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About this briefing 
Using existing primary and review-level evidence, this briefing aims to 

evaluate the impact of youth health services which encourage young people’s 

appropriate use of clinical services by co-locating them with other youth-

friendly health promotion activities. 

 
Key points 

• ‘Holistic’ youth health services (those which co-locate clinical services 

and other youth-friendly health promotion activities) may serve to 

improve young people’s perception of and engagement with health 

services. 

• Implementing holistic youth health services is likely to be resource 

intensive. However, this model may be more capable of dealing with 

several adolescents at once. 

• There is a lack of robust evidence on the impact of holistic youth health 

services on health behaviours or outcomes. 

• A substantial shift towards improved measurement and evaluation is 

required, in order to identify the differential impact of youth health 

service delivery models. 

 
Background 
Adolescence represents a unique opportunity for improving population health 

and wellbeing. While this age group typically exhibits better physical health 

than the older population, many of the behaviours and habits that impinge 

upon adult health are established during this critical developmental window.1, 2 

Adolescents are also disproportionately susceptible to a range of immediate 

negative influences on health and wellbeing. Adolescents’ tendency to 

engage in experimentation, while in moderation is indicative of typical 

development,3 exposes young people to health risks, particularly those 

relating to alcohol and substance use and risky sexual behaviour.2 
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In the United Kingdom, as in other economically developed countries, poor 

mental health represents one of the greatest burdens of disease for young 

people. In 2015, over one third (34%) of all years of healthy life lost among 

British 15–29 year-olds were estimated to be attributable to mental health 

conditions,4 with a similar proportion of all deaths among this age group 

attributable to substance misuse or self-harm.5 Recent evidence also 

suggests that the prevalence of sub-clinical mental health issues such as low 

confidence, psychosomatic complaints and internalising symptoms are 

increasing over time among this age group, with particularly sharp increases 

for adolescent girls in Scotland compared to other European countries.6, 7, 8 

The burden of poor mental health during adolescence, while a cause for 

concern, is also an opportunity for early intervention as half of diagnosable 

mental health conditions show signs before the age of 14 and 75% do so by 

the age of 24.9  

 

These unique challenges to young people’s health and wellbeing are 

compounded by the nature of their relationship with mainstream health 

services. In many high-income countries, young people report lower 

satisfaction with primary healthcare compared to older adults.10 For example, 

nearly half of a sample of English adolescents (48%) reported that they could 

not readily talk to their GP about personal issues.11 The proportion reporting 

being ‘at ease’ with their GP also declines with age between 11 and 15 years, 

with girls being less likely than boys to feel at ease.11 

 

Although the majority of young people report attending primary healthcare 

regularly (over 80% of English 14–15 year-olds report that they attended a GP 

in the past year12) doing so is not always a straightforward process. Young 

people experience barriers to healthcare including difficulties securing an 

appointment at a suitable time and poor alignment of service provision with 

expectations.13 Young people are also particularly likely to present at primary 

services for physical health issues that they perceive to be urgent. This is 

highlighted by the tendency of this age group to visit an accident and 

emergency unit if they cannot obtain a GP appointment.13 These barriers to 

adolescents’ use and positive experience of primary healthcare can lead to 
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missed opportunities to intervene in the early stages of treatment-receptive 

health conditions.  

 

Reflecting the importance of health services that are acceptable to 

adolescents, the World Health Organization has published guidance on 

establishing such services,14 with their recent European child and adolescent 

health strategy 2015–2020 also championing the importance of youth-friendly 

services.15 A recent evidence review by the Scottish Government’s 

independent advisor on poverty and inequality also highlights the importance 

of early intervention in the context of mental health.16  

 

Within Glasgow City, different approaches to youth health service provision 

are currently adopted in each of the three localities. One area currently 

provides an open-access service which co-locates clinical and youth-friendly 

preventative services. The two other areas have predominantly concentrated 

on improving the health literacy and health awareness of workers in youth-

specific organisations such as the Duke of Edinburgh’s Award scheme, 

Scouts and Guides, Barnardo’s and local youth organisations. 

 

Attempts to evaluate the relative effectiveness and efficiency of these different 

models have thus far proved inconclusive due to the heterogeneity in service 

design and a lack of robust data collection. The current briefing uses wider 

international literature to resolve whether holistic youth health services (here 

defined as the co-location of clinical services and youth-friendly health 

promotion activities) are well positioned to support the health and wellbeing of 

adolescents. 

