participants’ anonymity.
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Survey
A telephone/online survey of all drug and alcohol providers was carried out to describe the drug and
alcohol treatment services offered in each local authority in England as of 2018. The survey aimed to
define usual care for a definitive future study.

Randomised controlled trial
The three-arm randomised controlled trial compared the adapted motivational enhancement therapy
and adapted social behaviour and network therapy interventions developed in the formative phase
with usual care. The trial involved children in care across six local authorities in north-east England.
Trial participants were screened for drug and alcohol use with the validated six-question CRAFFT
[car, relax, alone, forget, friends, trouble(s)] screening tool administered by their social worker. Children
in care, aged 12–20 years, who reported drug or alcohol use within the previous 12 months and who
were able to provide assent or informed consent in English, depending on their age, were eligible to
participate in the trial. Assent was taken from children aged < 16 years and informed consent for those
aged ≥ 16 years. Those who were currently receiving treatment from drug and alcohol services, were
due to move out of the area, or unable to give informed consent (due to acute or severe mental health
difficulties, mental capacity or language barriers) were ineligible to participate.

Data were collected at baseline and 12 months post baseline, using participant-completed questionnaires
on a tablet computer. The baseline and follow-up questionnaires measured self-reported drug and alcohol
use (Alcohol Use Disorder Identification Test and Alcohol, Smoking and Substance Involvement Screening
Tool), mental health and well-being (Strengths and Difficulties Questionnaire and Warwick–Edinburgh
Mental Wellbeing Scale), and health-related quality of life (EuroQol-5 Dimensions, five-level version).
The follow-up questionnaire also collected data on placement stability, use of health and social service,
self-reported sexual behaviour, and antisocial and criminal behaviour. Data using timeline follow-back
substance use and self-reported occasions of ‘drunkenness’ in the last 30 days were collected.

Individual randomisation was stratified by placement type (residential/non-residential), site and age
band (12–14 years/> 14 years) to reflect risk profile for substance use. Interventions were delivered
by experienced young people’s drug and alcohol practitioners who received 2 full days’ training in
the adapted allocated intervention; either social behaviour and network therapy or motivational
enhancement therapy. Participants allocated to the control group received usual care, which involved
their social worker making a referral along the usual drug and alcohol service pathway, as required.

Process evaluation
A detailed process evaluation, using both qualitative and quantitative methods was conducted, and
involved children in care, their foster carers, residential workers, social workers, and drug and alcohol
practitioners. In-depth one-to-one interviews, dyad interviews and focus groups were used to explore
the key lessons learned from implementing the Supporting Looked After Children and Care Leavers In
Decreasing Drugs, and alcohol (SOLID) trial (both the interventions and the trial processes). Quantitative
methods (practitioner intervention log, audio files) were used to assess the quality of intervention
delivery (treatment fidelity) by applying a validated process rating scale developed in the United
Kingdom Alcohol Treatment Trial.

Economic analysis
The study conducted an exploratory return on investment analysis, which aimed to assess the feasibility
of a within-trial economic analysis in the context of a definitive trial.
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Ethics and consent

A favourable ethics opinion was granted by Newcastle and North Tyneside 1 National Research Ethics
Service Committee (16/NE/0123). Informed consent (assent for those aged < 16 years) was taken from all
participants. For children in care aged < 16 years, informed assent was requested with an accompanying
adult (parent, carer, social worker, children’s home lead) present. If the accompanying adult did not have
parental responsibility then the research team contacted the adult with parental responsibility to obtain
informed consent prior to the young person taking part in the research.

An adverse events procedure was implemented; however, no adverse events were reported throughout
the study.

Analysis

Qualitative data
The transcripts from the qualitative interviews (formative and process evaluation) were subject to
thematic analysis, an iterative process, using the constant comparative method. Qualitative software
(NVivo 10, QSR International, Warrington, UK) aided in the organisation of thematic codes and
categories. The analysis of drug and alcohol practitioner data within the process evaluation was
informed by normalisation process theory.

Quantitative trial data
The main outcomes were feasibility outcomes to inform the design of a future definitive study.
Descriptive statistics were used and no formal comparisons were drawn as the sample size was not
powered to detect differences (Table a).

Results

Formative
The manual development incorporated adaptations suggested by key stakeholders (n = 65: 24 children
in care, eight non-care young people and 33 professionals). Key adaptations made were the need to
focus on overcoming mistrust; insecure attachments that children in care experience due to their history

TABLE a The STOP/GO criteria

STOP/GO criteria

Criteria

Green Amber Red Achieved

Percentage of eligible participants
consenting to trial

≥ 60 40–60 < 40 53

Percentage of children attending 60% of
offered sessions

≥ 80 20–80 < 20 9

Percentage of participants retained to
12 months’ follow-up

≥ 70 50–70 < 50 54

Were interventions delivered with fidelity? Yes Unclear No Unclear

Were interventions perceived acceptable
by children in care and workers?

Yes Unclear No Low uptake of intervention
by children, but acceptable
to workers

Does the value of information analysis
show future research is worthwhile?

Worthwhile Unclear Not worthwhile No available data
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of abuse and/or neglect; and their interactions with the care system. Owing to the fragmented nature
of support networks available to children in care, more flexibility is required regarding social network
members. There is a need to use creative methods to engage children in care. Finally, children in care
are known to have higher rates of comorbid mental health problems and higher levels of risk-taking
behaviour; therefore, treatment goals need to be wider than substance misuse alone to accommodate the
diverse needs of this population group. The manuals underpinned the training delivered to the drug and
alcohol practitioners in preparation for the intervention delivery.

Survey
In total, 122 (82%) of 149 national drug and alcohol services completed the survey. The survey highlighted
the high levels of variation in drug and alcohol service across England, with regard to screening and
intervention delivery. None of the services reported delivering manualised evidence-based interventions.
Just over half of the local authorities (n = 67, 55%) said that they offered a ‘bespoke service’; however, this
was often not specified in many cases. Thirty-five (29%) local authorities reported offering structured work.

Randomised controlled trial
Of the 1450 eligible children in care aged 12–20 years, 860 (59%) were screened for drug and alcohol
use by social workers over a period of 1 year. A total of 211 (24.5%) eligible children met the inclusion
criteria of the trial, and 112 young people (7.7% of the original eligible cohort) consented and were
randomised into the trial arms.

In total, 15 out of the 76 (20%) participants allocated to an intervention arm attended any of the
offered motivational enhancement therapy or social behaviour and network therapy sessions. Sixty
participants (54%) completed the 12-month follow-up questionnaires. The pilot randomised controlled
trial did not meet the prespecified ‘GO’ criteria, demonstrating that a definitive randomised controlled
trial is not feasible. As the primary outcomes were recruitment and retention to 12 months’ follow-up,
no formal comparisons are drawn between groups, as the sample size had not been powered to detect
group differences.

Process evaluation
There were 109 stakeholders involved in the process evaluation (37 children in care and 72 professionals).
Findings illustrated that the principles of the adapted interventions were acceptable to the different
professional groups and the method of collecting data on a tablet computer worked well. However,
the combination of multiple steps in the study process and the time lost between screening and first
appointment set up within the current referral pathways, meant that the process was not swift enough
to engage participants in the trial and the interventions. In addition, even though many participants were
engaged in risky drug and alcohol use, acknowledgement of risk and the need to reduce their use was
rare. The combination of these factors meant that the adapted interventions could not be delivered to a
sufficient extent to fully test acceptability in practice.

Cost of intervention delivery
A log was completed by drug and alcohol practitioners to help the research team calculate the cost of
delivering the interventions. The practitioners seemed able and willing to fill out the log. Unfortunately,
the sample size was too small to conclude whether or not the tool is acceptable to use in a definitive study.

Fidelity of intervention delivery
Practitioners uploaded nine out of a potential 26 audio-recordings. The quality of the recordings was
variable and due to the limited number we are unable to assess the internal validity of the interventions
being delivered.

Economics
Our exploratory return on investment analysis concluded that a medium to large health effect would
need to be demonstrated before the intervention would be considered cost-effective.
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Synthesis of findings
The criteria to determine the feasibility of progressing to a full definitive trial were not met. Major
challenges were found; social care staff were overstretched, resulting in screening and recruitment
being problematic. This, compounded with children in care experiencing complex care arrangements
and placement instability, resulted in intervention delivery being challenging, and the fidelity of the
intervention could not be assessed owing to low uptake. The current format of the intervention pathway
was not feasible to deliver.

This is the first UK-based pilot feasibility trial that assessed the feasibility of delivering behaviour change
interventions to decrease drug and alcohol use and support mental health of children in care. Several key
lessons have been learnt to inform future service delivery and research for children in care.

Model of care
The screen and treat model used in SOLID has been shown to be problematic. Any future trial needs
to think about how best to engage children in care. The current model of referring participants on to
another service does not work, interventions need to be delivered opportunistically within enhanced
social care pathways.

Delivery agent and support
The SOLID trial tried to use the existing drug and alcohol services and standard referral system
to deliver novel interventions. Children’s services departments are often less research mature and
very stretched. Without additional, dedicated ‘in-service’ academic support, potentially in the form
of embedded researchers/academic social workers, research with children in care will prove difficult.
An embedded researcher has the potential to be jointly managed by local authorities and universities,
facilitating clearance to engage clients; this could significantly change the research culture within units.
A new way of working, in which drug and alcohol workers could be allocated to social care services
and residential units, would decrease referral times and could be a new way of delivering these
interventions. The National Institute for Health Research Clinical Research Network has now extended
support into research taking place in non-NHS settings, such as health and social care and public
health. These amendments could facilitate the necessary change as it has within NHS research trials.

Conclusion

This study found that many children in care do not identify themselves as needing a drug and alcohol
intervention, despite reporting use of substances and linked risky behaviours. This mismatch between
the views of professionals and those of children in care justifies further attention. Future ecologically
relevant models of care are needed for children in care to improve the outcomes of these potentially
vulnerable young people across their life course.

Study and trial registration

This study is registered as PROSPERO CRD42018098974 and ISRCTN80786829.

Funding

This project was funded by the National Institute for Health Research (NIHR) Public Health Research
programme and will be published in full in Public Health Research; Vol. 8, No. 13. See the NIHR Journals
Library website for further project information.
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Chapter 1 Introduction

Structure of the report

The report is structured as a series of eight chapters, detailing the design, management and outcomes
of both the formative research and the pilot feasibility study. The report begins by providing the
background to the research, outlining the rationale informing the design and conduct of the study.

Chapter 1 ends with an overview of the project aims and objectives. Following this, a chapter is
dedicated to each of the core components of the study.

Chapter 2 details the patient and public involvement (PPI) work that has taken place throughout the study.

Chapter 3 explores the formative phase of the study and the development of the intervention
materials, as well as the training and supervision provided to drug and alcohol staff during the delivery
of the interventions.

Chapter 4 reports the design, methods and results of the drug and alcohol treatment provider survey.

Chapter 5 provides the design, methods and results of the pilot feasibility trial.

Chapter 6 provides the design, methods and results of the parallel qualitative process evaluation.

Chapter 7 details the design, methods and results of the health economic evaluation of the study.

Finally, Chapter 8 draws together the main findings from the pilot feasibility study, alongside an
assessment of whether or not the study met its aims and objectives, before detailing lessons learnt and
recommendations for a future definitive trial.

Ethics approval

This study was granted a favourable ethics opinion by Newcastle and North Tyneside 1 National
Research Ethics Service Committee (16/NE/0123). Newcastle University acted as trial sponsor.

Research management

The Supporting Looked After Children and Care Leavers In Decreasing Drugs, and alcohol (SOLID) Trial
Management Group (TMG) was responsible for ensuring the appropriate and timely implementation of
the trial. The TMG met bi-monthly and comprised the chief investigator, project co-ordinator, co-applicants
and researchers working on the project. Professor Raghu Lingam, succeeded by Professor Eileen Kaner,
chaired this group.

A Trial Oversight Committee (TOC) was appointed to provide an independent assessment of the progress
the trial was making and to help determine if a future definitive trial was merited. This group met annually
to oversee trial progress, with particular attention paid to recruitment, retention, adherence to trial protocol,
participant safety and any new information deemed relevant to the research question. Professor Monica
Lakhanpaul chaired this group. The agreed terms of reference can be seen in the Report Supplementary
Material 1.
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Research governance

This trial was conducted in compliance with the approved protocol and adhered to the UK policy
framework for health and social care, good clinical practice guidelines, the relevant standard operating
procedures and other regulatory requirements as applicable.

All researchers complied with the requirements of the General Data Protection Regulation, 2018,1 with
regard to the collection, storage, processing and disclosure of personal information, and have upheld
the Act’s core principles.

Researcher-administered questionnaires completed by participants online were identified by a unique
study identification code. Only members of the research team are able to associate this unique study
identification code with participant identifiable data needed for record linkage and participant contact.

All study records and investigator site files were stored in the Institute of Health and Society at
Newcastle University in a locked filing cabinet with restricted access.

Amendments to study protocol

It was the responsibility of the research sponsor to determine if an amendment was substantial or not.
A number of amendments have been made with the mutual agreement of the chief investigator,
sponsor and the TOC.

Substantial amendments were submitted to the Research Ethics Committee by the chief investigator,
on behalf of the sponsor, and changes to protocol were not implemented until approval was in place.
The details of the substantial amendments made throughout the trial are shown in Report
Supplementary Material 2.

Background to the research

Introduction
Drug and alcohol use is a major public health problem that places a significant economic strain on
the NHS and society.2 Substance use accounts for 11% of the total burden of disease, calculated as
disability-adjusted life-years lost, in high-income countries.3 It was estimated in 2013 that alcohol-
related harm costs the UK £21B annually,4 with an additional £15.4B estimated to result from drug
addiction.5 The Modern Crime Prevention Strategy 2016 states that alcohol is a key driver of crime.6

The north-east has the record highest rate of alcohol-related deaths in England.7

Risky substance use in adolescence predicts adult alcohol and drug use and significantly increases the
risk of adult mental health disorders, crime and poverty.8–10 There have been some positive trends over
recent years with regard to young people’s substance use and related risky behaviours. For example,
fewer young people (aged 16–24 years) in England report drinking alcohol regularly,11,12 and more abstain
from using alcohol than in previous years.4,13 Although there has been an overall fall in drug use in
teenagers over the last decade, the UK is still in the top five for lifetime use of cannabis and other illicit
drugs in 15- to 16-year-olds and the top 10 for binge drinking (heavy sessional or risky single-occasion
drinking) in the last 30 days across 36 European countries.14 In a 2016 longitudinal survey of English
secondary school pupils aged 11–15 years, 19% had tried smoking and 44% had tried alcohol.15 In
addition, 24% had tried drugs, compared with 15% in 2014, which the authors believe is accounted for
by new questions on novel psychoactive substances (NPSs) and nitrous oxide.15 The most recent figures
from the National Drug Treatment Monitoring System (NDTMS) on young people accessing specialist
services show that the number of adolescents accessing such services continues to decline year on year.16
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However, the number of younger people (those aged < 14 years) accessing services has increased by
10% since 2014–15. The most common drug used problematically by those in treatment was cannabis
(88% of services users reported a problem with this drug), followed by alcohol at 49%. Eleven per cent of
those in treatment reported problematic ecstasy use, 9% used cocaine, 3% used amphetamines and 4%
displayed NPS use.16 Encouragingly, the most recent NDTMS statistics on young people’s substance use
suggest a decrease of 45% in problematic NPS use since 2016,16 perhaps because these ‘legal highs’
became illegal in May 2016.

The following sections highlight the specific health, substance use, education, employment and
offending status of children in care, henceforth used to make reference to looked-after children and
care leavers.

Children in care and health
In the UK context, looked-after children are children up to the age of 18 years who are under the legal
guardianship of local authorities.17 Such young people are described as being in ‘out-of-home’ care in
both the USA and Australia.18,19 Care leavers are young adults who were previously under the legal
care of local authorities and are still entitled to support, depending on their circumstances. Care
leavers are typically aged 18 to 21 years, but can range in age from 16 to 25 years depending on their
circumstances, such as being in education.17

On 31 March 2018 there were 75,420 children in care in England, which represents 64 children per
10,000 of those aged < 18 years.20 The number of children ‘looked after’ in England has risen steadily
over the past 9 years. The main reasons for children and young people entering the care system are
abuse or neglect (61%), family dysfunction (15%), family acute stress (8%) and absent parenting (7%).20

Children in care may live in a range of placement types, such as children’s residential homes or secure
units with foster carers or relatives, or be adopted or unaccompanied asylum seekers, or can remain with
birth parents while under supervision from social workers.21 Recent evidence suggests that levels of
placement stability for children in care are low. In 2016–17, the mean placement duration was 314 days
(10.5 months) and the median was 140 days (just under 5 months).20 Twenty-four per cent of placements
lasted < 1 month and only 22% of placements lasted > 1 year.20 The impact of this, as Unrau and Seita
explore with care-experienced adults, can have a lasting emotional impact and affect an individual’s ability
to trust and build relationships.22

Children in care have multiple risk factors for substance use, poor mental health, school failure and
early parenthood.23 These factors include parental poverty, absence of support networks, parental
substance misuse, poor maternal mental health, early family disruption and, in the majority of cases,
abuse and/or neglect.24,25

Young people who have experience of the care system are more likely than their peers to have experienced
adverse childhood experiences.26,27 A Social Care Institute for Excellence report, Improving Mental Health
Support for our Children and Young People, highlights the combined effects of young people’s experiences
prior to care and those during care as having an impact on their mental health.28 Such experiences are
associated with a number of poor long- and short-term health outcomes,29 including problematic substance
use, mental health problems,30 obesity and cancer.31 For example, more than 50% of children in care rate
their well-being as low, compared with only 10% of their same-age peers.32 Similarly, 50% of those in
care meet the diagnostic criteria for a psychiatric disorder, compared with 10% of non-care children who
have mental health issues.32 All children in care in England aged 4–16 years are required to complete an
annual Strengths and Difficulties Questionnaire (SDQ) with their foster carer or main residential care
worker. In 2017, 49% had a score within the normal range (score of 0–13), 12% had a borderline score
(score of 14–16) and 38% had a score giving cause for concern (score of 17–40).20 Those in foster care
placements had the lowest scores, 51% scored within the normal range, 13% were borderline and 36%
gave cause for concern.33 By contrast, within the rest of the population of children in care, 39% were in
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the normal range, 13% were borderline and 47% gave cause for concern.34 The mental health needs of
children in care are evident in the Children’s Commissioner 2015 report.35 Children in care significantly
over-represented peers in relation to accessing specialist Community Adolescent Mental Health Services
(CAMHS). Although < 0.1% of children in England are in care, they represented 4% of children referred
to CAMHS.35

Longitudinal data suggest that young people who have been in care have higher levels of depression
in adulthood. In the British Cohort Study (BSC70), at age 30 years, 24.2% of care leavers reported
depression, compared with 12.4% of those who had not been in care.36,37 In addition, care leavers were
four times more likely than their peers to self-harm in later life.38 Children in care had a nearly fivefold
increased odds of at least one mental health diagnosis, including anxiety, depression or behavioural
disorders [odds ratio 4.92, 95% confidence interval (CI) 4.13 to 5.85], than their non-looked-after peers,
further increasing their risk of substance misuse and poor life chances.39

Evidence suggests that children in care have a higher rate of teenage pregnancy than their peers.40

Over a 14-month period in 2012–13 in Wales, children in care aged 14–17 years had a conception rate
of 5.8% compared with 0.8% among peers not in the care system.

Substance use
As outlined in Introduction, risky substance use in adolescence is a predictor of adult-related alcohol
and drug use, mental health disorders, crime and poverty.8–10 Children in care aged 11–19 years have a
fourfold increased risk of drug and alcohol use compared with children not in care.41 Twenty-five per
cent of children in care aged 11–19 years drink alcohol at least once a month, compared with 9% of
young people not looked after. A national survey of care leavers showed that 32% smoked cannabis41

daily and data from 2012 showed that 11.3% of children in care aged 16–19 years had a diagnosed
substance use problem.42,43

In the year to end of March 2017, 4.1% of children in care were identified as having a substance misuse
problem (not including tobacco), with older teenagers being more likely to be identified as such (11% of
16- to 17-year-olds vs. 5% of 13- to 15-year-olds).20 Those in foster care appear to be the least at risk:
2.1% were identified as having a substance misuse issue, of whom 46% received an intervention and
42% refused an intervention. However, within the rest of the population of children in care (non-foster
care placements), 10% were identified as having a substance misuse problem, 62% of whom received
an intervention and 39% refused an intervention.33 In March 2018, there were 15,583 young people
accessing specialist substance misuse services, of whom 7% (1093 young people) stated that they were
living ‘in care’. In addition, of the 11,052 new presentations in 2017–18, in self-reports via the NDTMS,
1204 (11%) young people identified themselves as a looked-after child, 957 (9%) identified themselves as a
child in need and 829 (8%) reported that they had a child protection plan in place.44 International evidence
suggests that those living in institutional or residential care homes are at particular risk of legal and
illegal substance misuse, compared with non-care peers and those living in other placement types.19,45–47

Children in care are over-represented among drug users in later life and tend to start using substances
earlier, more regularly and at higher levels than their peers.48 Relatedly, 12% of young people accessing
substance misuse services are children in care,49 and this group are disproportionately represented in
the criminal justice system.

Recent policies stress that children in care are a high-risk group who are vulnerable to substance
misuse and linked mental health problems, as identified in Ethics approval. The 2017 Drug Strategy,49

the National Institute for Health and Care Excellence (NICE) (2017) guidelines Drug Misuse Prevention:
Target Interventions50 and the NICE (2010) guidelines Alcohol Use Disorders: Prevention51 identify children
in care as a ‘high-priority group’ who are at increased risk from substance-related harm. Despite this,
there is limited research and an absence of cost-effectiveness data, and, at the time of writing (2019),
no national guidelines on the most effective interventions to decrease risky drug and alcohol use in
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this group. This lack of data was highlighted by the Chief Medical Officer’s annual report for 2012,23

which stated that one of the key research areas was to assess the most effective interventions to
reduce multiple risk-taking behaviour, including drug and alcohol use, in this group.23

Literature shows that risk-taking behaviour clusters in adolescence and behaviours, such as smoking,
alcohol consumption and unprotected sexual intercourse, co-occur.52,53 In addition, young people who
engage in any one risk-taking behaviour are likely to engage in others.54,55 The involvement in multiple
risk-taking behaviours can be linked to contextual factors. The majority of young people presenting to
specialist drug services have multiple and overlapping vulnerabilities in addition to substance use,
such as being looked after, mental health problems, not in education, employment or training (NEET),
experience of child sexual abuse, offending or domestic abuse.16 Forty per cent of 19- to 21-year-old
care leavers in England are NEET compared with 13% of all 19- to 21-year-olds more broadly.34

Education
Fifty-seven per cent of children in care aged 11 years have a special educational need, a rate 40%
higher than among their peers who are not in care.20 A child will be defined as having special educational
needs if they have a learning problems or disability that mean that they need special education support.56

The disparity in educational achievement between young people in care and those who are not continues
as they progress through the education system. At age 16 years, the average attainment score for
children in care is 19.3, compared with a score of 44.5 for children not in care.20 Children in care have
lower educational attainment and participation post secondary level,57 and those who enter care later
(i.e. between age 10 and 15 years) do less well in secondary education than those who enter care at a
younger age.58

A study of 181 children in care aged 7–15 years in an English local authority found that they performed
less well than the general child population in regard to assessed mental health, emotional literacy,
cognitive ability and literacy attainment.59 However, there were some positive exceptions of children
performing well (16%, n = 30) and this was positively correlated with having face-to-face parental
contact at least once per month and being in mainstream education. However, there was no significant
relationship with the age on entering care, the primary reason for entering care, the length of time in
care, or placement type.

A study of longitudinal data of Danish children born in 1995 shows that those in ‘out of home’ care
settings change school more often than other young people, and that such change is associated with
adverse educational outcomes.60 Longitudinal data from the UK, Finland and Germany show that,
in all three countries, care leavers are more likely to have no qualifications and less likely to have a
higher-level qualification than their same-age peers who have never been in care. Males, in particular,
are more likely to have no qualifications.36

Literature shows that young people who truant or are excluded from school have an increased risk
of alcohol and/or drug use.61 It is also reported that young people who have truanted from school are
1.85 times as likely to have consumed drugs within the past 12 months and are over twice as likely to
have consumed alcohol within the past week.62

Employment
Care leavers have a higher risk of unemployment than those who have not been in care.63 Forty
per cent of 19- to 21-year-olds are NEET, compared with 13% of all 19- to 21-year-olds.20 Such
disadvantage and poorer outcomes last into adulthood, showing ‘a continuing legacy of adversity’ for
those who have been in care, particularly in relation to education and employment.36 Across the UK,
Finland and Germany, care leavers are over-represented in economically inactive categories. In the
1970 British Cohort Study, of those born in 1970, at age 30 years, 65.8% of those who had been in
care had attended full- or part-time education compared with 82.1% of those who had never been in
care. By age 30 years, 7.1% of care leavers were unemployed, compared with 3.1% of those who had
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never been in care. A total of 16.3% of care leavers were not working to take care of family/home,
compared with 9.9% of those who had not been in care. In the UK, at age 30 years, care leavers were
more likely to have claimed Jobseekers Allowance (4.3% vs. 1.6%), claimed income support (7.7% vs.
1.7%) and were much more likely to have been homeless or of no fixed address before the age of 25 (22.5%
vs. 6.5%).36 Care leavers have three times the risk of being homeless than those who have never been in care.
According to the more recent Longitudinal Study of Young People in England (now referred to as Next
Steps), a birth cohort study of those born in 1989–90, care leavers at age 20 years are showing similar
trends to those in the 1970 cohort at age 30 years. Those who have been in care are over-represented
among the unemployed (17.9% vs. 6.2% of 20-year-olds who have not been in care).64

In line with the disrupted school attendance reported above, young people with poor attendance are
more likely to leave school at 16 years of age, with few or no qualifications, and therefore are seven
times more likely to be recorded as NEET.62

Offending
In the year up to 31 March 2017, 4% of children in care aged between 14 and 17 years had received a
conviction, final warning or reprimand. Children in care are five times more likely to offend than all
children.20 Of those in foster care and aged between 10 and 17 years, 1.2% received a conviction, final
warning or reprimand, compared with 15% of children in all other placements.33 Research from the
criminal justice system in Scotland showed that 34% of youth offenders had been in care. Of these
offenders, 75% reported drug use (vs. 57% of those not previously in care).65

Summary of the needs of children in care and potential solutions
As highlighted in sections Children in care and health to Offending, children in care are at risk of experiencing
a myriad of negative outcomes, which will affect their emotional, physical and economic prospects into
adult life, resulting in a significant cost to society and increased risk of intergenerational poverty. Effective
interventions for children in care could have a beneficial effect on the long-term mental and physical health
of these vulnerable young people, importantly reduce health inequality and, due to their increased risk
of early parenthood, potentially impact intergenerational health. In response to the needs of children in
care, the SOLID trial was developed to test the feasibility and acceptability of two behaviour change
interventions in an attempt to address the substantial gap in evidence relating to effective interventions
for children in care residing in varying forms of placement.

Overview of the study

The study had two linked phases:

1. A formative phase consisting of adaptation and manualisation of two behaviour change interventions
for children in care to help reduce risky substance use: (1) motivational enhancement therapy (MET);
and (2) social behaviour and network therapy (SBNT). Phase 1 also incorporated a national survey of
drug and alcohol treatment service leads to help characterise usual care across England and identify
potential collaborative centres for a definitive trial.

2. A pilot feasibility randomised controlled trial (RCT). This second phase of the project also had a
detailed process evaluation (see Chapter 5) and economic component outlined in Chapter 6.

Research aim
The SOLID pilot feasibility trial aimed to assess the feasibility and acceptability of a definitive three-arm
multicentre RCT (two behaviour change interventions and care as usual) to reduce risky substance use
(illicit drugs and alcohol), and improve mental health in looked-after children and care leavers (children in
care aged 12–20 years).

Research objectives
The primary objectives within the SOLID pilot RCT were as follows.
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Phase 1: formative study –

l To adapt two behaviour change interventions for children in care to help reduce risky substance
use (MET and SBNT). This phase was carried out with children in care, their carers (residential key
workers and foster carers), drug and alcohol workers, and social workers with responsibility for
children in care, to ensure acceptability and feasibility of the intervention packages.

Phase 2: pilot feasibility randomised controlled trial –

l To conduct a three-arm pilot RCT [comparing MET, SBNT and a control (usual care)] to determine if
rates of eligibility, recruitment and retention of children in care, and acceptability of the interventions,
are sufficient to recommend a definitive multicentre RCT.

The secondary research objectives were as follows.

Phase 1: formative study –

l To refine the intervention packages for integration into care pathways for children in care.
l To conduct a survey of the leads for young people’s drug and alcohol treatment services across

England to identify ‘standard practice’ within and across agencies.

Phase 2: pilot feasibility randomised controlled trial –

l To establish response rates, variability of scores, data quality and acceptability of the proposed
outcome measures for the future definitive trial (i.e. self-reported alcohol and drug use, health-
related quality of life, mental health and well-being, sexual behaviour and placement stability
12 months post recruitment), to inform a sample size calculation for a definitive multicentre RCT.

l To assess acceptability, engagement and participation with the MET- and SBNT-based interventions
by children in care, their carers and front-line drug and alcohol workers.

l To carry out a process evaluation to include fidelity of intervention delivery and qualitative
assessment of the barriers to successful implementation, and to assess if key components from the
MET and SBNT interventions can be combined to develop a new optimised intervention.

l To develop cost assessment tools, assess intervention delivery costs and carry out a value of
information analysis to inform a definitive study.

l To apply prespecified STOP/GO criteria and determine if a definitive multicentre RCT is feasible,
and, if so, to develop a full trial protocol.

l To consider findings from the study as a whole in order to develop a core intervention delivery
package, potentially of a single optimised intervention, linked to a theory of change model to use in
the definitive trial.

The study setting

The research took place in six local authorities in the north-east of England (Newcastle, Gateshead,
County Durham, Middlesbrough, Stockton and Redcar). The north-east of England is an area of increased
health and social care need and has the highest rates of poverty in the country, with 24% of households
living below the poverty line. The region is, however, not uniform and encompasses a mixture of urban,
periurban and semi-rural areas. The percentage of black and ethnic minority groups across the region
varies from 10% in Newcastle to 2% in Durham.66 The North East region had 95 children in care per
10,000 as of March 2018, far higher than the average rate for England as a whole (64 children per
10,000) (Table 1). Each local authority area provides a range of placement types, such as residential
care homes, foster care placement and kinship foster care.67
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TABLE 1 Total numbers of children in care at end of March 2018 and number per 10,000 children under the age of
18 years

Region/local authority
Total number of children in care
to end of March 2018

Number of children in care per 10,000
children aged < 18 years

England 75,420 64

North East England 5020 95

Gateshead 393 99

Newcastle 566 98

County Durham 800 80

Stockton 468 108

Middlesbrough 445 137

Cleveland and Redcar 284 103

Note
Most recent statistics from the Department of Education.34
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Chapter 2 Participant and public involvement

Introduction

Patient and public involvement was sought at multiple time points and at various levels throughout the
SOLID project.

Patient and public involvement representatives included children in care, local authority employees, drug
and alcohol practitioners and non-looked-after young people. Their contributions have informed the
development and delivery of this research. Input has included influencing the study design (see Patient
and public involvement in study design and Patient and public involvement throughout the pilot randomised
controlled trial) and the co-design of study documents and the adapted manuals to ensure acceptability
and readability to both children in care and practitioners. Participating local authorities and drug and
alcohol services were heavily involved in the conduct of the feasibility study through screening,
recruitment and delivery of interventions.

Examples of PPI throughout the project are documented below.

Patient and public involvement in study design

Three groups of children in care (n = 11, aged 12–20 years) were consulted at the point of designing the
study to develop the study proposal. As a result of our PPI, the target age range of the study changed
from 13–17 years to 12–20 years, so that we did not exclude early substance users (at the lower end)
or young people as they transition out of care and into adult services (at the upper end). The children in
care judged it essential to involve young people in the development of the interventions and felt that
this research was important, especially with the rise in use of ‘legal highs’. We also consulted widely
with service providers, including drug and alcohol workers, social workers and managers. In response to
this work, we amended our strategy for recruiting children in care into the study. Children in care and
professionals felt that social workers, rather than ‘looked-after children’s’ nurses, were best placed to
screen for substance use.

Patient and public involvement throughout the pilot randomised controlled trial

Patient and public involvement was carried out regularly during the study and fed into the
management meetings and TOC. The following forums were used within the study.

The research team attended several young persons’ advisory group meetings. The north-east young
persons’ advisory group is one of six groups across England and is made up of young people aged
11–18 years who live in the north of England. The groups meets on a monthly basis to help researchers
with their projects and raise research awareness among young people. The research team attended a
meeting in March 2016 to discuss study documentation to be used within the formative research phase
of the study; this included looking at the initial consent leaflets, the participant information leaflets
and consent forms. There were 29 participants at the meeting (13 male/16 female, aged 12–18 years).
Following discussion at the meetings, a number of changes were recommended and actioned regarding
the participant information leaflets. The changes included a complete reformat of the leaflets that we
proposed to use, with a change of graphics, simplified language and it was agreed to devise two slightly
different versions of the leaflets for those aged 12–15 years and those aged 16–20 years, to
accommodate different literacy levels.
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The research team attended a North East Children in Care Council Conference in May 2016. Six
participants were present (three male/three female) to discuss the topic guides to be used with young
people within the formative research and we explored how to introduce the theory of change models.
The outcome of the discussions was that participants liked the idea of using graphics to explore the
complex ideas of the models. The young people preferred graphics that included ‘people’ in them,
as opposed to just words or pictures. Young people identified some graphics that could be used when
conducting interviews with children in care.

We also attended a Regional Looked After Networking Group meeting in July 2016 to discuss the survey
to be completed with looked-after children’s leads. There was eight participants present, all were female
managers or senior members of local authority public health and social work teams. A number of
recommendations were made regarding terminology used within the survey and the flow of questions.

Thirty-six participants across three of the local authority sites took part in developing and revising the
initial contact form and the car, relax, alone, forget, friends, trouble(s) (CRAFFT) screening tool to be
used within the RCT phase of the trial. A number of recommendations were made and implemented,
inclusive of the graphics needing to be enlarged and the text to be presented in different colours.
Participants also recommended that the research team developed a ‘crib sheet’ for social workers to
guide them when introducing the study to young people and that training sessions be offered prior to
screening beginning. All of the recommendations were implemented, ‘crib sheets’ were designed and
distributed with the CRAFFT forms and training was delivered by researchers (HA and RB) in each
local authority site.

The research team attended a further North East Children in Care Council meeting in July 2017. Eight
participants were present, including the personal advisor (PA) facilitating the session (seven female/one
male), to discuss the topic guides to be used with children in care as part of the process evaluation
phase of the research project. Recommendations included minimising the number of questions asked
and making the interviews as informal and ‘conversational’ as possible. The recommendations were
taken on board and researchers had hints and probes to use, rather than lots of individual questions.

Research patient and public involvement group

While carrying out the PPI with young people, members of the Children in Care Council suggested that
they would like to be involved more extensively in PPI work regarding research. This led to a successful
application being written to enable a PPI-specific piece of work to be completed. A research PPI group
was established at the request of children in care attending one of the North East Children in Care
Councils. Additional funding from the Catherine Cookson Foundation covered expenses, such as
vouchers, transcription costs and dissemination of the final product (which was a short, 5-minute video).
When children in care participated in this particular piece of PPI work, the research team adhered to
the same process of obtaining informed consent from children in care and their corporate parent, as
explained fully in Chapter 3, Recruitment and sampling strategy. In addition, participants in the research PPI
group also signed an additional release form to allow the video that they developed as part of the PPI
work to be shown.

Eighteen qualitative semistructured interviews were conducted with seven children in care, the
participation officer within a North East Children in Care Council and the four researchers involved in
developing and facilitating the PPI group. PPI sessions (nine sessions), each approximately 1 hour in length,
were conducted over an 18-month period. Data gathered within the qualitative methods were used to
produce a video of the children in care, describing why it was important to have their voice heard and how
they could influence research and ‘10 top tips’ of working with vulnerable young people, such as children in
care. The overall findings of this piece of work suggested that it was feasible to develop a PPI group with
children in care to be involved in academic research projects. The development process and findings from
this PPI project have been published elsewhere.68
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Conclusion

Patient and public involvement has played a central role within this research project. It has ensured
that the study design is as inclusive as possible and that the study documentation is acceptable to
study participants. The relationships and links made with local Children in Care Council groups have
been successful and have opened up dialogues regarding children in care’s involvement in future pieces
of academic research.
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Chapter 3 Development of intervention
materials and training (formative
research study)

Introduction

As outlined in Chapter 1, Overview of study, the formative phase of the study aimed to adapt the two
intervention approaches (MET and SBNT), to ensure that they were feasible to deliver within the
existing health and social care system, and acceptable to children in care and other key stakeholders
inclusive of social workers, drug and alcohol workers and ‘carers’. The intervention adaptation process
occurred through a series of stages, involving interviews, focus groups and workshops, which were all
based on qualitative methodology. The steps taken are documented below (see Methods); qualitative
research findings are included to illustrate how participants influenced the adaptation and manual
development of our two evidence-based interventions so that they could be delivered through existing
alcohol and drug treatment services.

Methods

The formative research work consisted of five separate, but interconnected, stages. The first was to
select two evidence-based interventions suitable for adaptation to be used with the population of
children in care. This was followed by developing a theory of change model, conducting qualitative
interviews and focus group discussions with key stakeholders and the analysis of the qualitative data,
before co-producing the final interventional manuals within a finalisation workshop. Each stage is
discussed in detail in sections Rationale for choosing SBNT and MET interventions to Consent. Figure 1 also
visually shows the component parts of the formative phase of the study.

Rationale for choosing SBNT and MET interventions
Two evidence-based interventions, MET69 and SBNT,70 were chosen to be adapted as they have been
shown to be effective in decreasing substance use in a range of participants including adolescents.71

Motivational enhancement therapy is a concentrated version of motivational interviewing. This client-
centred, counselling approach adds a problem feedback component to standard treatment.72 The
problem feedback component enables the practitioner to reflect on the material elicited about the
impact of drug and alcohol use on the young person’s mental health, physical health, relationships,
behaviour and offending, and encourages the young person to discuss this further, for example:

We discussed the fact that your foster carer was worried about your drinking. You told me that you found
that you were more irritable the day after you had drunk alcohol. Can you tell me more about this?

