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Executive summary 

This report is intended for leaders and practitioners nationally, regionally and locally 

concerned with improving outcomes for children and young people. 

 

It aims to support directors of public health, working with their local partners, to inform 

coordinated approaches to reduce the number of children who are vulnerable to poor 

health and wellbeing and to take action to mitigate risks of poor outcomes. It will be of 

interest to integrated care systems in planning services which are preventive and 

protective.  

 

For the purposes of this report, ‘vulnerable children’ are defined as any children at 

greater risk of experiencing physical or emotional harm and/ or experiencing poor 

outcomes because of one or more factors in their lives.   

 

The COVID-19 pandemic raises specific considerations which can be usefully 

understood in the broader context of childhood vulnerability. Current research suggests 

that, while children of all ages have been diagnosed with COVID-19, symptoms are 

generally mild and death very rare (1). PHE, NHS England and partners have 

developed a framework for vulnerability to support ‘child and young person-centred 

recovery’ for 3 broad groups which are: 

 

• a group of children that may be more clinically vulnerable to COVID-19 because they 

have underlying health conditions or the pandemic has in some way delayed or 

curtailed their access to health services 

• children and families who are at increased risk due to family and socially 

circumstances where there is a statutory entitlement for care and support 

(education, health and care plan and those with a social worker) 

• children who may be at higher risk due to being negatively impacted through wider 

determinants of health and/or family stressors family and social circumstances and 

may not be known to services 

 

Children may be in more than one group and children not previously identified as 

vulnerable may have become so as the economic and social impact of the pandemic 

are felt in the family. 

 

Studies also indicate that children and young people are being affected by the changes 

the pandemic has brought to their lives, including to their education, time with family and 

to their emotional health and wellbeing (2). More generally, the underlying wider 

community and social conditions which can make children more vulnerable which 

existed before the pandemic are likely to remain; these are the focus of this report. 

 



No child left behind: understanding and quantifying vulnerability 

5 

In this report, we summarise: 

 

• the extent and nature of vulnerability in childhood 

• the evidence of increased risk and impact, associated with factors at individual, 

family and community levels 

• the protective factors which, where present, can mean that children go on to prosper 

even where they experience vulnerability or adversity 

 

Alongside this report, No child left behind… a public health informed approach to 

improving outcomes for vulnerable children describes PHE’s actions and resources to 

improve outcomes for children, young people and their families and how the work of 

public health and its partners can help children realise their full potential.  

 

A narrative report on improving health outcomes for vulnerable children and young 

people is also available for each upper tier local authority, which gives an overview of 

relevant local data on risk and protective factors for children and young people which 

can be used to inform local planning and prioritisation. 

  

https://www.gov.uk/government/publications/vulnerability-in-childhood-a-public-health-informed-approach
https://www.gov.uk/government/publications/vulnerability-in-childhood-a-public-health-informed-approach
https://fingertips.phe.org.uk/profile/child-health-profiles/data#page/13/gid
https://fingertips.phe.org.uk/profile/child-health-profiles/data#page/13/gid
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What do we mean by vulnerability? 

There is no commonly used definition of childhood vulnerability (3). A child can be 

vulnerable to risks and poor outcomes because of individual characteristics; the impact 

of action or inaction by other people; and their physical and social environment. 

Additional factors include: 

 

• the child’s physical, emotional, health and educational needs 

• any harm the child has experienced or may be at risk of experiencing – these can 

include a specific set of childhood experiences known as ‘adverse childhood 

experiences’ 

• the capability of the child’s carers and wider family environment to meet the child’s 

needs, or indeed to cause harm – these might include homelessness or poor 

housing conditions, the presence of adults in the home with mental health problems, 

alcohol and drug dependence, or contact with the criminal justice system, domestic 

abuse and poverty 

• the absence of supportive relationships in a child’s life 

• the wider community and social conditions beyond the family including crime, the 

built environment, community cohesion and resilience 

 

This list is not exhaustive, and children can experience one or several of these factors 

with different levels of consequences over the course of their lives including into 

adulthood. For the purposes of this report, ‘vulnerable children’ are defined as any 

children at greater risk of experiencing physical or emotional harm and/or experiencing 

poor outcomes because of one or more factors in their lives. 

 

Some vulnerable children may also have adverse childhood experiences. These are a 

specific set of childhood experiences associated with negative outcomes in later life. 

Like other factors which make children more vulnerable, they do not inevitably lead to 

poorer outcomes, but their presence increases the risk of this happening.  

 

The potential way in which the COVID-19 pandemic may have affected the vulnerability 

of children can be categorised into 3 groups (figure 1) which are:  

 

• a group of children who may be more clinically vulnerable to COVID-19 because 

they have underlying health conditions, or the pandemic has in some way delayed or 

curtailed their access to health services  

• children and families who are at increased risk due to family and socially 

circumstances where there is a statutory entitlement for care and support 

(education, health and care plan and those with a social worker)  
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• children who may be at higher risk due to being negatively impacted through wider 

determinants of health and/or family stressors and social circumstances and may not 

be known to services 

 
Figure 1: childhood vulnerability and COVID-19 
 

 
Source: PHE 
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Quantifying the number of vulnerable 

children 

Children are exposed to a range of factors which make them more vulnerable to poorer 

outcomes. Children may fall into more than one group so, for example, some children 

living in homes where there is adult alcohol dependency may also experience domestic 

violence. This makes it difficult to offer exact figures on the number of children affected 

but the Office of the Children’s Commissioner has estimated that overall there are 2.3 

million children growing up with a vulnerable background, each of whom may have one 

or more risk factors (4).  