 
Evidence summary 
This briefing is a rapid evidence review of peer-reviewed literature from 

Europe, North America and Australasia published between 2010 and 2017. 

Literature was retrieved via a search of a wide range of social science and 

health-focused bibliographic databases. The included evidence has been 

screened for relevance and quality, however full critical appraisal has not 
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been undertaken. The conclusions made are based on a total of 11 

publications, three of which are systematic reviews17, 18, 19, five are narrative 

reviews20, 21, 22, 23, 24 and three are primary research publications25, 26, 27. The 

conclusions of the systematic reviews are prioritised below, as these 

publications offer the most robust source of evidence. 

 
Impact on attendance and acceptability  
A small body of evidence was retrieved concerning the impact of holistic youth 

health services on adolescents’ perception of clinical services and on their 

attendance at such services.  

 

A common theme throughout is the assertion that existing mainstream health 

services do not adequately meet the needs of adolescents, particularly for 

those with concerns about their mental health.20 The most frequently 

highlighted barriers to young people’s use and positive perception of health 

services include concerns about confidentiality, embarrassment, and poor 

alignment of service provision with the young person’s needs.  

 

The bulk of the retrieved literature suggests that young people’s perception of, 

and attendance at, clinical services can be enhanced by providing a ‘soft’ 

entry point17, 19, 21, 22, 26 with a common feature involving the outward 

appearance as a clinical service being masked from peers, family and 

adolescents themselves. While a variety of approaches is used to achieve this 

goal, a common feature is that young people do not present initially at a sole-

purpose or mainstream clinic to access specific services. Rather, other 

activities exist at the same facility that any young person could use, 

regardless of their health status.  

 

A wide range of approaches that can be considered attempts to provide soft 

entry points is reflected in the available evidence. Activities directly related to 

health and wellbeing are frequently used. For example, services can be 

structured around peer-led discussion groups about specific health issues or 

can include facilitated health education, counselling or health promotion 
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sessions. Additionally, clinical services can be co-located with activities that 

are not directly linked to health, such as arts and crafts, support with 

homework, sports or vocational training.  

 

The evidence for each of these individual approaches is sparse; therefore it is 

not possible at this stage to formally evaluate which method is best suited to 

enhancing young people’s use and perception of health services. However, a 

major barrier to young people’s use of clinical services is a perceived lack of 

confidentiality.28 As such, soft entry points that are not explicitly related to 

health, thereby masking the outward appearance of clinical services, are 

particularly likely to be able to circumvent this reason for non-attendance.17, 19  

Supporting this claim, young people were more likely to use broad-scope 

holistic multi-service centres compared to traditional primary care when they 

had concerns about their sexual and reproductive health.17 A similar 

conclusion was reached in a 2010 World Health Organization report which 

collated experiences of effective youth health practice in Europe. This report 

featured a recommendation that youth health services should not be purely 

biomedical in nature.29  

 

A further purported benefit of holistic youth health services is that co-location 

of clinical and other health promotion activities allows complex cases to be 

identified and handled effectively. As discussed above, this model of service 

delivery may increase adolescents’ engagement with health services in the 

first instance, with treatment and discussion of more benign issues giving rise 

to opportunities for intervention in more serious issues. One of the retrieved 

articles describes the case of a sexually active 14-year-old girl, who attended 

a holistic service in the first instance in order to confidentially obtain 

contraceptives. The young girl later attended the same service for 

dermatological problems, with latent depression and anxiety identified after a 

number of further consultations.25 Related, a qualitative study of Swedish 

youth health practitioners27 also concluded that successful engagement of 

young people allows them to attend for issues not explicitly related to specific 

physical or mental symptoms. 
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The chief drawback of implementing a holistic youth health service appears to 

be the difficulty in coordinating and funding interdisciplinary teams and 

facilities.17, 19 While such a model is likely to be resource intensive, there are 

indications that community-based holistic services can make savings 

elsewhere as they may be able to effectively triage several adolescents 

simultaneously, routing those with more urgent or severe health needs as 

appropriate.19 A related drawback, however, is the challenge of 

simultaneously maintaining the two diametrically opposing standards of 

confidentiality and open, non-medicalised services.27 The degree to which this 

balance is met will likely depend on many contextual factors including service 

location and size. A further drawback is the potential that holistic services, 

while initially providing a confidential access point, later become widely known 

for the type of medical service they provide.27 This could mean that any 

benefits in terms of increased attendance are lost over time. Furthermore, 

even those adolescents who may wish to use non-medical aspects of such 

services (i.e. those who present with no or minor health symptoms) may be 

reluctant to attend such services because of perceived stigma.  