Within the MET approach, there is a basic assumption that the motivation and responsibility for
change lie within the client, and it is the therapist’s role to create an environment to enable the client
to change. A systematic review by Carney and Myers73 concluded that motivational interviewing and
MET have shown therapeutic promise for adolescents with problem substance use.73–75

Social behaviour and network therapy is a counselling approach which utilises a combination of
behavioural and cognitive strategies to help clients build social networks that are supportive of positive
behaviour change in relation to problem substance use and goal attainment.76 NICE recommends family
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]

Formative research with young people Formative research with professionals

Researcher identifies social workers
(looked-after children and care leavers)

and drug and alcohol workers

Social workers identify children in care and carers eligible to be
contacted by the research team

(young person initial contact and assent form provided)

Assent given: participant
information leaflet sent out

to young person and
parent/guardian

Researcher contacts children in care and parent/guardian and
carer informed: consent/assent requested

One-to-one interviews with children in care
(Participant assent/consent and parent/guardian consent)

One-to-one interviews with carers
(Participant consent form)

Consent/assent not given:
child in care not enrolled

into study

Assent not given: child in care
not enrolled into study 

Consent/assent given 

Intervention finalisation workshop
Workshop 1: children in care/young people and carers; and workshop 2: key stakeholders, drug and alcohol workers, children in care representatives,

local authority leads, national representatives

Verbal consent given: participant
information leaflet sent out to

professionals

Consent not given:
professionals not enrolled

into study

Researcher contacts social workers
(looked-after children and care leavers)

and drug and alcohol workers: informed consent requested

Consent/assent given
Consent not given:

professionals not enrolled
into study

Focus group discussion with social workers and
drug and alcohol workers

(Participant consent form)

National survey of drug and
alcohol services

North East Fuse Network: Newcastle, Durham, Gateshead, Middlesbrough, Stockton and Redcar National

Survey

FIGURE 1 Component parts of phase 1: formative study.
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interventions when working with young people presenting with complex needs, such as substance misuse
and mental ill health.77 SBNT offers an intervention with the potential to galvanise a support network for
children in care that can draw support beyond the immediate family. This is important, as most forms of
help focus mainly on the individual with the drug and/or alcohol problem and pay little or no attention to
the social context. In addition, given the potential for family fragmentation and broken relationships, it is
unlikely that the more traditional family interventions would be feasible for the population of children in
care. Therefore, the challenge that Copello76 tried to address when developing the SBNT approach was
to find a way of working and helping people that takes the social context into account and uses a whole
social or family system to help and support change and reduce problems, while also developing an
approach that is simple enough to be used in routine practice. The principle of incorporating a support
network into the intervention was believed to be suitable to use within this study, as it was hoped that
the six sessions could be used as a platform to create a support network, or at least start a dialogue that
could consider potentially supportive individuals, and promote cohesion that could ideally continue to be
developed beyond the period when the young person is in contact with services.

Although both MET and SBNT have been shown to be effective at reducing substance use in the
general population of children and young people, less is known about their effect with those who are
likely to have more fragmented family relationships and are currently looked after by the local
authority. For the SBNT approach, the nature of social networks and how they differ for children
within the care system was paramount to understanding how to effectively engage and work with this
group of young people.

Developing a theory of change model
In accordance with guidance from the Medical Research Council (MRC) on developing and evaluating
complex interventions,78 we commenced the adaptation of the interventions by building a theory of
change model relating to our target population.We developed a behaviour determinants intervention
(BDI) model for each intervention (RL, RM, EK and AC).79 These models highlighted the key behaviours
targeted by the interventions, the determinants for change and how the team visualised the proposed
change pathways for the interventions. The models are illustrated in Figures 2 and 3. We also considered
the absence of appropriate family support and supervisions, and the life experiences which led to an
individual’s placement into care, as the central vulnerabilities of children in care.We predicted that an
intervention seeking to decrease substance misuse by this group would need to address the behaviour
determinants identified in the BDI models (see Figures 2 and 3).

When delivering the MET intervention, the therapist can elicit self-motivational statements from
children in care by employing strategies to build and strengthen their motivation. By using this
technique it was hoped that children in care could resolve the inherent ambivalence about their
substance-misusing behaviour.69 When developing the MET BDI model (see Figure 2), alongside the goal
of strengthening motivation, we thought that it would also be helpful to provide personalised feedback
to assist the young person to consider risks and tip the decisional balance.

When developing the SBNT BDI model (see Figure 3), we thought that the approach should promote the
recognition of an informal network of supports that extended beyond traditional caregivers. We were
aware that networks of support available to children in care would differ from those available to children
and young people residing within more traditional biological families. However, evidence exists that social
network support is key to helping people deal with problem behaviours, including substance misuse.
Therefore, within SBNT, the therapist could usefully employ cognitive and behavioural strategies to help
children in care to build social networks of positive behaviour change in relation to their goal attainment.76

Formative qualitative research methods
In-depth one-to-one interviews, dyad interviews and focus groups were used to explore the assumptions
inherent within our logic models (see Figures 2 and 3), the principles behind the MET and SBNT
approaches and their relevance to children in care, and the broader therapeutic approaches, including
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Intervention activity Determinants of change Behaviours

Explore substance
use in relation to the

young person’s
life/context

Elicit the young
person’s concerns

about substance use

Young person is
supported to

consider change

Primary
outcome:

• reduction in
    substance
    misuse

• reduction in
    sexual risk
    taking
• improved
    mental health
    and well-being
• improved
    quality of life
• reduction in
    placement
    breakdown

Secondary
outcomes:

Provision of
personalised

feedback

Tip decisional balance
in favour of change

Young person
acknowledges risks

and problems

Strengthening
commitment to

change

Consolidate
motivation to change

by reaffirming
reasons for change

Young person makes
a decision to change
their substance use

Goal-setting and
strategies for change

Shift from
acknowledging reasons

for change to making
commitment to change

Young person sets
goals and makes a
plan for achieving

goals

Reviewing progress
of change

Motivation to change
is renewed and

self-efficacy is enhanced

Young person maintains
change/makes new

commitment for
further change

Goals

FIGURE 2 Behaviour determinants intervention theory of change model: MET.

Intervention activity Determinants of change Behaviours

Identify potentially
supportive members

of social network

Develop and enhance
positive social network

to support change in
substance use

Social network
positively influences

substance use
behaviour

Primary
outcome:

• reduction in
    substance use

• reduction in
    sexual risk
    taking
• improved
    mental health
    and well-being
• improved
    quality of life
• reduction in
    placement
    breakdown

Secondary
outcomes:Delivery of core topic:

communication skills

Improve communication
skills within social

network

Young person
communicates

effectively with support
network, increasing

available support

Delivery of core topic:
coping

Social network
understands young

person’s substance use
and interactions

Social network
understands and

supports young person

Delivery of core topic:
enhancing social

support

Development of
positive support for

change and move away
from conflict

Young person actively
increases positive

support from network
members

Delivery of core topic:
network-based

relapsed management

Promote shared
understanding of
relapse process

Young person and
network develop

variety of skills and
confidence to avoid or

respond to relapse

Goals

FIGURE 3 Behaviour determinants intervention theory of change model: SBNT.

DEVELOPMENT OF INTERVENTION MATERIALS AND TRAINING (FORMATIVE RESEARCH STUDY)

NIHR Journals Library www.journalslibrary.nihr.ac.uk

16



the key behavioural and motivational domains that the interventions should address when working with
the population of children in care.

All data were collected using semistructured topic guides. Guides were developed and adapted
throughout the study in response to early research findings to ensure deeper understanding of
emerging themes. Interviews and focus groups were audio-recorded and transcribed verbatim. Data
were collected until data saturation was reached within each participant group and no new themes
were emerging. Transcripts were anonymised and identifiable participant details removed. A participant
key was developed and stored separately. Pseudonyms were allocated to each transcript and have
been used within all reports and publications to maintain participants’ anonymity.

Interviews with children in care and carers (foster and residential) were chosen as the method of data
collection. Interviews were chosen, as the semistructured nature of the topic guides meant that sensitive
issues could be explored and personal experiences shared. Interviews also recognised individuals as
experts in their own experiences, in respect of the topics of drug and alcohol use, any barriers and
facilitators experienced when engaging with services (e.g. substance misuse services, mental health
and services, such as Barnardo’s) and any potential recommendations for service improvements. The
topic guides used for the interviews with children in care were developed with the SOLID PPI group,
as discussed previously in Chapter 2. All study documentation relating to the formative research is shown
in Report Supplementary Material 3.

Focus groups and dyad interviews were chosen as the primary method of data collection with social
workers and drug and alcohol practitioners and participants were interviewed with colleagues within
the same profession (i.e. social workers were interviewed together and drug and alcohol practitioners
were interviewed together). The group interaction encouraged the exploration of a range of responses
in a relatively short space of time. Furthermore, they proved to be an effective way to explore issues
and quickly establish a range of experiences, views and knowledge. The professional focus groups and
interviews enabled us to discuss the original components and principles behind the MET and SBNT
interventions, alongside the proposed adaptations and whether or not they were perceived to be
relevant to the context of children in care. They also enabled us to explore the broader therapeutic
approaches required to work with children in care, the feasibility of delivering the interventions to this
population and to consider potential barriers to delivering the interventions at scale.

Recruitment and sampling strategy
Social workers within the looked-after children and 16+ teams (teams working with children in care
aged ≥ 16 years and supporting young people who are transitioning out of the care system) approached
eligible children in care from their caseload. Eligible participants were defined as children in care aged
12–20 years, known by a social worker to have experience of substance use (previous or current personal
use or exposure to substance use), who were able to provide informed consent and who resided in the
study area. Social workers acted as gatekeepers, and shared a brief participant information leaflet with
the young person. If the young person in care was willing to take part, the social worker completed a
written assent or consent form with the young person and returned it to the study team. Children in care
(n = 19) expressed an interest in taking part in the study. Once the form was received the study team was
able to formally approach the young person in care. All 19 interested children in care were contacted by
the research team to discuss the research and to arrange an appropriate time to visit and conduct an
interview.Written informed assent or consent (depending on age of the child in care) was taken by the
researcher before starting the interview, as described in Consent.

A purposive sample was recruited to ensure diversity with regard to age, exposure to drug and alcohol
use, and placement type. The final sample was representative of the population of children in care, in
so far as there was an equal mix of male and female participants and a range of placement types across
the different local authority areas, as identified in Table 2.
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Separate one-to-one interviews (n = 13) were carried out with carers across the research sites to
ensure diversity of sample in terms of age, ethnicity and carer type (i.e. foster carer/family member/
residential worker). An additional focus group with four carers was also conducted as part of an
already established carer support group.

Social workers (n = 8) were purposively approached to take part in a focus group and four took part.
This was complemented with two further dyad interviews with four social work staff. Sampling took

TABLE 2 Qualitative participants

Qualitative
method

Participant
group

Number of
participants Sex

Placement
type/job role Substance use

Individual
interviews

Children in care 19: aged between
12 and 20 years

9 female and
10 male

Foster care, n= 5

Residential care,
n = 8

Independent/
supported living,
n = 5

Living with
biological parent,
n = 1

Current/previous
substance use, n = 16

Never used
substances, n = 3

Carers 13 8 female and
5 male

Foster carers,
n = 6

Residential
workers, n= 4

Supported living
workers, n= 2

Biological parent,
n = 1

Drug and
alcohol workers

3 1 female and
2 male

Service manager,
n = 1

Drug and alcohol
workers, n= 2

Dyad
interviews

Social workers 4 4 female Local authority
managers, n= 2

Social workers,
n = 2

Focus
groups

Drug and
alcohol workers

5 3 female and
2 male

Service manager,
n = 1

Drug and alcohol
workers, n= 4

Social workers 4 3 female and
1 male

Senior social
workers, n= 3

Social worker,
n = 1

Carers 4 3 female and
1 male

Foster carers,
n = 4

Total 52

DEVELOPMENT OF INTERVENTION MATERIALS AND TRAINING (FORMATIVE RESEARCH STUDY)

NIHR Journals Library www.journalslibrary.nihr.ac.uk

18



place to ensure diversity in terms of the local authority site in which they worked, level of experience
(i.e. social worker, team manager) and sex. The social workers within the looked-after children and care
leavers teams were interviewed because of their key knowledge of the context of children in care, as
well as of many of the ethical issues that informed the intervention development.

A focus group also took place with specialist young people’s drug and alcohol practitioners (n = 5).
Practitioners were purposively approached to ensure diversity in terms of local authority site they
worked in, job title (substance misuse practitioner, service manager) and sex. The drug and alcohol
practitioners had key knowledge of interventions that currently work well with young people and they
used their professional knowledge and expertise to inform the adaptation of the MET and SBNT
interventions.

In addition to the focus group with drug and alcohol practitioners described above, one-to-one
interviews were also carried out with three drug and alcohol workers who had delivered youth social
behaviour and network therapy as part of a previous trial.70 These interviews aimed to build on
previous knowledge and experience of delivering youth social behaviour and network therapy to young
people within a substance misuse setting and contributed towards adapting the treatment manual for
the population of children in care.

We initially proposed to carry out individual one-to-one interviews with children in care and carers,
and focus groups with professional participants. For pragmatic reasons we conducted a combination
of individual interviews, dyad interviews and focus groups, depending on participants’ availability
and preferred method of involvement. On reflection, the research team felt that the combination of
interview and focus group data collection had a positive impact on the quality of the data generated.
As planned, the interviews enabled us to collect an individual’s thoughts, attitudes and personal beliefs
about being involved in and interacting with the child welfare system, and the focus groups provided
an opportunity to consider how the interactional data between participants resulted in similarities and
differences in experiences being highlighted.

Table 2 shows the qualitative methods that participants engaged in and the demographics of the
participants recruited in the first round of qualitative work.

Consent
The children in care aged < 16 years were seen with an accompanying adult (parent, carer, social worker,
children’s home lead) prior to the interview taking place and they were asked to provide informed
assent. If the accompanying adult did not have parental responsibility (PR), the research team contacted
the adult with PR to obtain informed consent. If the parent was not contactable or, in the view of the
designated social worker, it was a risk to the young person for the parent to be contacted, the social
worker or local authority guardian with PR was contacted to sign the consent form. Informed young
person assent and consent, dependent on age and carer consent, were obtained prior to the young
person taking part in any element of the study. Information on the study was shared with parents and
carers as appropriate.

For those children in care aged ≥ 16 years and for all other participants within the formative phase of
the research, informed consent was taken directly from the individual concerned by the researcher.
Prior to informed consent being taken, a participant information leaflet was shared with each participant,
and the research team talked through the leaflet and provided an opportunity for any questions to be
asked. The research team also explained that participants could withdraw at any point.

After informed consent had been given to the research team, interviews and focus groups were carried
out by qualitative researchers with experience of working with young people. The data collection took
place at a location convenient for the participant. For young people this was in their home or at an
alternative convenient private location, which ensured the safety of both the young person and
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researcher. For professionals, data collection took place in a private location within their usual working
environment.When interviewed the young person was given a choice of whether or not they wanted
to be accompanied by a trusted adult who would act as an observer; however, only two young people
requested this.

Children in care participants were remunerated for their time with a £10 ‘love2shop’ voucher.

Qualitative analysis
Transcripts were analysed thematically;80 it was an iterative process, using the constant comparative
method,81 in order to identify key themes and concepts. In practice, this entailed a line-by-line coding
process and then analysis within a given transcript and across the data set as a whole. Analysis with
qualitative software (NVivo) aided the organisation of thematic codes. The data were compared across
the participant groups (i.e. children in care, professionals and carers), with similarities and differences
being highlighted. In the first instance, data were analysed by two researchers in order to ensure
intercoder consistency and agreement. The main themes and findings were presented to the wider
multidisciplinary team that included expertise in a variety of backgrounds, including community child
health, public health, social care, social science, drug and alcohol use, and clinical psychology. These
qualitative data were used to refine the SBNT and MET approaches to ensure that they were
responsive to the needs and views of substance-using children in care.

Data analysis focused on understanding internal and external drivers of behaviour and also on views
about interventions promoting well-being and self-care in early life. Components of the logic models
(behaviours, determinants and intervention components) were explored with participants to further
refine the theory of change pathway and clarify intervention delivery issues.

Finalisation workshops: modification of interventions
A series of intervention finalisation workshops took place, during which findings from the preliminary
thematic analysis of the qualitative interviews and focus groups were presented. The purpose of the
workshops was to co-produce the final intervention manuals. Within the initial phase of the workshop,
the research team presented the main themes that had emerged from the interview and focus group
data, and participants were asked to consider the MET and SBNT interventions and discuss what the
final manual should ‘look like’.

Five workshops were conducted: one with professionals (n= 14), all of whom had been interviewed earlier;
and four with young people (n = 13), none of whom had been previously interviewed. All participants
involved in the young people’s workshops either were currently in or historically had experience of
receiving specialist drug and alcohol treatment. The workshops were inclusive of both children in care
(n = 5) and non-looked-after children (n = 8).We took the decision to include young people not involved
with the care system, as this element of the study needed to understand current treatment provision.
Owing to social workers not systematically recording this information and gatekeeping to ‘protect’ young
people, we found it difficult to identify young people in care currently on their case load with experience
(current or previous) of accessing treatment. We decided to approach the drug and alcohol services
involved in the study to recruit young people into the workshops.We wanted to ensure that we had
maximum variation of young people, regarding age, sex and location of participants, who had experience
of accessing drug treatment agencies, to discuss the developed interventions.We held a workshop in
each active study site to enable participants to be involved in the study without having to travel long
distances to take part. The workshops were all held within the well-established young people’s drug and
alcohol services involved in the study, so participants were in a familiar environment.

The workshops provided an opportunity for the research team to present the preliminary findings to
key participants. Verbatim anonymised quotes were used to identify areas of potential importance and
to facilitate discussion between researchers and participants. Four researchers and participants then
worked collaboratively to co-produce the final manuals. Co-production occurred through group
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discussions and using flip charts and paper to design worksheets and complimentary materials to be
used within sessions.

The themes discussed within the workshops are shown in Table 3.

Areas of potential intervention adaptation were discussed within and across interviews, focus groups
and workshops, and the findings from the qualitative data collection have resulted in a number of
adaptations being made to the manualised interventions.

Following the workshops, the final adaptation of both manuals took place. Ongoing communication
took place between the on-the-ground researchers involved in developing the manuals and the original
intervention authors [Professor Alex Copello (SBNT) and Dr Gillian Tober (who has adapted both MET
and SBNT for other clinical trials)], to ensure that the core components of each approach were retained
throughout the adaptation process.

Formative qualitative research findings

The formative phase highlighted generic principles of working with children in care, rather than changes
to the core components of the interventions. These are outlined in Theme 1: therapeutic relationships and
Theme 2: engagement and challenges of working with children in care. The main themes that arose were
relevant regardless of which intervention (SBNT/MET) was being discussed and adapted. The influential
themes and subthemes are discussed as follows.

Theme 1: therapeutic relationships
A successful therapeutic relationship was highlighted as important by both professionals and children
in care when working towards reducing substance use. The qualities of trust and genuine care were
identified as the two main constructs that underpin a successful therapeutic relationship. The ability
of children in care (and often inability) to trust and confide in professionals was a recurrent theme.
Professionals acknowledged that children in care often experience disorganised and difficult attachment
and recognised that their experiences leading up to their placement in care may have had an impact
on their ability to trust other people. Therefore, although trust is one of the necessary conditions for
any therapeutic relationship to be successful, it is particularly important for children in care, who may
have experienced relationship breakdown and abandonment, being let down and having their essential
needs unmet.

TABLE 3 Themes and subthemes relevant for manual adaptation

Theme Subtheme

Therapeutic relationships Time and reciprocal self-disclosure

Genuine care

Non-judgemental approach

Engagement and challenges The need to use creative methods to enhance engagement

Young person’s inability to recognise support

Treatment goals wider than substance use

DOI: 10.3310/phr08130 Public Health Research 2020 Vol. 8 No. 13

© Queen’s Printer and Controller of HMSO 2020. This work was produced by Alderson et al. under the terms of a commissioning contract issued by the Secretary of State
for Health and Social Care. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in
professional journals provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial
reproduction should be addressed to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House,
University of Southampton Science Park, Southampton SO16 7NS, UK.

21



Professionals displayed a clear understanding of these complex attachment issues and discussed the
need to ‘earn’ trust when engaging with children in care:

You need to put in the groundwork initially. I think with teenagers you need to gain their trust, you need
to work for it. Because if they have been hurt, which they will have been, they will try to push you away.
They won’t want to trust you.

Carly, social worker, focus group

Owing to the often inherent ‘lack of trust’ in professionals, practitioners recognised that they were
expected to demonstrate their trustworthiness when engaging with children in care. Typically this
involved practitioners being consistent and reliable. Equally, children in care described seeking qualities
such as empathy, reliability and partiality, all of which are qualities that may have been missing in their
early attachments. One foster carer described displaying his reliability in terms of being available ‘24/7’,
stating that he is permanently ‘on call’ if a young person needs him:

. . . it is not a job because there is no job that makes you work 24 hours a day, 7 days a week and
365 days of the year, but this one does.

James, foster carer, focus group

From the perspective of children in care, the relationship between themselves and their allocated key
worker within an organisation was a pivotal factor that determined whether or not they engaged with
services. When establishing and facilitating a trustworthy relationship, young people explained the
importance that they placed on professionals allowing them to ‘work gradually’, only sharing ‘personal
information’ and making disclosures when they felt ready. Furthermore, the idea of professionals
making self-disclosures was repeatedly reported: children in care felt it was important for professionals
to ‘trade’ personal information, such as a hobby they enjoyed, details of a pet they owned, or an
example of how they had resolved a problem successfully in their own lives. This process of sharing
information was perceived to be beneficial to developing a trusting relationship, as sharing information
was not completely one-sided. Children in care reported that such disclosure enhanced their sense of
connection to the practitioner, as well as their own safety to disclose information:

When you work with someone you have to build a bond up first, before you can open up to them . . . It’s,
well the way I’ve done [it] is just ask questions about them, and then if they tell you, then you know well
if they’ve told me this then I can tell them that.

Sophie, 17, young person interview

Children in care described having multiple professionals involved in their ‘care package’ and a quality
that young people desired was ‘genuine care’, inclusive of professionals going ‘above and beyond’ what
is expected and providing unconditional care, although they did not always feel that they received this.
Professionals, especially those within the social services teams, take on the corporate parenting role.
This role dictates that safeguarding and risk management take precedence over the provision of emotional
support. Therefore, much of the care a child usually receives from family members within a personal
environment is provided by a professional who is employed to provide such care. To demonstrate that
they care, many social workers describe being available outside their contracted working hours and
going ‘above and beyond’ their role:

Myself and his YOT [youth offending team] worker had agreed between us that we would have our
phones on 24/7. So that if he wanted to get in touch and check in we knew he was OK. So we did, we
took turns and he did check in and he did arrange to meet up which was really good.

Steph, social worker, focus group
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Children in care showed an acute awareness that social workers had a corporate parenting role to fulfil
and that carers provided a role that they were ‘paid’ to do. This led to children in care emphasising the
importance of practitioners who made them feel like they ‘genuinely cared about their welfare’.
Interestingly, foster carers reinforced that they attempted to provide the same level of care and
support to both their biological children and the children placed in their care, despite the paid position
they were in:

Any child that comes to live with me, I know they are not mine, however I will work with them, I will play
with them, I will live with them and I will do everything to my best ability in every area, in every arena
because I want what is best for them.

Liz, foster carer, interview

Genuine care also involved professionals showing empathy to the young person and being available to
provide ‘unconditional’ support. There was a belief, sometimes verbalised explicitly, at other times more
implicitly, that genuine care stemmed from personal investment rather than a contractual obligation:

Like Josie talks to me, not like I’m just someone she has to work with, she talks to me like she cares.
Carla, 17, young person interview

Children in care felt that they were cared for if they were shown unconditional positive regard, regardless
of their behaviour. This was a recurrent theme for professionals, who reported children in care regularly
disclosing information to them regarding historical experiences that they had been witness to or subjected
to. Foster carers described having to respond in a sensitive and non-judgemental way:

We had a young man who had been abused by a family member. He was feeling guilty himself about it
and thought that we would feel disgusted that things like that had been done. It is letting him see that
we are not disgusted. Straight away, ‘I have heard all of this before, you are not the only one. It is not
your fault’.

Carol, foster carer, focus group

The ability of professionals to be non-judgemental was important to children in care, and some
participants voiced concerns that practitioners would not be able to ‘cope’ if they chose to share some
of the experiences that led to them being placed into care. One young person in care explained that he
elected not to engage with services and open up for fear that professionals would then ‘leave him’:

. . . my family is **** up, really **** up. And if I sat there and told someone they’d probably run a mile, they
probably would. So that’s why I’ve never really opened up to anyone, cause if I did they probably would
run away, do you know what I mean?

Ewan, 17, young person interview

The above quotations identified the practical issues and challenges that needed to be addressed to
facilitate a therapeutic relationship with children in care; therefore, it was important to acknowledge
the importance of overcoming insecure attachments and incorporating methods of developing a
trusting relationship.

Theme 2: engagement and challenges of working with children in care
Throughout the formative data collection, there was consensus that, if used in isolation, the more
traditional one-to-one talking therapies were often unproductive for children in care. From a professional
perspective, this approach was thought to be overly formal and could result in children in care disengaging
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with support services. Children in care also verbalised that they found it harder to engage with overly
structured and formalised sessions:

It was like in a room . . . and like there’s a table there and it had like little seats round, and like, he was
just on about things. Do you know, he didn’t make it very good, like, he didn’t make it very fun and
enjoyable kind of thing. It was just like, boring. He was just writing things down that I was saying
basically and it just upset me. He just kept on going over it and over it and over it, he was like ‘so how
did that feel? Bla bla bla.’ I didn’t really feel comfortable.

Isabelle, 13, young person interview

There was a clear need for practitioners to be equipped with a number of skills and strategies to
engage with young people. Practitioners needed to be responsive to the individual presenting to them
and described using techniques such as ‘node-link mapping’, as used in the International Treatment
Effectiveness Project,82 and mood cards, while staying true to the intervention they were trying
to deliver:

There are not many young people who you’ll get to the point where you’re doing that one to one
counselling really. It is few and far between. You’re being creative . . .

Adam, drug and alcohol worker, focus group

Many of the participants in care expressed their desire to attend sessions that enabled them to
be actively involved in the work being completed, with practitioners implementing strategies
that facilitated young people connecting with the work and the professional themselves, and
maintaining concentration:

Writing it down or doing it like arts and crafts way because I don’t like just talking and having
conversations cause I just get a bit bored and lose track, then I’ll start fiddling about.

Abbie, 18, young person interview

Alongside the necessity for an interactive approach, was the need for practitioners to be aware of the
complexities of living in the care system for the young person. This awareness would help to facilitate a
holistic approach to be taken to the work being conducted and could also help to identify goals that
are not solely ‘substance use’ related. Children in care stated that they valued discussions that recognised
the difficulties occurring in their lives. Professionals also identified the importance of taking a bespoke
approach to treatment:

I think what’s coming out here is that with the kids we work with, the drug and alcohol issue is over
there, if you like, and a whole raft of other issues are here. As workers we’re dealing with all of these here
and that tends to sort the drug and alcohol issues out quite naturally.

Laura, drug and alcohol worker, focus group

Professionals highlighted challenges that arose owing to the transient nature of the population of
children in care. It was identified that, when young people experience frequent placement changes, it
can result in young people experiencing fragmented support in terms of changes to key workers, carers
and professionals supporting them. It can also result in young people being eager to find friends even if
these relationships are potentially destructive:

So they might, you know, have contact with their brothers or sisters, you know, it is just they get moved
around, and when they are moved around they are vulnerable, they are desperate to have friends or they
are desperate to have somebody to call their own . . . people get attracted to them who are, I would say,
not the type of kids I would want my kids to knock around with.

Liz, foster carer, interview
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Social support was identified as a potential challenge regarding the SBNT approach. Children in care
and practitioners recognised that a positive support network was a central part of SBNT and accepted
that social interaction is necessary in the resolution of most substance misuse problems; however, it
was felt that support was not always available:

It is quite sad sometimes when they haven’t got anybody in the family, not even an uncle or a cousin or
somebody who they can put down as a support really.

Steph, social worker, focus group

The challenges of finding appropriate network members was explored. In many interviews, the
participant in care struggled to identify someone that they felt they could turn to, and feelings of not
having support and the need to be self-sufficient were verbalised:

My boyfriend and his friends, and there’s a few of my friends. Actually they’ve got their own lives as well,
they’ve got their own houses and their partners and they’re all settling down as well, so . . . there’s not
really many people there. When you think about it though, how many of them can you turn to if you’ve
got a problem? Cause there’s not a lot.

Abbie, 18, young person interview

As was expected within the children in care population, when individuals were able to identify
individuals who provided positive support, it was often people outside the traditional family support
network. This had potential for sources of support to be transient (e.g. teachers who would change
with each school year). Professionals were often identified as sources of support, which could be
challenging for the delivery of SBNT, as individuals may not be able to provide ongoing or out-of-hours
support in the same way as more traditional family members would. Nonetheless, children in care
recognised the support that was provided to them:

There’s two main people I’ve got in my life which provides me with support. One’s my boss, he’s a farm
manager, I work with him most days. Another person is the manager of [name of school], he owns the
company and he helps quite a lot by, when I moved out of here [residential children’s home] the first time,
he’s the one that made me come back, and let me get my head back.

Philip, 17, young person interview

Key adaptations made

The MRC framework guided the development and adaptation of the MET and SBNT manuals.78 In line
with the data collected throughout the formative phase of the study, interventions were adapted to
reflect the practicalities of working with the population of children in care, often presenting with
complex needs. The themes of trust, genuine care, being flexible regarding network members, working
creatively and having treatment goals wider than substance misuse were key to the revised training
and manuals.

Workshop participants (inclusive of professionals and children in care) recommended that additional
resources, such as worksheets and exercises, be developed to support the training of drug and alcohol
workers and to complement the adapted manuals. Therefore, additional sources of information were
developed to link in with each topic area covered in the manuals; it was not compulsory to use the
resources were used, but they were available to support practitioners when delivering the interventions.
SOLID trial-specific appointment cards were devised at the request of drug and alcohol practitioners,
so that participants could identify that appointments were for the SOLID trial as opposed to the usual
treatment services. In addition, a pre-treatment session was written into the manuals as requested, to
provide practitioners with an opportunity to contact the young person and encourage a rapport to be
established prior to commencing sessions.
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Regarding the length of sessions, the MET intervention originally consisted of three sessions and this
was increased to six to enable more time for a therapeutic relationship to be built. Conversely, the
SBNT intervention originally consisted of eight sessions but was reduced to six sessions, in an attempt
to keep the sessions focused and in turn keep children in care interested and engaged in the work
being done. However, importantly, it was also agreed that, as the both MET and SBNT interventions
are delivered to meet the young person’s requirements, they could be completed in less than six
sessions if the young person’s needs had been met and it was deemed appropriate to terminate the
intervention early. If the young person attended all six intervention sessions and professionals deemed
it necessary for the individual to have more intensive support to address complex needs, participants in
care would be referred into tier 3 structured services for further work to take place.

Drug and alcohol practitioners were encouraged to consider a range of approaches when delivering the
developed SBNT and MET interventions. Inclusion of a mixture of the traditional therapeutic approach,
creative techniques, such as writing, and arts and crafts, and/or the completion of more formal worksheets
was encouraged. By promoting a flexible approach to be used in the interventions, it was hoped that
children in care would engage with practitioners as the new interventions could incorporate methods
that children in care feel comfortable with.

The key findings were used to create a change matrix shown in Table 4, which identifies the
recommended adaptation, the reason why the adaptation is felt to be necessary, the proposed method
of meeting the identified need and which intervention the change is relevant for.

Following the implementation of the recommended adaptations it was crucial to emphasise that both of
the interventions retained the essential component that underpin the approaches, as shown in Table 5.

A paper has been published that documents the manual adaptation process.88

TABLE 4 Key manual adaptations

Recommended adaptation Reason for adaptation

How the recommended
adaptations were
incorporated into existing
interventions

Relevant to which
intervention

The interventions need
to focus on overcoming
insecure attachments and
mistrust that children in care
have experienced by default
of being involved in the
care system

Children in care want to
build relationships slowly,
allowing time to get to know
their workers before they
feel comfortable sharing
their personal thoughts and
feelings. Children in care also
wanted choice and control
when identifying their
support needs

l A pre-assessment session was
written into the manual to
enable practitioners to
contact the young person and
have an informal ‘chat’ with
them prior to commencing
any sessions. The pre-
assessment session allowed
the practitioner to discuss
with the young person their
preferred way to engage
inclusive of preferred times,
days, methods of engagement
and to arrange their
first appointment

l To facilitate and encourage
trust between the
practitioner and the child in
care, it was suggested that
practitioners made ‘safe self-
disclosures’ within sessions

l Practitioners work in a
person-centred way to
attempt to holistically
address the stated needs of
children in care

MET and SBNT
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TABLE 4 Key manual adaptations (continued )

Recommended adaptation Reason for adaptation

How the recommended
adaptations were
incorporated into existing
interventions

Relevant to which
intervention

The interventions needs to
be more flexible with social
network members due to
the fragmented nature of
available support networks
and repeated broken
relationships

Children in care may
struggle to adhere to one of
the traditional criteria of a
‘network member’, that of
a network member being
ineligible if they ‘have an
alcohol or drug misuse
problem themselves’. This
may be problematic as it is
known, as described above,
that 25% of children in
foster care and 42% of
children in residential care
drank alcohol at least once
a month,41 32% smoked
cannabis daily42 and 11.3%
of children in care aged
16–19 years had a diagnosed
substance use problem.83

This, alongside placement
instability and multiple
broken relationships, makes
maintaining positive support
networks problematic84,85

l The manual emphasised the
importance for children in
care to sustain engagement
by widening the reach of
the intervention beyond the
traditional family. The network
could be extended to include
supportive peers, or other
figures perceived as being
important by the child in
care, including teachers or
social workers, or possibly
wider family members such
as grandparents, all of the
latter with potential to
provide sustained and more
secure attachments

SBNT

The interventions needed to
use creative non-traditional
methods to engage children
in care

Due to children in care
having lower levels of
functional literacy, the use of
creative/visual approaches
enables children in care to
express their thoughts and
feelings more easily

l Handouts and worksheets
were developed to
complement each session
and the manual identified
how activities could be used
to keep children in care
engaged both within and
between sessions

MET and SBNT

The interventions needed to
be able to address treatment
goals wider than substance
misuse alone to accommodate
the diverse needs of children
in care

It was essential that a young
person’s needs should be
addressed holistically, as
substance misuse rarely
happens in isolation but it
often interacts with wider
problems.86,87 Children in
care are known to have
higher rates of comorbid
mental health problems and
higher levels of risk-taking
behaviour, such as drug and
alcohol misuse

l The MET and SBNT
interventions reinforced the
recognition that practitioners
need to be flexible and
responsive to the young
person’s needs by designing
the manuals in such a
way that topics did not
have to run in a set order;
rather, practitioners could
organise sessions and deliver
the content in a way best
suited to the young person

l The manuals enabled
practitioners to have the
flexibility to focus on the
young person’s identified goal,
regardless of whether or not
it was specifically to address
their substance misuse

MET and SBNT

continued
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SBNT and MET training

Drug and alcohol practitioners were allocated to receive training in, and deliver, either MET or SBNT.
Practitioners allocated to MET or SBNT received 2 full days’ training in the adapted allocated intervention.
Training for each intervention took place at a specialist addiction service and was facilitated by two
experienced members of the research team (AC and GT). The training consisted of working through the
intervention manuals (see Report Supplementary Material 4 and 5) and practising the necessary skills to
deliver the interventions through role play and group work, and also familiarising the practitioners with
the treatment protocol (see Appendix 1). Practitioners allocated to deliver usual care did not receive any
additional training.

The training for both approaches was structured so that day 1 of the training was followed by a 7- to
10-day gap, within which the practitioners were encouraged to practise the skills with young people
currently on their caseload, familiarise themselves with the audio-recording equipment and prepare an
audio-recording of an introductory session to be listened to within day 2 of the training.

TABLE 4 Key manual adaptations (continued )

Recommended adaptation Reason for adaptation

How the recommended
adaptations were
incorporated into existing
interventions

Relevant to which
intervention

Alter the number of sessions
offered

The current number of
sessions was viewed as
unproductive when working
with children in care

l MET: extended from three
50-minute sessions to a
maximum of six 1-hour
sessions. This enabled more
time for a therapeutic
relationship to be built

l SBNT: decreased from eight
50-minute sessions to six
sessions lasting up to 1 hour.
This ensured that sessions
remained focused and kept
children in care interested
and engaged in the work

TABLE 5 Core elements of adapted MET/SBNT manuals

Session/topic
number

Intervention

MET SBNT

1 The initial session focuses on developing a
trusting relationship between the child in care
and the practitioner

The initial session focuses on conducting a review
of the young person’s social network

2 Session 2 is concerned with the child in care
discussing the nature of their substance use

Sessions 2–5 deliver a combination of core topics
to build positive support for change. Topic 1
focuses on deciding goals, eliciting commitment,
agreeing the plan and recruiting the network.
Topic 2 focuses on communication and coping.
Topic 3 focuses on lifestyle changes and increasing
pleasant activities

3 Session 3 consists of an individual cost–benefit
analysis of the child in care’s substance use

4 Session 4 is an individual cost–benefit analysis
of change

5 Session 5 focuses on trying to elicit a
commitment to change

6 The final session reviews the child in care’s
progress in respect of agreed change and
commitment to sustain change

The final session consists of a review of progress
made, planning for the future and ending the
treatment intervention
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Day 2 of the training continued to practise skills and use the training as a form of peer supervision.
The MET and SBNT manuals were used to guide the flow of the training sessions, ensuring that
practitioners had a clear understanding of what the six sessions could ‘look like’.

Intervention supervision

All drug and alcohol practitioners were offered a monthly individual supervision session with Alex
Copello for SBNT and Gillian Tober for MET. Audio-recordings of their sessions and case notes formed
the content of their supervision. Initially, supervision took place face to face; however, practitioners
reported that it was too great a time commitment, due to it taking up approximately 3 hours to attend,
including travel. This feedback was taken into consideration and it was agreed that supervision sessions
could take place via Skype™ (Microsoft Corporation, Redmond, WA, USA). In addition to the planned
supervision sessions, practitioners allocated to MET and SBNT had the option of accessing the
research team, who also provided support and guidance. No additional supervision was provided to
practitioners allocated to the control/usual-care arm.

Following the completion of the training with drug and alcohol practitioners, sessions of MET and
SBNT could commence once eligible participants were randomised into the trial. The trial process and
results are discussed within Chapter 5.

Limitations

We did not formally assess the validity of the adapted interventions compared with the original
versions available due to time constraints of the project.

Conclusion

The formative phase of the study successfully involved 65 participants. Overall, findings have
highlighted the importance of engaging children in care and key stakeholder in the adaptation process.
Findings suggested that original components of both the MET and SBNT approach were feasible to
deliver and would be acceptable once adaptations had been made. Key areas included increased
emphasis on therapeutic relationships, the benefits of using creative non-traditional methods of
engagement and identification of treatment goals wider than those narrowly focused on substance
misuse. The manual adaptation process and findings regarding the importance children in care place on
feeling genuinely cared for are discussed further in publications by Alderson et al.88 and Brown et al.89
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Chapter 4 Drug and alcohol treatment
provider survey

Introduction

The project included a survey of leads of young people’s drug and alcohol treatment services across
England to identify ‘standard practice’ within and across agencies.

The aim of the survey was to collect data from each local authority area in England that had a service
offer for a young person’s drug and alcohol service, in order to define usual care and identify potential
research sites for a definitive trial. Of the 153 local authority areas, we obtained contact details for
150 commissioned or ‘in-house’ young people’s drug and alcohol services.

Methods

All of the services were contracted to deliver a service in a single local authority area, except one
service which was contracted to deliver a service across two (adjoining) local authority areas.
Therefore, at the time of conducting this survey there was 149 contactable young people’s services
commissioned to deliver services across England.

Data collection took place over a 3-month period (December 2017–February 2018). The survey
was carried out as a parallel activity to the formative research phase of the study. Each service was
contacted by a researcher (HA, RB or DS) and a service manager or senior practitioner was identified.
After introducing the study, researchers aimed to complete the survey (see Appendix 2) instantly over
the telephone, or if participants preferred to complete the survey independently a qualtrics link was
sent, enabling the survey to be completed online.

The survey explored whether or not the service offer available to children in care altered in any way
(if so, how did it differ) compared with young people accessing the service who were not involved in
the care system. It also assessed which screening tools services are used when young people accessed
treatment and what a typical service offer would look like in terms of number, duration and frequency
of sessions. In addition, it considered how managers monitored the content and quality of sessions
provided to young people, the supervision and support arrangements that are in place for practitioners
and the qualifications of practitioners within the agency. The survey aimed to capture the levels of
standardisation or variability in practices across services.