 

Some groups of children are more likely to be vulnerable than others, often because of 

other risk factors. The Office of the Children’s Commissioner categorised groups of 

vulnerable children into 9 domains based on the type of vulnerability which are:  

 

• safeguarding concerns or in local authority care 

• health and/or disability 

• economic circumstances 

• family circumstances and characteristics 

• educational engagement 

• involvement in offending and/or anti-social behaviour 

• experience of abuse and exploitation 

• and missing and absent children and minority populations (5) 

 

Children in care 

Of the 12 million children living in England just over 400,000 (3%) are in the social care 

system at any one time. More than 75,000 of these children are children in care (6). 

There were 399,500 children classified by social services as being in need at 31 March 

2018, while the number of child protection plans at 31 March was 52,300 (7). 

 

Many children in care are likely to have had experiences or been brought up in 

circumstances which make them more vulnerable and at risk of poorer outcomes than 

other children.  

 

Studies have found that children in care are more likely to have lower educational 

attainment across all age groups as well as poorer mental and physical health (8). They 

are almost 4 times more likely to have a special education need than the child 

population overall (9). A review of national and international research on teenage 

pregnancy suggests that those in or leaving care are more likely to become teenage 

parents (10). There is also an association between children in care and offending, with 

https://www.childrenscommissioner.gov.uk/wp-content/uploads/2017/07/CCO-TP2-Defining-Vulnerability-Cordis-Bright-2.pdf
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38% of children in Young Offender Institutions and 52% in Secure Training Centres 

having previously been in care (11). 

 

The range of risk factors for children in care also highlights the complexity of issues 

which may make a child vulnerable. Risk factors are often interrelated, with many 

children being vulnerable as the result of more than one factor. For example, a child in 

care may have experienced violence and abuse which in turn may be associated with 

difficulties in forming relationships with others and behavioural problems. The narrative 

reports on improving health outcomes for vulnerable children and young people for 

upper tier local authorities contain more information about domestic violence and abuse 

within the household. 

 

Young carers 

A young carer is “a person under 18 years who provides or intends to provide care to 

another person” (12). The Office for the Children’s Commissioner estimated that there 

were 102,000 young unpaid carers in 2017/18 based on data from the Family 

Resources Survey (13). Most young carers support someone in their own home, usually 

a parent but sometimes another sibling or grandparents (14) who may have both 

physical and mental health issues. The care they give ranges from practical tasks like 

cooking and cleaning but can also include nursing care and emotional support (14). 

Being a carer can bring benefits for a young person, as they make a valued contribution 

to family life and develop life skills (14, 15). There are, however, sometimes negative 

outcomes for young carers, such as making it more difficult for them to participate fully 

in education (14). Being a young carer can have an adverse effect on development and 

outcomes, including giving rise to safeguarding issues where children experience abuse 

or neglect (15). There may also be implications for their mental health and young carers 

may feel lonely and isolated. Approximately a quarter of young carers may also have a 

disability themselves (16). 

 

While many young carers will prioritise the support they give, the implications of such 

responsibilities can make children more vulnerable to poorer outcomes (15). A young 

carer becomes vulnerable when the level of care-giving and responsibility to the person 

in need of care becomes excessive or inappropriate for that child, risking impacting on 

his or her emotional or physical wellbeing or educational achievement and life chances 

(17). Under the Care Act 2014, local authorities are required to consider the needs of 

young carers if, during the assessment of an adult with care needs, or of an adult carer, 

it appears that a child is providing, or intends to provide, care. Children are also entitled 

to a carer’s assessment. Local authorities should ensure that adults’ and children’s 

services work together to offer young carers and their families an effective service and 

respond to the needs of a young carer, the person cared for, and others in the family. 

They are expected to take ‘reasonable steps’ to identify children in their area who are 

young carers. Research by the Office of the Children’s Commissioner suggests that 

https://fingertips.phe.org.uk/profile/child-health-profiles/data#page/13
https://fingertips.phe.org.uk/profile/child-health-profiles/data#page/13
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approximately four-fifths of young carers may not be receiving support from their local 

authority (16). School and public health nurses also play an important role in identifying 

and supporting young carers and their families in and out of school (15). 

 

Teenage pregnancy 

The issue of teenage pregnancy should consider both the potential vulnerability of the 

parents and also their children. Parents and baby may all be children in need. At an 

individual level, many teenage parents will be effective parents and raise healthy 

children, without negative outcomes. At a population level, however, teenage parents 

and their children are more vulnerable to poorer health and other outcomes. Teenage 

parents are more likely than other young people not to be in education, employment or 

training, and to experience unemployment later on in life as well as poverty (18). Their 

children are more likely to live in poverty and to experience developmental delays (18). 