 
Impact on health behaviours and outcomes 
A very small number of publications robustly evaluate the impact of holistic 

youth health services on adolescents’ health behaviours and outcomes. As 

such, many of the statements made below are based on findings from a single 

study. The most robust evidence in this area originates from a single 

systematic review of adolescent sexual and reproductive health services.18 

This systematic review cites a small number of evaluations which conclude 

that co-locating sexual and reproductive health clinics with information/advice 

services and arts, drama and sports activities leads to reduced pregnancy 

rates and increased contraceptive use.  

 

The small number of evaluations on mental health outcomes centre on a 

single holistic youth health service in Australia, is generally of poor 

methodological quality, and yields mixed evidence.20, 22 Two studies conclude 

that self-reported mental health is improved by engaging with this service. The 
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most robust evaluations of this service, however, find that only one third 

(36%) of participants’ mental health outcomes improved, offering no benefit 

compared to untreated individuals.23 However, this may be attributed to nearly 

three quarters (72%) of participants receiving an inadequate quantity of 

treatment when it was appropriate.  

 
Equity statement  
There is a small amount of evidence that holistic youth health services are 

able to recruit increased numbers of males,21 with some articles suggesting 

that male and female recruitment levels are equivalent.19, 22 This would 

represent a substantial achievement given that males are typically less likely 

to engage with health services. A small amount of evidence also suggests 

that holistic youth health services reduce barriers to healthcare for those in 

lower socioeconomic brackets.19 However, this evidence emerges from the 

United States, which has a fundamentally different healthcare landscape 

compared to Scotland and the United Kingdom, so may not be directly 

transferrable. 

 

Health inequalities are unfair and avoidable differences in people’s health 

across social groups and between different population groups. Health 

inequalities can occur by gender, income, social class, deprivation, 

educational status, ethnicity and geography. This review cannot make any 

firm conclusions about how this approach might work in different population 

groups. It is possible that holistic youth health services that are effective 

overall may widen any inequalities between groups.  

 

We know from theory and a growing body of evidence that universal 

interventions which change an element of the environmental, social or 

structural circumstances that people live and work in – such as restrictions of 

marketing of unhealthy food or 20mph speed limits – are more likely to be 

equally or more effective among disadvantaged groups. On the other hand, 

universal interventions that aim to increase individual knowledge or skills only, 

such as healthy eating campaigns, may increase inequalities unless they are 
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targeted at disadvantaged groups or applied with a scale and intensity in 

proportion with the level of disadvantage. 

 
Conclusion 
Holistic youth health services appear to improve adolescents’ engagement 

with and perception of the health sector. While this addresses a major 

challenge to young people’s health and wellbeing, it is essential that positive 

engagement in the health service is met with appropriate clinical services. 

Because of a lack of robust evaluation, it is not yet clear whether holistic youth 

health services are able to successfully improve health outcomes or 

behaviour among adolescents. A substantial shift towards broader and more 

robust evaluation of both short- and long-term outcomes is required in the 

area of adolescent health services. 

 

There are a number of limitations to this evidence briefing. Chiefly, it is based 

on a small number of peer-reviewed publications, of which fewer still are of 

robust methodological quality. Furthermore, this briefing focuses on one 

specific approach to improving young people’s health service attendance. 

There may exist other literature, which was not captured by the search 

strategy, that provides evidence on other ways of encouraging young people 

to use clinical services. One example of such an omission is likely to involve 

linking such services to schools. Additionally, the health service evaluations 

included in this report often describe complex programmes with a wide range 

of components, any one of which could represent the true driver of any 

observed benefits. Because of the paucity of evidence in this area it is not 

possible to further disaggregate results beyond the level laid out above. 
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About NHS Health Scotland evidence 
briefings 
NHS Health Scotland evidence briefings are produced by the organisation’s 

Evidence for Action (EfA) team. They use systematic methods* to review the 

most appropriate evidence to provide a robust, quality assured and balanced 

assessment of interventions and approaches likely to be effective in improving 

health and reducing health inequalities. As such, users can have a high 

degree of confidence that the conclusions/recommendations are valid. 