Drug and alcohol survey results

Of the 149 services, 122 (82%) completed the survey, four (3%) declined to take part and 23 (15%)
did not respond to multiple contact attempts. In total, 100% of participants provided answers to all
questions when they agreed to take part in the survey; therefore, there were no missing data.

Organisations were commissioned and contracted to deliver a service for an individual local authority
area; however, six third-sector organisations were providing 50% of the substance misuse services to
children in care. They are organisations which have their foundations in adult recovery services and
have diversified to offer substance misuse services to meet the needs of children and young people.
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The remaining contracts were a combination of voluntary or third-sector agencies and in-house local
authority services.

When exploring funding streams, most respondents reported that the drug and alcohol services were
commissioned from local authority funding streams (n = 118), with only four services receiving money
from alternative sources, such as Big Lottery funding.

Eighty (66%) services reported that children in care received exactly the same service offer as all
young people accessing the service, whereas 42 services (34%) said that their service offer to children
in care was different. Differences in the service offer included increased engagement work to identify
children in care with problematic substance use; increased partnership working with children’s services
once a young person accessed services (n = 32); the age at which a child in care is transferred into
adult services was increased from 18 years to 21 years due to their vulnerability (n = 11); and children
in care being prioritised on the waiting list (n = 6) to ensure they were seen as quickly as possible
following a referral.

Screening tools used
Drug and alcohol treatment services were asked to provide information regarding the screening tools
they used to assess the level of alcohol and/or drugs a child in care was consuming. The services
reported using between one and three different screening tools. However, although some services
reported solely on the screening tools used, other services completed the screening within the context
of completing a more holistic initial assessment of need.

Ninety-four (84%) services reported using only one screening tool and for the most part, these were ad
hoc, locally developed tools rather than validated tools. Twenty-nine (26%) services reported using two
different tools and five (4%) services reported using three screening tools. Services reported using the
different tools simultaneously during an initial meeting and over a prolonged period of time to establish
levels of use and need. There was no standardisation regarding which tools were used and consistency
varied even within agencies, as professionals reported using a tool that they felt best met the needs of
the individual. Fifty-two (46%) services reported developing a tool ‘to meet their local need’, which, as
identified above, could include an amalgamation of validated tools, such as the Alcohol Use Disorders
Identification Test (AUDIT), Alcohol Use Disorders Identification Test for consumption (AUDIT-C) and
Drug Use Screening Tool (DUST), and could also incorporate items from an assessment of need. The
screening tools identified as being used can be seen in Figure 4.
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Interventions offered
Participants were asked to describe the delivery of the interventions offered to children in care,
including the number of sessions, duration of sessions and frequency. When discussing the delivery of
interventions, 67 (55%) services stated that they offered a completely ‘bespoke’ service, with each
individual being offered a package of care tailored to their individual needs. This package of care was
not restricted to a minimum or maximum number of sessions and could incorporate a mixture of tier 2
and 3 services to meet the child in care’s identified needs. Thirty-five (31%) services reported that they
were commissioned specifically to conduct structured work delivered within 12 sessions. Twenty-one
(19%) services identified that they offered a variety of structured work, such as harm minimisation and
drug education. A maximum of 12 sessions was offered, although this could be flexible and could lead
onto more bespoke work if necessary. Despite working in a structured way, services often reported
having the flexibility to recommence work at a later time with a young person if a further referral was
received or if the child in care’s circumstances had changed.

Delivery of services
A final area of interest was to explore the qualifications and/or professional training that drug and
alcohol practitioners had achieved or participated in. The qualifications reported as present within
services currently and/or regarding previous employees can be seen in Figure 5.

The qualifications held by drug and alcohol workers were varied. Often workers had multiple different
skill sets and expertise. Multiple responses were possible to these questions and multiple responses
were present from each of the responding services. Youth work was the qualification reported most
frequently (n = 93), with health and social care (n = 57), counselling (n = 48) and social work (n = 50)
being other qualifications often transferable to the drug and alcohol work. There was no standardisation
of training of drug and alcohol practitioners, and individuals utilised different skill sets when moving into
this line of work.

Quality monitoring
Owing to the variable and adaptable service offers available to children in care, services were asked to
describe what mechanisms were put in place to oversee the quality and content of sessions being
delivered. Figure 6 shows the procedures in place to monitor the work being completed.
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The quality of sessions was monitored using a number of different mechanisms, multiple responses were
possible to these questions and multiple responses were present from the majority of the responding
services. Line management was the most reported method and occurred at either monthly or 6-weekly
intervals. Line management was used to incorporate both case management and professional development
issues. Although 18 (15%) services reported that line management happens at ‘other’ frequencies and this
spanned a range from managers having an open door policy within which practitioners accessed them as
often as necessary, to formal line management only being scheduled every 8 weeks. Clinical supervision
with an external supervisor or clinical psychologist was reported by 93 (76%) services, this provided an
opportunity for practitioners to discuss individual ‘cases’, reflect on their practice and receive clinical
guidance of how to work with children in care. Outcomes of care provision to young people were recorded
within an individual’s case file.

Other mechanisms were audits completed by the local authority (n = 81, 66%); in-house case file
management conducted by the service manager (n = 62, 51%); feedback received from the young
people when they have completed a piece of work (n = 38, 31%); peer review, which often occurred
in team meetings or within peer supervision (n = 24, 20%); and via the NDTMS or a young people’s
outcome record (n = 14, 11%). Services referred to the young people’s outcome record more as a
reporting process, rather than it reflecting the quality or contact of sessions.

When considering the number of methods used to measure quality and content of sessions, services
reported using between one and six different mechanisms. Three services (2.5%) reported using one
method, 17 (14%) reported using two methods, 32 (26%) reported using three methods, 49 (40%)
reported using four methods, 20 (16%) reported using five methods and one service reported using six
different methods to measure content and quality of the work delivered within their service.

Summary

The survey was designed to inform the definitive trial with regard to the specification of usual care.
It was not designed to inform the pilot trial, it was conducted as a parallel activity to the formative phase
of the study. The survey highlighted the high levels of variation in drug and alcohol service provision being
delivered for children in care across the country. Although screening was carried out for drug and alcohol
use by children in care, the tools used and the completeness in cover varied. The modalities of treatment
differed across providers, the majority of services (n = 67, 55%) offered a bespoke service and 35 (29%)
services reported only conducting structured work; however, even the latter could be delivered flexibly
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across sessions. The survey highlighted the lack of organisational readiness for protocol-driven
research. None of the services reported delivering and adhering to a manualised evidence-based
intervention. The survey also highlighted the range of qualifications that drug and alcohol practitioners
have and a number of practitioners working within young people’s specialist agencies did not hold a
formal drug and alcohol qualification. The levels of supervision and training were also variable. Owing
to the high levels of variation regarding service provision, the lack of standardisation regarding
screening tools used and the lack of adherence to manualised evidence-based interventions, future
studies would be required to assess the organisational readiness of specific services to deliver
interventions as part of a RCT or an evaluation study.
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Chapter 5 Pilot randomised control trial

This chapter outlines the pilot RCT design, methods and data for screening, recruitment and follow-up.
The methods of the pilot RCT are reported in the trial protocol paper.90

Pilot trial design

The pilot feasibility RCT comprised three arms: MET, SBNT and usual care. The pilot RCTwas conducted
in six sites across the north-east of England (Newcastle, Gateshead, Durham, Middlesbrough, Stockton
and Redcar), to assess the acceptability of the adapted interventions (SBNT and MET) and the feasibility
of taking one or both of the interventions to a full-scale multicentre RCT. Details of the flow of
participants through the study are presented in Figure 7.

As previously highlighted in Chapter 1, Research objectives, the primary objective of the pilot RCT was to:

l conduct a three-arm pilot RCT [comparing MET, SBNT and a control (usual care)], to determine
if rates of eligibility, recruitment and retention of children in care, and acceptability of the
interventions, are sufficient to recommend a definitive multicentre RCT.

The secondary research objectives were to:

l establish response rates, variability of scores, data quality and acceptability of the proposed outcome
measures for the future definitive trial (i.e. self-reported alcohol and drug use, health-related quality
of life, mental health and well-being, sexual behaviour and placement stability 12 months post
recruitment), to inform a sample size calculation for a definitive multicentre RCT

l assess acceptability of, engagement with and participation in the MET- and SBNT-based
interventions by children in care, their carers and front-line drug and alcohol workers

l carry out a process evaluation to include fidelity of intervention delivery and qualitative assessment
of the barriers to successful implementation, and to assess if key components from the MET and
SBNT interventions can be combined to develop a new optimised intervention

l develop cost assessment tools, assess intervention delivery costs and carry out a value of
information analysis to inform a definitive study

l apply prespecified ‘STOP/GO’ criteria and thereby determine if a definitive multicentre RCT would
be feasible, and, if so, to develop a full trial protocol

l consider findings from the study as a whole, in order to develop a core intervention delivery
package, potentially of a single optimised intervention, linked to a theory of change model to use in
the definitive trial.

Randomised controlled trial methods

Participant screening and identification
As part of the SOLID trial, social workers were asked to screen all young people on their caseloads aged
12–20 years, with a standardised instrument. Training sessions were conducted with social workers from
each of the recruitment sites. These sessions introduced the CRAFFT screening tool, which is a nine-item
tool that has been used extensively with young people and is sensitive and specific to identify problem
substance use.91 The researcher emphasised the importance of completing the CRAFFT screening tools
with young people on their caseloads and explained how these data could be beneficial not only for
recruitment into the study, but also for each local authority to develop a clearer understanding of the
extent and nature of substance use within their local area. All young people aged 12–20 years, unless
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Social worker screening of all children in care aged 12–20 years for significant drug/alcohol use and meeting inclusion criteria
(children in care aged 12–20 years, indicates substance use in the last 12 months on the CRAFFT tool and

consents to take part in the study)
Request for assent to contact research team

(Young people initial contact, assent and CRAFFT)

Assent given and inclusion criteria met: participant information sheet sent out to young person and parent/guardian
(Participant information leaflet young person aged 12–14 years or young person aged 15–20 years: Doc 17 or 18: sent out by SOLID

administration lead)

Researcher visit 1
1. Inclusion/exclusion criteria checked

2. Informed consent/assent requested (participant assent/consent and parent guardian consent)

Consent/assent not given: children in
care not enrolled into study continue

with usual care

Researcher visit 1
Consent/assent given

Baseline data collection. Children in care to complete electronic data collection form
Baseline data collection, including demographics, placement type, drug and alcohol use (AUDIT/ASSIST-Y), mental health and

well-being (baseline SDQ and WEMWBS), self-reported drunkenness and health-related quality of life (EQ-5D-5L)

SOLID administration lead completes stratified randomisation and group allocation. Administration lead contacts:
1. children in care, and carer with the outcome of allocation

2. drug and alcohol services for those allocated to intervention arms

Drug and alcohol service delivered
SBNT

Drug and alcohol service delivered
MET

Usual care + signposting – services 

Researcher visit 2
Follow-up evaluation 12 months post enrolment: substance use (TLFB substance use/30 days, AUDIT and ASSIST-Y),

mental health and well-being (SDQ, WEMWBS), quality of life (EQ-5D), sexual behaviour (ASAI and ESYTC questions), antisocial and
criminal behaviour, placement stability and use of health and social services

Ongoing: process evaluation – mixed methods, including trial
recruitment and retention, intervention adherence and satisfaction –

STOP/GO criteria assessed

Economic tool development and
value of information analysis

North East Fuse Network: Newcastle, Gateshead, Durham, Middlesbrough, Redcar and Stockton

FIGURE 7 Randomised controlled trial flow diagram. ASAI, Adolescent Sexual Activity Index; ASSIST-Y, Alcohol, Smoking and Substance Involvement Screening Test–Youth;
EQ-5D, EuroQol-5 Dimensions; EQ-5D-5L, EuroQol-5 Dimensions, five-level version; ESYT, Edinburgh study of youth transitions and crime; SDQ, Strengths and Difficulties
Questionnaire; TLFB, timeline follow-back; WEMWBS, Warwick–Edinburgh Mental Wellbeing Scale.

P
ILO

T
R
A
N
D
O
M
ISE

D
C
O
N
T
R
O
L
T
R
IA
L

N
IH

R
Jo
u
rn
als

Lib
rary

w
w
w
.jo

u
rn
alslib

rary.n
ih
r.ac.u

k

3
8



they were already in active treatment with drug and alcohol services, or were unable to access drug and
alcohol services (e.g. due to currently residing out of the study area or an imminent move out of area),
were eligible for screening.

Once training had been completed, each social worker carrying a caseload of children in care was
provided with a screening log (see Appendix 1) and the appropriate number of CRAFFT forms, so that
they could complete one form with each young person with whom they were currently working.

Prior to the social worker conducting the screening, a brief initial contact leaflet was provided to
the child in care and discussed with them by their social worker, this provided details of the study.
Following this discussion, the CRAFFT screening tool was completed. Page 1 of the form requested
that the young person provide their contact details and asked if they consented to being contacted by
a member of the research team to receive more information about the full study. Young people could
elect not to provide their contact details and consent; in these cases, they could continue to complete
the CRAFFT form anonymously.

Each screening tool had a pre-paid envelope attached for the completed forms to be returned to the
research team. All of the screening data were entered and processed at Newcastle University, in
accordance with the study ethics approval. Summary statistics on the data collected from the CRAFFT
forms returned by the children in care within their locality were fed back to each local authority. These
reports provided a breakdown of the number of children in care screened within that local authority
area, along with the sex, age, placement type, self-reported drug and alcohol use, and self-reported risk
taking behaviour of these young people.

If a child in care provided contact details, screened positive for substance use and agreed to be
contacted, they were telephoned by a member of the research team, who introduced themselves,
explained the purpose of the call, and checked that the young person could recall filling in the form
and that they were happy to proceed. The researcher then arranged a date and time to meet the
young person to take formal informed consent and complete the baseline questionnaire.

Trial inclusion and exclusion criteria

Inclusion criteria

l Children in care aged ≥ 12 years and ≤ 20 years.
l The young person must have screened positive for being at risk of substance misuse (i.e. indicate

that they have used substances within the last 12 months).
l Provided informed consent to take part in the study [for children aged < 16 years consent from

parent/guardian (local authority) and assent from young person was required; for young people
aged ≥ 16 years consent from the young person alone was required].

Exclusion criteria

l Already in active treatment with drug and alcohol services.
l Unable to access drug and alcohol services (e.g. owing to currently residing out of the study area or

an imminent move out of area).
l Unable to give informed consent (due to acute or severe mental health difficulties, mental capacity

or language barriers).

The inclusion criterion regarding substance use was amended during the trial (June 2017), as outlined
in Report Supplementary Material 2, after discussion with the TOC, the sponsor and ethics board. In
summary, this saw the criterion change from having to score ≤ 2 on the CRAFFT to having used a
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substance within the last 12 months (CRAFFT = 1). This change was made because it was felt that
children in care using any substance may be at risk of engaging in associated risky behaviours.

Consent to participate
Information on the study was shared with parents and carers and young people. Informed consent was
taken directly from children in care aged ≥ 16 years. For participants aged < 16 years, assent was
taken from the young person and consent was also obtained from an adult with PR. Those aged
12–15 years were seen by the researcher with an accompanying adult (such as a parent, carer, social
worker or children’s home lead), who was asked to provide informed consent on behalf of the young
person. If the accompanying adult did not have PR, the research team contacted the adult with PR (in
most cases the allocated social worker) to obtain informed consent. If the parent was not contactable,
or it was deemed by the designated social worker that it would pose a risk to the young person for
their parent to be contacted, the social worker or local authority guardian with PR was contacted to
sign the consent form. All of the RCT documents are shown in Report Supplementary Material 6.

Data collection methods

Data were collected on participants enrolled into the trial at two time points. Baseline information was
collected on the first visit prior to randomisation and follow-up data collection were scheduled for
12 months post recruitment.

Baseline data collection
After informed written consent was obtained, the researcher collected baseline information from
the child in care using a self-completed questionnaire, administered via a tablet computer to provide
greater privacy for the respondent. The researcher was available to support young people in completing
the questionnaire, if necessary, and to answer questions of clarification, if needed. The baseline
questionnaire recorded demographics; placement type; drug and alcohol usage via the AUDIT92 and
Alcohol, Smoking and Substance Involvement Screening Test – Youth (ASSIST-Y);92 mental health and
well-being via the Strengths and Difficulties Questionnaire (SDQ)93,94 and Warwick–Edinburgh Mental
Wellbeing Scale (WEMWBS);95 and health-related quality of life via the EuroQol-5 Dimensions, five-level
version (EQ-5D-5L).96

Alcohol use Disorders Identification Test
The AUDIT is a 10-question screening tool developed by the World Health Organization (WHO),97

used to identify signs of hazardous and harmful drinking and identify mild dependence.98

When interpreting the AUDIT score, in adults a score of ≥ 8 is associated with harmful or hazardous
drinking, and a score of ≥ 13 in women and ≥ 15 in men is likely to indicate alcohol dependency.
An overall total score of ≥ 5 is deemed as AUDIT-C positive, and indicates increasing or higher-risk
drinking.97 NICE advises professionals that, given the more harmful effects of alcohol consumption for
young people aged 10–16 years, the referral and intervention threshold on the AUDIT should be lower
than the standard adult threshold.99

Alcohol, Smoking and Substance Involvement Screening Test – Youth
The ASSIST-Y questionnaire is a ‘reduced’ version of the Alcohol, Smoking and Substance Involvement
Screening Test (ASSIST) instrument.100 The original ASSIST v3.1 questionnaire, developed by the WHO,
is not validated for use by those aged < 18 years. ASSIST-Y, developed by Drug and Alcohol Services
South Australia, under the guidance of the WHO, is suitable for use in this age group.

When interpreting the ASSIST-Y score, for young people aged 10–14 years, a score between 2 and 5
for tobacco, alcohol and inhalants indicates moderate risk, and a score of > 6 indicates high risk. Scores
of > 2 for any other substance from the list indicate high risk.
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For young people aged 15–17 years, for tobacco and cannabis, a score between 2 and 11 indicates
moderate risk. For alcohol, a score between 5 and 17 indicates moderate risk. For amphetamines,
inhalants and hallucinogens, a score between 2 and 8 indicates moderate risk. For cocaine, sedatives,
opioids, NPSs and ‘other’ drugs, a score between 2 and 6 indicates moderate risk. Scores identifying
moderate risk require brief intervention.

High-risk scores are a score of > 12 for tobacco and cannabis, a score of > 18 for alcohol, a score of
> 7 for cocaine, sedatives, opioids, NPSs and ‘other’, and a score of > 9 for amphetamines, inhalants
and hallucinogens. Scores identifying high risk require brief intervention and referral to specialist for
assessment and treatment.

Strength and Difficulties Questionnaire
The SDQ is a standardised screening questionnaire to be used with young people aged 4–17 years.
Although the SDQ is not validated for use with adults (aged ≥ 18 years), we used the same scoring
systems for all participants to maintain consistency when reporting data. The SDQ comprises 25
questions that are arranged to assess four difficulty subscales (emotional, conduct, hyperactivity and
peer problems) and to also measure pro-social behaviour. The four difficulty subscales are summed to
give a ‘total difficulty score’ out of 40. The SDQ has been used extensively in mental health research
with young people and used previously with children in care.41

The SDQ total difficulties score is generated by summing all scales, except the pro-social scale. Scores
range from 0 to 40. Once the SDQ has been completed, a set of final scores is generated, along with a
categorisation for that score [close to average (score of 0–14), slightly raised (score of 15–17), high
(score of 18–19) or very high (score of 20–40)]. Each 1-point increase in the total difficulties score
corresponds with an increase in the risk of developing a mental health disorder.

Warwick–Edinburgh Mental Wellbeing Scale
The WEMWBS is a 14-item scale covering subjective well-being and psychological functioning, with
each item scored 1 (none of the time) to 5 (all of the time) on a Likert scale. Within the scale, all items
are worded positively and address aspects of positive mental health. The tool has been used extensively
with adults and has recently been validated for use in teenagers.95

The WEMWBS produces scores of 0–70, with higher scores denoting positive mental health. When
interpreting the well-being scores (using the NHS self-assessment tool), 0–32 denotes a very low score,
32–40 is below average score, 40–59 represents an average score and 59–70 is an above average score.

EuroQol-5 Dimensions, five-level version
The EQ-5D-5L is a questionnaire covering five dimensions of quality of life (mobility, self-care, usual
activities, pain/discomfort and anxiety/depression), each with five response options, ranging from no
problem to extreme problems. Responses to the EQ-5D-5L can be used to calculate quality-adjusted
life-years.96 The EQ-5D-5L is discussed further in Data collection methods.

Full details of each screening tool and the scoring thereof are provided in Appendix 3 (see Tables 29–32).

Randomisation and group allocation methods

After consent was obtained and baseline characteristics were collected, the researcher contacted the
trial administrator and provided the participant’s unique identification number, area in which the child
in care resided, placement type and age. These details were entered, by the trial administrator, into
Newcastle Clinical Trials Unit online randomisation service to ensure concealment of allocation.
Individual randomisation to the three trial arms was stratified by placement type (residential/
non-residential), site (local authority) and age band (12–14 years/> 14 years). Once randomisation was
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completed, five allocation letters, indicating the group to which the young person had been randomised,
were generated automatically and distributed through the post by the trial administrator, one letter to the:

1. young person outlining study enrolment
2. parent outlining study enrolment (when appropriate)
3. carer (foster carer, residential key worker, etc.) outlining study enrolment
4. general practitioner (GP) outlining study enrolment (if consent for this level of contact had

been provided)
5. drug and alcohol service outlining group allocation (only for those allocated to MET or SBNT) and

requesting an initial appointment.

The time from baseline survey completion to letters being sent by the administrator was, on average,
2–4 days. The research team did not discuss with participants which intervention they would be
allocated to; rather, they explained that the next stage of the process would be that the young person
would receive a letter informing them of the intervention to which they had been allocated. The
research team also clarified that, if the young person was allocated to an intervention arm, a drug and
alcohol worker would give them a call to introduce themselves and to organise a convenient time and
place to meet for their first appointment. The child in care was notified that letters would also be sent
to their social worker and the individual with PR, to inform them of the trial arm to which the young
person had been allocated. Children in care allocated to the control group were eligible to receive
usual care, which involved their social worker making a referral along the usual drug and alcohol
service pathway as required.67

The allocation details were documented by the trial administrator on a password-protected drive to
allow one member of the research team (HA) access so that they could liaise with drug and alcohol
practitioners regarding trial participants. The trial administrator recorded the participant’s unique
identification number, initials and date of birth, the arm the young person was allocated to and the
date allocation took place. Blinding of group allocation was not possible for the children in care
participants, or for those delivering the intervention; however, the trial statistician and health
economist were blinded to group allocation until the statistical analysis plan had been agreed before
the final analysis.

Delivery of interventions

Following randomisation, young people who had been allocated to an intervention arm were invited to
attend face-to-face sessions of either SBNT or MET on a one-to-one basis. Six sessions of SBNT or
MET were offered weekly to fortnightly over a maximum period of 12 weeks, with each session lasting
approximately 50 minutes. The rationale for this number of sessions stems from learning derived from
the United Kingdom Alcohol Treatment Trial (UKATT), pilot work using SBNT with young people
referred to child and adolescent mental health services, and the formative research phase of this study
(see Chapter 3). The treatment protocol stated that the drug and alcohol service should contact the
child in care to offer treatment to the appropriate intervention group (MET or SBNT) to commence
within a maximum of 6 weeks of randomisation in keeping with the service guidelines. For participants
allocated to the control arm of usual care, responsibility was passed to the social worker to initiate a
conversation with the young person and make a referral into drug and alcohol services, following their
standard referral pathway, if the young person consented.

The drug and alcohol practitioners
In each of the participating local authority areas, the specialist young people’s drug and alcohol treatment
was provided by voluntary sector organisations with charitable status. In each study area, a drug and
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alcohol service agreed to take part in the study by allocating a worker to deliver each of the three
treatment arms. Separate experienced young people’s drug and alcohol practitioners were available to
deliver the two active interventions (MET and SBNT) or usual care (control). The practitioners had varying
professional backgrounds, including youth work, social work, counselling and unqualified workers; all were
experienced in the delivery of drug and alcohol psychosocial interventions for young people. Drug and
alcohol practitioners received training on the specific intervention they were to deliver throughout the
trial as documented in Chapter 3, SBNT and MET training.

Practitioner intervention logs
When delivering sessions, each practitioner was provided with a practitioner intervention log; this
provided a system of recording details for each study participant. Within each log, practitioners were
requested to record their own name and the demographics of the participant, inclusive of the unique
identifier for the young person, age, sex, placement type and geographic location. Details were also
recorded regarding the interventions themselves, such as dates on which sessions took place; the type
of casework that had been completed, inclusive of delivery of the intervention (service user contact
and non-service user contact, which included any preparation work for sessions and/or completion of
paperwork, such as referral to other services); the amount of time spent on each activity; the mileage
and travel time attributed to each session; and the number of people present at the session. Finally, a
summary of the interventions was requested, monitoring the number of sessions offered and attended,
the reason for non-completion of sessions if known and any referrals into mainstream drug and alcohol
services. Once a young person had completed a maximum of six sessions, depending on identified need,
the practitioner returned the completed log to the research team.

The practitioner logs had two main purposes. First, they helped the research team to calculate the cost
of delivering the interventions, as discussed in further detail in Chapter 7, Practitioner logs. Second, the
logs contributed to the assessment of the acceptability and fidelity of delivering the interventions, in
terms of the number of sessions delivered and number of people present within sessions.

The 12-month follow-up method
Participants were contacted again 12 months post recruitment to complete a follow-up questionnaire.
A recruitment window of 8 weeks (i.e. 4 weeks either side of the 12-month anniversary) was put in
place to maximise follow-up.

The method of follow-up contact the research team initially used was the preferred method of contact
identified by the young person at baseline. However, if telephone contact numbers were no longer
available, the research team contacted the child in care’s allocated social worker to request up-to-date
contact details to enable a follow-up questionnaire to be completed.

Once contact had been made and the young person consented to take part in the follow-up, the
research team arranged to visit the young person in their home or an alternative suitable location at a
time and date convenient to them. If the researcher was not able to organise a convenient time to
meet the young person for a face-to-face follow-up, a telephone follow-up was offered.

The questionnaire was administered by the researcher. At baseline, most data were self-completed on
a tablet (unless completed over the telephone, in which case the researcher read out the questions and
recorded the answers on the tablet on behalf of the young person); however, the researcher was also
available to provide clarification on questions if necessary. The timeline follow-back (TLFB) substance
use and self-reported occasions of ‘drunkenness’ in the last 30 days101 was completed at follow-up and
this was researcher administered.

As at baseline data collection, children in care provided information on drug and alcohol usage via the
AUDIT92 and ASSIST-Y,92 mental health and well-being via the SDQ93,94 and WEMWBS,95 and health-related
quality of life via the EQ-5D-5L96 at follow-up. To minimise respondent fatigue, as recommended during
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peer review, questions relating to use of health and social services,96 placement stability and potentially
sensitive questions on sexual behaviour [Adolescent Sexual Activity Index (ASAI)]14,102 and antisocial/
criminal behaviour103 were asked only at follow-up. Details of the additional data collection tools are
provided below.

Romantic and intimate behaviour/antisocial and criminal behaviour
The ASAI, as previously utilised in the Avon Longitudinal Study of Parents and Children, which was a UK
longitudinal birth cohort study,102 was used in the SOLID trial to assess romantic and sexual activities.
The ASAI is a standardised tool for measuring interpersonal heterosexual behaviours among youths.104

Questions relating to enjoyment of sexual experience from the ASAI were replaced by two questions
from the European School Survey Project on Alcohol and Other Drugs (ESPAD) multicountry survey of
alcohol and drug use, assessing regret in engagement in sexual contacts and engagement in unprotected
sexual intercourse, which are particularly relevant in relation to sexual encounters preceded by
substance misuse.14 The advantage of using the ASAI is that it is graded, with more intimate sexual
contact not asked about if lesser contact, such as kissing and cuddling, has not yet been experienced.
This instrument had been discussed with the study PPI group, who acknowledged the graded nature of
administration and supported its use.

In addition, questions previously used in the Edinburgh Study of Youth Transitions and Crime105 were included
to capture data on antisocial behaviour. This questionnaire contains 15 questions. For each of 15 questions,
the tablet version used in the SOLID trial asks ‘How often in the last year have you done any of the
following?’ The questionnaire seeks to evaluate co-occurrence of antisocial behaviour and alcohol use.

The romantic and intimate behaviour and antisocial and criminal behaviour questionnaires were
completed only at the 12-month follow-up visit. Therefore, it is not possible to calculate and present
the change from baseline for these questionnaires.

Four measures were derived from the questionnaire (see Appendix 3, Table 30, for details). Romantic
and intimate behaviour was the standard questionnaire score calculated as per the skipping rules, but
romantic and intimate behaviour (minor), romantic and intimate behaviour (advanced) and romantic
and intimate behaviour (regret) were not standard scoring schemes from the questionnaire. The skip
logic for the SOLID trial-specific outcomes derived from the questionnaire data is shown in Appendix 3
(see Table 31).

Alcohol timeline follow-back
The TLFB is a drinking assessment method that obtains estimates of daily drinking. A calendar was
used to provide retrospective estimates of daily drinking over a 30-day period. The TLFB was used,
as it provides a wide range of information about an individual’s drinking (e.g. pattern, variability and
magnitude of drinking). The TLFB in the SOLID trial sought to identify the ‘number of occasions where
five or more standard drink units are consumed on a single drinking day’.

Qualitative interview
At the point of completing the 12-month follow-up questionnaire, the young person was also asked
if they would be willing to participate in a qualitative interview as part of the process evaluation
(discussed in Chapter 6) for the SOLID trial. For those willing to be interviewed, the research team
carried out the 12-month follow-up and process evaluation interview at the same time, to help reduce
the burden placed on participants. If the young person was willing to take part in an interview, consent
was obtained using the procedure outlined in Chapter 3, Consent.

Once the young person had completed the 12-month follow-up (and interview when appropriate),
they were given a £10 ‘love2shop’ voucher to thank them for their time and for supporting the study.
Following this, the researcher confirmed that their involvement in the study had now finished and that
they would not be contacted by the research team again regarding this study.
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Statistical analysis and sample size
As this study was a feasibility trial and had relatively small numbers of participants, the main outcomes
are feasibility outcomes. Accordingly, we principally reported descriptive statistics in order to inform
the design of a future definitive study. No formal comparisons are drawn, as the sample size was not
powered to detect differences.67 All statistical analyses were carried out on an intention-to-treat basis,
retaining participants in their randomised treatment groups.

The majority of the outcome data are presented below in simple descriptive tables giving percentages,
means and standard deviations (SDs), medians and interquartile ranges or a five-number summary
[minimum, maximum, median and upper and lower quartiles (as appropriate)], separately for each arm
of the study. This information could be used to inform the design, choice of primary outcome,
necessary sample size and approach to the analysis, of the anticipated definitive trial.

The pilot feasibility trial aimed to obtain data from a minimum of 35 respondents in each trial arm at
12 months’ follow-up to estimate the critical parameters to the necessary degree of precision for a
continuous primary outcome [number of occasions drinking, ≥ 5 standard drink units in a single occasion
and frequency of use of the most problematic classified substance in preceding 30 days, both derived
from the timeline follow-back – 30 days (TLFB-30)]. Assuming a pessimistic 30% loss to follow-up,
the sample size to be recruited was inflated to 50 young people in each of the three arms. Therefore,
we aimed to recruit and randomise 150 children in care.

Statistical software
Statistical analysis was carried out by the trial statistician, a member of Institute of Health and Society
biostatistics team, downloading snapshots of the data from the trial database (administered by Vera
Solutions, London, UK) into a comma-separated values (CSV) file. Randomisation details were exported
by Newcastle Clinical Trials Unit from the Macro database into a CSV file. These two sources of data
were merged and imported into the statistical software package Stata® 14 (StataCorp LP, College
Station, TX, USA) for analysis.

Results

Screening data
Screening was conducted slightly differently across research sites in response to the capacity and
standard procedures of each site team. The social workers across the Durham 16+ team (teams
working with children in care aged ≥ 16 years and supporting young people who are transitioning
out of the care system) and in the Middlesbrough sites screened children in care during their routine
appointments. In Redcar, two PAs within the social work team led the screening. Across the Gateshead,
Newcastle, Stockton and Durham ‘looked-after’ teams, a researcher spent time within the social work
offices to support social workers in completing the screening. The research team kept in regular
contact with a key point of contact within each service (in most cases this was the team leaders).

There were 1782 children in care registered with the local authorities, across the study sites, at the
time of this study. A total of 332 (19%) were deemed ineligible by social work managers for the
reasons shown in Table 6. Thus, the total number of children in care aged 12–20 years potentially
eligible to complete the CRAFFT was 1450, 81% of all young people across the six study sites.

Social workers were tasked by their team leads with screening as many of the 1450 children in care
across the study sites as possible. The time period over which sites completed the CRAFFTwas variable,
ranging from 19 weeks and 1 day in Stockton to 47 weeks and 3 days in Newcastle, as shown in Table 7.

The local authority sites experienced multiple competing demands while taking part in the SOLID trial,
with other commitments influencing the progress made regarding screening. Two local authorities were
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preparing for and having an Office for Standards in Education, Children’s Services and Skills (Ofsted)
inspection. Therefore, within that time frame, only essential work was completed and only a small
number of participants were recruited. One site had commitments to another research project and
three sites experienced significant periods of time without a senior manager in post.

Different techniques were introduced across the local authority sites in an attempt to support screening
of children in care within the planned recruitment period. Bespoke support mechanisms were put in
place by the research team following discussions with the TMG, social work team leaders, managers
and on-the-ground social workers. Two teams introduced student social workers or PAs to support the
recruitment process (Newcastle and Redcar). Members of the research team spent time embedded within
four local authority sites to support the recruitment of participants (Gateshead, Newcastle, Stockton and
Durham ‘looked-after’ teams). An alternative technique that proved to be efficient for one team (Durham
16+ team) was the use of ‘stop the clock’ sessions over a 3-month period (May–July 2017) for social
workers to have a dedicated time allocated to contact every young person on their caseload.

Of the 1450 potentially eligible young people, 536 (37%) did not complete the screening, either due to
them declining to complete the CRAFFT (n = 131, 9%), or the social workers not completing the screening
tool with all the young people on their caseload (n = 405, 28%). Social workers did not consistently report
the reason for non-completion, so it cannot be reported.

The flow of children from initial screening through to study completion is presented in Figure 8.

TABLE 7 Screening by study site

Site Screening duration

Newcastle 47 weeks + 3 days

Durham 32 weeks + 3 days

Middlesbrough 30 weeks + 1 day

Redcar 30 weeks + 1 day

Gateshead 26 weeks + 1 day

Stockton 19 weeks + 1 day

Total 52 weeks

TABLE 6 Reasons why children in care were ineligible to be screened

Ineligibility reason Number

No available contact details 122

Out of study area 102

YOI/prison/secure unit 45

Learning disability 26

Not engaging with social services 10

Cultural reasons 7

Mental health 7

Complex needs 5

Needs an interpreter 5

In hospital 3

Total 332

YOI, young offender institution.
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Total number of looked-after children at
sites aged 12–20 years

(n = 1450)

Screened
(n = 860)

Eligible
(n = 211)

Contacted
(n = 187)

Declined
(n = 75)

• No contact details provided, n = 24

• No consent, n = 356
• No substance use reported, n = 269
• Imminent move out of area, n = 6
• Already in drug and alcohol
    services, n = 11
• Closed to social services, n = 3
• Recalled to prison/secure unit, n = 1
• Mental health issues, n = 1
• Learning disability, n = 1
• Turned 21 years old, n = 1

Randomised
(n = 112)

12-month follow-up visit
(n = 17)

• Started intervention, n = 9
• Not started intervention, n = 29

• Started intervention, n = 6
• Not started intervention, n = 32

• Declined, n = 7
• Did not attend, n = 3
• Lost to follow-up, n = 5

• Declined, n = 5
• Did not attend, n = 3
• Lost to follow-up, n = 5
• Inappropriate to follow-up
    (mental health), n = 2
• Detained in secure unit, n = 1

• Declined, n = 7
• Did not attend, n = 5
• Lost to follow-up, n = 8
• Detained in secure unit, n = 1

• Offered usual care, n = 36
• Never presented to services, n = 36

12-month follow-up visit
(n = 23)

12-month follow-up visit
(n = 20)
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FIGURE 8 The SOLID trial Consolidated Standards of Reporting Trials (CONSORT) flow diagram. Reproduced with permission from Alderson et al.67 This is an Open Access article
distributed in accordance with the terms of the Creative Commons Attribution (CC BY 4.0) license, which permits others to distribute, remix, adapt and build upon this work, for
commercial use, provided the original work is properly cited. See: http://creativecommons.org/licenses/by/4.0/. The figure includes minor additions and formatting changes to the
original figure.
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Social workers within the six study sites collectively screened 860 (59%) of children in care, aged
12–20 years, for drug and alcohol use, using the CRAFFT tool.91,106,107 The numbers of children in care
in each site, the number of potentially eligible young people (minus those identified in Table 6) and the
number screened by each local authority site are shown in Table 8.

Of the 860 children in care screened for drug and alcohol use, 369 reported drug and/or alcohol use in
the last 12 months as shown in Figure 9.

Out of the 860 young people screened, 2 (0.2%) 12-year-olds, 12 (1.4%) 13-year-olds, 18 (2.1%) 14-year-
olds, 19 (2.2%) 15-year-olds, 57 (6.6%) 16-year-olds, 72 (8.4%) 17-year-olds, 69 (8.0%) 18-year-olds,
67 (7.8%) 19-year-olds and 52 (6.0%) 20-year-olds reported using one or more substances. Alongside
reporting substance use, young people were asked to complete part b of the CRAFFT form to assess the
number with ‘risky’ substance use. Just under one-third of young people screened (n = 278) reported one
or more risk taking behaviour (Figure 10).

TABLE 8 Numbers of children in care screened by local authority area

Local authority
Number of children in
care aged 12–20 years

Number of potentially
eligible children in care

Number screened of potentially
eligible children in care (%)

Durham 390 318 201 (63)

Gateshead 278 177 125 (71)

Middlesbrough 320 274 146 (53)

Newcastle 427 358 189 (53)

Redcar 170 145 95 (65)

Stockton 197 178 104 (58)

Total 1782 1450 860

2

12
18 19

57

72
69 67

52

1
0

10

20

30

40

50

60

70

80

12 13 14 15 16 17 18 19 20 Unknown

F
re

q
u

en
cy

 o
f r

ep
o

rt
ed

 u
se

Age (years)

FIGURE 9 Self-reported drug and/or alcohol use.
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Recruitment data

A total of 860 children in care were screened. Contact attempts were not made with 356 (41%)
children, as they did not provide consent to be contacted, and 269 (31%) children provided consent
but reported no substance use in the last 12 months.

The research team initially used the contact details provided by the young person. Contact details
included personal mobile/landline numbers (n = 185, 88%), e-mail (n = 22, 10%) and address only (n = 3,
1.5%), and one person provided a number for the supported accommodation they were in (n = 1, 0.5%).

Of the 235 children in care contacted, 24 young people (3%) were subsequently excluded; 11 were
already in drug and alcohol services; six had an imminent move out of area; three had been closed to
social services; and four for other reasons [recall to prison/secure unit (n = 1), mental health problems
(n = 1), a learning disability (n = 1) and turning 21 years old (n = 1)].67

This left 211 young people who were potentially eligible to be recruited into the trial.

Once contacted, 75 (35.5%) children in care declined to take part for a number of reasons (Table 9),
including not perceiving themselves to have a problem, not being interested in taking part and, for
young people aged ≥ 18 years, the fact that drinking was legal.
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FIGURE 10 Self-reported risk-taking behaviour.