Supporting literature reviews and other relevant background papers are often 

available. Please contact the person named at the start of this briefing for 

further details. 

 

* The highest degree of confidence can be drawn from the review of existing 

evidence already critically appraised and quality-assured and/or systematic 

overview and synthesis of existing research evidence from primary and/or 

review-level studies. Protocols for each of these methods have been 

produced and are available on request.  

 
Scottish policy links 
 

Getting It Right For Every Child (GIRFEC) 2008 

www.gov.scot/Topics/People/Young-People/gettingitright 

 

Children and Young people (Scotland) Act 2014 

www.legislation.gov.uk/asp/2014/8/contents/enacted  

 

Curriculum for Excellence 2012 

https://education.gov.scot/scottish-education-system/policy-for-scottish-

education/policy-drivers/cfe-(building-from-the-statement-appendix-incl-btc1-

5)/What%20is%20Curriculum%20for%20Excellence?  

  

http://www.gov.scot/Topics/People/Young-People/gettingitright
http://www.legislation.gov.uk/asp/2014/8/contents/enacted
https://education.gov.scot/scottish-education-system/policy-for-scottish-education/policy-drivers/cfe-(building-from-the-statement-appendix-incl-btc1-5)/What%20is%20Curriculum%20for%20Excellence
https://education.gov.scot/scottish-education-system/policy-for-scottish-education/policy-drivers/cfe-(building-from-the-statement-appendix-incl-btc1-5)/What%20is%20Curriculum%20for%20Excellence
https://education.gov.scot/scottish-education-system/policy-for-scottish-education/policy-drivers/cfe-(building-from-the-statement-appendix-incl-btc1-5)/What%20is%20Curriculum%20for%20Excellence
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About this briefing

Using existing primary and review-level evidence, this briefing aims to evaluate the impact of youth health services which encourage young people’s appropriate use of clinical services by co-locating them with other youth-friendly health promotion activities.



Key points

‘Holistic’ youth health services (those which co-locate clinical services and other youth-friendly health promotion activities) may serve to improve young people’s perception of and engagement with health services.

Implementing holistic youth health services is likely to be resource intensive. However, this model may be more capable of dealing with several adolescents at once.

There is a lack of robust evidence on the impact of holistic youth health services on health behaviours or outcomes.

A substantial shift towards improved measurement and evaluation is required, in order to identify the differential impact of youth health service delivery models.



Background

Adolescence represents a unique opportunity for improving population health and wellbeing. While this age group typically exhibits better physical health than the older population, many of the behaviours and habits that impinge upon adult health are established during this critical developmental window.[endnoteRef:1], [endnoteRef:2] Adolescents are also disproportionately susceptible to a range of immediate negative influences on health and wellbeing. Adolescents’ tendency to engage in experimentation, while in moderation is indicative of typical development,[endnoteRef:3] exposes young people to health risks, particularly those relating to alcohol and substance use and risky sexual behaviour.2 [1:  Kleinert S and Horton R. Adolescent health and wellbeing: a key to a sustainable future. 2016. Lancet, 387(10036), 2355–56.
]  [2:  Hagell A, Coleman J and Brooks F. Key data on adolescence 2015. London: Association for Young People’s Health; 2015.
]  [3:  Shedler J and Block J. Adolescent drug use and psychological health. 1990. American Psychologist, 45(5), 612–30.
] 