TABLE 9 Reasons for declining to take part in the trial

Reason declined Frequency (%)

No reason given 34 (45)

Substance use not a problem 18 (24)

Not interested in the trial 11 (15)

Too busy 5 (7)

Drinking is legal 3 (4)

Inappropriate due to criminal justice involvement/mental health issues 3 (4)

Parent/guardian withdrew the young person 1 (1)

Total declined 75 (100)
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A total of 112 (7.7%) of the original 1450 children in care aged 12–20 years were recruited and
randomised into the study. A minimum number of 35 children per study arm (n = 105 minimum) was
required for us to proceed with the pilot RCT. Following extensive discussions with the National
Institute for Health Research (NIHR), the study TOC and the study management team, a decision was
made to continue with the pilot RCT, despite recruiting only seven young people above our minimum
target. To our knowledge, a RCT delivering drug and alcohol treatment interventions to children in
care has not been conducted previously; therefore, after consultation, the pilot RCT was continued to
specifically assess engagement with the adapted interventions and the retention of participants at
12 months’ follow-up.

A visual representation of the recruitment progress by site is in Table 10.

The planned recruitment period was due to take place over a 3-month period from September to
November 2016. The actual recruitment period was 1 year: 1 November 2016 to 31 October 2017.

Randomisation data

Children in care were distributed in a balanced manner across the trial arms and for each stratification
variable (Table 11).

Baseline data

Demographic characteristics
Baseline demographics, clinical characteristics and trial stratification factors are summarised across
treatment groups descriptively in Table 11.

Note that participant 36 (female, aged 19 years) was randomised, but her baseline data did not
transfer electronically to the trial database due to a technical fault. This participant’s data could not
be included in the baseline analysis, leaving 111 participants providing baseline data. Follow-up data
at 12 months post randomisation was collected for participant 36. (Some demographics for participant
36 were therefore not available, so these are coded as missing.)

Sex was fairly evenly distributed across the MET and SBNT groups, although females comprised 67%
of those randomised to usual care. Ethnic group was well balanced, although there were very few
non-white participants in each arm, reflecting the ethnic mix of the local authorities.

Recruitment errors
Baseline data are presented in Baseline questionnaire summaries. Further analyses looking at variables
by sex, age and residential type are presented in Appendix 4 (see Tables 33–50).

Baseline questionnaire summaries
Table 12 shows the distribution of scores at baseline for the AUDIT, AUDIT-C, ASSIST-Y, SDQ and
WEMWBS; the data for the EQ-5D-5L are discussed further in Chapter 6. Further analyses looking at
variables by sex, age and residential type are presented in Appendix 4 (see Tables 33–50).

Owing to the questionnaires being completed on a tablet computer, there was no option to skip any
questions. Participants could choose to exit the baseline data collection without completing all the
questionnaires; however, this did not happen. All 112 children carefully completed the baseline data
collection questionnaires; however, as discussed in Demographic characteristics, a data transfer error
meant that data were missing for one child.
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TABLE 10 Summary of recruitment progress by time and site

Site

Year

Total

2016 2017

September October November December January February March April May June July August September October

Newcastle 0 0 0 1 1 5 3 1 3 5 1 0 20

Durham 0 1 2 2 3 7 3 5 9 0 1 0 33

Middlesbrough 0 2 4 4 3 0 2 1 1 0 0 0 17

Redcar 0 1 0 2 0 0 1 1 0 2 0 0 7

Gateshead 0 4 1 1 3 3 12

Stockton 1 9 11 0 2 23

Total 0 0 0 4 6 9 7 12 9 13 23 19 5 5 112

Note
Dark shading represents planned recruitment period; light shading represents actual recruitment period.
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TABLE 11 Participant demographics at baseline

Demographic

Randomised arm

MET
(N= 38)

SBNT
(N= 38)

Usual care
(N= 36)

Overall
(N= 112)

Sex, n (%)

Male 17 (45) 21 (55) 12 (33) 50 (45)

Female 21 (55) 17 (45) 24 (67) 62 (55)

Age (years)

Median (LQ, UQ) 18 (16, 19) 17 (16, 18) 18 (16, 19) 17 (16, 19)

Range (minimum, maximum) 13–21a 13–20 13–20 13–21a

Mean (SD) 17.5 (2.1) 17.0 (1.9) 17.3 (2.0) 17.3 (2.0)

What do you do during the day?, n (%)

In school 7 (18) 10 (26) 7 (19) 24 (21)

Aged < 16 years and not in school 2 (5) 1 (3) 0 (0) 3 (3)

Sixth form/college/university 8 (21) 12 (32) 8 (22) 28 (25)

In training/apprenticeship 4 (11) 4 (11) 1 (3) 9 (8)

Aged ≥ 16 years not in training, employment
or education

15 (39) 8 (21) 17 (47) 40 (36)

Aged ≥ 16 years and employed 2 (5) 3 (8) 2 (6) 7 (6)

Missing 0 (0) 0 (0) 1 (3) 1 (< 1)

Placement type, n (%)

Foster outside family 7 (18) 10 (26) 11 (31) 28 (25)

Foster within family 2 (5) 2 (5) 2 (6) 6 (5)

Residential home 8 (21) 6 (16) 6 (17) 20 (18)

Own accommodation 21 (55) 17 (45) 11 (31) 49 (44)

With parents 0 (0) 1 (3) 5 (14) 6 (5)

Other 0 (0) 2 (5) 1 (3) 3 (3)

Site, n (%)

Newcastle 6 (16) 7 (18) 7 (19) 20 (18)

Durham 12 (32) 10 (26) 11 (31) 33 (29)

Gateshead 4 (11) 4 (11) 4 (11) 17 (15)

Middlesbrough 6 (16) 6 (16) 5 (14) 7 (6)

Redcar 2 (5) 3 (8) 2 (6) 12 (11)

Stockton 8 (21) 8 (21) 7 (19) 23 (21)

Ethnic group

White British 38 (100) 34 (89) 34 (94) 106 (95)

Other ethnicity 0 (0) 4 (11) 1 (3) 5 (4)

Missing 0 (0) 0 (0) 1 (3) 1 (< 1)

LQ, lower quartile; UQ, upper quartile.
a Participant 97 was born in August 1996. They were initially seen in August 2017 prior to their birthday; however,

they were not randomised until a few days later. They were recruited in error as they were already 21 years when
randomised (and were therefore ineligible). The decision was taken to retain them in the sample as they were
20 years old when consent given.

Reproduced with permission from Alderson et al.67 This is an Open Access article distributed in accordance with the
terms of the Creative Commons Attribution (CC BY 4.0) license, which permits others to distribute, remix, adapt and
build upon this work, for commercial use, provided the original work is properly cited. See: http://creativecommons.
org/licenses/by/4.0/. The table includes minor additions and formatting changes to the original table.
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Intervention attendance

In total, 15 (20%) out of the 76 children in care randomised to an active intervention arm attended at
least one session of the intervention across MET and SBNT arms combined. Sessions took place at
their chosen location, for all participants this was at their placement address (foster placement,
residential home or independent living). Closer inspection of participation data shows an impact of the
change of inclusion criteria. Twelve out of the 15 (80%) young people who attended any sessions were
recruited under the original threshold of reporting two or less risky behaviours, compared with only
three (20%) young people recruited under the new criterion of reporting any substance use in the last
12 months and reporting more than two risky behaviours. This would suggest that individuals reporting
higher levels of risky substance use behaviour are more likely to engage with interventions and that
future trials should use the original criteria set for this trial. The summary statistics for time from
randomisation to first intervention session are reported by way of summary statistics in Table 13.

TABLE 12 Baseline questionnaire summaries

Questionnaire na Minimum LQ Median UQ Maximum

AUDIT

AUDIT questionnaire score (range 0–40) 111 0 4 8 15 30

AUDIT-C (range 0–12) 111 0 3 5 7 10

ASSIST-Y

Tobaccob 93 (84%) 0 11 12 18 25

Alcohol 108 (97%) 0 2.5 6.5 14.5 28

Cannabis 81 (73%) 0 2 9 17 33

Cocaine 40 (36%) 0 1 5 13.5 22

Amphetamine 27 (24%) 0 0 3 6 21

Inhalants 9 (8%) 0 0 2 6 9

Sedative 27 (24%) 0 0 2 6 28

Hallucinogen 19 (17%) 0 0 0 6 21

Opioid 11 (10%) 0 0 0 6 21

NPS 19 (17%) 0 0 2 8 14

Otherc 3 (3%)

SDQ

Emotional problems (0–10) 111 0 2 4 6 10

Conduct problems (0–10) 111 0 1 3 4 8

Hyperactivity (0–10) 111 0 3 5 7 10

Peer problems (0–10) 111 0 2 3 4 9

Prosocial (0–10) 111 0 6 8 9 10

Total difficulties (0–40) 111 3 11 15 20 31

WEMWBS 111 14 37 44 51 70

LQ, lower quartile; UQ, upper quartile.
a Number using (i.e. those who responded that they had used that substance).
b Note that tobacco score is not coded same as other substances – does not use question 5.
c ‘Other’ are bubble, cold and flu liquid, and ecstasy.
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Of the 38 participants in the MET arm, five took up at least one session, three young people attended
two sessions and one young person attended all six sessions. Similarly, of the 38 participants in the
SBNT arm, four attended at least one session, one young person attended two sessions and one
attended three sessions (Figure 11).67 Regarding the SBNT sessions and the principle of young people
recognising support available to them, all six young people who attended sessions could identify at
least one person who could provide them support and the two participants whom attended more than
one session could identify how their network could support them. However, due to them discontinuing
sessions, we are unable to report how their support networks performed in practice.

Seven young people provided reasons for early discontinuation of the intervention, as listed in Table 14
(note, pseudonyms are used within the descriptive analysis).

The 12-month follow-up data
In total, 60 children in care out of a potential 112 (54%) attended the 12-month follow-up visit, 19 (17%)
declined follow-up, 11 (10%) did not attend follow-up meetings that were arranged, 18 (16%) were lost
to follow-up due to the research team being unable to contact them and four (4%) could not be followed

TABLE 13 Intervention sessions attended

Intervention sessions attended by children in care

Intervention

MET SBNT

Number of children in care randomised to arm 38 38

Number (%) of starting intervention sessions (attended at least one session) 9 (24) 6 (16)

Time from randomisation to first session (days) 9 6

Median (days) (LQ, UQ) 16 (12, 28) 24.5 (16, 53)

Range (days) 3–52 13–78

Number (%) of children in care who completed processa 4 (11) 2 (5)

Median number sessions to complete processa 1 1.5

Range: sessions required to complete processa 1–6 1–2

Time in days to complete processa (maximum 12 weeks = 84 days) Three in 1 day;
four in 35 days

One in 1 day;
one in 6 days

Range: time taken to complete processa 1–35 1–6

Number (%) of children in care who did not complete processa 34 (89) 36 (95)

Median (LQ, UQ): sessions attended 0 (0, 0) 0 (0, 0)

Range: sessions attended 0–2 0–3

Time in days attending sessions for non-completers, n (%) 34 (89) 36 (95)

Median (LQ, UQ): time attending sessions (incomplete processa) 0 (0, 0) 0 (0, 0)

Range: time attending sessions (incomplete process) 0–35 0–53

Discontinuation early (fewer than six sessions) for the 15 who started, n (%) 8/9 (89) 6/6 (100)

AE 0 (0) 0 (0)

Young person’s choice (did not think they needed specialist support) 6 (67) 1 (17)

Other 2 (22) 5 (83)

AE, adverse event; LQ, lower quartile; UQ, upper quartile.
a Completing the process can be defined as the child in care receiving all the intervention sessions offered, this could

result in young people attending fewer than the maximum number of six sessions if work has been fully completed.
An incomplete process is when the child in care does not attend all the intervention sessions offered.

PILOT RANDOMISED CONTROL TRIAL

NIHR Journals Library www.journalslibrary.nihr.ac.uk

54



up for other specific reasons (follow-up deemed to be inappropriate by the allocated social worker
for two and two could not be contacted as they were detained in a secure unit). When attempting to
contact young people at follow-up, for 58 (52%) young people, their contact number had changed and
for 54 (48%) young people their address had changed. Details of follow-up status are given in Table 15.

Of the 60 children in care followed up, 5 out of the 15 young people who participated in the
intervention completed the questionnaire, the other 10 were lost to follow-up for a range of reasons
[declined (n = 2), an appointment was made but the young person did not attend (n = 4), unable to
contact them (n = 1), inappropriate circumstance (n = 1) and closed to social services (n = 2)].

In many instances, young people were lost to follow-up due to the multiple competing demands that
they had going on in their lives, the frequent changing of mobile numbers and the placement instability,
which meant that the contact details originally given were no longer current. Forty-two children in
care (38%) were followed up within an 8-week window of 12 months, as indicated in Table 16.

TABLE 14 Reasons for discontinuing before six intervention sessions

ID Reason not completed intervention session process Intervention

Joanne, YP, 17 years Too busy due to starting work SBNT

Ellie, YP, 16 years Too busy due to starting work SBNT

Callum, YP, 17 years Started sessions then contact was lost SBNT

Gavin, YP, 20 years Started sessions then contact was lost SBNT

Claire, YP, 18 years Referred to tier 3 SBNT

Max, YP, 19 years Started sessions then contact was lost MET

Pippa, YP, 15 years Moved out of area MET

ID, identification; YP, young person.
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FIGURE 11 Attendance at MET and SBNT sessions.
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The distribution of data for the proposed primary outcomes – episodes of heavy episodic drinking
(≥ 5 units in 1 day) in the preceding 30- and 7-day periods as shown in Tables 17 and 18 – outcomes
for a definitive trial were obtained from the TLFB-30 administered during the 12-month
follow-up interview.

These questionnaires were assessed for completeness. For the questionnaire summaries, 60 young
people had follow-up data, as shown in Table 19.

TABLE 16 Completed follow-up visits at 12 months± 4 weeks after baseline visit

Follow-up visit

Randomised arm, n (%)
Overall
(N= 112),
n (%)MET (N= 38) SBNT (N= 38)

Usual care
(N= 36)

Completed 13 (34) 16 (42) 13 (36) 42 (38)

Early 1 (3) 0 (0) 0 (0) 1 (< 1)

Late 3 (8) 7 (18) 6 (17) 16 (14)

Unknowna 0 (0) 0 (0) 1a (3) 1 (< 1)

No follow-up completed 21 (55) 15 (39) 16 (44) 52 (47)

a One follow-up visit took place for a patient whose baseline data were not transferred so baseline date and therefore
compliance are unknown.

TABLE 17 Episodes of heavy drinking (≥ 5 units in 1 day) in the preceding 30-day period

Episodes of heavy drinking (≥ 5 units in 1 day)
in the preceding 30-day period

Randomised arm

Overall
(n= 112)MET (n= 38) SBNT (n= 38)

Usual care
(n= 36)

Number at follow-up (% of randomised) 17 (45) 22a (58) 20 (56) 59 (53)

Median (LQ, UQ) 1 (0, 4) 0 (0, 2) 1.5 (0, 5.5) 1 (0, 4)

Range 0–10 0–7 0–9 0–10

LQ, lower quartile; UQ, upper quartile.
a Note that one participant did not complete the TLFB at follow up. They did, however, complete other questionnaires

at that time.

TABLE 15 Follow-up status for the children in care

Follow-up status

Randomised arm, n

Combined arms, n (%)MET SBNT Control

Follow-up completed 17 23 20 60 (54)

Declined follow-up 7 7 5 19 (17)

Appointment date set but did not attend 5 3 3 11 (10)

Could not contact: lost to follow-up 4 3 4 11 (10)

Closed to social services: lost to follow-up 4 2 1 7 (6)

Follow-up inappropriate (mental health) 0 0 2 2 (< 2)

Unable to contact due to circumstances (secure unit) 1 0 1 2 (< 2)

Total 38 38 36 112
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TABLE 19 The 12-month follow-up questionnaire summaries (total children in care n= 60)

Questionnaire na Minimum LQ Median UQ Maximum

AUDIT

AUDIT questionnaire score (range 0–40) 60 0 4.5 7 11 26

AUDIT-C (range 0–12) 60 0 3 4.5 7 10

ASSIST-Y

Tobaccob 50 (83%) 0 4 12 18 25

Alcohol 60 (100%) 0 2 4 8.5 28

Cannabis 40 (67%) 0 0 2.5 5.5 20

Cocaine 20 (33%) 0 0 2.5 7.5 21

Amphetamine 17 (28%) 0 0 0 2 32

Inhalants 5 (8%)

Sedative 15 (25%) 0 0 0 10 17

Hallucinogen 11 (18%) 0 0 0 3 21

Opioid 4 (7%)

NPS 8 (13%) 0 0 0 2 3

Otherc 0 (0%) 0 0 0 0 0

SDQ

Emotional problems (0–10) 60 0 3 4 6 10

Conduct problems (0–10) 60 0 1 2 3 7

Hyperactivity (0–10) 60 0 3 5 7 10

Peer problems (0–10) 60 0 2 3 5 8

Prosocial (0–10) 60 4 6 8 9 10

Total difficulties (0–40) 60 2 11 14.5 20 28

WEMWBS 60 23 38 46.5 53 65

LQ, lower quartile; UQ, upper quartile.
a Number using (i.e. those who responded that they had used that substance).
b Note tobacco score is not coded same as other substances – does not use question 5.
c ‘Other’ are bubble, cold and flu liquid, and ecstasy.

TABLE 18 Episodes of heavy drinking (≥ 5 units in 1 day) in the preceding 7-day period

Episodes of heavy drinking (≥ 5 units in 1 day)
in the preceding 7 day period

Randomised arm

Overall
(n= 112)

MET
(n= 38)

SBNT
(n= 38)

Usual care
(n= 36)

Number at follow up (% of randomised) 17 (45) 22a (58) 20 (56) 59 (53)

Median (LQ, UQ) 0 (0, 1) 0 (0, 1) 0.5 (0, 1) 0 (0, 1)

Range 0–2 0–2 0–3 0–3

LQ, lower quartile; UQ, upper quartile.
a Note that one participant did not complete the TLFB at follow up. They did, however, complete other questionnaires

at that time.
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An (adult) AUDIT score of ≥ 8 indicates hazardous alcohol consumption and a score of ≥ 13 for females
and ≥ 15 for males indicates alcohol dependency. An AUDIT-C score of ≥ 4 in males and ≥ 3 in females
indicates hazardous alcohol consumption.

Data on romantic relationships and antisocial behaviour are presented in Tables 20 and 21, respectively.

TABLE 20 Romantic and intimate behaviour data collected at 12 months’ follow-up only (n= 60)

Data n Minimum LQ Median UQ Maximum

Romantic and intimate behaviour 60 0 15 36 52 70

Romantic and intimate behaviour (minor) 60 0 5 6 6 6

Romantic and intimate behaviour (advanced) 60 0 0 5 7 7

Romantic and intimate behaviour (regret)a 60 0 0 6.5 7 28

LQ, lower quartile; UQ, upper quartile.
a Regrets for each of seven questions where it is asked (scored 1 to 4) are summed to give the ‘regret score’ for each

participant. Range 0–28.

TABLE 21 Antisocial/criminal behaviour data collected at 12 months’ follow-up only (n= 60)

Antisocial or criminal behaviour Overall (N= 60), n (%)

Skipped or skived off school

Yes 28 (47)

Once 3 (5)

Two to five times 9 (15)

Six or more times 16 (27)

Broken into a car or van with the intention of stealing something out of it

Yes 4 (7)

Once 2 (3)

Two to five times 0 (0)

Six or more times 2 (3)

Hit, kicked or punched someone on purpose

Yes 21 (35)

Once 10 (17)

Two to five times 4 (7)

Six or more times 7 (12)

Deliberately set fire or tried to set fire to somebody’s property or a building

Yes 4 (7)

Once 1 (2)

Two to five times 2 (3)

Six or more times 1 (2)
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TABLE 21 Antisocial/criminal behaviour data collected at 12 months’ follow-up only (n = 60) (continued )

Antisocial or criminal behaviour Overall (N= 60), n (%)

Taken money or something else that did not belong to you from home without permission

Yes 6 (10)

Once 3 (5)

Two to five times 1 (2)

Six or more times 2 (3)

Used force, threats or a weapon to get money or something else from somebody

Yes 1 (2)

Once 0 (0)

Two to five times 1 (2)

Six or more times 0 (0)

Written things or sprayed paint on property that did not belong to you

Yes 5 (8)

Once 2 (3)

Two to five times 3 (5)

Six or more times 0 (0)

Gone into or broken into a house or building with the intention of stealing something

Yes 4 (7)

Once 3 (5)

Two to five times 1 (2)

Six or more times 0 (0)

Deliberately damaged or destroyed property that did not belong to you

Yes 8 (13)

Once 3 (5)

Two to five times 4 (7)

Six or more times 1 (2)

Carried a knife or weapon with you for protection or in case it was needed in a fight

Yes 5 (8)

Once 2 (3)

Two to five times 0 (0)

Six or more times 3 (5)

Taken money or something else that did not belong to you from school

Yes 2 (3)

Once 1 (2)

Two to five times 0 (0)

Six or more times 1 (2)

continued
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Missing data
As the RCT demographic and questionnaire data were collected using electronic tablet devices during
baseline and follow-up visits, the only missing data are baseline data for one participant whose data
were collected but not transferred owing to a technical fault and 12 months’ follow-up data for the
52 participants who did not attend.

There were no partially completed questionnaires because the electronic tablets necessitated that
all questions be answered before moving on. Only one participant did not complete the TLFB at the
12-month follow-up visit, but did complete all other questionnaires at that visit. As there were so few
missing data when they were collected using electronic tablet devices, there was no gain in using
shorter tools, such as AUDIT, ASSIST-Y, TLFB – 7 days and CRAFFT.

Non-completion of 12 months’ follow-up
Participants had the right to withdraw from the trial at any time without having to give a reason.
No children in care formally or explicitly withdrew from the trial, but 52 did not attend the
12-month follow-up.

End of trial

The end of the trial was defined as the 31 October 2018, which was the last date a participant could
be contacted to complete the 12-month follow-up questionnaire.

TABLE 21 Antisocial/criminal behaviour data collected at 12 months’ follow-up only (n= 60) (continued )

Antisocial or criminal behaviour Overall (N= 60), n (%)

Stolen or ridden in a stolen car or van or on a stolen motorbike

Yes 2 (3)

Once 1 (2)

Two to five times 0 (0)

Six or more times 1 (2)

Been rowdy or rude in a public place so that people complained or you got into trouble

Yes 8 (13)

Once 3 (5)

Two to five times 4 (7)

Six or more times 1 (2)

Taken something from a shop or a store without paying for it

Yes 8 (13)

Once 3 (5)

Two to five times 1 (2)

Six or more times 4 (7)

Not paid the correct fare or not paid at all on a bus or train

Yes 11 (18)

Once 3 (5)

Two to five times 6 (10)

Six or more times 2 (3)

PILOT RANDOMISED CONTROL TRIAL

NIHR Journals Library www.journalslibrary.nihr.ac.uk

60



Safety data
There were no reported adverse events or serious adverse events occurring from the time of
randomisation in the pilot RCT until follow-up was completed (12 months post enrolment).

Conclusions

The pilot trial identified that a definitive trial using the same design as in this pilot is not feasible.
We aimed to recruit 150 participants into the trial which allowed for 30% loss (45 participants) at
follow-up, so aimed to retain 105 participants 12 months post recruitment. One hundred and twelve
participants were recruited (75% of the target) and data were collected from 60 participants (53.5% of
those recruited into the study) at 12 months post recruitment, which was a 46.5% loss at follow-up.

Seventy-six participants were randomised into the SBNT and MET arms. Delivery of the SBNT and
MET intervention sessions was very low, with only 15 out of 76 participants (20%) allocated to the
interventions receiving any session. With such low rates of delivery, it is not considered feasible to
deliver the interventions using routine care pathways.

The inclusion criteria were amended during recruitment into the study, from children in care scoring
more than two risky behaviours, which identified 74 participants, to reporting any substance use within
the preceding 12 months, which led to the identification of a further 38 participants.

There were very few problems identified with the proposed data collection measures. The use of tablet
computers was acceptable to young people and the programming to force a response meant that rates
of completion of the baseline and follow-up questionnaires were consistently high once the young
people had consented to take part. There were no missing data at baseline data and only one TLFB
was missing at 12 months post recruitment.

DOI: 10.3310/phr08130 Public Health Research 2020 Vol. 8 No. 13

© Queen’s Printer and Controller of HMSO 2020. This work was produced by Alderson et al. under the terms of a commissioning contract issued by the Secretary of State
for Health and Social Care. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in
professional journals provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial
reproduction should be addressed to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House,
University of Southampton Science Park, Southampton SO16 7NS, UK.

61





Chapter 6 Process evaluation

Introduction

In keeping with the MRC guidelines,108 we used quantitative and qualitative methods to address the
aims of the process evaluation. The qualitative work included semistructured interviews and focus
groups conducted with five key groups of participants: (1) members of the local authority social work
teams (social workers, PAs, social work team managers), (2) drug and alcohol practitioners, (3) children
in care, (4) carers (foster and residential) and (5) the researchers conducting the study. The quantitative
methods included collating data from drug and alcohol practitioner intervention logs and fidelity rating
of audio-recordings of treatment sessions. This chapter provides a description of the methods used in
the conduct and analysis of the interviews, followed by a discussion of the key findings and themes,
and concludes with a critical discussion of the strengths and limitations of the work.

Aim

We aimed to understand and document the key lessons learned from implementing the SOLID trial in
relation to the delivery of the adapted interventions the trial processes and to evaluate factors that
would impact on delivering the intervention at scale. The process evaluation had three specific aims:
(1) to examine the feasibility and acceptability of the interventions and the trial process; (2) to explore
and aim to understand the mechanisms through which change occurred; and (3) to consider the role of
context in shaping this change.109

The components of the process evaluation are shown in Table 22.

TABLE 22 Process evaluation components

Process evaluation
component Key research question Additional information Data source

Recruitment and reach Were we able to recruit
children in care (numbers
screened, numbers screened
positive, number consenting
to participate in the study)
as part of the SOLID trial?

Equity in terms of age,
placement type and
geography

Practitioner intervention
logs, consent forms, records
of who was retained at the
12-month follow-up, and
records of when and if
possible why participants
dropped out of the study.
Reported in Chapter 4Was recruitment equitable

across demographic groups?

Dose delivered Were intervention sessions
offered to children in care?

What proportion of these
sessions were completed?

Fidelity Were the interventions
delivered as planned?

Fidelity defined by Carroll
et al.110 (i.e. content, frequency,
duration and coverage)

Content: qualitative
interview data from children
in care, plus interview and
focus group data from drug
and alcohol practitioners

Frequency and duration:
practitioner intervention logs

continued
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Method

Qualitative interviews
In-depth one-to-one interviews and focus groups were selected as the primary method of qualitative
data collection. The aim of all sets of interview was to explore the acceptability of using the adapted
MET and SBNT interventions and to elicit participants’ views on the study processes employed
throughout the delivery of the project.

TABLE 22 Process evaluation components (continued )

Process evaluation
component Key research question Additional information Data source

Coverage: practitioner
intervention logs recorded
number of sessions offered
and received

Were the interventions
delivered with sufficient
quality?

UKATT PRS: seven items for
MET and eight items for
SBNT to measure quality
(treatment fidelity)

Researcher analysis of
audio-recordings available
for the first session of each
intervention using UKATT
PRS for MET and SBNT

To what extent have the
new interventions been
integrated into routine
practices?

Interview topic guides
developed based on NPT to
probe: coherence, cognitive
participation, collective
action and reflexive
monitoring (May and
Finch111)

Qualitative focus group
discussions, plus interviews
with drug and alcohol
practitioners

Acceptability of
intervention

Was the intervention
acceptable to children in
care? If not, why not?

Qualitative interviews with
children in care

Retention in the trial What was the proportion of
young people recruited into
the trial who were retained
for 12 months’ follow-up?

Trial records of recruitment
and retention. Reported in
Chapter 4

Contamination To what extent was drug and
alcohol practitioners’ trial
delivery influenced by SBNT/
MET being undertaken by
colleagues in their services?

Qualitative interviews and
focus group discussions with
drug and alcohol
practitioners and managers

To what extent did children
in care know about, and
were influenced by, SBNT/
MET interventions being
offered to other children in
care that they knew?

Qualitative interviews and
focus group discussions with
drug and alcohol practitioners
and children in care

Mechanism of change
(treatment system)

What were the facilitators of
and barriers to integration of
the interventions into the
drug and alcohol service?

NPT components coherence,
cognitive participation,
collective action and
reflexive monitoring (May
and Finch111)

Qualitative interviews and
focus group discussions
with drug and alcohol
practitioners and managers

Mechanism of change
(children in care)

Did the interventions make
a difference to the lives of
children in care and did they
alter their behaviour? Are the
BDI models appropriate for
the mechanism of change?

Qualitative interviews
children in care and their
carers

NPT, normalisation process theory; PRS, Process Rating Scale.
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Drug and alcohol practitioners
The interviews and focus groups with drug and alcohol practitioners allowed us to explore the extent to
which staff understood the principles and core components of the adapted SBNT and MET interventions,
whether or not they valued and believed in them, if modification to their usual work plan had to be
made to enable integration of the interventions, and to capture reflections on ways which the study
process could be modified in future trials. Interviews with drug and alcohol service managers allowed us
to explore how they perceived practitioners had engaged with the delivery of the interventions and the
potential barriers they felt would have to be considered if thinking of a future definitive trial.

Social workers
Interviews with members of the social work team explored the social workers’ understanding of the
purpose of screening all children in care, their opinions of the CRAFFT form as a screening tool and
how it could be improved for future trials, alongside perceived barriers to and facilitators of
completing the CRAFFT form with children in care.

In addition, three focus groups were carried out in November 2018, to further explore some of the
main themes that had arisen within the process evaluation interviews with children in care. The
interviews with social workers covered the same topic areas as the carer interviews and discussed
whether or not social workers felt that they would be able to deliver the interventions, the potential
facilitators of and barriers to them delivering the interventions and the learning for future trials to
increase the number of young people participating in the interventions.

Interviews with all practitioners (social workers and drug and alcohol practitioners) took place at a
time, date and location convenient to them. Informed consent was obtained, as previously outlined in
Chapter 3, Consent, and interviews were audio-recorded.

The topic guide can be seen in the Report Supplementary Material 7.

Children in care
Interviews with children in care aimed to understand if participants had found the process of
involvement in the study acceptable, including being contacted by the research team and completing
the baseline and follow-up data collection questionnaires, as well as receipt of their allocated
interventions. Interviews also explored how the research process and the interventions may be
improved to make them more user-friendly and acceptable.

Carers (foster carers and residential workers)
The original focus of interviews and focus groups with carers aimed to explore their understanding of
the study process and whether or not they perceived an intervention effect on the drug and alcohol
use of young people in their care. However, placement instability was common in the participating
children in care. As a result, many participants were not in the same placements as they had been
when baseline data were collected. Others were living independently or were in residential placements.
When a placement had sustained, some foster carers were not available for interview. The topic guide
was therefore altered to explore what skills foster carers thought were necessary to engage and care
for children with care experiences, the role they perceived social workers played in children in care’s
support package and who they thought was best placed to provide support to children in care.

Interview topic guides were developed iteratively throughout the research process. Within the focus
groups conducted at the final stage of the study, researchers discussed emergent findings from the
interviews and explored whether or not carers felt that they would be an appropriate group to deliver
the interventions, and any potential facilitators of and barriers to them delivering the interventions
were discussed.
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Researchers
Interviews were conducted with research associates who had conducted the study. Interviews explored
the researcher role within the study, the barriers to and facilitators of working with each participant
group (social workers, drug and alcohol practitioners, foster and residential carers and children in care) at
both an individual level and an organisational level. Interviews also considered how research involving
the different participant groups could be improved in future trials and the overall lessons learnt.

Sample strategy

One hundred and sixteen sets of data were collected from across five participant groups, including
children in care (n = 37), carers (foster and residential) (n = 30), social workers (n = 27), drug and
alcohol practitioners (n = 19) and researchers working on the project (n = 3). Social worker participants
were sampled purposively to ensure maximum variation in terms of participants recruited from each
local authority site, sex and level of experience. A snowball sampling method was used with foster
carers and residential workers. Carers were recruited at the same time as children in care or through
carers identifying further participants who could take part. All of the drug and alcohol practitioners
involved with the study were approached to take part in an interview and all children in care approached
to complete the 12-month follow-up were provided with an opportunity to take part in an interview.
In addition, all the researchers working on the study took part in an interview. All participants were
approached directly by the researchers. At each stage it was stressed that participation was entirely
voluntary. Informed consent was taken at the beginning of every interview, ensuring that the participants
had read and understood the participant information sheets and had been given an opportunity to ask any
questions or raise concerns with the interviewer. Interviews lasted between 20 and 40 minutes and focus
groups lasted between 60 and 90 minutes. They were all digitally audio-recorded and transcribed verbatim
by professional transcribers.

Drug and alcohol practitioners
Each drug and alcohol practitioner who had been involved in the study (n = 14) was asked to participate
in an interview for the process evaluation. Only one practitioner declined, citing previous involvement
in a focus group in the development phase as the reason (see Chapter 2). Service managers were also
approached to undertake an interview and interviews were completed with three out of six service
managers. One service had recently been retendered and the manager felt unable to comment on the
study. In a second study area, the practitioner who had been delivering the MET intervention was
‘acting up’ into the manager’s role. Last, in the third service, interviews were scheduled to take place
on two occasions, but unfortunately were later cancelled owing to unforeseen circumstances.

Children in care
The interviews with children in care (n = 37) were completed at the same time as the 12-month follow-up
data collection (as described above in Chapter 5, The 12-month follow-up data).

Carers
Interviews and focus groups with carers (n = 30) included a mixture of residential workers (n = 23)
and foster carers (n = 7). To reach our target audience, the research team organised interviews and
focus groups with workers employed within residential homes in three local authority sites where the
participating children in care resided at, as well as with foster carers who had experience of caring
for children in care within the 12–20 years age range of the study and experience of managing
substance misuse issues.
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Social workers
Interviews with members of the social work teams (n = 27) took place at two separate time points.
In both instances, participants within the study sites who had been involved with the initial CRAFFT
screening were approached by a member of the research team and asked to take part in an interview.
Interviews took place at the social worker’s place of work at a time and date convenient to them.

The first interviews and focus groups took place from July to October 2017, with 14 participants of
varied experience and knowledge. Participants included front-line social workers, senior social workers
and team leaders, a strategic manager, a social work student and PAs. PAs work closely with social
workers to advise, assist and support young people in local authority care.

Researchers
Research associates (n = 3) carrying out the day-to-day work of the project were also interviewed by a
researcher who had no prior involvement in this study.

Table 23 shows the qualitative methods that participants engaged in and the sex of participants
recruited into the process evaluation.

Qualitative analysis

Interview schedules for the drug and alcohol practitioners delivering the interventions were designed
to highlight the four core concepts of normalisation process theory:112

1. coherence – a shared understanding of the work (do the workers understand the aims and the logic
behind the intervention?)

2. cognitive participation – a shared agreement and engagement with the techniques of the work (do
the workers ‘buy into’ and ‘own’ the aims and logic behind the intervention and the ways in which it
is being implemented?)

3. collective action – agreement with the organisation of the work (what do the workers and managers
do in practice to make the intervention work in their setting for themselves and the client group?)

4. reflexive monitoring – assessment and monitoring of the work (are the workers engaged enough to
be able to suggest improvements to the logic or practice of the intervention?).

Normalisation process theory was chosen as it provided an evidence-based framework to consider
factors that either promoted or inhibited the successful implementation of the adapted MET and SBNT
interventions into routine practice.113 We analysed the data using the core constructs to examine the
key barriers to successful delivery and integration of the interventions at the level of the system.
Possible residual contamination of co-workers residing in the same premises but delivering different
interventions was also explored within the process evaluation. The thematic analysis80 of all other data
sources within the process evaluation was conducted as described in Chapter 3 of the report.

Qualitative findings

The qualitative findings from the thematic analysis are broadly categorised under four headings,
namely exploring the acceptability of the screening tool, feasibility of the recruitment process,
acceptability of the interventions and feasibility of retaining young people in the trial.
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TABLE 23 Process evaluation qualitative participants

Qualitative method Date Participant group
Number of
participants Sex

1 : 1 interviews During the 12-month
follow-up appointment

Children in care 37 Female, n = 23;
male, n = 14

1 : 1 interviews August–October 2018 Thirteen drug and
alcohol practitioners

16 Female, n = 10;
male, n = 3

Three drug and alcohol
service managers

Female, n = 2;
male, n = 1

1 : 1 interviews July–August 2018 Six residential carers 7 Female, n = 6

One foster carer Male, n= 1

1 : 1 interviews August–October 2017 One social worker
strategic manager

11 Female, n = 6;
male, n = 5

Six senior social
workers/team leaders

Three PAs within the
social work teams

One social work
student

1 : 1 interviews November 2018 Three researchers 3 Female, n = 3

Focus group (n = 1) July 2017 (practitioners
were still delivering
interventions at this
time)

Three drug and
alcohol practitioners
(two interviewed again
from 1 : 1 PE interview)

3 Female, n = 2;
male, n = 1

Focus groups (n = 4) November 2018 Seventeen residential
workers

23 Female, n = 11;
male, n = 12

Six foster carers

Focus group (n = 1) July 2017 One social worker 3 Female, n = 2;
male, n = 1

Two senior social
workers/team leaders

Focus group (n = 3) November 2018 Two team leaders
(one interviewed again
from PE FG in 2017)

Eight social workers
(one interviewed again
from 1 : 1 PE interviews
in 2017)

Three PAs within the
social work teams (all
three interviewed again
from 1 : 1 PE interviews
in 2017)

13 Female, n = 11;
male, n = 2

Total 116 sets of
data from
109 participants

FG, focus group; PE, process evaluation.
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Was the screening process acceptable?
The CRAFFT screening tool was not wholly appropriate in its current format, areas of discussion arose
regarding concerns about the screening tool. The CRAFFT form asked young people to identify their
substance use within the last 12 months. Professionals, both social workers and drug and alcohol
practitioners, thought that this time frame was too long and that a shorter time frame would produce
more accurate results, and suggested modifying the CRAFFT form to capture data within a shorter
time frame. Suggestions varied between the 28-day time frame used for the NDTMS up to a maximum
of 3 months:

I would say 28 days because that way staff members can actually quantify it alongside the work that
they’re doing anyway because that’s what we deal with on a day to day basis, that’s what we use as a
guide . . . So I think the drug use needs to be more prevalent and more relevant within a shorter time
frame upon referral.

Christopher, drug and alcohol practitioner

In addition, the current method of scoring was not felt to be appropriate for distinguishing between
use of a substance on a single occasion and problematic use:

The scoring of it, it fails to recognise when someone, by just saying, ‘Do you drink? Have you had a drink?’
It doesn’t distinguish different and potential levels of potential problems. So, it basically pulls in everybody
so it produces a lot of negatives or potentially ends up producing a lot of work for no result. Many people
then don’t need further information.

Sam, drug and alcohol manager

Lessons learnt regarding the screening process
The logistics of the screening process were also explored. A number of practical measures that could
be taken to make the process more acceptable were discussed, such as having an embedded
researcher. Areas for consideration in a future trial included who should screen and the age of
participants to include in the study.

Methods of completing the screening tool
There was full agreement that screening should not be completed by posting CRAFFT forms out to
children in care. None of the sites reported any forms being returned if they had been sent out for
young people to complete independently:

I think we had a couple where we posted them out, and they didn’t do them. Whenever we send a letter
out to a young person – I know this sounds really stupid, whenever we send the letter out to a young
person, we put it in a white envelope. Whenever they see a brown envelope they think it’s a bill. It just
adds to the pile.