In the United Kingdom, as in other economically developed countries, poor mental health represents one of the greatest burdens of disease for young people. In 2015, over one third (34%) of all years of healthy life lost among British 15–29 year-olds were estimated to be attributable to mental health conditions,[endnoteRef:4] with a similar proportion of all deaths among this age group attributable to substance misuse or self-harm.[endnoteRef:5] Recent evidence also suggests that the prevalence of sub-clinical mental health issues such as low confidence, psychosomatic complaints and internalising symptoms are increasing over time among this age group, with particularly sharp increases for adolescent girls in Scotland compared to other European countries.[endnoteRef:6], [endnoteRef:7], [endnoteRef:8] The burden of poor mental health during adolescence, while a cause for concern, is also an opportunity for early intervention as half of diagnosable mental health conditions show signs before the age of 14 and 75% do so by the age of 24.[endnoteRef:9]  [4:  World Health Organization. Global health estimates 2015: Disease burden by cause, age, sex, by country and by region, 2000–2015. (2016) Available at: www.who.int/healthinfo/global_burden_disease/estimates/en/index2.html
]  [5:  World Health Organization. Global health estimates 2015: Child causes of disease by cause, age, sex, by country and by region, 2000–2015. (2016) Available at: www.who.int/healthinfo/global_burden_disease/estimates/en/index3.html
]  [6:  Inchley J et al. Growing up unequal: gender and socioeconomic differences in young people’s health and well-being. Health Behaviour in School-aged Children (HBSC) study: international report from the 2013/14 survey. Copenhagen: WHO Regional Office for Europe; 2016. Available at: www.euro.who.int/en/publications/abstracts/growing-up-unequal.-hbsc-2016-study-20132014-survey
]  [7:  Scottish Government. Scottish Schools Adolescent Lifestyle and Substance Use Survey (SALSUS) 2015: Mental wellbeing report. 2017. Available at: www.gov.scot/Publications/2017/05/4105
]  [8:  Whitehead R et al. Trends in adolescent overweight perception and its association with psychosomatic health 2002–2014: evidence from 33 countries. 2017. Journal of Adolescent Health, 60(2), 204–211.
]  [9:  Kessler RC et al. Lifetime prevalence and age-of-onset distributions of DSM-IV disorders in the national comorbidity survey replication. 2005. Archives of General Psychiatry, 62(6), 593–602.
] 




These unique challenges to young people’s health and wellbeing are compounded by the nature of their relationship with mainstream health services. In many high-income countries, young people report lower satisfaction with primary healthcare compared to older adults.[endnoteRef:10] For example, nearly half of a sample of English adolescents (48%) reported that they could not readily talk to their GP about personal issues.[endnoteRef:11] The proportion reporting being ‘at ease’ with their GP also declines with age between 11 and 15 years, with girls being less likely than boys to feel at ease.11 [10:  Hargreaves DS et al. Comparison of health care experience and access between young and older adults in 11 high-income countries. 2015. Journal of Adolescent Health, 57(4), 413–20.
]  [11:  Brooks F et al. HBSC England national report: Health Behaviour in School-aged Children (HBSC): World Health Organization cross-national study. 2015. Available at: www.hbsc.org/news/index.aspx?ni=3256  
] 




Although the majority of young people report attending primary healthcare regularly (over 80% of English 14–15 year-olds report that they attended a GP in the past year[endnoteRef:12]) doing so is not always a straightforward process. Young people experience barriers to healthcare including difficulties securing an appointment at a suitable time and poor alignment of service provision with expectations.[endnoteRef:13] Young people are also particularly likely to present at primary services for physical health issues that they perceive to be urgent. This is highlighted by the tendency of this age group to visit an accident and emergency unit if they cannot obtain a GP appointment.13 These barriers to adolescents’ use and positive experience of primary healthcare can lead to missed opportunities to intervene in the early stages of treatment-receptive health conditions.  [12:  Balding A and Regis D. Young people into 2014: the health related behaviour questionnaire results. Schools Health Education Unit; 2014. Available at: http://sheu.org.uk/content/page/young-people-2014  
]  [13:  Caper K and Plunkett J. Evolving expectations of GP services: Gaining insight from the perspective of younger adults. London: Citizens Advice Bureau; 2014. Available at: www.citizensadvice.org.uk/Global/Migrated_Documents/corporate/evolving-expectations-of-gp-services.pdf
] 