Tony, local authority administrative worker

Completing the CRAFFT forms face to face was the preferred method. In this study screening took
place using paper forms, and it was suggested by social workers and children in care that completing
the forms electronically would be preferable:

I mean there’s something you could send them by link to fill in, or as an app [application] or a link they
could do. Sometimes they’ve got access to online. Then yes, I think they’d probably get more engaged if
they’re being able to sit down without somebody asking them the direct questions, you fill in this link.

Carol, social work manager

DOI: 10.3310/phr08130 Public Health Research 2020 Vol. 8 No. 13

© Queen’s Printer and Controller of HMSO 2020. This work was produced by Alderson et al. under the terms of a commissioning contract issued by the Secretary of State
for Health and Social Care. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in
professional journals provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial
reproduction should be addressed to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House,
University of Southampton Science Park, Southampton SO16 7NS, UK.

69



Electronically completing the form would allow the completed data to be uploaded/transferred to the
research team immediately and would minimise risk of data being lost.

Reconsider the inclusion age range
Based on discussion with the children in care PPI group at the time of study design, the study aimed to
screen and recruit young people between the ages of 12 and 20 years. Social workers raised concerns
that 12 years was ‘too young’ to screen for drug use:

I thought 12 was a little bit young. I think from the responses that I got in terms of talking to workers,
they were a little bit edgy around the 12 remit.

Carol, social work manager

This was also voiced by one of the PAs, who felt that screening younger children in care may have
caused participants to ‘panic’:

I think, personally, the age limit was a little bit low, just because some of the younger ones were like, ‘I’ve
never done drugs, I’ve never done drugs, so what are you asking me this for?’ They were panicking, . . .

Kat, PA

It was also much harder to follow up children in care within the 18–20 years age range, as in a number
of cases they had transitioned to independent living and had elected to end contact with children’s
services. Once an individual was closed to social service input, research staff could not obtain up-to-date
contact details:

Eighteen for me would have been a time where, you know, young people are leaving care effectively, the
care orders are lapsing and that might have been a natural point to have actually have ended.

Alfie, social work manager

Social workers could be a barrier to screening
It was also questioned whether or not children in care would be honest with their social worker when
completing the CRAFFT form. Social workers had concerns that children in care may not be truthful:

There was a potential for some of the children to not want to share that information with the social
worker. The social worker’s going out to complete a document or to ask those questions. I don’t know, in
some cases, it’s not going to have a significant impact on the responses but there would be some children
who may not feel that they can be entirely honest with the social worker.

Alfie, social work manager

This concern appeared to be unfounded. Although a small number of children in care reported that
they would usually not choose to speak to their social worker about their drug and alcohol use, the
majority stated that they did not have any concerns regarding completing the CRAFFT form in the
presence of their social worker. The relationship that the a child in care had with their social worker
was highlighted to be an important factor:

So, because I had a relationship with her, I was like, ‘Yes, that’s fine.’ There have been a few social
workers in the past, where they have recommended things and because I haven’t got on with them, I’m
like, ‘No, don’t worry. I don’t want anything off you’, sort of thing. Again, it just depends if you’ve got a
relationship with that professional, in order for you wanting to do something.

Mia, young person, 17 years
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Participants questioned whether social workers were the correct person to screen, due to other
elements of their work taking priority over screening:

I mean I think the problem is, whenever we’ve got something extra to do on top of our day-to-day work, it
adds an extra stress, which I think people find difficult and I think the problem is, like when you’ve got a
kid whose running away or there’s something around child protection, filling in a questionnaire, isn’t top of
your priority.

Hazel, social worker

When social workers attempted to screen children in care as part of their standard visits, it was largely
unsuccessful. It often took a single named point of contact (social work students, PAs, a visible
researcher within the local authority site) to co-ordinate the site for screening to be successful.

All of the social work managers agreed that, in retrospect, having a researcher embedded in the local
authority site would facilitate CRAFFT screening completion:

At least they’d have somebody who they can have that conversation with if they weren’t quite sure or if
there was somebody on the phone that wanted a bit more information that maybe they didn’t have,
you’ve obviously got a direct link.

Carol, social work manager

Realistic time frames need to be agreed with study sites
A number of barriers were discussed within the process evaluation interviews regarding the study
process. One of the main areas of concern was having a realistic time frame to complete the screening.
The first issue raised was regarding the social workers’ ability to physically see the young people on
their caseload and complete any necessary screening forms for the research study:

The visiting frequency has now changed for some young people. It was always a minimum of 4-weekly for
children in care. That’s now been changed to 6-weekly. We, in this team, have young people, we’ve now
got one young person who is only visited twice a year.

Tina, social work manager

Despite the research team extending time frames due to poor response rates, and the extended time
frames ultimately resulting in more forms being completed and returned, the social work managers
deemed the ‘moving goalposts’ as ineffectual:

Initially we were going for one set time frame and it was all right then. I think we got an extra 28 days or
something initially. Everyone was all right about that but then when you extended it again, I think the
staff lost a bit of interest.

Jonathan, social work manager

The local authority teams reported becoming apathetic to completing the screening:

There was lots of momentum. I remember feeling under loads of pressure. I’ve got to get this done. It
should have started already. It hasn’t started. Then we moved, and we needed it done by the New Year . . .
As soon as that message come through, certainly in my mind – probably to anyone else who heard it – it
felt there wasn’t the urgency that we thought there was initially.

Alfie, social work manager
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The complexities of conducting research in the real world need to be factored
in to study design
The process evaluation interviews identified the real-world organisational barriers that created
challenges when trying to conduct the SOLID trial. In many cases, this was the only research study
being carried out in the social work departments and therefore there was a limited research culture.
The following quote makes reference to the fact that in this study, social workers were expected to
recruit children in care into the trial:

They are very important learning points about your study group, about the difficulties of multicentre trials
and recruiting people from different occupations, recruiting people into research studies who have no
research orientation, no research knowledge and no research motivation, quite frankly.

Paula, clinical trainer/supervisor

From the perspective of one local authority, significant transformation took place regarding the
structure and physical location of the social work teams, with negative impact on engagement with the
SOLID trial:

Transformation took place, the social workers came together from across the city and there were a broad
range of priorities and cases moving across different teams, complicated matters. So, the timing of that
certainly had an impact.

Alfie, social work manager

Teams were functioning, with strategic manager ‘off sick’ or open vacancies, this was reported in three
out of the six local authority sites within the lifetime of the study:

I’m not making excuses for the service, but we have had different managers off sick. So, somebody who
would have been key and pivotal to doing that, wasn’t here for a number of months, there’s another
assistant manager been off, nearly 6 months would have carried that vacancy. So, for them, this has just
been, I guess not as high priority as it should have been.

Pat, social work manager

The pressure of preparing for, and enduring, Ofsted inspections was also experienced within two of
the sites, this resulted in ‘core business’ being prioritised and all other commitments being suspended.
There was an acknowledgement that the research is just another task to be undertaken ‘on top’ of and
alongside the other commitments that teams have:

It was another ask on top of all the other asks . . . we will do our best to comply with it and as I said, it
did come in at a difficult time for the service, both in terms of Ofsted and numbers of staff we have
in post.

Ken, social work manager

The pressures were also present for staff within the drug and alcohol services who experienced their
services going through the retendering process. Four out of the six services were retendered or were
preparing for the retendering process within the lifetime of this study. The potential disruption of these
service tendering processes to the conduct and completion of research is an important consideration.
Retendering brought additional pressures to realign with the expectations of a new service:

I came back to the workplace and, specifically for me, with the change of two buildings, that’s come in
due to being TUPED [Transfer of Undertakings (Protection of Employment) Regulations] over to a new
service, it was kind of just forgotten about, if I’m completely honest.

Georgia, drug and alcohol practitioner
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The pressure to complete all of their core business while being understaffed (two services had staff
vacancies while taking part in this study) made it harder for practitioners to fully buy into and support
the SOLID trial than they had first envisaged:

As I said before, time constraints, travel issues and our standard case load was impacting upon all of this
so to us from a practitioner’s point of view, it became more of an onerous task.

Christopher, drug and alcohol practitioner

In addition to the professional social workers’ and drug and alcohol workers’ views reported above, the
two clinical trainers/supervisors acknowledged the pressures that had an impact on the study:

Services being changed dramatically and then being on a trial and people’s workloads being changed . . .
the whole thing is just a bit precarious, I suppose, and you’re trying to get something going and doing
everything you can. But there’s a fragility in the system . . .

Dale, clinical trainer/supervisor

Young people will over- and under-report their substance use
Respondents reported the potential for young people to either under- or over-report their substance use:

We know we’ve got some young people that will embellish potential use. We’ve got others that will
under report.

Tina, social work manager

I think what we tend to find with a lot of our young people . . . sometimes they overexaggerate, and I
think where adults will reduce the amount that they’re taking and try and make it look a bit better.
I think some of the young people might say that they’re using more than what they actually have been.

Pat, social work manager

In reality, the question of whether a young person over- or under-reports within the initial screening is
in many cases unimportant. What is important is whether or not the young people identify themselves
as a ‘substance user’ at any level. The screening data still provide an opportunity to start a conversation
with the young person, which could potentially lead on to the provision of further advice, information or
therapeutic support.

Was it feasible to retain children in care within the intervention?

Children in care require a faster response time
Professional participants (drug and alcohol practitioners and residential workers) clearly articulated
that they felt a barrier to retaining children in care within the interventions was the number of steps in
the study process and the potential for a time lapse to occur between the social worker completing the
screening with a young person to the researcher visiting to complete baseline, and the eventual step of
a referral onto an external drug and alcohol service:

Particularly with young people and again the looked-after children that momentum has to be jumped
on quite quickly. I think there has been a bit of a time lapse from where the referral has been completed
and the researchers have been able to visit the young person to when it comes to us. Sometimes that has
been 3 or 4 weeks. I know that has improved slightly but you have to be shit hot with any young person
because a day can be a lifetime. Four weeks could be like a previous life.

Olivia, drug and alcohol worker
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There was consensus between the professionals that the whole process of screening, recruitment into
the trial and first session of an intervention needs to happen within a week if it is to be successful:

I think it would have to be really trying to at least be within that same week, if at all possible. I know
that is quite a high and very quick turnover but I do think it is important to get in there very quick.

Laura, residential carer

A multitude of factors influenced how quickly a young person transitioned from completing the
CRAFFT screening form to completing the baseline data collection with a researcher. The completed
CRAFFT form had to be returned to the research office and then the researcher had to successfully
establish contact with the young person. Following this, the randomisation process had to be
undertaken, and the letters had to be generated and sent to the drug and alcohol service before the
drug and alcohol practitioner could contact the young person to offer them an initial appointment.

The young person’s perception of need and readiness to change
The participants’ perception of need and their readiness to change were highlighted as significant
factors affecting retention in the interventions offered. From the child in care’s perspective, despite
consenting to involvement in the trial and agreeing to attend sessions with a drug and alcohol worker
in discussions about the research at two separate time points with researchers, when the young people
were actually contacted by the drug and alcohol worker they declined appointments. When discussing
this with the research team within the process evaluation interviews, young people stated:

. . . there was a lady who called, but I didn’t take her up on it. Just wasn’t necessary.
Lisa, young person, 17 years

I didn’t feel as though there was anything wrong with me drinking or anything, because I only had a
couple if I was with friends or something.

Martha, young person, 16 years

Many children in care did not identify themselves as requiring any support, feeling that their substance
use was not problematic and, therefore, they did not feel they wanted to attend intervention
appointments:

I got offered [sessions], if I wanted the drug support or anything. I don’t need any support because I don’t
have a problem. I smoke marijuana [cannabis] for pain, I don’t really see how people get addicted to it, to
be honest. Maybe I have it, like, just when the pain’s unbearable I have a joint or something like that,
but ye’.

Tom, young person, 16 years

Alongside young people reporting that they thought that interventions were not ‘necessary’, a
multitude of other factors played a part in young people not attending sessions. Poor mental health
was cited as a reason for failing to attend:

Well, as it happened I think I had went into hospital. I went into a mental health hospital just after you
had thingy’d because I went a bit **** up. So, I couldn’t go.

Angelina, young person, 20 years

Individuals remembered being offered sessions but did not manage to attend:

When you got that phone call, did you actually then take them up on any sessions?
Researcher

PROCESS EVALUATION

NIHR Journals Library www.journalslibrary.nihr.ac.uk

74



I did, but then I had a bad period of my mental health, and I didn’t end up turning up.
Dylan, young person, 19 years

Both drug and alcohol practitioners and children in care highlighted the importance of the individual
identifying a need to change prior to attending interventions sessions:

We as a service require consent on the referral, for our generic referrals. That means the young person is
consenting to want to have some kind of drug and alcohol intervention. That’s the top and bottom of it.
They must identify themselves that there is a problem. What we were getting the [SOLID] referrals is that
they didn’t identify that there was a problem. So, that was why the engagement wasn’t very good.

Diane, drug and alcohol worker

Young people had a good insight into the fact that they had to have a desire to engage with support,
rather than attending due to feeling pressurised by someone else:

I know me especially and I know through my friends and that, if people make you do something that you
don’t want to do, it’s not going to help.

Angelina, young person, 20 years

Tom (young person, 16 years) articulated his thoughts about choice and control regarding decisions
being made:

My social worker kept saying, ‘Do you want to be recommended for this service’ and I said, ‘No, I need to
start living my life and the only way I’m going to do that is if you leave me alone’.

A number of young people acknowledge that making changes is hard and individuals need to be
motivated. One individual captures this succinctly:

I think anyone who goes to therapy is quite a strong person. Just for the simple fact that’s what I’m going
through now. It’s quite difficult. It’s a difficult thing to do. So, if you’re willing to go through therapy then
you’re willing to change yourself.

Emily, young person, 19 years

From the research team perspective, this created an anomaly, as in reality young people had consented
twice to attend intervention sessions prior to a referral being made to drug and alcohol services.

The process evaluation interviews explored whether or not opportunistic interventions would have
been more effective. This may have helped to be more responsive to the young person’s needs.

The importance of contextual information: why children in care use substances
The majority of professionals displayed a pragmatic rationale as to why young people used substances:

They use them [substances], for lots of different reasons. It could be to block out what’s happened to
them so actually they don’t really want to stop it, thank you very much, because it’s the only thing that
they can manage with right now. To them it isn’t a problem. It is a strategy I guess to manage their day.
Yes, there might be all those risky behaviours, all that stuff going on but it’s the only crutch they’ve got
right now. You take that away, they’ve got nothing.

Laura, residential carer
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It was identified that if the young person had been exposed to substance use and it is recognised as
‘normalised’ behaviour, then they do not identify that their own use is problematic:

If they’ve certainly come from families where using substances isn’t necessarily an automatic negative. It’s
part of their self-identity and that’s what they do with their friends. That’s how they enjoy their free time.
It’s not always something that they consider anything that needs to be worked on.

Cassie, residential carer

Up until now, they don’t see alcohol and drugs problematic. They think it’s a part of life. They’ve seen it
with their own families, and that’s part of their living.

Sophie, foster carer

There was the recognition from the professionals working in supported accommodation that until
young people perceived their substance use as problematic, then it was unlikely they would do
anything to change their behaviour:

At work you see a lot of people that, they think they don’t have a problem, and until they admit that they
have there’s not really any helping them is there? You can’t do a lot until they admit it, in my eyes,
my opinion.

Gill, supported accommodation worker

Are the interventions acceptable to drug and alcohol practitioners?
One of the main aims of the process evaluation was to assess whether or not the principles and
concepts of the interventions were acceptable to practitioners. The feasibility of intervention delivery
also took into consideration the responses to the MET and SBNT training and supervision of the
practitioners. One of the trainers stated:

By and large, these people came along with positive attitudes to training . . . as a trainer I want to
motivate these people to practice in a particular way, because it’s good for them. It’s good for their
practice and it’s good for their CVs [curricula vitae], and it’s good professional experience for them.
I think, in the main, they were very open to it.

Paula, clinical trainer/supervisor

However, the consistency with which practitioners engaged with the clinical supervision was variable:

It was very mixed. There were a few highlights of people really doing hands-on work, and that was good.
Then that went to another level where people aren’t doing it. But there were a handful of therapists that
really ran with the idea and did really decent work.

Dale, clinical trainer/supervisor

Commitment to clinical supervision was difficult to gauge, as some drug and alcohol practitioners
elected not to attend due to not delivering interventions to children in care as part of the study trial.
They therefore deemed the clinical supervision sessions to be unnecessary.

How could future interventions be delivered differently?
Children in care emphasised the importance of flexibility when providing interventions, with traditional
‘talking therapy’ considered overly rigid and therefore hard to engage with. Multiple young people
reinforced this belief:

I don’t like talking, it’s very easy to write it down on a piece of paper, than it is to say it, do you know
what I mean?

Annabelle, young person, 15 years
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I don’t know, it’s just hard to talk to people about saying, ‘Look, this is the problem now’, it’s hard to say
isn’t it?

Angelina, young person, 20 years

Instead, children in care and practitioners reported that methods which sought to engage participants
in creative methods of working may be useful. It was equally acknowledged that writing and other
creative methods of engagement might not suit everyone:

I think it’s each to their own, isn’t it? Some people would rather just sit down, talk one-to-one, get it done
and that, and some people would rather show themselves in a different way.

Dylan, young person, 19 years

In addition, alongside considering the content of the sessions, professionals thought that the low
uptake of young people attending interventions could be attributed to the fact that it meant ‘another’
professional being involved in the care package for children in care. Discussion took place regarding
amendments to the intervention delivery if the study was replicated. The main suggestion was that
interventions should be delivered by a professional already involved in the young person’s care.
However, the implication for this is that social workers, foster carers or residential care home workers
may be expected to be involved in the delivery of interventions as key professionals involved in
supporting children in care:

These children who have been taken into care have seen so many different people. They’ve had social
workers and they’ve had foster carers, so they’ve been in court and they’ve been in trouble and all those
kinds of things. You’re adding another person into the mix. What you probably want to think about is,
‘Who are all the people who are already in the mix by virtue of the legal requirements, which of those can
we train to do this work?’

Paula, clinical trainer/supervisor

This prompted the research team to speak to professionals involved in children’s care and to explore
whether or not they felt that delivering MET and SBNT sessions with a drug and alcohol focus was
part of their remit, and whether or not they felt in a position to deliver the interventions.

Who is the most appropriate person to deliver the interventions?
None of the residential children’s home staff involved in the focus groups (n = 17) felt that the
intervention delivery should become part of their role. They perceived that doing so could damage the
relationships they had with children in care:

I think it would be more damaging for the young people, yes, definitely.
Kathryn, residential carer

. . . because, ‘Oh God, they’re going to put a block on his finances. His risk assessment is going to go up
dead high. They’re not going to let him stay at his friend’s house’.

Jane, residential carer

Workers, within and across the focus groups with residential workers, identified that there is an
inherent care–control dichotomy within their role with children in care. This creates a conflict wherein
knowledge of the child in care’s substance use might mean that they would have to implement
sanctions and this could, in turn, result in previous supportive relationships being dissolved:

I think you could alienate and might potentially damage our relationships if we went at it in the wrong
way. It’s got to be an offer, not a requirement. It can’t be sanction-able.

Jane, residential carer
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It’s opt in rather than opt out.
Kathryn, residential carer

They’re not going to be in any trouble. As a carer, I think if we could do that because otherwise it’s going
to damage your relationship.

Jane, residential carer

The desire to uphold supportive relationships meant that residential workers did not feel that they
should be the professional to deliver specialist drug and alcohol sessions:

You’re also risking jeopardising your relationship if you’re coming in at a naggy level. They might pull
away from you and then you’ve lost that link.

Sue, residential carer

Furthermore, from the residential workers’ perspective, social workers did not have capacity to deliver
specialist interventions, making it unrealistic to incorporate them into their current workload:

We get a statutory visit once a month and it’s about making that as much quality time as they can.
They’ve got a number of placement issues to talk about and family issues. I think, actually, the
expectation that they would be able to do that bit of work is, firstly, unrealistic and slightly unhelpful, if
we’re talking about the need, the quality time, because their caseloads are ridiculous. They’re too diluted.

Cassie, residential carer

Social workers themselves agreed that they did not have the time, capacity or specialist knowledge to
deliver the interventions. Rather, they believed that intervention delivery should be by a specialist drug
and alcohol worker (as it was in this study) to give the work the credibility it deserved:

You need to be more specialised.
Chloe, social worker

I think there’s that much more on the street now, and it’s changing.
Donna, social worker

You’d have to do training all the time . . . would you ask your social workers to do the mental health
input? Not in a million years.

Chloe, social worker

Exactly, its very specialist, isn’t it?
Simon, social worker

It’s very specialist.
Chloe, social worker

It’s more intense than what we can do.
Simon, social worker

You’re not giving it the importance it has if you just make it up.
Chloe, social worker

Carers (residential and foster) and social workers unanimously agreed that they lacked the level of
specialist knowledge required to deliver an intervention regarding substance use. There was consensus
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within and across the focus groups conducted with social workers, foster carers and residential
children’s home staff that it was not within their remit to deliver interventions regarding alcohol and
drug use. A potential solution that was suggested by carers was for drug and alcohol practitioners to
have regular sessions within care homes and/or within the social work teams, so that they become
familiar to the young people. This, it was felt, would then enable the drug and alcohol worker to screen
children in care and deliver interventions when necessary. One local authority area stated that this had
happened previously and had been successful:

There have been services in the past which came here. They didn’t come here because any young person
had a particular issue, they came here to be another friendly face, someone that isn’t on the staff team,
so isn’t sanctioning. They’re not taking part of your money off you, they’re not challenging your
behaviours. They’re just someone that comes from outside once a week, has tea, has a laugh, and then
gradually gets into the C-Card, the sexual health, the drug and alcohol. Obviously that service isn’t
available now, but when it was available we found it absolutely brilliant because the kids could go off
one-to-one and they could open up about why they’re doing what they do.

Robert, residential carer

It was believed that the current system was not as effective as it should be. The benefit of having
specialist drug and alcohol workers was acknowledged; however, it was felt that the worker needed to
be more of a familiar face to children in care:

Personally, I think it should be a more familiar, I even think as far as a specific person within the home
setting more trained up. Or, for example, we’ve got three homes, even that one person between the three
maybe. I mean, I don’t know what the answers are, but I do think that it definitely doesn’t work as it is
now, as it proved.

Linda, residential carer

Normalisation process theory analysis
Alongside the thematic analysis undertaken to identify the overarching themes (identified above)
within the data across all participant groups, we applied normalisation process theory113 analysis to the
data collected from drug and alcohol practitioners regarding the interventions. The findings identify
how practitioners responded to the four core components of coherence, cognitive participation,
collective action and reflexive monitoring.

Coherence
The drug and alcohol practitioners displayed coherence regarding the main aims and logic behind the
interventions. Practitioners could clearly articulate the approaches that they were using when referring
to SBNT. Examples practitioners provided were as follows:

The SBNT approach is about that young person finding a wider network of support for them. So, it doesn’t
necessarily need to be one person, it could be various different people but it’s about using them to their
advantage, to support their recovery.

Heather, drug and alcohol worker

My understanding was that it was getting the young person to identify a network of support that they
could draw upon when they were feeling times of temptation or when they were feeling pressured into
potentially making decisions and to hopefully get positive feedback and allowing them to make a rational
decision based on the information that they were getting off that person or that group of people to
change what they were potentially going to get drawn into.

Christopher, drug and alcohol worker
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Similarly, for MET, practitioners could identify the aim of the intervention:

In a nutshell, you are, obviously, trying to motivate the young people to change, but you are trying to
bring out what they already want to change. So, it is about them . . . you know, they want the best for
themselves, and it’s about bringing that out, I suppose, through motivational interviewing.

Frank, drug and alcohol worker

Cognitive participation
The practitioners expressed a shared agreement of what the interventions were trying to achieve and
‘bought into’ the aims. Drug and alcohol practitioners reported using the interventions with other
young people already on their caseloads who were not participating in the study. The SBNT approach
especially created positive feedback:

The concept of it all, again, is really good. You can’t deny, on paper, it’s good, it really is . . . Because
everything’s in place for it to be really good, a successful thing.

Karl, drug and alcohol worker

The element of using the SBNT approach to help to explore support networks was welcomed. The
approach provided a tool to instigate discussions about other people surrounding young people who
could provide support when attempting behaviour changes:

I think it’s so important and I still use it now but I think that it’s so important that it is very time-limited,
the capacity that professionals are able to work with somebody for and especially those within the
‘looked-after’ remit is that sometimes they aren’t able to identify anybody really, that they’re able to go
towards. So, I think that by going in the early days and getting them to start thinking about who else
they’ve got around them, who’s a positive influence, who they’re able to really communicate and talk to,
more than anything really, is such a powerful and positive factor for someone.

Heather, drug and alcohol practitioner

In addition, creating the support network map prompted practitioners to have conversations regarding
support networks and to explore the rationale for young people identifying sources of support, including
those, who, on the face of it, would not be perceived as ‘positive’:

It’s a useful tool to be able to open up that dialogue and exploration.
Olivia, drug and alcohol practitioner

Finally, the network map provided an opportunity for practitioners to challenge young people
regarding their sources of support and to try to determine whether or not identified support networks
could indeed help them to reach the end goals:

I thought there was some really good parts of it, in terms of picking out that supportive person. That is, as
part of my assessment, I would ask the person to map out who was a good in their live. Bad influences,
good influences, things like that. That part was really good. The practicalities, I think, of doing it on the
ground, I didn’t think were going to be good. I didn’t think it was going to be practical, basically. Getting
the supportive person in. I think we had discussions around the start, that supportive person could well be
the dealer. It could well be the . . . they could identify anyway, that could be their dealer, or friends that
they use with. That could be their only support network that they can identify. That was my first concerns
around it. That, kind of went on, and in the end, I did think, actually, what’s good about this is, we can
draw upon, what they are saying about their supportive person. Challenge that as well. Are they
supportive, in what your goals are and where you are wanting to be?

Dianne, drug and alcohol practitioner
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Alongside the above positive views and experiences of SBNT, practitioners did also raise concerns
regarding using the approach with children in care, who may struggle to identify sources of support:

I mean looking at SBNT with young people in care, personally, I don’t think it’s particularly effective in
so far as those young people who are in care, in my experience and looking at the ones who we’ve got
through, didn’t necessarily have that network to be able to draw upon. So that network of support was
very, very minimal. One of the girls, she used to speak a lot to her 8-year-old nephew and it was 8-year-old
nephew or mum, that was literally it. Others, it was key worker in the home. So from my point of view,
we had our basic premise of what the programme should look like and the amount of sessions and stuff
like that and really, you wouldn’t need all of those sessions for them to establish a network because their
network didn’t necessarily exist, other than within that unit.

Christopher, drug and alcohol practitioner

In addition, concerns were raised regarding the longevity of any support networks that
were identified:

How do you identify the most positive support network? Original SBNT is very clearly about equality of
relationships. When you’re with young people and then they start saying, ‘Oh, my school teacher, my YOT
[youth offending team] worker’. You’re talking about . . . relationships of lasting length because your school
teacher is your school teacher for this year.

Sam, drug and alcohol, service manager

Collective action
Practitioners reported feeling supported by their managers when trying to integrate the interventions
into standard practice, they could access supervision regarding young people referred in through
the study:

He [drug and alcohol manager] was really supportive and sometimes when I came back and I’d say, oh
I’ve got a referral here I’m going to go to see this young person and when I came back I could discuss it
with him definitely and he was very supportive of it.

Emma, drug and alcohol worker

Equally, practitioners felt that managers supported them to use the interventions with young people
accessing the services outside of the SOLID trial, due to the intervention’s perceived effectiveness:

I mean now when I’m using it now, my manager is very, very supportive of it and is very interested in it as
well and so we discussed that and she says to continue using it because it is very, very effective.

Heather, drug and alcohol worker

Managers also expressed being supportive of their staff and encouraging them to use the interventions
within their standard work to benefit the young people accessing specialist services:

As a group, I suppose Adam [drug and alcohol worker] has experience of SBNT so I don’t think that there
is any argument from us that, actually, as an approach, it’s really, really helpful.

Sam, drug and alcohol manager

Reflexive monitoring
The majority of the drug and alcohol practitioners who delivered the intervention to young people
outside the study, reported that they did not think that six sessions of MET or SBNT would be enough
to meet the needs of children in care, if a young person actually chose to engage with the intervention.
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The main belief behind this was the experience that practitioners had of initially engaging a young
person in treatment services:

I know, myself, that I’ve sometimes had two or three sessions, before I’ve even been able to do an
assessment. Because of that fire fighting, because of that building the relationship with kids who are just
not interested. Trying to motivate them to get involved. By that point with SBNT, you’d have done half
your intervention.

Dianne, drug and alcohol practitioner

This was confirmed by another practitioner, who stated that the principles of the intervention and the
resources available were helpful to motivate a young person, but that they did not think six sessions of
MET as a standalone treatment option were sufficient:

All the techniques and the workbook, the worksheets . . . it could help move people on towards their
treatment goals. I just think in all the children’s and young people’s services, to just do this or to have a
certain client group that only receive this, it’s too restrictive for what young people need. Because a lot of
them could end up coming out of it and going into more of the usual care. The techniques and the aim of
it and the feel of it, is really positive. It is a good refresher. But it couldn’t be just exclusively MET.

Amy, drug and alcohol practitioner

The qualitative data identified that a number of elements in the study process were not deemed
acceptable; however, potential solutions were also offered to make the work possible in a future study.

Quantitative data collection

Audio-recording methods
The drug and alcohol practitioners delivering the SBNT and MET intervention were requested to
audio-record every session that they delivered, with consent from the participant. Following each
audio-recorded session, the practitioners were requested to clearly label the session as outlined in the
treatment protocol (session X, date 01.01.2019, young person’s initials) and upload it on to a secure
server so that it was accessible to the research team and the clinical supervisors. The purpose of the
audio-recordings was to assess the quality of the intervention delivery (treatment fidelity).

The research team (HA and RB) applied the validated UKATT Process Rating Scale (PRS), which was
developed in the UKATT.114 The UKATT PRS is applicable to MET and SBNT and consists of 26 items,
rated as follows:

1. maintaining structure
2. agenda setting
3. explanation of philosophy of treatment/treatment session
4. review intersession change
5. consistency of problem focus
6. end of session summary
7. homework
8. drinking feedback/negative consequences
9. alternative activities to drinking

10. eliciting client concern about drinking
11. social support for change
12. eliciting self-efficacy for change
13. involvement of others in behaviour change
14. commitment to drinking goal
15. identifying sources of support for change
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16. ambivalence
17. creating conflict
18. eliciting commitment to change drinking
19. eliciting optimism for change
20. therapist as task orientated
21. therapist as active agent for change
22. reflective listening
23. collaboration
24. interpersonal focus
25. exploration of feeling
26. empathy.

Each item was rated on the extent to which the practitioners carried out each specific item and the
quality of the therapist’s behaviour, using the following scales:

To what extent did the therapist perform the behaviour within each item?

Not at all A little Somewhat Considerably Extensively

0 1 2 3 4

How well did the therapist perform the behaviour within each item?

Not at all well A little Somewhat Considerably Very well

0 1 2 3 4

The research team assessed the extent to which the intervention delivery was true to the therapeutic
principles on which it was based.

Audio-recording findings
In total, 26 sessions were delivered (MET n = 17, SBNT n = 9) and of these, practitioners only
completed nine recordings in total (MET n = 3, SBNT n = 6). The small number of recorded
interventions significantly limited our ability to assess the internal validity. Out of the 14 practitioners
involved in the trial, only two practitioners submitted more than one recording for the same young
person, two did not submit more than one recording for the same young person and 10 practitioners
did not submit any recordings at all. (One practitioner did successfully manage to deliver all six
sessions of MET; however, the young person declined to be audio-recorded.) Owing to the small
number of findings, no conclusions can be drawn from these data. Further details are provided in
Appendix 5 following the UKATT PRS.

Conclusion

Many participants in the study did not identify themselves as having a problem with drugs and alcohol,
despite reporting using multiple substances. This could be due to their previous exposure to substance
use and its normalisation within this population group. The qualitative process evaluation clearly
showed that in a future trial the screening tool used needs to capture a young person’s substance use
within the last month, to more accurately reflect their current use of alcohol and/or drugs, and the
tool needs to be able to differentiate between recreational and problematic/excessive substance use.
If the screening tool can establish that use is current and problematic, it would provide a seamless
intervention window, linked with feeding back the screening results, even if the content of discussions
is based on harm reduction rather than striving for an abstinence-based goal. An intervention accurately
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offered to young people who are current users may help to alleviate the problem experienced within this
study of individuals having a diminished perception of need or readiness to change.

The trial implementation process, using existing referral systems, did not facilitate or encourage
engagement of children in care throughout the study process. The difficulties of screening children in
care, combined with the multiple steps and time lapses within the study process, resulted in few young
people reaching services. However, multiple problems that were identified, such as how problematic
the screening was perceived to be by social workers, the common problem of balancing real-world
barriers (such as Ofsted) and competing demands of the social work role and the consistently reported
need for faster response times throughout the study process, could all be addressed by having an
embedded researcher or named practitioner to oversee the entire study process. A single point of
contact to act as the ‘face’ of the research project, to screen, recruit, complete data collection and
support each individual to attend the first intervention session would create an integrated service
model and the necessary consistency to make the process feasible within a stretched system.

In conclusion, although the different professional groups understood the principles of the SBNT and
MET approaches, were enthusiastic about the approaches within the formative work and had a shared
agreement of what the interventions were trying to achieve, the study has also shown that, unless
the interventions can be delivered in such a way that they dovetail into the often complex lives of
children in care and the drug and alcohol practitioners’ workload, they are unlikely to become part of
standard practice.
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Chapter 7 Health economics

Introduction

The economic analysis aimed to assess the feasibility of a within-trial economic analysis in the context
of a definitive trial. The secondary aim was to conduct a value of information analysis to determine the
optimal sample size for a definitive trial based on the marginal gain from enrolling an additional
individual in a trial compared with the additional cost.

Methods

Data
The target population and characteristics of the sample are described in Chapter 5. All cost data for the
delivery of the intervention were obtained from the practitioner logs. An example of a log sheet is
presented in Appendix 1. All cost data presented are in 2017 Great British pounds.

The participant questionnaire collected data on service usage, and health was measured by the
EQ-5D-5L.115 The EQ-5D-5L was chosen for this study as the sample is aged between 12 and 20 years.
Thus, given this age range and recommendations from the EuroQol-5 Dimensions (EQ-5D) user guide,116

the EQ-5D-5L adult version is more appropriate for this sample. For ages 12–15 years, both the youth
and adult versions can be used, and for age ≥ 16 years the adult version is recommended. The EQ-5D-5L
questionnaire was administered online and respondents had to provide an answer to a question before
being allowed to move on to the next question. Thus, there are no missing responses for individuals who
agreed to fill in the questionnaire.

Practitioner logs
Practitioners were asked to record every session for every client to enable us to calculate how
cost-effective the interventions are to deliver. We asked practitioners to record (for each session)
the date the session took place, the session number (1–6), if any travelling was required to deliver
the intervention (practitioners were requested to record mileage and travel time in minutes) and the
number of people present at the session (not including themselves).

Practitioners were asked to record the type of casework being undertaken. Activities would include
any form of patient contact (e.g. telephone calls) and non-patient contact (including preparation work
and completion of forms for referrals, etc.). We also requested that, for each session, practitioners
recorded all activities associated with the preparation and delivery of the session, and the duration of
each activity.

Once sessions had been completed, the practitioner log captured how many sessions had been offered,
how many had been attended, the reason provided for non-completion of treatment, if known, and
whether or not a referral into mainstream services was made.

There were 15 practitioners, and 76 young people were randomised to the intervention. Sixty of the
young people contacted by practitioners declined to engage or participate with the intervention
(the number of contact attempts and the reason for the young person deciding not to participate
was recorded and is reported in Chapter 5). With the exception of one participant, practitioners did
not fill out the second page of the log sheet, which captured the time spent contacting the young
person and establishing that they did not want to attend the additional service offer of the
SBNT/MET interventions.
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Service usage
A total of 60 young people out of 112 who were eligible to participate in the follow-up agreed to take
part in the health service usage survey. To better understand service usage of young people, all young
people who agreed to participate in the follow-up were asked to complete a questionnaire on service
usage on the tablet computer during the 12-month follow-up period. The method by which the
electronic questionnaire was delivered meant that, in order to go on to the next question, each young
person needed to provide a response to the previous question, thus ensuring completeness of data.
The response rate was 54% (n = 60 young people). Five of the young people who participated in the
intervention completed the follow-up questionnaire.

Primary outcome measure

The primary outcome measure for the health economic analysis was health-related quality of life,
measured using EQ-5D-5L.115 The EQ-5D-5L questionnaire was administered at baseline and at the
12-month follow-up to the control and intervention groups. The EQ-5D-5L contains five descriptive
questions, tapping five dimensions of health-related quality of life: (1) mobility, (2) self-care, (3) usual
activities, (4) pain/discomfort and (5) anxiety/depression. Each question can be answered on a five-point
response scale: (1) no problems, (2) slight problems, (3) moderate problems, (4) severe problems and
(5) unable. The ranking of states is ordinal and this means that, for example, a move from 1 to 2 and
from 2 to 3 does not represent an equal change in health.

Analytic framework

A health and social care perspective was chosen to focus on the cost and benefits of the intervention
to the health sector.

Feasibility of a definitive within trial economic evaluation
The within-trial feasibility study looked at the response rates and data provided in the practitioner logs
and participant questionnaires to inform the development of survey material for a definitive trial.

Costs
We present the time spent on each activity, the hourly wage of the practitioner undertaking the
activity and the cost per element of each activity. Mean, SD and range of travel time of practitioners to
deliver the intervention, intervention delivery time and number of participants are presented. Costs for
the first two sessions are presented, as only one young person participated in more than two sessions.

Benefits
Owing to a lack of engagement with the intervention, to avoid identification of the small number of
participants who engaged with the intervention, the control and intervention groups are combined.
Means and medians are presented for health service usage at 12 months’ follow-up (health service
usage information was not collected at baseline). Proportions are presented for the five dimensions of
the EQ-5D-5L across baseline and follow-up, with means, SDs and ranges presented for mean EQ-5D
score at baseline and at follow-up.

Value of information analysis
It was originally proposed that the economic evaluation component for the feasibility study should
involve a value of information analysis.117 This analysis would have incorporated the data from the
literature and data from the feasibility study. The data needed for the value of information analysis
include cost data for the intervention and outcome data measured by quality-adjusted life-years. These
data could come from the study and be supplemented with data from the literature. The purpose of
this analysis would have been to help clarify the economic case for a definitive study and, by using a
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variant of value of information analysis, utilise expected value of sampling of information to inform
decisions on the optimal sample size for a definitive trial.67 Unfortunately, no useable data were
available from the feasibility study and insufficient data were available from the literature to conduct
the economic evaluation modelling exercise that underpins a value of information analysis.

Exploratory return on investment analysis was conducted to identify the range of values for benefits
and total costs consistent with a return of investment of a minimum level; this is available on request
to the authors.

Results

Costs
Summary statistics from the log files of the practitioners for the 16 young people who did engage with
the intervention are reported in Table 24. Practitioners successfully returned a complete practitioner
log for children in care who attended any sessions.

Health service usage
The mean and median for health service usage over a 12-month period are presented in Table 25.

In free-text boxes, other health service usage reported by respondents was with midwives (n = 2) and
CAMHS (n = 6). In this free-text box we do not know how many appointments they had with these
health professionals.

EuroQol-5 Dimensions, five-level version (health-related quality of life)
Table 26 reports the proportions reporting each category in the baseline and follow-up questionnaire.
These results are purely descriptive.