Reflecting the importance of health services that are acceptable to adolescents, the World Health Organization has published guidance on establishing such services,[endnoteRef:14] with their recent European child and adolescent health strategy 2015–2020 also championing the importance of youth-friendly services.[endnoteRef:15] A recent evidence review by the Scottish Government’s independent advisor on poverty and inequality also highlights the importance of early intervention in the context of mental health.[endnoteRef:16]  [14:  World Health Organization. Making health services adolescent friendly: Developing quality standards for adolescent-friendly health services. (2012) Available at: http://apps.who.int/iris/bitstream/10665/75217/1/9789241503594_eng.pdf
]  [15:  World Health Organization Regional Office for Europe. Investing in children: the European child and adolescent health strategy 2015–2020. (2014) Available at: www.euro.who.int/__data/assets/pdf_file/0010/253729/64wd12e_InvestCAHstrategy_140440.pdf?ua=1
]  [16:  Eisenstadt N. Independent advisor on poverty and inequality: The life chances of young people in Scotland: A report to the First Minister. Edinburgh: Scottish Government; 2017. Available at: www.gov.scot/Publications/2017/07/1451
] 




Within Glasgow City, different approaches to youth health service provision are currently adopted in each of the three localities. One area currently provides an open-access service which co-locates clinical and youth-friendly preventative services. The two other areas have predominantly concentrated on improving the health literacy and health awareness of workers in youth-specific organisations such as the Duke of Edinburgh’s Award scheme, Scouts and Guides, Barnardo’s and local youth organisations.



Attempts to evaluate the relative effectiveness and efficiency of these different models have thus far proved inconclusive due to the heterogeneity in service design and a lack of robust data collection. The current briefing uses wider international literature to resolve whether holistic youth health services (here defined as the co-location of clinical services and youth-friendly health promotion activities) are well positioned to support the health and wellbeing of adolescents.



Evidence summary

This briefing is a rapid evidence review of peer-reviewed literature from Europe, North America and Australasia published between 2010 and 2017. Literature was retrieved via a search of a wide range of social science and health-focused bibliographic databases. The included evidence has been screened for relevance and quality, however full critical appraisal has not been undertaken. The conclusions made are based on a total of 11 publications, three of which are systematic reviews[endnoteRef:17], [endnoteRef:18], [endnoteRef:19], five are narrative reviews[endnoteRef:20], [endnoteRef:21], [endnoteRef:22], [endnoteRef:23], [endnoteRef:24] and three are primary research publications[endnoteRef:25], [endnoteRef:26], [endnoteRef:27]. The conclusions of the systematic reviews are prioritised below, as these publications offer the most robust source of evidence. [17:  Anderson JE and Lowen CA. Connecting youth with health services. 2010. Canadian Family Physician, 56, 778–84.
]  [18:  Kågesten A et al. Comprehensive adolescent health programs that include sexual and reproductive health services: a systematic review. 2014. American Journal of Public Health, 104(12), e23–e36.
]  [19:  Ryan G. Review of the evidence for adolescent and young person specific, community based health services for NHS managers. 2015. Journal of Children’s Services, 10, 57–75.
]  [20:  Burns J and Birrel E. Enhancing early engagement with mental health services by young people. 2014. Psychology Research and Behaviour Management, 2014(7), 303–312.
]  [21:  Malla A et al. From early intervention in psychosis to youth mental health reform: a review of the evaluation and transformation of mental health services for young people. 2016. Social Psychiatry and Psychiatric Epidemiology, 51, 319–326.
]  [22:  McGorry P, Bates T and Birchwood M. Designing youth mental health services for the 21st century: examples from Australia, Ireland and the UK. 2013. British Journal of Psychiatry, 202, s30–s35.
]  [23:  Jorm AF. How effective are ‘headspace’ youth mental health services? 2015. Australian and New Zealand Journal of Psychiatry, 49(10), 861–862.
]  [24:  Radford S, Van Driel ML and Swanton K. Improving health outcomes in young people: A holistic, team-based approach. 2011. Australian Family Physician, 40(3), 153–156.
]  [25:  Hagell A and Lamb S. Developing an integrated primary health care and youth work service for young people in Lambeth: learning from the Well Centre. 2016. Journal of Children’s Services, 11(3), 233–243.
]  [26:  Rickwood D et al. Satisfaction with youth mental health services: Further scale development and findings from headspace – Australia’s National Youth Mental Health Foundation. 2015. Early Intervention in Psychiatry, 11(4), 296–305.
]  [27:  Thomée S et al. Challenges and strategies for sustaining youth-friendly health services – a qualitative study from the perspective of professionals at youth clinics in northern Sweden. 2016. Reproductive Health, 13(147), 1–13.
] 




Impact on attendance and acceptability 

A small body of evidence was retrieved concerning the impact of holistic youth health services on adolescents’ perception of clinical services and on their attendance at such services. 