At the 12-month follow-up, 60 (54%) of the young people who completed the baseline questionnaire
completed the follow-up questionnaire. Five of the young people who participated in the intervention

TABLE 24 Staff costs of delivering the intervention

Staff costs

Practitioner

Cost (£) per
element

Time spent (minutes),
(SD) [range]

Cost (£) of practitioner
time (per hour)

Monthly clinical supervisiona 60 12.85 12.85

2-day training to deliver the intervention 960 12.85 205.60

Mean travel time to deliver first session of
interventionb

28 (23) [0–80] 12.85 6.45

Mean session time for first sessionb 47 (29) [0–90] 12.85 9.64

Mean number of participants in first session 1.4 (1.1) [0–3] 12.85

Mean travel time to deliver second session of
interventionb

23 (18) [0–52] 12.85 4.24

Mean session time for second sessionb 35 (30) [0–90] 12.85 7.07

Mean number of participants in second session 1.4 (1.5) [0–4] 12.85

Total cost of intervention delivery 4256

a Costs of travel to Leeds for the training are not included.
b Mean across all practitioners who tried to deliver intervention sessions.
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completed the questionnaire. As with the service usage questionnaire, the mode of data collection
ensured that the young person could not move on to the next question without completing the
previous question. Thus, there are no missing responses in the EQ-5D-5L questionnaires competed.

In Table 27, we use the EQ-5D-5L values to calculate the mean EQ-5D utility scores at baseline and
follow-up.

TABLE 25 Health service use over the past 12 months at the 12-month follow-up

Type of service

Number of visits (n= 60)

Mean Median

A&E admissions 2.38 1

Nights in hospital 1.27 0

Number of hospital admissions 0.83 0

Number of outpatient appointments 1.77 0

GP appointments 5.33 3

GP home appointments 0.03 0

Nurse appointments 2.57 2

Nurse home appointments 0.48 0

Number of prescriptions 5.18 2

Social worker home visits 7.58 6

Social worker office appointments 2.88 0

Case worker home visits 4.68 0

Case worker office visits 1.63 0

A&E, accident and emergency.

TABLE 26 Proportion of respondents in each EQ-5D category

EQ-5D category

Response

No problems
Slight
problems

Moderate
problems

Severe
problems Unable

Baseline (N = 111), n/N (%)

Mobility 99/111 (89) 8/111 (7) 3/111 (2.7) 1/111 (0.01) 0/111 (0)

Self-care 108/111 (97) 3/111 (2.7) 0/111 (0) 0/111 (0) 0/111 (0)

Usual activities 91/111 (82) 11/111 (10) 6/111 (5.4) 3/111 (2.7) 0/111 (0)

Pain/discomfort 80/111 (72) 19/111 (17.1) 7/111 (6.3) 4/111 (3.6) 1/111 (0.01)

Anxiety/depression 48/111 (43.2) 27/111 (24.3) 17/111 (15.3) 12/111 (10.8) 7/111 (6.3)

Follow-up (N = 60), n/N (%)

Mobility 52/60 (86.7) 3/60 (5) 3/60 (5) 2/60 (3.3) 0/60 (0)

Self-care 57/60 (95) 1/60 (1.6) 2/60 (3.3) 0/60 (0) 0/60 (0)

Usual activities 49/60 (81.6) 9/60 (15) 2/60 (3.3) 0/60 (0) 0/60 (0)

Pain/discomfort 47/60 (78.3) 8/60 (13.3) 4/60 (6.6) 0/60 (0) 1/60 (1.6)

Anxiety/depression 20/60 (33.3) 16/60 (26.6) 15/60 (25) 6/60 (10) 3/60 (5)
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TABLE 27 Mean EQ-5D utility score at baseline and follow-up (n = 60)

Time point
Mean utility score (SD),
minimum/maximum

Baseline 0.92 (0.14), 0.39/1

Follow-up 0.93 (0.13), 0.31/1
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Discussion

Within-trial economic evaluation
This pilot study showed that overall the tools used to collect the cost information and participant data 
on service usage and health-related quality of life seemed feasible. Practitioners and participants 
engaged with these materials. However, we have some suggestions to make to further refine these 
tools to inform future research in the area.

Cost data
If the intervention was to be used in a definitive trial, an additional log sheet should be provided to 
practitioners to get a better understanding of non-engagement with the intervention. This log sheet 
should contain information outlining the means of contacting the young person, how many times they 
were contacted and the length of time they spoke with the young person, as this would be useful to 
get a better idea of the true cost of the intervention. Data also need to be collected on administrative 
support, room costs and building maintenance for when the interventions were delivered, if this is relevant.

Health service use
The information from the free-text boxes in the questionnaires suggests that, in a definitive trial, 
CAMHS should potentially be included in a health service usage questionnaire. As a very small 
percentage of respondents had GP home appointments, this could potentially be removed from a 
questionnaire that would be part of a definitive trial.

EuroQol-5 Dimensions
From looking at the proportion of responses to each of the dimensions of the EQ-5D, a large proportion 
of respondents reported suffering from anxiety and depression. However, it is possible that the health 
attributes in the EQ-5D may be too narrow for this client group. In a definitive trial, it may be 
worthwhile including a condition-specific tool that measures quality of life related to mental health.118 

In addition, the EQ-5D has ceiling effects that another utility tool, such as the Short Form questionnaire-6 
Dimensions, does not (although that tool has floor effects), which may make it a more appropriate 
outcome measure for a definitive trial.67

Summary

The limited engagement of young people with the intervention means that we cannot be certain if the 
practitioner logs would be feasible in a definitive trial. The health service usage questionnaire with 
some minor modifications related to including CAMHS and removing GP home appointments would be 
appropriate for a definitive trial. In a definitive trial it may also be appropriate to use a condition-specific 
tool that measures quality of life related to mental health.
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Chapter 8 Summary and conclusion

Introduction

This final chapter provides a brief summary of the key findings in the SOLID trial in relation to the
aims and objectives of the study as outlined in Chapter 1, Research objectives. Each element of the study
process has been discussed in detail previously. This chapter presents the overall conclusion to the
study and suggests recommendations regarding a future trial. A key aim of the SOLID trial has been
achieved in terms of adapting and testing the feasibility of conducting a trial of two behaviour change
interventions (MET and SBNT) delivered to children in care, aged 12–20 years, within standard care
pathways. However, the findings from our pilot trial are less optimistic regarding future evaluative
work. Nevertheless, as this is the first UK-based RCT that has attempted to assess the feasibility of
delivering behaviour change interventions to reduce current substance use in children in care, the
findings from this study should be used to inform future work with children in care in the UK context.

Formative study and key stakeholder survey

As part of this research phase we succeeded in recruiting 65 key stakeholders, including children in care,
non-care young people, drug and alcohol practitioners (front-line staff and service managers), local
authority staff (social workers, managers and PAs), and carers (foster and residential), and completing a
process of intervention adaptation. Key thematic findings informed the adaptation, manual development
and integration of the interventions into children in care health and social work pathways to enhance
acceptability. Children participating in risky substance use were seen by a specialist drug and alcohol
practitioner. In standard practice, the first one or two sessions would have been used to conduct an
initial assessment and establish the young person’s level of need. The study enhanced the offer of
usual care once an individual engaged with services, as the intervention started within the first session.
In addition, the adapted intervention allowed a maximum of six sessions to be delivered (compared
with usual care, which was unstructured and young people could attend as many or few sessions deemed
necessary to meet their identified needs). Participants engaged in the formative research phase fully
and showed enthusiasm when contributing to the adaptation of the two interventions.

An electronically administered survey was completed with the service managers of young people’s drug
and alcohol services. Eighty-two per cent of services in England completed the survey which illustrated
high levels of variation with regard to screening and treatment pathways for children in care with risky
substance use. There was no standardisation regarding which screening tools were used: 52 services
(46%) reported developing a tool ‘to meet their local need’. The modalities of treatment differed across
providers, the majority (n = 67, 55%) offered a bespoke service and 35 (29%) services reported only
conducting structured work; however, even the latter could be delivered flexibly across sessions. None
of the services reported delivering and adhering to a manualised evidence-based intervention.

Pilot randomised controlled trial

The pilot RCT was conducted to assess if rates of eligibility, recruitment and retention of children in
care and acceptability of the interventions were sufficient to recommend a definitive multicentre RCT.

Predetermined STOP/GO criteria (green/red) were developed for progression to a definitive trial
(see Table 28 for green for progress and red for stop).
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Regarding the column reporting achievement (see Table 28, column 5), we assessed the key outcomes
from the SOLID pilot trial and recommendations for a definitive trial are as follows.

Proportion of eligible participants consenting to pilot feasibility trial
The number of children in care screened was 860, of whom 211 were eligible.

Percentage of eligible participants consenting to feasibility trial: 112/211 × 100 = 53%.

Proportion recruited: 112/211 = 0.53 (amber).

Although the study did not recruit the target figure, lessons from this study could be used to maximise
recruitment in a future study. The CRAFFT screening was completed by 860 (59%) of the 1450
children in care (aged 12–20 years) across the region, and 112 (53%) of the 211 eligible children in
care were recruited and randomised into the study.

Proportion of children in care attending at least 60% of sessions as planned in combined
intervention arms

MET
Four attended 100% of sessions offered, one attended 66% of sessions offered, one attended 50% of
sessions offered, one attended 29% of sessions offered and 31 attended 0% of sessions offered.
Therefore, 5 out of 38 (13%) attended > 60% of sessions offered.

SBNT
Two attended 100% of sessions offered and four attended 50% sessions offered. Therefore, 2 out of 38
(5%) attended > 60% of sessions offered.

Overall, 7 out of 76 (9%) attended > 60% of sessions offered (red).

Proportion of consented participants retained for measurement of key outcome data
at 12 months
Sixty out of the 112 (54%) randomised provided follow-up data at 12 months (amber).

In total, 54% of recruited children were followed up to 12 months. Follow-up was particularly difficult
due to frequent moves in this population and their changing contact details. However, the SOLID trial
has shown that once participants were located and seen by the researcher, they were prepared to
complete questionnaire data at both baseline and at follow-up. None of the participants asked to end

TABLE 28 Assessment of the SOLID STOP/GO criteria

STOP/GO criteria

Criteria

AchievedGreen Amber Red

Eligible participants consenting to trial, % ≥ 60 40–60 < 40 53

Children attending 60% of offered sessions, % ≥ 80 20–80 < 20 9

Participants retained to 12 months’ follow-up, % ≥ 70 50–70 < 50 54

Were interventions delivered with fidelity? Yes Unclear No Unclear

Were interventions perceived acceptable by
children in care and workers?

Yes Unclear No Low uptake of intervention
by children, but acceptable
to workers

Does the value of information analysis show
future research is worthwhile?

Worthwhile Unclear Not
worthwhile

No available data
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the data collection process early and only one individual elected to not complete the TLFB at the
12-month follow-up.

Were interventions delivered with fidelity?
In total, only 26 intervention sessions were delivered to 15 young people out of the 76 children in care
randomised to the two intervention arms. It was not possible to evaluate the fidelity of intervention
delivery due to the low number of audio-recordings available, only nine audio-recordings were received.

Were interventions perceived acceptable by children in care and workers?
It was not possible to assess the acceptability of the MET and SBNT interventions due to the low
number of participants who received the intervention sessions. Owing to the involvement of 24
children in care participants in the formative phase of the study, we believe the content should be
acceptable. However, we can conclude that significant changes would need to be made to the location
of these interventions within current service pathways, in order to increase participant engagement.

Does the value of information analysis show future research is worthwhile?
It was originally proposed that a value of information analysis would be conducted. Unfortunately, no
useable data were available from the feasibility study and insufficient data were available from the
literature to conduct the economic evaluation modelling exercise that underpins a value of information
analysis. Therefore, an exploratory return on investment was conducted in order to identify the range
of values for benefit and total cost consistent with a return on investment. The preliminary return on
investment analysis suggests that a medium to large health effect would need to be demonstrated
before the intervention would be considered cost-effective.

It is our judgement that criteria for progression to a definitive trial have not been met in this study.

As discussed in Chapter 5, major challenges were found in both screening and recruitment of children
in care into the study. Screening of children by the six local authority social work teams took over a
year to complete, with significant time and resource investment by the researcher and social work
teams. The increased amount of time needed resulted from the impact of staff turnover, long-term
sickness, restructuring of local authority sites and Ofsted inspections. Social workers acted as gatekeepers
when deciding which children in care to screen, influenced, for example, by their preconceived beliefs of
whether or not the young person used substances or were potentially too young to participate. Contact
details for children within the care system were not always updated on the centralised systems, therefore
obtaining the relevant contact details to make contact for the study follow-up was often problematic.
These difficulties were fed back to team managers, leading to escalation to senior management level.
It is hoped that future studies will benefit from this initial work to ensure that system data are accurate
and up to date.

An embedded researcher or senior local authority member of staff seconded in a research role could
provide an increasingly stable point of contact within the complex local authority setting, to facilitate
more successful screening and recruitment.67 The availability of a visible individual to be present
throughout the research period would act as a facilitator within what is, primarily, a less research-
mature environment.

The process evaluation highlighted that, no matter how effective an intervention is perceived to be by
practitioners during development, if participants do not engage with it, the potential benefits cannot be
achieved. It is essential that the service considers different methods to increase engagement. The
participant interviews identified valuable insights into the facilitators of and barriers to engaging with
interventions, and highlighted the role of self-perception regarding ‘problematic’ substance use. The
children in care recruited in to this study did not feel that they have a problem, often due to the
normative view of their drug and alcohol use. Participants did not feel that their use warranted an
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intervention from a specialist drug and alcohol practitioner, therefore a referral to a specialist service
does not feel salient. This suggests that a different delivery agent is required if intervention delivery is
to be successful.

Recommendations for a future evaluation

We have learnt several lessons that could inform a future trial or other form of evaluative work with
children in care.

The delivery of future interventions
The typical screen, refer and treat model used in the SOLID trial was problematic. Children in care
were recruited into this study based on a screening outcome, suggesting risk due to substance use
behaviour. The study was designed in this way to mirror the current system and was based on public
health principles related to prevention to address avoidable future problems. However, it could be
argued that being in the care system was itself a risk factor for increased drug and alcohol use.
Moreover, the interventions were delivered by specialist drug and alcohol workers in a referral
context. Any future trial needs to think about how we deliver harm reduction and preventative care
for children in the social care system. This may well require additional resource. Accepting the view
that being in care can generate increased risk for children and young people, a broader ‘care pathway’
approach may be needed in keeping with the principles of the thrive model currently used by the
CAMHS for children and young people.119 The thrive model promotes five categories: thriving, getting
advice and signposting, getting help, getting more help and getting risk support. Thus, substance use
counselling would fit with ‘getting risk support’, but would be part of a process that understands wider
determinants of risk and risk behaviour. By delivering the adapted intervention according to the thrive
categories, it would allow a person-centred and needs-led approach to be delivered to children in care
regarding their substance use.67 In the SOLID trial, we tried to use the existing drug and alcohol
referral system to deliver novel interventions. This working between different sectors of the care
system did not work. A new way of working, in which drug and alcohol workers become embedded to
social care services and residential units, could be a better way of delivering these interventions. This
fits with principles of place-based approaches,120 which argue that providers of services (in this case
social workers and drug and alcohol practitioners) work together to improve health and care for the
population they serve. Within the process evaluation, social workers stated that they would not be able
to deliver these interventions unless they were given specific training and ring fenced time.

Evaluation design and support
Prior to beginning the SOLID pilot trial, we had secured senior ‘buy-in’ across six local authorities.
We had a team of experienced researchers, including an academic social worker as a co-applicant, and
we saw real excitement and enthusiasm from social work staff about research work being conducted
in social care. However, social services departments are often less research mature than clinical
contexts that have benefited from specific resources through the Clinical Research Networks (CRNs)
to support research delivery over many years. Local authorities have experienced reduced funding due
to economic austerity and many social work settings are understaffed and overstretched in terms of
workload. Consequently, without additional, dedicated research support, potentially from an embedded
researcher/social worker, then applied research in social care and, particularly, with children in care will
prove difficult. This researcher would add much needed academic leadership within departments. They
could be jointly funded and managed across academia and the local authority, which would give them
clearance to engage clients and could significantly change the research culture within the units. Within
the lifetime of the SOLID trial, the NIHR CRN has implemented changes to the eligibility criteria for
studies. The NIHR CRN has now extended support into research taking place in non-NHS settings,
such as health and social care and public health, these changes could facilitate the necessary change
as it has within NHS research trials.121 In addition, future studies within the social care context would
benefit from performing an organisational readiness study with social work teams and drug and alcohol
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services, to be involved in research and deliver interventions prior to implementation of a RCT or
evaluation study. Pragmatic evaluation design coupled with additional research resource for children’s
services are needed to evaluate these novel models of care at scale.

Screening and risk perception
Mass screening of children in care as part of ‘standard practice’ within the social work teams was not
feasible. The findings of the SOLID trial have shown that attention needs to be paid to the identification,
screening and intervention delivery for this high-risk group of young people. The screening results
highlight that for this population, older teenagers are more likely to be reporting alcohol and/or drug
use. Within this study, drug and/or alcohol use was most prevalent in young people aged between
16 and 19 years, with reported use peaking at 17 years of age [72 (8.4%) of respondents reporting
use within the last 12 months]. However, the existing current models and pathways of care have been
shown to be ineffective, resulting in a significant amount of need being unmet by services. Screening
would need to be completed using an alternative method in a future study. The current screen and
refer model used in the SOLID trial has been shown to be problematic. The completed screening
tools could have detected problematic drug and/or alcohol use and provided an opportunity to offer
an immediate therapeutic intervention. Having an embedded researcher with capacity to promptly
engage a young person may have provided scope to tentatively explore the impact of their drug and/or
alcohol use on their mental health, physical health, relationships and behaviour. This opportunistic
interventions could be used to sensitively introduce a problem feedback component regarding their
substance use and may have initiated a stronger recognition of risk by the young person. An embedded
researcher within social care departments would have the potential to increase the uptake of screening
with children in care, improve the engagement of social workers in very stretched services and provide
an increasingly tailored response depending on the information provided at the screening stage. An
embedded researcher could be an individual who is ‘either university based or employed with the
purpose of implementing a collaborative, jointly owned research agenda in a host organisation’.122

This model is often found within a health-care setting, such as medicine and nursing; however, is less
established within social care settings. Cheetham et al.122 provide an example of how having a researcher
embedded within the local authority environment can increase the situated understanding of the cultures
and norms of an organisation, and also recognise the realities of conducting public health interventions.122

An embedded researcher would have the capacity to take into consideration the context of the environment
and stakeholders’ interests.123 In addition, the perceptions of ‘problem substance use’ differed between the
children in care and practitioners working within the service systems currently in place. If the requirement
is for children in care to be engaged with a substance misuse intervention and that intervention can be
delivered opportunistically and quickly around the needs of children in care, then a place-based approach
to intervention delivery needs to be taken.120 In addition, the child in care needs to perceive their substance
use as an area they want to address. In our sample, many young people were more concerned about other
problems in their lives and that substance use was a symptom not a cause of problems. Consequently, work
on any substance use needs to be set into a wider context of adverse childhood experiences30 and
difficulties experienced in care.89

Interventions
The MET and SBNT interventions modalities were chosen as they have both shown to be effective in
decreasing substance use in participants, including adolescents.69–71 There is strong evidence for the
use of brief interventions. A Cochrane review by Kaner et al.124 reported that at 1 year follow-up the
amount of alcohol people drank each week had reduced and that longer counselling provided little
additional benefit over brief interventions. However, we were unable to test the effectiveness of
delivering brief interventions to this population of young people due to low attendance at the available
sessions. Future studies would need to consider the best way to engage children in care in interventions
that promote a harm reduction and prevention component, alongside offering a therapeutic approach.
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Screening tool
The CRAFFT screening tool should be adapted to enable young people reporting substance use within
the last 30 days, as opposed to 12 months as it is currently, to ensure that the information provided is
current and relevant. The age range of young people being recruited into the study should be modified
to 12–17 years. The rationale for suggesting this age range, is that data demonstrates that substance
use is starting to emerge in children as young as 12 years. Among the young people screened, 66 forms
(8%) were completed by children in care aged 12 years, with two (0.2%) children in care reporting
substance use (alcohol, cannabis and NPS). By comparison, 93 forms (11%) were completed by children
in care aged 13 years, with 12 (1.4%) positive for substance use, and 90 forms (10.5) completed by
children in care aged 14 years, with 18 (2%) children in care reporting substance use. This suggests
that if early intervention and preventative work is the aim of the study, 12 years is the correct age to
commence screening, as it correlates with initiating substance use. This of course requires individuals
to be approached sensitively due to their vulnerability, and issues of capacity and competency to
engage with interventions would command further exploration.

Screening children in care aged ≥ 18 years also posed a dilemma. Young people within this age
category are legally old enough to drink and by default did not identify their reported alcohol use as a
problem as ‘alcohol is legal’. In addition, children in care were increasingly starting to transition into
independent living accommodation, to enter the college environment in which exposure to alcohol in a
social context was increasingly likely. Altering the inclusion age to children in care aged < 18 years
would ensure that individuals were still ‘open’ to social services and would provide the necessary
mechanism to follow up children in care. In addition, such young people are under the legal age to drink;
therefore, any alcohol use could be deemed as risky and could warrant an intervention being delivered.

Conclusion

Current evidence shows that children in care are significantly more likely than their peers to use
substances and have severe mental health morbidity. This study has shown that this population is
amenable to be involved in research, with 65 participants engaging in the formative phase of the study
and 109 participants engaging in the process evaluation. The enthusiastic ‘buy-in’ from children in care
and professional participants within the more qualitative elements of the study, demonstrate that it
may not be research, per se, that is the barrier to successful engagement, but it may be the rigid
structure of the RCT protocol that is challenging for the children in care to participate in. Although the
RCT is classed as the gold standard regarding making clinical decision, the social care context would
benefit from alternative evaluations that can accommodate the increasingly complex causal pathways
that occur between intervention delivery and behaviour change outcomes.125,126 Data have suggested
that the intervention components of the adapted MET and SBNT approaches seem broadly acceptable
to them, and that drug and alcohol practitioners perceived these approaches as helpful. However, the
way that our behaviour change interventions were delivered and integrated into existing services and
pathways was problematic. The interventions were being introduced into an already complex system
that identified the difficulty of delivering standardised interventions, this can be seen by the lack of
manualised interventions used within drug and alcohol services. Pettigrew et al.127 identify that
interventions within public health need to be able to have sensitivity to features of the local context
and our current design did not allow for this.

Moreover, our work showed that many children in care do not identify themselves as needing a drug
and alcohol intervention, despite reporting use of licit and illicit substances and linked risky behaviours.
This mismatch between professional’s and children in care’s views justifies further attention. The lessons
learnt from the SOLID trial have implications for future evaluative work and we have suggested that a
new model of embedded research in social care may be needed in the future. This additional capacity
would enable research studies to be delivered in resource-constrained local authorities and also act

SUMMARY AND CONCLUSION

NIHR Journals Library www.journalslibrary.nihr.ac.uk

96



as catalyst role models to help build a more research-conscious workforce in social care. In addition,
future studies within the social care context would benefit from performing an organisational readiness
study with social work teams and drug and alcohol services, to be involved in research and deliver
interventions prior to implementation of a RCT or evaluation study. Finally, we do need to develop and
evaluate models of prevention to help reduce the adverse outcomes of being a child in care. However,
given the wider risks inherent in being placed in the care system, we need to embed substance use work
within in a context of understanding wider determinants of risk behaviour.We also need to ensure that
we address the specific concerns felt by the children whose outcomes we are trying to improve.
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Appendix 1 Treatment intervention protocol

SOLID (Suppor�ng Looked A�er Children and Care Leavers In Decreasing
Drugs, and alcohol): 

a pilot feasibility study of interven�ons to decrease risky substance use (drugs
and alcohol) and improve mental health of Looked A�er Children and Care

Leavers aged 12 -20 years 

Treatment interven�on protocol
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Treatment interventions protocol

SOLID is a feasibility study taking place in the North East of England: Newcastle, Gateshead, Durham and 
Teesside (Middlesbrough, Redcar and Cleveland and Stockton), to assess the acceptability of two adapted 
behaviour change interven�ons Social Behaviour and Network Therapy (SBNT) and Mo�va�onal 
Enhancement Therapy (MET) and assess the feasibility of taking one or both of the interven�ons to a full scale 
study in mul�ple sites.

SOLID aims to assess the feasibility of delivering the two behaviour change interven�ons and care as usual to
reduce risky substance use (illicit drugs and alcohol), and improve mental health in Looked After Children and 
Care Leavers (LAC aged 12 -20 years).

Phase 1 of the study has now been completed. Qualita�ve interviews, focus groups and workshops were
carried out with LAC and care leavers (n=31), their carers (n=11), drug and alcohol workers (n=6), and LAC 
social workers (n=7) to ensure acceptability and feasibility of the interven�on packages. The forma�ve phase
contributed to the adapta�on of the SBNT and MET interven�ons, to make them suitable for Looked After 
Children (LAC) and care leavers to help reduce risky substance use.

Phase 2 is the part of the study where drug and alcohol practitioners will deliver treatment
interven�ons, comparing: i. MET, ii. SBNT, and iii. Usual care. 

Recruitment 

The SOLID study is aiming to recruit 150 LAC across the research sites. Of these 150 young people 
approximately 50 would be allocated into each treatment approach (i. SBNT, ii. MET iii. Usual care).

Pa�ent Iden�fica�on
All LAC aged 12-20 years in the study sites will be identified by their social workers for screening from their 
current caseloads.

Screening 
Services in the area have agreed to screen all LAC aged 12-20 years for drug and alcohol use by a social worker
using the validated 6 ques�on CRAFFT. The CRAFFT has been used extensively with young people, and is sensi�ve 
and specific to identify problem substance use.

An ini�al contact leaflet briefly introducing the study will be shared with the young person by the social worker. 
Wri�en assent will be obtained from all LAC aged 12-20 for the young person and their parent/ guardian to be
contacted by the research team depending on the CRAFFT score. Those scoring ≥2 in the CRAFFT (‘at risk of
substance misuse’) will be contacted by the research team if wri�en assent for contact has previously been given
to the social worker. 

ELIGIBILITY CRITERIA
Young people will be included in the study if they meet all the following criteria:

Looked Children and Care Leavers aged ≥12 and ≤20 years
Screen posi�ve for being at risk of substance misuse i.e. scoring ≥2 on theCRAFFT
Informed consent given: LAC under 16 years consent from parent/guardian (local authority) and 
assent from young person; LAC 16 years and over consent from young person.
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Young people will be excluded from the study if they are: 

Already in ac�ve treatment with drug and alcohol services
Unable to access drug and alcohol services e.g. due to imminent move out of area.
Unable to give informed consent in English.

Consent 

A par�cipant informa�on leaflet for the trial will be sent to all poten�al par�cipants who agree to be 
contacted and meet the eligibility criteria. The researcher will contact the young person and their 
parent/guardian by phone to arrange a convenient �me and location to meet. The young person under 16 will 
be seen with an accompanying adult (parent, carer, social worker, children’s home lead) and asked to provide 
informed assent. If the accompanying adult does not have parental responsibility (PR) the research team will 
contact the adult with PR to obtain informed consent. If the parent is not contactable or it is a risk for the 
young person for their parent to be contacted in the view of the designated social worker, the social worker/ 
local authority guardian with PR will be contacted to sign the consent form. Informa�on on the study will be 
shared with parents/carers. 

 
For those young adults 16 years and over, informed consent will be taken directly. 

 
Baseline Assessments 
A�er informed consent has been obtained, the researcher will collect baseline informa�on from the LAC using 
an electronic ques�onnaire. 

 
 

Randomisa�on 
Following the completion of the baseline assessment, young people will be allocated into a 
treatment arm (i. MET, ii. SBNT or iii. Usual care). This will trigger five le�ers to be sent out: 

1. Le�er to the young person outlining group alloca�on. 
2. Le�er to parent outlining study enrolment. 
3. Le�er to carer outlining study enrolment. 
4. Le�er to GP outlining study enrolment. 
5. Le�er to the Drug and alcohol service outlining group alloca�on and reques�ng an ini�al 

appointment. 

The LAC will be contacted by the drug and alcohol service for treatment to the appropriate 
treatment group (MET or SBNT) within 6 weeks. 

 

Follow-up Assessments 
All young people taking part in the study will be contacted by phone and le�er/email 12 months post 
recruitment to complete a follow up electronic ques�onnaire. 

The ques�onnaire will be administered by the researcher who will visit the young person in their home/ 
convenient loca�on. As in the baseline ques�onnaire, data will be collected using electronic data capture forms 
programmed onto digital tablets. 
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Interven�on training, delivery and supervision
Each research site will have a control and two separate interven�on teams trained to deliver either the MET 
or SBNT interven�on.

Training

Prac��oners will attend 2 days training in prepara�on to deliver the interven�ons. 

Delivery 

Interven�on delivery will cease on Thursday 31st August 2017.

Each prac��oner will aim to offer 6 sessions of SBNT or MET, with each session las�ng 50 minutes. In both
interven�on arms, sessions will be offered weekly to fortnightly, within a maximum period of 12 weeks. The 
ra�onale for this number of sessions stems from learning from the UKATT trial and pilot work using SBNT
with young people referred to child and adolescent mental health services. We will assess the number of
sessions offered and actually a�ended by LAC to determine the appropriate number of sessions in a 
defini�ve trial.

Prac��oner log 

Prac��oners will need to complete a practitioner log for each young person receiving SBNT or MET. It is
important that this log captures all of the prepara�on work and ac�vi�es involved with each individual 
session of the interven�on.

Audio recordings

Prac��oners will need to audio record ALL sessions delivered (details of how to upload recordings are below).
When consent is being obtained, the researcher will make it clear that the young person can refuse to audio 
taping of their session if they wish – this will not affect their par�cipa�on in the study as a whole.

The audio recording will be used as part of the supervision sessions with the research team for the purpose of
professional development. Addi�onally, a 20% random sample of SBNT and MET sessions will be analysed 
ensuring we sample early, mid and late sessions of both interven�ons. This analysis will assess the quality of
interven�on delivery (treatment fidelity) and it will assess items including commitment, op�mism, 
collabora�on and interpersonal focus which help determine if the LAC are ac�vely engaged in the interven�on 
sessions. 

Supervision 

The MET and the SBNT practi�oners will have separate external interven�on-specific supervision delivered by 
the research team. Supervision provides supervisees with regular and ongoing opportuni�es to reflect on their 
practice and enhance their professional development. Full details of the supervisory arrangement can be 
found in the back of the SBNT/MET training manuals. 
Supervision dates will be circulated in due course.
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Drop Off 

Send confirmation

Drop Off files

Uploading Audio Recordings of sessions 

We would like you to upload ALL of the recording from every session with the young people you see as part of
the SOLID trial. In order to upload the audio files and send them to the research team you will need to follow 
the following instruc�ons. 

Please can you upload the audio recording as soon as possible following your MET/SBNT session. Once
you know the recording has successfully been saved please delete it from the Dictaphone.

1. Please save the file using the following format- session x, date 01.01.2016, YP initials

2. Once the recording has been saved, please right click on the file and go to ‘send to’- choose 
‘Compressed (zipped) folder’. You will then be presented with a file as follows:

Session 1 01.12.2016 HA.zip

3. Once the file has been zipped it is ready to upload to the Newcastle University File Drop-off service-
h�p://dropoff.ncl.ac.uk

4. Follow the link and choose the bu�on.

5. You will NOT have a request code, so you need to complete: Your name, your organisa�on and 
your email address and click the bu�on.

6. You will receive an email to the email address you provided- click on the link and follow
instruc�ons

7. Send your recording to
a. Hayley.Alderson@newcastle.ac.uk if you are delivering SBNT interven�ons OR
b. Rebecca.Brown@newcastle.ac.uk if you are delivering MET interven�ons. 

8. Click File 1- Browse- and upload you zipped file (as discussed in point 2 above). Feel free to add a 
note is the ‘short note to recipients’ box if you would like to draw the supervisors’ a�en�on to
anything within the recording. 

9. Click the bu�on.

10. Your upload is complete. Once you receive confirmation that your recording has been received by
the recipient (Hayley/Rebecca) please delete the audio file from yourcomputer. 

SOLID
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STRICTLY

Welcome to our prac��oner interven�on log.

We would like you to record the following demographics for the each young person receiving a treatment interven�on as part of the SOLID 
study. Please use one interven�on log per young person. 

Name of worker: 

Job role and Pay grade:

Unique Iden�fier for young person: 

Age:

Gender:

Placement type:

Geographic Loca�on:
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STRICTLY

We would also like you to record every session for every client, this is to enable us to calculate how cost effec�ve the interven�ons are to
deliver. 

We need you to record (for each session):

- All ac�vi�es associated with the delivery of the session 
- And the dura�on of each ac�vity. 

- If any travelling was required to deliver the interven�on, please record this, too.

Ac�vi�es would include any form of
o Pa�ent contact (including the dura�on of a session, phone calls, etc.)

o Non-pa�ent contact (including prepara�on work and comple�on of forms (other than this one), e.g. for referrals etc.)
For each session please could you record the NUMBER of people present within the session (not including yourself).
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STRICTLY

Please con�nue on an addi�onal sheet if required. 

Number of sessions
offered:

Number of sessions
a�ended:

Reason for non-comple�on of treatment if known:

Referral into agency for further treatment: Yes No

When the interven�on delivery has been completed, please return this

form; FAO: Hayley Alderson 

Ins�tute of Health and Society, Newcastle University, Baddiley Clarke Building, Richardson Road, Newcastle Upon Tyne, NE2 
4AX 
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Appendix 2 Drug and alcohol treatment
provider survey

SOLID Treatment Services Survey Version 2 1st June 2018

Drug and alcohol survey

Do you consent to participate in the survey? 

YES/NO (if select NO the survey will end) Name

of service:

Area covered: 

Role of person comple�ng the form: 

1. Are drug and alcohol treatment services commissioned by your local authority for LAC and care
leavers? YES/NO

2. Are services offered to LAC any different to those offered to other children and young people?
YES/NO

3. If YES, how do they differ? [text box] for response 

4. What tool is used to screen LAC referred to drug & alcohol services? Select

from the following:

AUDIT-C 

CRAFFT

Drug Use Screening Tool (DUST)

ASSIST young person 

Locally developed screening tool

Tool designed by a Na�onal service (CGL, Young addac�on etc.) 

5. Describe the delivery of the intervention (number of sessions, dura�on of sessions and 
frequency). 

[Text box for response]
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6. How is the quality and content of sessions monitored? [text 

box for response]

7. Describe the supervision arrangements that are available: 

Line management (frequency): [text box]
Clinical supervision (frequency) [text box]

8. What qualifications do Drug & Alcohol Workers have?

Select from the following: 

Youth Work

Counselling

Health and Social Care

CBT 

MI

Psychology Other
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Appendix 3 Screening tools and scoring

Description and scoring schemes for study questionnaires

The questionnaires used in the SOLID trial to gather information from the children in care are listed.
Were collected at baseline then again at the 12-month follow-up:

l CRAFFT screening tool
l AUDIT questionnaire (screen for alcohol misuse)
l ASSIST-Y questionnaire
l SDQ
l WEMWBS.

In addition, the following questionnaires were administered at the 12-month follow-up meeting only:

l computer-assisted self-interview (CASI): romantic and intimate behaviours
l antisocial/criminal behaviour
l use of health and social service questionnaire
l Alcohol TLFB-30.

The following guide was used in conjunction with the actual questionnaires stored in the
trial documentation.

CRAFFT screening questionnaire (screen for inclusion into the trial)

The CRAFFTquestionnaire can be accessed at https://crafft.org/get-the-crafft (accessed 14 February 2020).

Individuals received a score for each yes response they provided, each individual was given a score out
of 4 for part A and a score out of 6 for part B. The higher the score the more substances were being
used and the more risky behaviours were taking place.

AUDIT questionnaire (screen for alcohol misuse)

The AUDIT screening tool (self-report version) can be accessed at www.drugabuse.gov/sites/default/
files/files/AUDIT.pdf (accessed 14 February 2020). The AUDIT questionnaire consists of 10 questions.
Questions 1–8 have five options to be chosen by the children in care to reflect their own personal
drinking activities. Questions 9 and 10 have three options.

Scoring AUDIT
For all 10 questions, scores range from 0 to 4. For questions 1–8, the first option in the question
scores 0 and the last option scores 4. For questions 9 and 10, which have only three options, the
scores are allocated as 0 for the first option, 2 for the second option and 4 for the last option.

Interpretation of AUDIT score
A score of ≥ 8 is associated with harmful or hazardous drinking.

A score of ≥ 13 in women and ≥ 15 in men is likely to indicate alcohol dependency.
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Missing items
Complete questionnaires will be analysed. Complete questionnaires should contain responses to all 10
questions, but there are two options to skip questions (when the questionnaires will be still considered
to be complete): if participant answers ‘never’ to question 1 then skip to questions 9 and 10; and if
questions 2 and 3 both score 0, again can skip to questions 9 and 10.

Note, that the AUDIT can be split into three domains. The questions measure different domains of
alcohol consumption problems. The breakdown is as follows:

1. questions 1–3: measure frequency in alcohol consumption
2. questions 4–6: measure alcohol dependence
3. questions 7–10: measure alcohol-related problems.

The frequency in alcohol consumption is also known as the AUDIT-C and scores between 0 and 12.
An AUDIT-C score of ≥ 4 for men and ≥ 3 for women indicates hazardous drinking or active alcohol
use disorders.

ASSIST questionnaire

In the SOLID trial a ‘reduced’ version of the ASSIST instrument was used. The original ASSIST v3.1
questionnaire developed by the WHO is not validated for use by children and young people aged
< 18 years.

The ASSIST-Y developed by Drug and Alcohol Services South Australia, under the guidance of the
WHO, is suitable for use by children and young people aged < 18 years. The ASSIST-Y questionnaire
and ASSIST feedback report card were used in the SOLID trial and can be accessed on the sa.gov
website (URL: www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/clinical
+resources/professional+development/drug+and+alcohol+training+and+development/assist+alcohol
+smoking+and+substance+involvement+screening+test; accessed 14 February 2020).

The ASSIST-Y consists of six questions.

Question 1 asks if the looked after child has ever tried each of a list of substances (tobacco, alcohol,
cannabis, cocaine, amphetamine, inhalants, sedatives, hallucinogens, opioids, NPSs and ‘other’). If the
looked after child responds ‘no’ to all, then the interview stops. If the looked after child responds ‘yes’
to any substances in the list then move on to the second question. Question 2 asks how many times
used in previous 3 months for each substance in the list in question 1. The options for question 2 are
never (score 0), once or twice (score 2), monthly (score 3), weekly (score 4), daily or almost daily (score 6).
If the looked after child answers ‘never’ to all items, skip to question 6. If any substance in the list were
used in the previous 3 months, continue asking questions 3–5 for each substance used. Question 3 asks
for details of substances used when the looked after child is away from their usual social situation or
friends in the last 3 months. The options are never (score 0), once or twice (score 2), monthly (score 3),
weekly (score 4), daily or almost daily (score 6). Question 4 asks if the use of each substance has led to
problems with health, relationships, finances, school or with police. The options are never (score 0), once
or twice (score 4), monthly (score 5), weekly (score 6), daily or almost daily (score 7). Question 5 asks if
the use of each substance has had an impact on the looked after child’s usual activities. The options are
never (score 0), once or twice (score 5), monthly (score 6), weekly (score 7), daily or almost daily (score 8).
Question 6 asks if the use of each substance used from question 1 has resulted in expressed concern or
worry from a friend or relative. The options are no, never (score 0); yes, in the past 3 months (score 6);
and yes, but not in the past 3 months (score 3).
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Scoring ASSIST-Y
For each substance listed, sum the scores for questions 2–6.

Note that tobacco is not coded for question 5 so should be sum of questions 2–4 and 6 for tobacco.

Interpretation of ASSIST-Y score

Aged 10–14 years
For tobacco, alcohol and inhalants, a score between 2 and 5 indicates moderate risk, requiring brief
intervention (using the ASSIST feedback report card for part of the intervention).

For tobacco, alcohol and inhalants, a score of ≥ 6 indicates high risk. In addition, scores of ≥ 2 in any
other substance from the list indicate high risk.

Aged 15–17 years
For tobacco and cannabis, a score between 2 and 11 indicates moderate risk. For alcohol, a score
between 5 and 17 indicates moderate risk. For cocaine, sedatives, opioids, NPSs and ‘other’ drugs, a
score between 2 and 6 indicates moderate risk. For amphetamines, inhalants and hallucinogens, a score
between 2 and 8 indicates moderate risk.

Moderate risk requires brief intervention (using the ASSIST feedback report card for part of the
intervention).

High risk scores are tobacco and cannabis (≥ 12), alcohol (≥ 18), cocaine, sedatives, opioids, NPS and
‘other’ (≥ 7), and amphetamines, inhalants and hallucinogens (≥ 9).

High risk requires brief intervention (using the ASSIST feedback report card for part of the
intervention) and referral to specialist for assessment and treatment.

Strengths and Difficulties Questionnaire

The SDQ can be accessed at www.sdq.info (accessed 14 February 2020). The SDQ has 25 items
(questions). Note that the wording of some items vary slightly for use with young people aged
< 18 years, but the scoring scheme is the same for all ages.

The 25 SDQ items can be subdivided into five subscales, each comprising five items each with a score
range of 0 to 10. See Table 29 for the breakdown.

For all questions a response of ‘somewhat true’ scores 1, but ‘not true’ and ‘certainly true’ score either
0 or 2, depending on the question. Table 29 shows how the items are grouped to define certain
problems/scales along with an indication of response scores.

Missing items
For any of the five subscales in Table 29, if at least three of the five items are completed then the
scores can be scaled up pro rata (e.g. a score of 4 based on three items is scaled up to 6.67, rounded to
7 for all five items).

A total difficulties score is generated by summing all scales, except the prosocial scale. Scores range
from 0 to 40.

Considered ‘missing’ if one of the four subscores is missing.
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In addition, externalising score ranges from 0 to 20 and is sum of conduct problem and hyperactivity
scales. Internalising score ranges from 0 to 20 and is sum of emotional problem and peer problem scales.

Note that the four separate scales add more value in high-risk samples, so are more appropriate for
the looked after child.

The SDQ scores can be used as continuous scales, sometimes categories can be used for particular
score ranges.

The full breakdown is 80% of population are ‘close to average’, 10% slightly lowered, 5% low and 5%
very low.

Warwick–Edinburgh Mental Wellbeing Scale

The WEMWBS consists of 14 items and can be accessed at https://warwick.ac.uk/fac/sci/med/
research/platform/wemwbs (accessed 14 February 2020).

The items deal with feelings and thoughts that can be used to assess mental well-being, each scored 1
(none of the time) to 5 (all of the time) on a Likert scale.

The total score therefore ranges from 14 to 70.

The score should be presented as a mean with SD or 95% CI for the population of interest (looked after
children in our trial). Subgroups, such as by site or age group should be presented in the same way.

Differences between two time points (baseline and follow-up in the SOLID trial) are assessed using the
two-sample t-test.

It is recommended that samples include at least 50 in each group, if groups are to be compared. This
may not be fully achieved in the SOLID trial, as the initial target was 50 per group allowing for 15 lost
to follow-up.

TABLE 29 Strengths and Difficulties Questionnaire subscales

Symptom scale

Response

Not true Somewhat true Certainly true

Emotional problems scale

Questions 3, 8, 13, 16 and 24 0 1 2

Conduct problems scale

0 1 2Questions 5, 12, 18 and 22 

Question 7 2 1 0

Hyperactivity scale

Questions 2, 10 and 15 0 1 2

Questions 21 and 25 2 1 0

Peer problems scale

Questions 6, 19 and 23 0 1 2

Questions 11 and 14 2 1 0

Prosocial scale

Questions 1, 4, 9, 17 and 20 0 1 2

APPENDIX 3

NIHR Journals Library www.journalslibrary.nihr.ac.uk

124

https://warwick.ac.uk/fac/sci/med/research/platform/wemwbs
https://warwick.ac.uk/fac/sci/med/research/platform/wemwbs


Interpretation of well-being scores (for self-assessment, from the NHS)

l 0–32: very low score.
l 32–40: below average score.
l 40–59: average score.
l 59-70: above average score.

Missing items
A harsh approach to missing items is to drop any score that does not have all 14 items completed.
This is acceptable when just a few of the responders have missing items, but often that is not the case.
A softer approach can be appropriate, but none of the possible methods to deal with missing items
have been assessed for the WEMWBS.

Suggested methods of dealing with missing data are (bold is approach expected in the SOLID trial):

l calculate mean of answered items and use that as the value for missing responses.

The suggested limit for missing items is three, so responders missing more than three items should
be omitted.

For the SOLID trial we assessed the missing items. We will consider the randomness of missing items
(to ensure that certain items are not been systematically omitted).

Romantic and intimate behaviours

This questionnaire is filled out for looked-after children aged ≥ 12 years, which covers all of those
recruited into the study, as the population is looked-after children aged 12–20 years.

Questions relating to enjoyment of sexual experience will be replaced by two questions from the
ESPAD multicountry survey of alcohol and drug use, assessing regret in engagement in sexual contacts
and engagement in unprotected sexual intercourse, particularly relevant in relation to sexual
encounters preceded by substance misuse. The advantage of the CASI is that it is graded, with more
intimate sexual contact not asked about if lesser contact, such as kissing and cuddling, has not yet been
experienced. This instrument has been discussed with the study PPI group, which acknowledged the
graded nature of administration and supported its use. A computerised version will be administered.

The questionnaire has 10 items, but some have subquestions so a total of 14 questions are asked.
Table 30 shows the questions asked regarding romantic and intimate behaviours.

The responder is also asked how much they enjoyed each action after the initial question. Then after
each item, the looked-after child is asked whether or not they had a condom with them. This is
followed for question 14, by asking if they used the condom. Note that from question 7 onwards the
looked-after child is asked if they regretted the action.

Interview can end early with certain responses:

l If questions 4 and 4a are both answered ‘no’.
l If the answer to question 6 is ‘no’.
l If the answer to questions 7 and 8 is ‘no’.

From this point onwards only continues if responder answers ‘yes’ to a question. As soon as a response
is ‘no’, interview ends.

Each question is scored as ‘no’ (0) or ‘yes’ (1).
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For all questions also ask
If ‘yes’, ask how much did you enjoy it? Not at all (1), a bit (2), quite a lot (3) or very much (4).

Then ask did they have a condom? No (0), yes (1).

For question 7 onwards also ask
Did they regret? Not at all (1), a bit (2), quite a lot (3) or very much (4).

Descriptive statistics can be presented separately for males and females.

As there is not a scoring manual for this questionnaire, the chief investigator suggested that we split
the activities in the questions into minor and advanced. Note that question 1 is not asked in the
SOLID trial. The first five questions (questions 2–6) fall into the minor category, and the remaining four
questions are the more advanced (questions 7–10). Note that question 1 was not asked in the SOLID
trial, so minor category will be the sum of questions 2–6.

The stopping rules will also need to be considered in the analysis of this questionnaire.

Scored 1 for having done the activity, and 0 for not.

Summary statistics for both categories will be presented. The chief investigator also wanted to
summarise the ‘regret’ subquestion asked after each item. (So the study will not be looking at the
‘enjoyed’ and ‘had a condom’ subquestions for this feasibility study.) The regret question is scored as
1 (not at all), 2 (a bit), 3 (quite a lot) or 4 (very much).

For the self-reported romantic and intimate behaviour, measured using items taken from the CASI
questionnaire used in the Avon Longitudinal Study of Parents and Children and supplemented with
questions relating to regret in sexual encounters and unprotected sex used in the ESPAD, four
measures were derived from the questionnaire (number 1 was the score calculated as per the skipping
rules, but numbers 2–4 were not standard scoring schemes from the questionnaire – the SOLID
trial-specific outcomes derived from the questionnaire data).

TABLE 30 Details of original romantic and intimate behaviour questionnaire questions and SOLID trial questions

Question number:
original

Question number:
the SOLID trial Question text

1 Not asked Have you hugged anybody?

2 1 Have you held hands?

3 2 Have you spent time alone?

4 3 Have you kissed?

4a 4 Have you been kissed by anybody?

5 5 Have you cuddled?

6 6 Have you lain down together?

7 7 Has someone put their hands under your clothing?

8 8 Have you put your hands under someone else’s clothing?

9 9 Have you been undressed with your [private parts] showing?

9a 9a Have you touched or fondled someone’s private parts?

9b 9b Has someone touched or fondled your private parts?

9c 9c Have you had oral sex?

10 10 Have you had sexual intercourse?
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1. Romantic and intimate behaviour. This summarises the whole questionnaire with a score for each
participant. This includes the subquestions relating to ‘enjoy’, ‘regret’ and whether or not they had a
condom with them during the particular specified activities.

2. Romantic and intimate behaviour (minor). This is simply a score derived from adding up the scores
to questions 2, 3, 4, 4a, 5 and 6 of questionnaire (1 for yes, 0 for no, so scores range from 0 to 6).

3. Romantic and intimate behaviour (advanced). This is simply a score derived from adding up the scores to
questions 7, 8, 9, 9a, 9b, 9c and 10 of the questionnaire (1 for yes, 0 for no, so scores range from 0 to 7).

4. Romantic and intimate behaviour (regret). For each of questions from question 7 onwards the
participants were asked if they regretted the action. They can score the regret as 1 (not at all),
2 (a bit), 3 (quite a lot) or 4 (very much). The regret score is calculated as the sum of these regret
parts of questions. Note that due to stopping rules the minimum regret score can be 0 if the
participant did not take part in any of the activities for which the regret question was asked. Scores
of 1–6 imply that the participant answered one to six questions, but had no regrets about any of
them (score range is 0–28).

The skip logic for the questionnaire is shown in Table 31.

l Skip logic 1: if participant answers ‘no’ to questions 3, 4 and 5 then stop, otherwise continue.
l Skip logic 2: if participant answers ‘no’ to question 6 then stop, otherwise continue.
l Skip logic 3: if participant answers ‘no’ to question 8, and also question 7 then stop, if question 8 is

‘no’ but question 7 was ‘yes’ then move to question 9 (continue).
l Skip logic 4 to skip logic 7: from question 9 onwards, if answer is ‘no’ then stop, otherwise continue.
l Skip logic 8: if answer to question 10 is ‘yes’ then end.

The score for each question are calculated as:

l Questions 1–6: score is 0 if answer ‘no’ or if ‘yes’ enjoy (1 = not at all, 2 = a bit, 3 = quite a lot,
4 = very much). Score ranges from 0 to 4.

l Questions 7 and 8: score as for questions 1–6 + regret (1 = not at all, 2 = a bit, 3 = quite a lot,
4 = very much). Score ranges from 0 to 8.

l Questions 9 and 10: as for questions 7 and 8 + condom (no = 0, yes = 1). Score ranges from 0 to 9.

Antisocial/criminal behaviour

The questionnaire contains 15 questions. For each of the 15 questions the tablet version used in the
SOLID trial asks how often in the last year have you done any of the following:

1. Skipped or skived off school.
2. Broken into a car or van with the intention of stealing something out of it.
3. Hit, kicked or punched someone on purpose.
4. Deliberately set fire or tried to set fire to somebody’s property or a building.
5. Taken money or something else that did not belong to you from home without permission.
6. Used force, threats or a weapon to get money or something else from somebody.
7. Written things or sprayed paint on property that did not belong to you.
8. Gone into or broken into a house or building with the intentions of stealing something.
9. Deliberately damaged or destroyed property that did not belong to you.

10. Carried a knife or weapon with you for protection or in case it was needed in a fight.
11. Taken money or something else that did not belong to you from school.
12. Stolen or ridden in a stolen car or van or on a stolen motorbike.
13. Been rowdy or rude in a public place so that people complained or you got into trouble.
14. Taken something from a shop or a store without paying for it.
15. Not paid the correct fare or not paid at all on a bus or train.
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TABLE 31 Skip logic for CASI and scoring for the romantic and intimate behaviour questionnaire

Study
ID

Question
1

Question
2

Question
3

Question
4

Question
5

Skip
logic 1

Question
6

Skip
logic 2

Question
7

Question
8

Skip
logic 3

Question
9

Skip
logic 4

Question
9a

Skip
logic 5

Question
9b

Skip
logic 6

Question
9c

Skip
logic 7

Question
10

Skip
logic 8

4002 2 3 3 3 4 Continue 3 Continue 5 5 Continue 5 Continue 5 Continue 6 Continue 6 Continue 5 End

4005 2 2 3 2 2 Continue 2 Continue 3 3 Continue 4 Continue 4 Continue 4 Continue 4 Continue 4 End

4006 3 2 2 2 2 Continue 2 Continue 3 3 Continue 4 Continue 4 Continue 4 Continue 4 Continue 4 End

4007 4 3 4 2 3 Continue 3 Continue 5 4 Continue 5 Continue 5 Continue 5 Continue 4 Continue 5 End

4008 2 2 3 3 3 Continue 3 Continue 4 4 Continue 0 Stop

4009 2 3 3 3 3 Continue 3 Continue 0 0 Stop

4010 3 2 2 2 3 Continue 2 Continue 3 3 Continue 3 Continue 3 Continue 4 Continue 0 Stop

4011 0 0 0 0 0 Stop

4012 4 2 4 4 4 Continue 4 Continue 4 4 Continue 5 Continue 4 Continue 4 Continue 4 Continue 5 End

4014 4 3 4 4 4 Continue 4 Continue 5 5 Continue 5 Continue 5 Continue 5 Continue 5 Continue 5 End

4017 3 4 4 2 4 Continue 4 Continue 5 4 Continue 6 Continue 6 Continue 6 Continue 6 Continue 6 End

4018 2 3 3 3 3 Continue 3 Continue 4 4 Continue 5 Continue 5 Continue 5 Continue 5 Continue 5 End

4019 0 0 0 0 0 Stop

4020 0 0 3 3 0 Continue 0 Stop

4021 3 2 3 3 3 Continue 2 Continue 3 3 Continue 3 Continue 3 Continue 3 Continue 3 Continue 3 End

4022 3 4 4 4 4 Continue 4 Continue 5 5 Continue 5 Continue 5 Continue 5 Continue 4 Continue 5 End

4023 4 4 4 4 3 Continue 3 Continue 4 4 Continue 4 Continue 5 Continue 5 Continue 5 Continue 4 End

5001 3 2 2 2 2 Continue 0 Stop

5002 4 4 4 4 4 Continue 4 Continue 5 5 Continue 6 Continue 6 Continue 6 Continue 6 Continue 6 End

5004 0 3 0 0 4 Continue 0 Stop

5008 0 2 0 0 0 Stop

6003 2 3 2 2 2 Continue 0 Stop

6004 1 0 2 2 2 Continue 2 Continue 6 5 Continue 7 Continue 6 Continue 6 Continue 6 Continue 7 End

6007 0 3 3 3 3 Continue 3 Continue 4 4 Continue 4 Continue 4 Continue 4 Continue 0 Stop

6008 3 2 3 2 4 Continue 0 Stop

6009 4 4 4 4 4 Continue 4 Continue 5 5 Continue 5 Continue 5 Continue 5 Continue 5 Continue 5 End

6012 2 2 2 2 2 Continue 2 Continue 6 6 Continue 7 Continue 7 Continue 7 Continue 7 Continue 7 End

6014 2 2 3 3 3 Continue 3 Continue 0 0 Stop

6017 2 2 2 2 2 Continue 2 Continue 3 3 Continue 4 Continue 4 Continue 4 Continue 5 Continue 4 End

6020 2 3 3 3 3 Continue 3 Continue 4 4 Continue 3 Continue 4 Continue 4 Continue 4 Continue 4 End
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Study
ID

Question
1

Question
2

Question
3

Question
4

Question
5

Skip
logic 1

Question
6

Skip
logic 2

Question
7

Question
8

Skip
logic 3

Question
9

Skip
logic 4

Question
9a

Skip
logic 5

Question
9b

Skip
logic 6

Question
9c

Skip
logic 7

Question
10

Skip
logic 8

7002 2 2 2 2 2 Continue 2 Continue 3 3 Continue 3 Continue 4 Continue 0 Stop

7003 4 1 4 4 4 Continue 4 Continue 7 7 Continue 7 Continue 7 Continue 7 Continue 7 Continue 7 End

7005 3 4 0 0 0 Stop

7007 3 3 3 3 3 Continue 3 Continue 4 4 Continue 4 Continue 4 Continue 4 Continue 4 Continue 4 End

7009 1 3 2 1 3 Continue 2 Continue 0 0 Stop

7012 0 0 2 2 2 Continue 3 Continue 5 5 Continue 4 Continue 3 Continue 3 Continue 0 Stop

7013 4 4 4 4 4 Continue 4 Continue 5 5 Continue 5 Continue 5 Continue 5 Continue 5 Continue 5 End

7015 4 4 4 4 4 Continue 4 Continue 5 5 Continue 5 Continue 5 Continue 5 Continue 5 Continue 5 End

7016 4 4 4 4 4 Continue 4 Continue 5 5 Continue 6 Continue 5 Continue 5 Continue 0 Stop

7017 2 2 2 2 2 Continue 2 Continue 5 5 Continue 5 Continue 4 Continue 5 Continue 4 Continue 4 End

7018 2 3 3 2 2 Continue 3 Continue 4 4 Continue 5 Continue 5 Continue 5 Continue 5 Continue 5 End

7020 3 3 3 3 3 Continue 4 Continue 4 4 Continue 5 Continue 5 Continue 5 Continue 7 Continue 5 End

7023 2 2 4 4 4 Continue 4 Continue 5 5 Continue 6 Continue 5 Continue 6 Continue 5 Continue 5 End

7024 0 3 0 0 2 Continue 0 Stop

7025 2 2 3 3 3 Continue 3 Continue 5 4 Continue 5 Continue 5 Continue 5 Continue 5 Continue 5 End

7026 2 3 2 2 3 Continue 3 Continue 0 3 Continue 0 Stop

7027 2 1 3 3 3 Continue 2 Continue 0 0 Stop

7028 2 0 0 3 2 Continue 0 Stop

7029 4 3 4 4 4 Continue 4 Continue 5 4 Continue 6 Continue 5 Continue 5 Continue 6 Continue 6 End

7031 0 3 0 0 0 Stop

7033 4 4 4 4 4 Continue 4 Continue 4 5 Continue 4 Continue 4 Continue 4 Continue 0 Stop

8005 2 2 2 2 2 Continue 2 Continue 3 3 Continue 3 Continue 3 Continue 3 Continue 3 Continue 3 End

8009 2 2 2 2 2 Continue 2 Continue 3 3 Continue 0 Stop

8014 1 3 2 2 2 Continue 2 Continue 4 3 Continue 3 Continue 3 Continue 4 Continue 0 Stop

8015 4 2 4 4 4 Continue 0 Stop

8016 3 3 3 2 2 Continue 3 Continue 0 0 Stop

8017 3 2 3 3 3 Continue 0 Stop

9003 3 3 3 3 3 Continue 3 Continue 0 0 Stop

9005 3 4 4 4 4 Continue 4 Continue 4 4 Continue 0 Stop

9007 3 3 3 3 3 Continue 3 Continue 4 4 Continue 4 Continue 4 Continue 4 Continue 4 Continue 4 End
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The options for each of the 15 questions are not at all (1), just once (2), two to five times (3) or six or
more times (4).

The questionnaire seeks to evaluate co-occurrence of antisocial behaviour and alcohol use. Descriptive
statistics will be presented separately for male and female.

As there is not a scoring manual for this questionnaire the chief investigator suggested that as
all are quite serious, except for question 1 (skipping off school), we do not split into minor
and advanced.

Scored 1 for having done the activity, and 0 for not.

Summary statistics will be presented.

The chief investigator also wanted to summarise the ‘How often in the last year have you done any of
the following’ subquestion asked after each item. The subquestion is scored as 1 (not at all), 2 (just once),
3 (two to five times) and 4 (six or more times).

Use of Health and Social Services Questionnaire

This questionnaire asked about participants’ use of health and social resources within the last
12-month period. If the answer was none, participants were requested to enter a zero (0) into
the survey.

The questions were as follows.

Hospital services

1. In the past 12 months how many times have you visited an accident and emergency department as
a patient?

2. In the past 12 months how many nights have you spent in hospital as a patient?
3. In the past 12 months how many times have you been admitted to hospital but not been kept

in overnight?
4. In the past 12 months how many appointments have you had as an outpatient at the hospital?

General practice services

1. In the past 12 months how many times have you visited a doctor at your general practice?
2. In the past 12 months how many times has a doctor visited you at home?
3. In the past 12 months how many times have you visited the nurse at your general practice?
4. In the past 12 months how many times has a nurse visited you at home?
5. In the past 12 months how many times have you received a prescription?

Social and care services

1. In the past 12 months how many times have you been visited by a social worker at home?
2. In the past 12 months how many times have you visited a social worker at their office?
3. In the past 12 months how many times have you been visited at home by a care worker

or advisor?
4. In the past 12 months how many times have you visited a care worker or advisor at their office?
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Criminal justice resources

1. In the past 12 months how many times have you been arrested, cautioned or received an
on-the-spot fine?

2. In the past 12 months how many days have you appeared at a magistrate’s court?
3. In the past 12 months how many times have you appeared at a crown court?
4. In the past 12 months how many days have you spent in prison?

Descriptive statistics only were provided for this questionnaire.

Alcohol timeline follow-back

This is a drinking assessment method that obtains estimates of daily drinking. Use of calendar to
provide retrospective estimates of daily drinking over a specified period (30 days in the SOLID trial).
This method is recommended to gain fairly precise estimates.

The TLFB can generate variables that provide a wide range of information about an individual’s
drinking (e.g. pattern, variability and magnitude of drinking). The method is recommended for use when
relatively precise estimates of drinking are necessary, especially when a complete picture of drinking
days (i.e. high- and low-risk days) is needed (evaluating drinking pre–post treatment).

The TLFB in the SOLID trial will seek to identify the ‘number of occasions when ≥ 5 standard drink
units are consumed on a single drinking day’.

The TLFB-30 will be compared with first 7 days of TLFB and the shorter AUDIT, ASSIST-Y and
CRAFFT tools. A summary of the questionnaires is in Table 32.
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TABLE 32 Summary of questionnaires

Outcome measure Definition Scoring Subscales Missing value rules Thresholds

AUDIT questionnaire Screen for alcohol misuse Ten questions

Questions 1–8 have five
options and questions 9
and 10 have three options

Scoring: for all 10
questions scores range
from 0 to 4

For questions 1–8: the
first option in the
question scores 0 and the
last option scores 4

For questions 9 and 10:
the scores are allocated as
0 for the first option, 2 for
the second option and 4
for the last option

Range of scores is 0 to 40

AUDIT-C range of scores
is 0–12

Three subscales of the
AUDIT-C screen is:

Three questions on the
amount and frequency of
drinking (questions 1–3)

Three questions on
alcohol dependence
(questions 4–6)

Four questions on
problems caused by
alcohol (questions 7–10)

None Total AUDIT score:

A score of ≥ 8 is associated
with harmful or hazardous
drinking

A score of ≥ 13 in women and
≥ 15 in men is likely to indicate
alcohol dependency

AUDT-C score:

A score of ≥ 3 in women and
≥ 4 in men is likely to indicate
hazardous drinking or active
alcohol use disorders
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Outcome measure Definition Scoring Subscales Missing value rules Thresholds

ASSIST-Y Alcohol, Smoking and
Substance Involvement
Screening Test (adapted)

For each substance listed,
sum the scores for
questions 2–6

Note that tobacco is not
coded for question 5,
so should be sum of
questions 2–4 and 6 for
tobacco

No subscales, but slightly
different versions of
questionnaire and
different thresholds for
those aged 10–14 years
and ≥ 15 years

None Aged 10–14 years:

For tobacco, alcohol and
inhalants a score of 2–5 is
moderate risk, a score of > 6
is high risk. Scores > 2 in any
other substance indicates
high risk

Aged 15–17 years:

Any injection of drugs is high
risk. For tobacco and cannabis a
score of 2–11 is moderate risk.
For alcohol a score of 5–17 is
moderate risk. For cocaine,
sedatives, opioids, NPS and ‘other’
drugs a score of 2–6 is moderate
risk. For amphetamines, inhalants
and hallucinogens a score of 2–8
is moderate risk. High risk scores:
tobacco and cannabis > 12;
alcohol > 18; cocaine, sedatives,
opioids, NPS and ‘other’ > 7; and
amphetamines, inhalants and
hallucinogens > 9

continued
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TABLE 32 Summary of questionnaires (continued )

Outcome measure Definition Scoring Subscales Missing value rules Thresholds

SDQ Behavioural screening
questionnaire for young
people aged 3–16 years

SDQ scores can be used
as continuous scales,
sometimes categories can
be used for particular
score ranges

Each of the five subscales
is scored 0–10

Total difficulties score by
summing all scales, except
the prosocial scale. Scores
range from 0 to 40

Check with TMG which
category version 3 or
4 categories

Total score (all 25) and
five subscales each with
five questions (emotional
problems, conduct
problems, hyperactivity,
peer problems, prosocial)
and two further subscales
(externalising score which
is sum of emotional and
conduct subscales and
internalising score which
is sum of hyperactivity
and peer scales)

For any of five subscales, if at
least three of five items is
completed. Scores scaled up
pro rata (e.g. a score of 4 based
on three items is scaled up to
6.67, rounded to 7 for all five
items)

Total score missing if one of
four subscores missing

Total difficulties: close to
average 0–14, slightly raised
15–17, high 18–19, very high
20–40

Emotional problems: close to
average 0–4, slightly raised 5,
high 6, very high 7–10

Conduct problems: close to
average 0–3, slightly raised 4,
high 5, very high 6–10

Hyperactivity: close to average
0–5, slightly raised 6, high 7,
very high 8–10

Peer problems: close to average
0–2, slightly raised 3, high 4,
very high 5–10

Prosocial: close to average
7–10, slightly lowered 6, low 5,
very low 0–4

WEMWBS Deals with feelings and
thoughts that can be
used to assess mental
well-being

Fourteen items each
scoring 1–5. Total score
ranges from 14 to 70

The score should be
presented as a mean with
SD or 95% CI for the
population of interest

No subscales Missing more than three items
are omitted

The SOLID trial: calculate
missing items as average of
answered

Well-being scores: 0–32, very
low; 32–40, below average;
40–59, average; 59–70, above
average
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Outcome measure Definition Scoring Subscales Missing value rules Thresholds

CASI: romantic and
intimate behaviours

To assess relationships
between alcohol
consumption and sexual
behaviours

Ten items, but some have
subquestions, so a total of
14 questions asked

Looked after children
aged ≥ 12 years analysed
separately for boys and
girls

Interview can end early with
certain responses:

l If questions 4 and 4a are
both answered ‘no’ or if
answer to question 6 is ‘no’

l If responder answers ‘no’ to
both questions 7 and 8, from
this point onwards only
continues if responder
answers ‘yes’ to a question.
As soon as response is ‘no’,
interview ends

Antisocial/criminal
behaviour

To evaluate co-occurrence
of antisocial behaviour
and alcohol use

Contains 15 questions

For the SOLID trial
(follow-up only) we
will give the numbers
choosing the ‘yes’ option
to each question, as well
as the numbers specifying
that they have done the
action once, two to five
times or six or more times

No subscales None None

Alcohol TLFB Obtains estimates of daily
drinking

No scoring, but use of
calendar to provide
retrospective estimates
of daily drinking over a
specified period, 30 days
in the SOLID trial

7-day period also of
interest for comparisons
in the SOLID trial

None The TLFB in the SOLID trial
will seek to identify the
‘number of occasions when
≥ 5 standard drink units are
consumed on a single
drinking day’
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Appendix 4 Statistical data

Parts of this appendix have been adapted from Alderson et al.67 This is an Open Access article
distributed in accordance with the terms of the Creative Commons Attribution (CC BY 4.0) license,

which permits others to distribute, remix, adapt and build upon this work, for commercial use, provided
the original work is properly cited. See: http://creativecommons.org/licenses/by/4.0/. The text includes
minor additions and formatting changes to the original text.

Baseline data

Tables 33–36 show the baseline data summary statistics by sex, age, residential status and placement
type for the children in care.

Tables 37–42 show the ASSIST-Y baseline data summary statistics by sex, age, residential status and
placement type for the children in care.

Placement split by category

Tables 43–46 show baseline SDQ summary statistics by sex, age and placement type.

Tables 47–50 show baseline WEMWBS questionnaire summary statistics by sex, age and placement type.

12-month follow-up data

Tables 51–62 present summary statistics for the follow-up data collected at 12 months post
recruitment. Table 51 shows the follow-up status for children in care within the SOLID trial.

Tables 52 and 53 show the episodes of heavy drinking in the preceding 30- and 7-day periods at
12 months’ follow-up.

Tables 54 and 55 show follow-up summary statistics for AUDIT and AUDIT-C and numbers reporting
hazardous drinking and alcohol dependency.

An AUDIT score of ≥ 8 indicates hazardous alcohol consumption and a score of ≥ 13 for females and
≥ 15 for males indicates alcohol dependency. An AUDIT-C score of ≥ 4 in males and ≥ 3 in females
indicates hazardous alcohol consumption
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TABLE 33 Baseline AUDIT and AUDIT-C questionnaire summary statistics, split by sex

AUDIT and AUDIT-C
(questionnaire scoring range)

Sex

Male (N= 50) Female (N= 61)

n Minimum LQ Median UQ Maximum Mean SD n Minimum LQ Median UQ Maximum Mean SD

AUDIT (0–40) 50 0 2 7.5 14 23 8.1 6.6 61 0 5 10 16 30 11.3 7.7

AUDIT-C (0–12) 50 0 1 4 7 9 4.0 2.9 61 0 4 5 7 10 5.2 2.5

LQ, lower quartile; UQ, upper quartile.

TABLE 34 Baseline AUDIT and AUDIT-C questionnaire summary statistics, split by age (< 18 years vs. ≥ 18 years)

AUDIT and AUDIT-C
(questionnaire scoring range)

Age

< 18 years (N= 57) ≥ 18 years (N= 54)

n Minimum LQ Median UQ Maximum Mean SD n Minimum LQ Median UQ Maximum Mean SD

AUDIT (0–40) 57 0 4 8 14 29 9.0 7.0 54 0 5 9.5 16 30 10.8 7.7

AUDIT-C (0–12) 57 0 2 4 6 9 4.1 2.6 54 0 4 6 7 10 5.2 2.8

LQ, lower quartile; UQ, upper quartile.

TABLE 35 Baseline AUDIT and AUDIT-C questionnaire summary statistics, split by placement type (residential vs. non-residential)

AUDIT and AUDIT-C
(questionnaire scoring range)

Placement type

Residential (N= 19) Non-residential (N= 92)

n Minimum LQ Median UQ Maximum Mean SD n Minimum LQ Median UQ Maximum Mean SD

AUDIT (0–40) 19 0 4 13 15 29 11.4 8.6 92 0 4 8 15 30 9.6 7.1

AUDIT-C (0–12) 19 0 2 5 7 9 4.5 2.6 92 0 3 5 7 10 4.7 2.8

LQ, lower quartile; UQ, upper quartile.
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TABLE 36 Baseline AUDIT and AUDIT-C questionnaire summary statistics, split by placement

AUDIT and AUDIT-C
(questionnaire scoring range) n Minimum LQ Median UQ Maximum Mean SD

AUDIT (0–40)

Foster outside family 28 0 2.5 6 13 20 7.3 5.8

Foster within family 6 0 5 9.5 13 17 9.0 6.4

Residential home 19 0 4 13 15 29 11.4 8.6

Own accommodation 49 0 4 10 17 30 10.8 7.9

With parents 6 4 5 9 17 21 10.8 6.8

Other 3a

AUDIT-C (0–12)

Foster outside family 28 0 2 4.5 6 9 4.1 2.7

Foster within family 6 0 2 4 6 8 4.0 2.8

Residential home 19 0 2 5 7 9 4.5 2.6

Own accommodation 49 0 4 6 7 10 5.2 2.9

With parents 6 3 4 4.5 8 9 5.5 2.4

Other 3a

LQ, lower quartile; UQ, upper quartile.
a Note, that any grouping of five or less has too few to provide meaningful estimates of summary statistics.

DOI: 10.3310/phr08130 Public Health Research 2020 Vol. 8 No. 13

© Queen’s Printer and Controller of HMSO 2020. This work was produced by Alderson et al. under the terms of a commissioning contract issued by the Secretary of State
for Health and Social Care. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in
professional journals provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial
reproduction should be addressed to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House,
University of Southampton Science Park, Southampton SO16 7NS, UK.

139



TABLE 37 Baseline ASSIST-Y questionnaire summary statistics, split by sex

Type of
substance
used

Sex

Male (N= 50) Female (N= 61)

Tried
(% n of N) Minimum LQ Median UQ Maximum Mean SD n> 3ma

Tried
(% n of N) Minimum LQ Median UQ Maximum Mean SD n> 3ma

Tobaccob 43 (86) 0 6 12 18 25 12.0 7.3 6 50 (82) 0 12 12 18 25 13.8 6.3 2

Alcohol 47 (94) 0 3 6 12 25 7.7 6.3 6 61 (100) 0 2 7 15 28 9.6 8.1 4

Cannabis 39 (78) 0 2 9 17 33 10.2 9.2 9 42 (69) 0 2 9 18 30 10.3 8.7 10

Cocaine 20 (40) 0 1 4 9 15 5.4 5.1 6 20 (33) 0 1 5 17.5 22 8.8 8.4 7

Amphetamine 15 (30) 0 0 5 7 8 3.6 3.2 7 12 (20) 0 0 0 5.5 21 3.7 6.3 8

Inhalants 3c (6) 1 6 (10) 0 0 2 6 6 2.7 2.7 3

Sedative 10 (20) 0 0 1 6 10 3.1 3.8 5 17 (28) 0 0 3 5 28 6.1 8.3 5

Hallucinogens 9 (18) 0 0 2 6 9 3.3 3.7 4 10 (16) 0 0 0 2 21 3.6 7.3 7

Opioids 3c (6) 1 8 (13) 0 0 0 8.5 21 4.8 8.9 6

NPS 10 (20) 0 0 2.5 8 14 4.3 4.7 4 9 (15) 0 0 2 6 11 3.8 4.3 4

Otherd 0c (0) 0 3c (5) 1

LQ, lower quartile; UQ, upper quartile.
a n > 3m is those who have taken the substance but not in last 3 months. Score is based on the concern question only, scores are 0, 3 or 6.
b Tobacco score is not coded same as other substances, does not use question 5.
c Any grouping of five or less has too few to provide meaningful estimates of summary statistics.
d ‘Other’ are bubble, cold and flu liquid, and ecstasy.
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TABLE 38 Baseline ASSIST-Y questionnaire summary statistics, split by age (< 18 years vs. ≥ 18 years)

Type of
substance
used

Age

< 18 years (N= 57) ≥ 18 years (N= 54)

Tried
(% n of N) Minimum LQ Median UQ Maximum Mean SD n> 3ma

Tried
(% n of N) Minimum LQ Median UQ Maximum Mean SD n> 3ma

Tobaccob 49 (86) 0 7 12 16 25 12.0 7.2 7 44 (81) 0 12 12 18 25 14.1 6.2 1

Alcohol 55 (96) 0 2 6 13 24 7.6 6.6 5 53 (98) 0 3 7 15 28 10.0 8.0 5

Cannabis 38 (67) 0 0 9.5 17 33 9.6 8.7 11 43 (80) 0 3 8 19 30 10.8 9.1 8

Cocaine 14 (25) 0 0 2 6 19 4.4 5.5 5 26 (48) 0 2 6.5 15 22 8.5 7.5 8

Amphetamine 11 (19) 0 0 0 7 21 4.3 6.4 6 16 (30) 0 0 3 6 9 3.2 3.2 9

Inhalants 4c (7) 1 5c (9) 3

Sedative 12 (21) 0 0 2 5.5 22 5.1 7.1 4 15 (28) 0 0 3 8 28 4.9 7.2 6

Hallucinogens 5c (9) 2 14 (26) 0 0 0 5 21 3.0 5.8 9

Opioids 3c (5) 2 8 (15) 0 0 0 11.5 21 5.5 8.7 5

NPS 5c (9) 2 14 (26) 0 0 2.5 6 10 3.6 3.5 6

Otherd 2c (4) 1 1c (2) 0

LQ, lower quartile; UQ, upper quartile.
a n > 3m is those who have taken the substance but not in last 3 months. Score is based on the concern question only, scores are 0, 3 or 6.
b Tobacco score is not coded same as other substances, does not use question 5.
c Any grouping of five or less has too few to provide meaningful estimates of summary statistics.
d ‘Other’ are bubble, cold and flu liquid, and ecstasy.
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TABLE 39 Baseline ASSIST-Y questionnaire summary statistics, split by placement type (residential vs. non-residential)

Type of
substance
used

Placement type

Residential home (N= 19) Non-residential type (N= 92)

Tried
(% n of N) Minimum LQ Median UQ Maximum Mean SD n> 3ma

Tried
(% n of N) Minimum LQ Median UQ Maximum Mean SD n> 3ma

Tobaccob 18 (95) 2 12 15 18 25 14.8 6.0 0 75 (82) 0 9 12 18 25 12.5 6.9 8

Alcohol 18 (95) 0 2 6.5 15 21 8.6 7.3 2 90 (98) 0 3 6.5 14 28 8.8 7.5 8

Cannabis 15 (79) 0 5 12 20 33 13.8 8.9 1 66 (72) 0 2 7 17 30 9.4 8.8 18

Cocaine 7 (37) 0 2 5 12 19 7.0 6.8 1 33 (36) 0 0 5 14 22 7.1 7.2 12

Amphetamine 4c (21) 2 23 (25) 0 0 3 6 9 3.0 3.2 13

Inhalants 2c (11) 0 7 (8) 0 0 2 2 6 1.7 2.1 4

Sedative 4c (21) 2 23 (25) 0 0 3 6 28 5.0 7.0 8

Hallucinogens 2c (11) 0 17 (18) 0 0 0 2 21 2.6 5.4 11

Opioids 1c (5) 1 10 (11) 0 0 0 6 21 4.6 7.9 6

NPS 4c (21) 1 15 (16) 0 0 2 6 10 3.3 3.5 7

Otherd 1c (5) 0 2c (2) 1

LQ, lower quartile; UQ, upper quartile.
a n > 3m is those who have taken the substance but not in last 3 months. Score is based on the concern question only, scores are 0, 3 or 6.
b Tobacco score is not coded same as other substances, does not use question 5.
c Any grouping of five or less has too few to provide meaningful estimates of summary statistics.
d ‘Other’ are bubble, cold and flu liquid, and ecstasy.

A
P
P
E
N
D
IX

4

N
IH

R
Jo
u
rn
als

Lib
rary

w
w
w
.jo

u
rn
alslib

rary.n
ih
r.ac.u

k

1
4
2



TABLE 40 Baseline ASSIST-Y questionnaire summary statistics, foster outside family

Type of
substance
used

Foster outside family (N= 28)

Tried
(% n of N) Minimum LQ Median UQ Maximum Mean SD

Not taken substance
in last 3 months but
has previously

Tobaccoa 20 (71) 0 3 12 18 25 11.6 7.9 4

Alcohol 27 (96) 0 2 3 10 25 6.4 6.2 2

Cannabis 17 (61) 0 0 2 9 22 5.2 6.4 7

Cocaine 6 (21) 0 0 1 3 3 1.3 1.5 5

Amphetamine 2b (7) 2

Inhalants 1b (4) 0

Sedative 3b (11) 1

Hallucinogens 2b (7) 1

Opioids 1b (4) 1

NPS 0b (0) 0

Other 0b (0) 0

LQ, lower quartile; UQ, upper quartile.
a Tobacco score is not coded same as other substances, does not use question 5.
b Any grouping of five or less has too few to provide meaningful estimates of summary statistics.