A common theme throughout is the assertion that existing mainstream health services do not adequately meet the needs of adolescents, particularly for those with concerns about their mental health.20 The most frequently highlighted barriers to young people’s use and positive perception of health services include concerns about confidentiality, embarrassment, and poor alignment of service provision with the young person’s needs. 



The bulk of the retrieved literature suggests that young people’s perception of, and attendance at, clinical services can be enhanced by providing a ‘soft’ entry point17, 19, 21, 22, 26 with a common feature involving the outward appearance as a clinical service being masked from peers, family and adolescents themselves. While a variety of approaches is used to achieve this goal, a common feature is that young people do not present initially at a sole-purpose or mainstream clinic to access specific services. Rather, other activities exist at the same facility that any young person could use, regardless of their health status. 



A wide range of approaches that can be considered attempts to provide soft entry points is reflected in the available evidence. Activities directly related to health and wellbeing are frequently used. For example, services can be structured around peer-led discussion groups about specific health issues or can include facilitated health education, counselling or health promotion sessions. Additionally, clinical services can be co-located with activities that are not directly linked to health, such as arts and crafts, support with homework, sports or vocational training. 



The evidence for each of these individual approaches is sparse; therefore it is not possible at this stage to formally evaluate which method is best suited to enhancing young people’s use and perception of health services. However, a major barrier to young people’s use of clinical services is a perceived lack of confidentiality.[endnoteRef:28] As such, soft entry points that are not explicitly related to health, thereby masking the outward appearance of clinical services, are particularly likely to be able to circumvent this reason for non-attendance.17, 19  Supporting this claim, young people were more likely to use broad-scope holistic multi-service centres compared to traditional primary care when they had concerns about their sexual and reproductive health.17 A similar conclusion was reached in a 2010 World Health Organization report which collated experiences of effective youth health practice in Europe. This report featured a recommendation that youth health services should not be purely biomedical in nature.[endnoteRef:29]  [28:  Ford C, English A and Sigman G. Confidential health care for adolescents: position paper of the society for adolescent medicine. 2004. Journal of Adolescent Health, 35(2), 160–67.
]  [29:  World Health Organization Regional Office for Europe. Youth-friendly health policies and services in the European region: Sharing experiences. 2010. Available at: www.euro.who.int/__data/assets/pdf_file/0017/123128/E94322.pdf] 




A further purported benefit of holistic youth health services is that co-location of clinical and other health promotion activities allows complex cases to be identified and handled effectively. As discussed above, this model of service delivery may increase adolescents’ engagement with health services in the first instance, with treatment and discussion of more benign issues giving rise to opportunities for intervention in more serious issues. One of the retrieved articles describes the case of a sexually active 14-year-old girl, who attended a holistic service in the first instance in order to confidentially obtain contraceptives. The young girl later attended the same service for dermatological problems, with latent depression and anxiety identified after a number of further consultations.25 Related, a qualitative study of Swedish youth health practitioners27 also concluded that successful engagement of young people allows them to attend for issues not explicitly related to specific physical or mental symptoms.



The chief drawback of implementing a holistic youth health service appears to be the difficulty in coordinating and funding interdisciplinary teams and facilities.17, 19 While such a model is likely to be resource intensive, there are indications that community-based holistic services can make savings elsewhere as they may be able to effectively triage several adolescents simultaneously, routing those with more urgent or severe health needs as appropriate.19 A related drawback, however, is the challenge of simultaneously maintaining the two diametrically opposing standards of confidentiality and open, non-medicalised services.27 The degree to which this balance is met will likely depend on many contextual factors including service location and size. A further drawback is the potential that holistic services, while initially providing a confidential access point, later become widely known for the type of medical service they provide.27 This could mean that any benefits in terms of increased attendance are lost over time. Furthermore, even those adolescents who may wish to use non-medical aspects of such services (i.e. those who present with no or minor health symptoms) may be reluctant to attend such services because of perceived stigma. 



Impact on health behaviours and outcomes

A very small number of publications robustly evaluate the impact of holistic youth health services on adolescents’ health behaviours and outcomes. As such, many of the statements made below are based on findings from a single study. The most robust evidence in this area originates from a single systematic review of adolescent sexual and reproductive health services.18 This systematic review cites a small number of evaluations which conclude that co-locating sexual and reproductive health clinics with information/advice services and arts, drama and sports activities leads to reduced pregnancy rates and increased contraceptive use. 