TABLE 41 Baseline ASSIST-Y questionnaire summary statistics, own accommodation

Type of
substance
used

Own accommodation (N= 49)

Tried
(% n of N) Minimum LQ Median UQ Maximum Mean SD

Not taken substance
in last 3 months but
has previously

Tobaccoa 42 (86) 0 12 12 18 25 13.0 7.0 4

Alcohol 48 (98) 0 5 8 16.5 28 10.6 7.8 4

Cannabis 40 (82) 0 4 10.5 19.5 30 11.9 9.2 8

Cocaine 25 (51) 0 2 7 15 22 8.9 7.3 6

Amphetamine 20 (41) 0 0 4 6 9 3.5 3.2 10

Inhalants 5b (10) 3

Sedative 19 (39) 0 0 3 8 28 5.5 7.7 7

Hallucinogens 15 (31) 0 0 0 5 21 2.8 5.7 10

Opioids 7 (14) 0 0 2 17 21 6.6 8.8 3

NPS 15 (31) 0 0 2 6 10 3.3 3.5 7

Otherc 2b (4) 1

LQ, lower quartile; UQ, upper quartile.
a Tobacco score is not coded same as other substances, does not use question 5.
b Any grouping of five or less has too few to provide meaningful estimates of summary statistics.
c ‘Other’ are bubble, and cold and flu liquid.
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TABLE 42 Baseline ASSIST-Y questionnaire summary statistics, non-residential (combined)

Type of
substance
used

Non-residential type (N= 92)

Tried
(% n of N) Minimum LQ Median UQ Maximum Mean SD

Not taken substance
in last 3 months but
have previously

Tobaccoa 75 (82) 0 9 12 18 25 12.5 6.9 8

Alcohol 90 (98) 0 3 6.5 14 28 8.8 7.5 8

Cannabis 66 (72) 0 2 7 17 30 9.4 8.8 18

Cocaine 33 (36) 0 0 5 14 22 7.1 7.2 12

Amphetamine 23 (25) 0 0 3 6 9 3.0 3.2 13

Inhalants 7 (8) 0 0 2 2 6 1.7 2.1 4

Sedative 23 (25) 0 0 3 6 28 5.0 7.0 8

Hallucinogens 17 (18) 0 0 0 2 21 2.6 5.4 11

Opioids 10 (11) 0 0 0 6 21 4.6 7.9 6

NPS 15 (16) 0 0 2 6 10 3.3 3.5 7

Otherc 2b (2) 1

LQ, lower quartile; UQ, upper quartile.
a Tobacco score is not coded same as other substances, does not use question 5.
b Any grouping of five or less has too few to provide meaningful estimates of summary statistics.
c ‘Other’ are bubble, and cold and flu liquid.
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TABLE 43 Baseline SDQ summary statistics, split by sex

SDQ subscale

Sex

Male (N= 50) Female (N= 61)

Minimum LQ Median UQ Maximum Mean SD Minimum LQ Median UQ Maximum Mean SD

Emotional problems (0–10) 0 1 3 5 10 3.1 2.3 0 4 6 7 10 5.4 2.4

Conduct problems (0–10) 0 1 3 4 8 3.0 1.8 0 1 3 4 7 2.8 2.0

Hyperactivity (0–10) 0 3 5 6 10 4.6 2.2 0 4 5 8 10 5.5 2.6

Peer problems (0–10) 1 2 3 4 8 3.1 1.4 0 2 3 5 9 3.3 2.2

Prosocial (0–10) 0 6 7 9 10 7.1 2.2 3 7 8 9 10 8.0 1.7

Total difficulties (0–40)a 3 10 14 17 31 13.9 5.5 5 13 18 22 29 17.0 6.6

LQ, lower quartile; UQ, upper quartile.
a Total difficulties score is sum of emotional, conduct, hyperactivity and peer problems subscales.

TABLE 44 Baseline SDQ summary statistics, split by age (< 18 years vs. ≥ 18 years)

SDQ subscale

Age

< 18 years (N= 57) ≥ 18 years (N= 54)

Minimum LQ Median UQ Maximum Mean SD Minimum LQ Median UQ Maximum Mean SD

Emotional problems (0–10) 0 2 3 6 10 3.8 2.8 0 4 5 7 9 5.0 2.2

Conduct problems (0–10) 0 2 3 5 8 3.1 1.9 0 1 3 4 7 2.7 1.9

Hyperactivity (0–10) 0 3 5 8 10 5.3 2.7 0 4 5 6 9 4.9 2.1

Peer problems (0–10) 0 2 3 4 9 3.1 2.1 0 2 3 4 7 3.3 1.7

Prosocial (0–10) 0 6 7 9 10 7.3 2.2 4 7 8 9 10 7.8 1.7

Total difficulties (0–40)a 4 10 15 20 31 15.3 6.7 3 12 15.5 20 27 15.9 5.9

LQ, lower quartile; UQ, upper quartile.
a Total difficulties score is sum of emotional, conduct, hyperactivity and peer problems subscales.
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TABLE 45 Baseline SDQ summary statistics, split by placement type (residential vs. non-residential)

SDQ subscale

Placement type

Residential (N= 19) Non-residential (N= 92)

Minimum LQ Median UQ Maximum Mean SD Minimum LQ Median UQ Maximum Mean SD

Emotional problems (0–10) 0 2 4 5 10 3.8 2.7 0 2 4.5 6 10 4.5 2.6

Conduct problems (0–10) 0 3 3 5 8 3.7 2.0 0 1 3 4 7 2.8 1.8

Hyperactivity (0–10) 1 4 6 8 10 5.8 2.4 0 3 5 7 10 5.0 2.4

Peer problems (0–10) 0 1 2 3 8 2.6 1.9 0 2 3 4 9 3.3 1.9

Prosocial (0–10) 0 5 7 9 10 6.4 2.7 4 7 8 9 10 7.8 1.7

Total difficulties (0–40)a 7 11 15 20 31 15.9 6.1 3 11.5 15 20 29 15.5 6.4

LQ, lower quartile; UQ, upper quartile.
a Total difficulties score is sum of emotional, conduct, hyperactivity and peer problems subscales.
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TABLE 46 Baseline SDQ summary statistics, split by placement type

SDQ subscale n Minimum LQ Median UQ Maximum Mean SD

Emotional problems (0–10)

Foster outside family 28 0 1.5 4 6 10 4.0 2.8

Foster within family 6 1 2 4.5 6 7 4.2 2.5

Residential home 19 0 2 4 5 10 3.8 2.7

Own accommodation 49 1 3 5 7 10 5.1 2.3

With parents 6 0 0 2.5 5 5 2.5 2.4

Other 3a

Conduct problems (0–10)

Foster outside family 28 0 1 2 3 7 2.4 1.7

Foster within family 6 0 0 2 4 7 2.5 2.7

Residential home 19 0 3 3 5 8 3.7 2.0

Own accommodation 49 0 1 3 4 7 2.9 1.7

With parents 6 1 1 3 5 6 3.2 2.1

Other 3a

Hyperactivity (0–10)

Foster outside family 28 0 2.5 5 7 10 4.7 2.8

Foster within family 6 1 2 3 5 5 3.2 1.7

Residential home 19 1 4 6 8 10 5.8 2.4

Own accommodation 49 0 4 5 7 9 5.1 2.2

With parents 6 3 4 7 9 9 6.5 2.6

Other 3a

Peer problems (0–10)

Foster outside family 28 0 2 2.5 4 9 3.1 2.1

Foster within family 6 0 2 2.5 5 5 2.8 1.9

Residential home 19 0 1 2 3 8 2.6 1.9

Own accommodation 49 1 2 3 5 8 3.7 1.7

With parents 6 0 1 1 4 6 2.2 2.3

Other 3a

Prosocial (0–10)

Foster outside family 28 6 7 8 9.5 10 8.2 1.5

Foster within family 6 4 7 8.5 9 9 7.7 2.0

Residential home 19 0 5 7 9 10 6.4 2.7

Own accommodation 49 4 7 8 9 10 7.8 1.8

With parents 6 6 7 8 8 10 7.8 1.3

Other 3a

Total difficulties (0–40)b

Foster outside family 28 4 7.5 13.5 18 29 14.2 7.0

Foster within family 6 6 7 13 16 21 12.7 5.6

Residential home 19 7 11 15 20 31 15.9 6.1

Own accommodation 49 3 14 17 21 27 16.7 6.1

With parents 6 10 10 11.5 21 22 14.3 5.7

Other 3a

LQ, lower quartile; UQ, upper quartile.
a Any grouping of five or less has too few to provide meaningful estimates of summary statistics.
b Total difficulties score is sum of emotional, conduct, hyperactivity and peer problems subscales.
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TABLE 47 Baseline WEMWBS questionnaire summary statistics, split by sex

WEMWBS questionnaire
scoring (range 0–70)

Sex

Male (N= 50) Female (N= 61)

Minimum LQ Median UQ Maximum Mean SD Minimum LQ Median UQ Maximum Mean SD

WEMWBS 14 40 47.5 54 70 47.1 11.3 17 35 42 50 70 41.8 11.5

LQ, lower quartile; UQ, upper quartile.

TABLE 48 Baseline WEMWBS questionnaire summary statistics, split by age (< 18 years vs. ≥ 18 years)

WEMWBS questionnaire
scoring (range 0–70)

Age

< 18 years (N= 57) ≥ 18 years (N= 54)

Minimum LQ Median UQ Maximum Mean SD Minimum LQ Median UQ Maximum Mean SD

WEMWBS 14 40 44 50 70 44.5 11.3 17 37 45 53 66 43.7 12.4

LQ, lower quartile; UQ, upper quartile.

TABLE 49 Baseline WEMWBS questionnaire summary statistics, split by placement type (residential vs. non-residential)

WEMWBS questionnaire
scoring (range 0–70)

Placement type

Residential (N= 19) Non-residential (N= 92)

Minimum LQ Median UQ Maximum Mean SD Minimum LQ Median UQ Maximum Mean SD

WEMWBS 14 40 44 50 64 43.8 10.4 17 37 44 51.5 70 44.2 11.9

LQ, lower quartile; UQ, upper quartile.
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TABLE 50 Baseline WEMWBS questionnaire summary statistics, split by placement type

Placement n Minimum LQ Median UQ Maximum Mean SD

Foster outside family 28 18 41.5 47.5 50.5 70 46.4 11.7

Foster within family 6 36 42 45 55 61 47.3 9.3

Residential home 19 14 40 44 50 64 43.8 10.4

Own accommodation 49 17 33 40 50 70 41.8 12.7

With parents 6 40 48 49.5 53 54 49.0 5.0

Other 3a

LQ, lower quartile; UQ, upper quartile.
a Any grouping of five or less has too few to provide meaningful estimates of summary statistics.

TABLE 51 Follow-up status of children in care in the SOLID trial

Follow-up status

Randomised arm, n

Combined arms, n (%)MET SBNT Control

Follow-up completed 17 23 20 60 (54)

Declined follow-up 7 7 5 19 (17)

Appointment date set but did not attend 5 3 3 11 (10)

Could not contact: lost to follow-up 4 3 4 11 (10)

Closed to social services: lost to follow-up 4 2 1 7 (6)

Follow-up inappropriate (mental health) 0 0 2 2 (< 2)

Unable to contact due to circumstances (secure unit) 1 0 1 2 (< 2)

Total 38 38 36 112

TABLE 52 Follow-up episodes of heavy drinking (≥ 5 units in 1 day) in the preceding 30-day period

Episodes of heavy drinking (≥ 5 units in 1 day)
in the preceding 30-day period

Randomised arm

Overall
(n= 112)

MET
(n= 38)

SBNT
(n= 38)

Usual care
(n= 36)

Number at follow-up (% of randomised) 17 (45) 22a (58) 20 (56) 59 (53)

Median (LQ, UQ) 1 (0, 4) 0 (0, 2) 1.5 (0, 5.5) 1 (0, 4)

Range 0–10 0–7 0–9 0–10

LQ, lower quartile; UQ, upper quartile.
a Note, that one participant did not complete the TLFB at follow-up. They did, however, complete other questionnaires at

that time.

TABLE 53 Follow-up episodes of heavy drinking (≥ 5 units in 1 day) in the preceding 7-day period

Episodes of heavy drinking (≥ 5 units in 1 day)
in the preceding 7-day period

Randomised arm

Overall
(n= 112)

MET
(n= 38)

SBNT
(n= 38)

Usual care
(n= 36)

Number at follow-up (% of randomised) 17 (45) 22a (58) 20 (56) 59 (53)

Median (LQ, UQ) 0 (0, 1) 0 (0, 1) 0.5 (0, 1) 0 (0, 1)

Range 0–2 0–2 0–3 0–3

LQ, lower quartile; UQ, upper quartile.
a Note, that one participant did not complete the TLFB at follow-up. They did, however, complete other questionnaires at

that time.
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TABLE 54 Follow-up summary statistics (AUDIT and AUDIT-C)

Summary
statistic

Time
point

Randomised arm

Overall (N= 112)MET (N= 38) SBNT (N= 38) Control (N= 36)

n Minimum LQ Median UQ Maximum Mean SD n Minimum LQ Median UQ Maximum Mean SD n Minimum LQ Median UQ Maximum Mean SD n Minimum LQ Median UQ Maximum Mean SD

AUDIT
questionnaire
score

Baseline 38 0 4 12 16 26 10.9 7.3 38 0 4 7 15 30 8.7 7.5 35 0 5 8 14 29 10.1 111 0 4 8 15 30 9.9 7.4

12
month

17 2 6 9 15 19 9.9 5.3 23 0 2 5 8 22 6.1 5.8 20 0 5.5 7.5 16.5 26 10.4 60 0 4.5 7 11 26 8.6 6.6

Change 17 –20 –5 –1 2 5 –3.0 6.9 23 –23 –4 –1 4 22 –0.7 8.1 19 –15 –3 0 2 13 –0.2 59 –23 –4 –1 3 22 –1.2 7.1

AUDIT-C Baseline 38 0 3 5 7 9 4.9 2.7 38 0 2 4 6 10 4.0 2.7 35 0 4 6 7 9 5.1 2.8 111 0 3 5 7 10 4.7 2.8

12
month

17 0 3 4 6 8 4.4 2.3 23 0 2 4 6 8 4.0 2.6 20 0 3.5 5.5 8 10 5.5 2.9 60 0 3 4.5 7 10 4.6 2.7

Change 17 –8 –2 0 1 3 –0.9 3.1 23 –6 –1 1 3 7 0.6 3.1 19 –4 –2 0 2 5 0.0 2.7 59 –8 –2 0 2 7 –0.0 3.0

LQ, lower quartile; UQ, upper quartile.
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Table 56 shows the follow-up summary statistics for ASSIST-Y.

Table 57 shows the summary statistics for the SDQ completed at the 12 months’ follow-up.

Tables 58 and 59 show the summary statistics for the WEMWBS completed at 12 month’ follow-up,
broken down by scores and categories.

There are different interpretation cut-off points for categorising the WEMWBS, depending on who fills
out the questionnaire (e.g. parent or teacher). In the SOLID trial the looked-after children fill in their
own questionnaires, so these are the cut-off points for categorising the scores.

Interpretation of well-being scores (for self-assessment, from NHS)

l 0–32: very low score.
l 32–40: below average score.
l 40–59: average score.
l 59–70: above average score.

Tables 60 and 61 show the summary statistics collected for the romantic and intimate behaviour
questionnaire at 12 months’ follow-up. Table 61 is broken down by sex.

Table 62 shows the summary data for the antisocial/criminal behaviour questionnaire collected at
12 months’ follow-up.

TABLE 55 Follow-up hazardous drinking and alcohol dependency (AUDIT and AUDIT C)

Hazardous drinking and alcohol dependency
(in terms of AUDIT and AUDIT-C)

Time point

Baseline (N= 111), n (%) 12 months’ follow-up (N= 60), n (%)

AUDIT AUDIT-C AUDIT AUDIT-C

Hazardous alcohol 61 (55) 80 (72) 29 (48) 46 (77)

Alcohol dependency 36 (32) N/A 13 (22) N/A
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TABLE 56 Follow up summary statistics (ASSIST–Y)

Summary
statistics
(ASSIST-Y) Time point

Randomised arm

MET (n= 38) SBNT (n= 38)

Number
using

a
Minimum LQ Median UQ Maximum Mean SD

Number
using

a
Minimum LQ Median UQ Maximum Mean SD

Tobacco
b

Baseline 30 0 12 12 15 25 12.2 6.9 30 0 9 12 18 25 12.7 7.5

12 months 14 0 9 13 18 25 13.1 7.7 18 0 0 8 15 25 8.8 8.4

Change 13 –12 –1 0 3 9 0.2 5.2 16 –25 –7.5 0 2 9 –2.9 9.0

Alcohol Baseline 37 0 2 7 15 28 9.8 8.0 37 0 2 6 12 26 7.3 6.4

12 months 17 0 2 6 11 20 7.3 5.9 23 0 2 3 7 28 5.6 6.6

Change 17 –22 –7 0 0 9 –4.0 8.6 22 –23 –4 0 2 28 –1.0 9.1

Cannabis Baseline 30 0 2 6.5 17 33 9.4 9.3 21 0 5 12 18 30 12.2 9.6

12 months 12 0 0 2.5 13 20 6.3 7.7 14 0 0 2 6 18 4.7 6.5

Change 11 –9 –4 –1 1 3 –1.7 3.8 8 –23 –11.5 –4 0 3 –6.4 9.0

Cocaine Baseline 14 0 2 5 13 18 6.9 6.2 12 0 1 6.5 12 22 7.3 7.1

12 months 8 0 0 2.5 7.5 13 4.1 4.8 5 2 2 3 3 13 4.6 4.7

Change 6 –16 –5 –3.5 1 3 –4.0 6.6 4

Amphetamine Baseline 11 0 0 0 5 7 2.2 2.8 11 0 0 5 7 8 4.0 3.3

12 months 7 0 0 0 3 5 1.4 2.0 7 0 0 0 2 17 2.7 6.3

Change 4 4

Inhalants Baseline 2 3

12 months 2 1

Change 1 1

Sedative Baseline 10 0 0 2.5 5 28 6.7 9.9 7 0 0 2 8 10 3.7 4.2

12 months 6 0 0 9.5 12 17 8.0 6.8 4

Change 3 2

Hallucinogens Baseline 7 0 0 0 6 9 2.1 3.8 6 0 2 3.5 8 21 6.3 7.7

12 months 4 3

Change 2 2

Opioids Baseline 5 3

12 months 2 1

Change 1 0

NPS Baseline 9 0 0 0 3 14 2.9 5.1 7 2 2 5 8 10 3.1 3.1

12 months 3 3

Change 2 3

Other
c

Baseline 2 0

12 months 0 0

Change 0 0

LQ, lower quartile; UQ, upper quartile.
a Number using are those who responded that they had used that substance.
b Tobacco score is not coded same as other substances, does not use question 5.
c ‘Other’ are bubble, cold and flu liquid, and ecstasy.
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Overall (n= 112)Control (n= 36)

Number
using

a
Minimum LQ Median UQ Maximum Mean SD

Number
using

a
Minimum LQ Median UQ Maximum Mean SD

33 0 12 12 18 25 13.9 6.1 93 0 11 12 18 25 13.0 6.8

18 0 12 12 15 22 12.6 5.2 50 0 4 12 18 25 11.4 7.3

17 –15 –6 0 0 11 –1.9 6.7 46 –25 –6 0 2 11 –1.7 7.2

34 0 3 7 17 24 9.4 7.7 108 0 2.5 6.5 14.5 28 8.8 7.4

20 0 2 4.5 9 21 6.4 6.3 60 0 2 4 8.5 28 6.3 6.2

18 –15 –5 –1 1 5 –2.4 5.5 57 –23 –5 0 1 28 –2.3 7.9

30 0 2 9 17 24 9.7 8.1 81 0 2 9 17 33 10.2 8.9

14 0 0 3 3 9 2.3 2.4 40 0 0 2.5 5.5 20 5.4 6.0

14 –20 –11 –6.5 –2 7 –6.4 6.9 33 –23 –8 –3 0 7 –4.8 6.9

14 0 0 2.5 17 22 7.1 8.3 40 0 1 5 13.5 22 7.1 7.1

7 0 0 0 9 21 4.7 7.9 20 0 0 2.5 7.5 21 4.5 5.8

6 –10 –2 0 0 4 –1.3 4.7 16 –19 –6.5 –2.5 0.5 6 –3.6 6.9

5 27 0 0 3 6 21 3.6 4.7

3 17 0 0 0 2 32 3.7 8.4

2 10 –7 –6 –0.5 2 11 –0.7 5.6

4 9 0 0 2 6 9 3.0 3.2

2 5

1 3

10 0 0 3.5 5 17 4.2 5.3 27 0 0 2 6 28 5.0 7.1

5 15 0 0 0 10 17 4.3 6.0

2 7 –16 –13 –5 –3 0 –7.4 5.7

6 0 0 0 0 13 2.2 5.3 19 0 0 0 6 21 3.5 5.7

4 11 0 0 0 3 21 2.9 6.3

2 6 –9 –5 0 3 8 –0.5 6.1

3 11 0 0 0 6 21 4.2 7.6

1 4

0 1

3 19 0 0 2 8 14 4.1 4.4

2 8 0 0 0 2 3 0.9 1.2

3 7 –14 –9 –5 0 3 –4.9 5.6

1 3

0 0

0 0
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TABLE 57 Follow-up summary statistics (SDQ)

Summary
statistics
(SDQ) Time point

Randomised arm

MET (N= 38) SBNT (N= 38)

n Minimum LQ Median UQ Maximum Mean SD n Minimum LQ Median UQ Maximum Mean SD

SDQ: total
score

Baseline 38 5 12 16 19 31 15.7 6.6 38 3 11 14 18 29 14.7 6.2

12 months 17 3 13 19 24 28 17.5 7.8 23 3 10 14 18 26 13.5 6.0

Change 17 –9 –3 –2 5 14 –0.1 5.7 23 –16 –4 –1 3 9 –0.9 5.8

SDQ:
emotional
problems

Baseline 38 0 2 4.5 6 10 4.5 2.7 38 0 2 4 6 10 4.1 2.6

12 months 17 0 3 6 8 10 5.4 3.2 23 0 3 4 6 9 4.3 2.3

Change 17 –4 –2 –1 1 4 –0.1 2.3 23 –4 –1 0 1 4 0.1 1.9

SDQ: conduct
problems

Baseline 38 0 1 3 4 8 3.0 2.0 38 0 1 3 4 7 2.6 1.7

12 months 17 0 2 3 4 7 2.8 1.9 23 0 1 2 3 5 2.1 1.3

Change 17 –4 –1 0 0 5 –0.3 1.9 23 –3 –1 0 0 3 –0.3 1.4

SDQ:
hyperactivity

Baseline 38 0 3 5 6 10 4.8 2.4 38 0 3 5 7 9 4.9 2.5

12 months 17 0 4 5 8 9 5.2 3.0 23 0 3 4 7 10 4.3 2.8

Change 17 –4 –1 0 2 4 0.2 2.0 23 –5 –2 –1 2 6 –0.3 2.9

SDQ: peer
problems

Baseline 38 0 2 3 4 8 3.4 2.0 38 0 2 3 4 9 3.1 1.9

12 months 17 0 3 4 5 8 4.1 2.0 23 0 2 3 4 6 2.8 1.5

Change 17 –3 –1 0 1 4 0.1 2.0 23 –5 –1 0 0 3 –0.3 1.7

SDQ:
prosocial

Baseline 38 0 7 8.5 10 10 7.7 2.4 38 3 6 7 8 10 7.2 1.7

12 months 17 4 6 7 10 10 7.5 2.3 23 4 6 7 9 10 7.5 1.8

Change 17 –5 –1 0 1 9 0.2 2.9 23 –2 –1 0 1 4 0.3 1.7

SDQ:
externalising
score

Baseline 38 1 5 8 10 18 7.8 3.9 38 0 5 7 11 15 7.5 3.7

12 months 17 0 5 7 12 15 8.0 4.6 23 0 4 6 9 14 6.4 3.7

Change 17 –7 –1 0 2 9 –0.1 3.5 23 –7 –3 –1 2 7 –0.7 3.6

SDQ:
internalising
score

Baseline 38 2 4 8 10 18 7.9 4.1 38 0 5 6.5 9 19 7.2 3.9

12 months 17 0 6 9 13 17 9.5 4.6 23 0 5 7 9 13 7.1 3.3

Change 17 –5 –4 –1 4 5 0.1 3.7 23 –9 –2 0 2 6 –0.2 3.0

LQ, lower quartile; UQ, upper quartile.
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Overall (N= 112)Control (N= 36)

n Minimum LQ Median UQ Maximum Mean SD n Minimum LQ Median UQ Maximum Mean SD

35 5 12 17 21 28 16.4 6.1 111 3 11 15 20 31 15.6 6.3

20 2 12 13.5 19 26 14.7 5.6 60 2 11 14.5 20 28 15.0 6.5

19 –8 –5 –2 2 10 –1.2 4.6 59 –16 –4 –2 3 14 –0.7 5.3

35 0 3 5 7 8 4.5 2.5 111 0 2 4 6 10 4.4 2.6

20 0 2.5 3 5 9 3.9 2.3 60 0 3 4 6 10 4.5 2.6

19 –4 –2 –1 1 4 –0.4 2.0 59 –4 –2 0 1 4 –0.1 2.0

35 0 2 3 5 7 3.2 2.0 111 0 1 3 4 8 2.9 1.9

20 1 1 2 3.5 6 2.5 1.6 60 0 1 2 3 7 2.4 1.6

19 –4 –2 –1 0 1 –0.8 1.5 59 –4 –1 0 0 5 –0.5 1.6

35 0 4 5 8 10 5.6 2.4 111 0 3 5 7 10 5.1 2.4

20 1 2.5 5 6.5 9 4.8 2.4 60 0 3 5 7 10 4.7 2.7

19 –4 –2 –1 0 3 –0.8 1.9 59 –5 –2 0 2 6 –0.3 2.4

35 0 2 3 4 7 3.0 1.8 111 0 2 3 4 9 3.2 1.9

20 0 2 3.5 5 8 3.6 2.0 60 0 2 3 5 8 3.4 1.9

19 –2 0 1 2 6 0.8 2.0 59 –5 –1 0 1 6 0.2 1.9

35 4 6 8 10 10 7.8 1.8 111 0 6 8 9 10 7.6 2.0

20 5 6.5 8.5 9.5 10 8.2 1.6 60 4 6 8 9 10 7.7 1.9

19 –3 –1 0 0 3 –0.1 1.4 59 –5 –1 0 1 9 0.1 2.0

35 0 6 8 12 17 8.9 4.0 111 0 5 8 11 18 8.0 3.9

20 2 4.5 6 9.5 15 7.2 3.5 60 0 5 7 10 15 7.1 3.9

19 –6 –4 –2 0 4 –1.6 2.8 59 –7 –3 –1 1 9 –0.8 3.3

35 1 5 8 10 15 7.5 3.3 111 0 5 7 10 19 7.6 3.8

20 0 5 7.5 10.5 14 7.5 3.8 60 0 5 8 11 17 7.9 3.9

19 –4 –1 0 2 7 0.4 3.0 59 –9 –2 0 2 7 0.1 3.2
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TABLE 59 Follow-up categories (WEMWBS)

Time
point

Randomised arm

Overall (N= 112), n (%)MET (N= 38), n (%) SBNT (N= 38), n (%) Control (N= 36), n (%)

n

Very
low
score
(0–32)

Below
average
score
(32–40)

Average
Score
(40–59)

Above
average
score
(59–70) n

Very
low
score
(0–32)

Below
average
score
(32–40)

Average
Score
(40–59)

Above
average
score
(59–70) n

Very
low
score
(0–32)

Below
average
score
(32–40)

Average
Score
(40–59)

Above
average
score
(59–70) n

Very
low
score
(0–32)

Below
average
score
(32–40)

Average
Score
(40–59)

Above
average
score
(59–70)

Baseline 38 8 (21) 9 (24) 15 (39) 6 (16) 38 3 (8) 10 (26) 20 (53) 5 (13) 35 3 (9) 9 (26) 22 (63) 1 (3) 111 14 (13) 28 (25) 57 (51) 12 (11)

12
months

17 5 (29) 2 (12) 9 (53) 1 (6) 23 4 (17) 2 (9) 15 (65) 2 (9) 20 3 (15) 2 (10) 14 (70) 1 (5) 60 12 (20) 6 (10) 38 (63) 4 (7)

TABLE 58 Follow-up summary statistics (WEMWBS)

Time
point

Randomised arm

Overall (N= 112)MET (N= 38) SBNT (N= 38) Control (N= 36)

n Minimum LQ Median UQ Maximum Mean SD n Minimum LQ Median UQ Maximum Mean SD n Minimum LQ Median UQ Maximum Mean SD n Minimum LQ Median UQ Maximum Mean SD

Baseline 38 14 34 42 53 70 43.3 14.1 38 20 38 48 51 66 45.5 10.8 35 18 39 45 50 66 43.7 9.6 111 14 37 50 51 70 44.2 11.7

12
months

17 25 29 46 51 64 42.7 11.9 23 24 37 46 53 65 45.2 11.2 20 23 41 47 53.5 61 45.3 10.4 60 23 38 46.5 53 65 44.5 11.0

Change 17 –18 –3 1 9 44 3.9 14.2 23 –18 –5 2 6 24 1.6 10.6 19 –24 –8 –2 8 28 –0.5 11.7 59 –24 –5 0 8 44 1.6 12.0

LQ, lower quartile; UQ, upper quartile.
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TABLE 60 Follow-up romantic and intimate behaviour (collected at 12 months’ follow-up only)

Romantic
and intimate
behaviour

Time
point

Randomised arm

Overall (N= 112)MET (N= 38) SBNT (N= 38) Control (N= 36)

n Minimum LQ Median UQ Maximum Mean SD n Minimum LQ Median UQ Maximum Mean SD n Minimum LQ Median UQ Maximum Mean SD n Minimum LQ Median UQ Maximum Mean SD

Romantic
and intimate
behaviour

12 months 17 0 12 39 52 60 33.2 21.8 23 0 14 24 44 64 27.7 20.2 20 7 31 45.5 54 70 41.3 17.8 60 0 15 36 52 70 33.8 20.4

Romantic
and intimate
behaviour:
minor

12 months 17 0 5 6 6 6 5.0 1.8 23 0 5 6 6 6 4.9 2.0 20 2 6 6 6 6 5.6 1.1 60 0 5 6 6 6 5.2 1.7

Romantic
and intimate
behaviour:
advanced

12 months 17 0 0 7 7 7 4.0 3.5 23 0 0 2 7 7 2.9 3.2 20 0 5 7 7 7 5.5 2.5 60 0 0 5 7 7 4.1 3.2

Romantic
and intimate
behaviour:
regret

a

12 months 17 0 0 7 7 25 5.3 6.2 23 0 0 2 7 21 4.0 5.5 20 0 5 7 7 28 7.2 6.0 60 0 0 6.5 7 28 5.4 5.9

LQ, lower quartile; UQ, upper quartile.
a Regrets for each of seven questions where it is asked (scored 1–4) are summed to give the ‘regret score’ for each participant. Range 0–28.

TABLE 61 Follow-up romantic and intimate behaviour, split by sex (collected at 12 months’ follow-up only)

Romantic and
intimate behaviour Time point

Sex

Female (N= 38) Male (N= 22)

n Minimum LQ Median UQ Maximum Mean SD n Minimum LQ Median UQ Maximum Mean SD

Romantic and intimate
behaviour

12 months 38 0 17 38 54 70 36.1 20.6 22 0 11 31 46 59 29.9 20.0

Romantic and intimate
behaviour (minor)

12 months 38 0 6 6 6 6 5.4 1.5 22 0 4 6 6 6 4.8 1.9

Romantic and intimate
behaviour (advanced)

12 months 38 0 0 7 7 7 4.3 3.2 22 0 0 5 7 7 3.6 3.3

Romantic and intimate
behaviour (regret)a

12 months 38 0 0 7 7 28 6.0 6.4 22 0 0 5 7 21 4.4 5.0

LQ, lower quartile; UQ, upper quartile.
a Regrets for each of seven questions where it is asked (scored 1–4) are summed to give the ‘regret score’ for each participant. Range 0–28.
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TABLE 62 Follow-up anti-social/criminal behaviour (collected at 12 months’ follow-up only)

Anti-social or criminal behaviour

Randomised arm, n (%)
Overall (N= 60),
n (%)MET (N= 17) SBNT (N= 23) Control (N= 20)

Skipped or skived off school

Yes 4 (24) 13 (57) 11 (55) 28 (47)

Once 1 (6) 1 (4) 1 (5) 3 (5)

2–5 times 2 (12) 5 (22) 2 (10) 9 (15)

≥ 6 times 1 (6) 7 (30) 8 (40) 16 (27)

Broken into a car or van with the intention of stealing something out of it

Yes 1 (6) 2 (9) 1 (5) 4 (7)

Once 1 (6) 1 (4) 0 (0) 2 (3)

2–5 times 0 (0) 0 (0) 0 (0) 0 (0)

≥ 6 times 0 (0) 1 (4) 1 (5) 2 (3)

Hit, kicked or punched someone on purpose

Yes 5 (29) 9 (39) 7 (35) 21 (35)

Once 2 (12) 6 (26) 2 (10) 10 (17)

2–5 times 1 (6) 2 (9) 1 (5) 4 (7)

≥ 6 times 2 (12) 1 (4) 4 (20) 7 (12)

Deliberately set fire or tried to set fire to somebody’s property or a building

Yes 1 (6) 2 (9) 1 (5) 4 (7)

Once 0 (0) 1 (4) 0 (0) 1 (2)

2–5 times 1 (6) 0 (0) 1 (5) 2 (3)

≥ 6 times 0 (0) 1 (4) 0 (0) 1 (2)

Taken money or something else that did not belong to you from home without permission

Yes 1 (6) 4 (17) 1 (5) 6 (10)

Once 0 (0) 3 (13) 0 (0) 3 (5)

2–5 times 1 (6) 0 (0) 0 (0) 1 (2)

≥ 6 times 0 (0) 1 (4) 1 (5) 2 (3)

Used force, threats or a weapon to get money or something else from somebody

Yes 0 (0) 1 (4) 0 (0) 1 (2)

Once 0 (0) 0 (0) 0 (0) 0 (0)

2–5 times 0 (0) 1 (4) 0 (0) 1 (2)

≥ 6 times 0 (0) 0 (0) 0 (0) 0 (0)

Written things or sprayed paint on property that did not belong to you

Yes 1 (6) 2 (9) 2 (10) 5 (8)

Once 0 (0) 1 (4) 1 (5) 2 (3)

2–5 times 1 (6) 1 (4) 1 (5) 3 (5)

≥ 6 times 0 (0) 0 (0) 0 (0) 0 (0)

Gone into or broken into a house or building with the intention of stealing something

Yes 1 (6) 2 (9) 1 (5) 4 (7)

Once 1 (6) 2 (9) 0 (0) 3 (5)

2–5 times 0 (0) 0 (0) 1 (5) 1 (2)

≥ 6 times 0 (0) 0 (0) 0 (0) 0 (0)
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TABLE 62 Follow-up anti-social/criminal behaviour (collected at 12 months’ follow-up only) (continued )

Anti-social or criminal behaviour

Randomised arm, n (%)
Overall (N= 60),
n (%)MET (N= 17) SBNT (N= 23) Control (N= 20)

Deliberately damaged or destroyed property that did not belong to you

Yes 3 (18) 2 (9) 3 (15) 8 (13)

Once 2 (12) 0 (0) 1 (5) 3 (5)

2–5 times 1 (6) 1 (4) 2 (10) 4 (7)

≥ 6 times 0 (0) 1 (4) 0 (0) 1 (2)

Carried a knife or weapon with you for protection or in case it was needed in a fight

Yes 1 (6) 3 (13) 1 (5) 5 (8)

Once 1 (6) 1 (4) 0 (0) 2 (3)

2–5 times 0 (0) 0 (0) 0 (0) 0 (0)

≥ 6 times 0 (0) 2 (9) 1 (5) 3 (5)

Taken money or something else that did not belong to you from school

Yes 1 (6) 0 (0) 1 (5) 2 (3)

Once 1 (6) 0 (0) 0 (0) 1 (2)

2–5 times 0 (0) 0 (0) 0 (0) 0 (0)

≥ 6 times 0 (0) 0 (0) 1 (5) 1 (2)

Stolen or ridden in a stolen car or van or on a stolen motorbike

Yes 1 (6) 0 (0) 1 (5) 2 (3)

Once 1 (6) 0 (0) 0 (0) 1 (2)

2–5 times 0 (0) 0 (0) 0 (0) 0 (0)

≥ 6 times 0 (0) 0 (0) 1 (5) 1 (2)

Been rowdy or rude in a public place so that people complained or you got into trouble

Yes 3 (18) 4 (17) 1 (5) 8 (13)

Once 1 (6) 1 (4) 1 (5) 3 (5)

2–5 times 1 (6) 3 (13) 0 (0) 4 (7)

≥ 6 times 1 (6) 0 (0) 0 (0) 1 (2)

Taken something from a shop or a store without paying for it

Yes 1 (6) 4 (17) 3 (15) 8 (13)

Once 1 (6) 1 (4) 1 (5) 3 (5)

2–5 times 0 (0) 1 (4) 0 (0) 1 (2)

≥ 6 times 0 (0) 2 (9) 2 (10) 4 (7)

Not paid the correct fare or not paid at all on a bus or train?

Yes 2 (12) 6 (26) 3 (15) 11 (18)

Once 1 (6) 2 (9) 0 (0) 3 (5)

2–5 times 1 (6) 3 (13) 2 (10) 6 (10)

≥ 6 times 0 (0) 1 (4) 1 (5) 2 (3)
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Appendix 5 Process rating findings

Audio-recording findings

Reasons provided for not recording sessions included young person refusal (n = 8) and human error
(n = 9), such as forgetting to turn the recorder on and professionals not feeling comfortable with their
practice being audio-recorded.

In line with advice from the TOC, only the six audio-recordings of the first session were rated (MET,
n = 2, and SBNT, n = 4) in the interest of the session content being considered consistently. The audio-
recordings of the first sessions with young people lasted between 19 and 32 minutes. When assessing
the six available audio-recordings, two research associates (HA and RB) independently rated the audio-
recorded intervention sessions for MET and SBNT and then compared scores, before agreeing a final
score for each component of the PRS.

The quality of the audio-recordings was variable. One practitioner delivering MET did not carry out 12
of the items at all, and the extent of performance for the remaining items was rated at best as ‘somewhat’.
The quality of performance for this therapist was also poor, with the practitioner delivering the items ‘not
well at all’ or ‘a little’.

For the remaining five recordings, the frequency and content was changeable within sessions; however,
the majority of the scores were rated at ≥ 2, showing that the practitioners were delivering the items at
a frequency of ‘somewhat’ to ‘extensively’ and that quality was assessed as being ‘somewhat (well)’ to
‘very well’. For all of the six available recordings, a number of items consistently scored 0, these items
including discussion of homework; however, this is not surprising due to all recordings relating to first
sessions. Five out of the six recordings did not capture the practitioner providing an explanation of the
philosophy or the treatment and four of the recordings did not capture agenda setting at the beginning
of the session. In addition, four out of the six sessions did not capture an end of session summary.
All of these items are important to the structure of the session and highlighted a further training need
regarding use of the audio-recording equipment.

Practitioners often only started recording ‘once work’ had begun, it was obvious from the recording
that conversations had been occurring prior to the audio-recording beginning, equally the recordings
often finished despite the practitioner actively being in the process of arranging the next session and
closing the session down. It was hard to establish whether or not the practitioner was consistent
across sessions because of the limited number of recordings.
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