The small number of evaluations on mental health outcomes centre on a single holistic youth health service in Australia, is generally of poor methodological quality, and yields mixed evidence.20, 22 Two studies conclude that self-reported mental health is improved by engaging with this service. The most robust evaluations of this service, however, find that only one third (36%) of participants’ mental health outcomes improved, offering no benefit compared to untreated individuals.23 However, this may be attributed to nearly three quarters (72%) of participants receiving an inadequate quantity of treatment when it was appropriate. 



Equity statement 

There is a small amount of evidence that holistic youth health services are able to recruit increased numbers of males,21 with some articles suggesting that male and female recruitment levels are equivalent.19, 22 This would represent a substantial achievement given that males are typically less likely to engage with health services. A small amount of evidence also suggests that holistic youth health services reduce barriers to healthcare for those in lower socioeconomic brackets.19 However, this evidence emerges from the United States, which has a fundamentally different healthcare landscape compared to Scotland and the United Kingdom, so may not be directly transferrable.



Health inequalities are unfair and avoidable differences in people’s health across social groups and between different population groups. Health inequalities can occur by gender, income, social class, deprivation, educational status, ethnicity and geography. This review cannot make any firm conclusions about how this approach might work in different population groups. It is possible that holistic youth health services that are effective overall may widen any inequalities between groups. 



We know from theory and a growing body of evidence that universal interventions which change an element of the environmental, social or structural circumstances that people live and work in – such as restrictions of marketing of unhealthy food or 20mph speed limits – are more likely to be equally or more effective among disadvantaged groups. On the other hand, universal interventions that aim to increase individual knowledge or skills only, such as healthy eating campaigns, may increase inequalities unless they are targeted at disadvantaged groups or applied with a scale and intensity in proportion with the level of disadvantage.



Conclusion

Holistic youth health services appear to improve adolescents’ engagement with and perception of the health sector. While this addresses a major challenge to young people’s health and wellbeing, it is essential that positive engagement in the health service is met with appropriate clinical services. Because of a lack of robust evaluation, it is not yet clear whether holistic youth health services are able to successfully improve health outcomes or behaviour among adolescents. A substantial shift towards broader and more robust evaluation of both short- and long-term outcomes is required in the area of adolescent health services.



There are a number of limitations to this evidence briefing. Chiefly, it is based on a small number of peer-reviewed publications, of which fewer still are of robust methodological quality. Furthermore, this briefing focuses on one specific approach to improving young people’s health service attendance. There may exist other literature, which was not captured by the search strategy, that provides evidence on other ways of encouraging young people to use clinical services. One example of such an omission is likely to involve linking such services to schools. Additionally, the health service evaluations included in this report often describe complex programmes with a wide range of components, any one of which could represent the true driver of any observed benefits. Because of the paucity of evidence in this area it is not possible to further disaggregate results beyond the level laid out above.






About NHS Health Scotland evidence briefings

NHS Health Scotland evidence briefings are produced by the organisation’s Evidence for Action (EfA) team. They use systematic methods* to review the most appropriate evidence to provide a robust, quality assured and balanced assessment of interventions and approaches likely to be effective in improving health and reducing health inequalities. As such, users can have a high degree of confidence that the conclusions/recommendations are valid. Supporting literature reviews and other relevant background papers are often available. Please contact the person named at the start of this briefing for further details.



* The highest degree of confidence can be drawn from the review of existing evidence already critically appraised and quality-assured and/or systematic overview and synthesis of existing research evidence from primary and/or review-level studies. Protocols for each of these methods have been produced and are available on request. 



Scottish policy links



Getting It Right For Every Child (GIRFEC) 2008 www.gov.scot/Topics/People/Young-People/gettingitright



Children and Young people (Scotland) Act 2014

www.legislation.gov.uk/asp/2014/8/contents/enacted 



Curriculum for Excellence 2012
https://education.gov.scot/scottish-education-system/policy-for-scottish-education/policy-drivers/cfe-(building-from-the-statement-appendix-incl-btc1-5)/What%20is%20Curriculum%20for%20Excellence? 
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