It is estimated that preventing adverse childhood experiences would reduce levels of 

unintended teenage pregnancy by 44% (19). In 2018/19, 3,734 young women aged 

under 18 became mothers in England (20). 

 

Children in the criminal justice system 

Children who offend or are at risk of offending also experience disadvantage at multiple 

levels (21). Children and young people who offend are more likely not to be in 

education, employment or training (22). There is also an association between young 

people who have difficulties with communication and youth offending; 60% of young 

offenders have communication difficulties (23). The health and wellbeing needs of 

children and young people tend to be particularly severe by the time that they are at the 

risk of receiving a community sentence and more so when they receive custodial 

sentences (24). As young people are admitted to custody their needs (including health 

needs) are assessed. Through this process, young people entering youth custody have 

been found to have disproportionate health needs (often undiagnosed or untreated) 

when compared to the general population, including mental health (33%), substance 

misuse (including alcohol) (45%), and learning difficulties or disabilities (32%) (25).The 

evidence review: smoking, drinking and drug use among hard to reach children and 

young people (26) offers further information about this topic. 

 

Violence and serious violence 

Childhood exposure to violence in the form of physical, sexual, or emotional abuse, 

neglect, or even witnessing violence in the home has a significant effect on the 

wellbeing of children. It is a risk factor for a range of risk behaviours and disorders (for 

example smoking, obesity, high-risk sexual behaviour, and depression) that are, in turn, 

causally related to other major public health problems such as cancer, heart disease, 

sexually transmitted disease, and suicide (27). 

https://phe.koha-ptfs.co.uk/cgi-bin/koha/opac-retrieve-file.pl?id=12f52c7b5ec24be13af990793cd55cb0
https://phe.koha-ptfs.co.uk/cgi-bin/koha/opac-retrieve-file.pl?id=12f52c7b5ec24be13af990793cd55cb0
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Family violence is also a risk factor for children being in contact with the justice system 

which in itself is associated with poorer health outcomes than for the general population 

(28). The Children’s Commissioner has estimated that 831,000 children were living in a 

household which reported domestic abuse in 2014 and that 29,000 children and young 

people were involved with or vulnerable to gangs in 2017/18 (13). 

 

Early intervention to reduce childhood exposure to violence, and provide appropriate 

support where exposure has occurred, is key to reducing the far-reaching 

consequences of violence and its expression by children as they grow into adolescents 

and adults. Effective early intervention requires a multi-agency approach in which a 

range of partners across the local system work together. 

 

Smoking, alcohol and drug use 

Most parents who drink alcohol or take drugs do not cause harm to or neglect their 

children, but it is important to recognise that children living with parents with problem 

alcohol or drug use or both can be at greater risk (29).  

 

It is estimated that around 220,000 children lived with an adult who was dependent on 

alcohol in 2014-15 (30). An estimated 93,000 children lived with female opiate users in 

2014/15 and 48,000 with male opiate users. An individual child could be living with more 

than one opiate user and so it is not possible to combine these two figures to give an 

overall total estimate of the number who live with at least one opiate user (31). In 2018-

19, 21% of adults who started treatment for alcohol or drugs were living with children at 

the time. One in 5 (20%) of the children of adults starting treatment were receiving early 

help or were in contact with children’s social care (32). Analysis of Children in Need 

data found that, in the period 2014-15 to 2017-18, 15% of assessments recorded 

parental alcohol use as a factor, with 13% recording parental drug use (33). 

 

Young people smoking and using alcohol and drugs themselves also places them at 

greater risk. Data from young people’s specialist substance misuse services indicates 

that young people in contact with alcohol and drug services have a range of factors 

which make them more vulnerable and that the majority are using more than one drug 

(“poly-drug use”). In 2018, cannabis remained the most common substance (88%) that 

young people came to treatment for. Around 4 in 10 young people (44%) said they had 

problems with alcohol, 14% reported ecstasy and 10% reported powder cocaine 

problems. There was a 53% increase in young people reporting a problem with 

benzodiazepines from the previous year, and 3 times the reported number in 2016 to 

2017 (34). Thirty-two percent of young people who started treatment during the year 

reported having had a mental health treatment need, 23% were affected by someone 

else’s substance misuse, 21% had experienced domestic violence, 17% self-harmed, 

4% experienced child sexual exploitation (34). 
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The latest estimates from the Smoking, drinking and drug use among young people in 

England survey, 2018 shows that 44% of 11- to 15-year-old pupils have ever had an 

alcoholic drink with 6% drinking at least weekly, 16% have ever smoked cigarettes and 

24% have ever taken drugs (35). Alcohol and drug use which affects, impairs, interrupts 

or hinders young people in their physical, emotional, social or academic development is 

harmful. The most recent advice from the Chief Medical Officer is that an alcohol-free 

childhood is the healthiest and best option and that if children do drink alcohol it should 

not be until at least the age of 15 years (36). 

 

Housing 

Unhealthy housing, such as homes which are cold and damp, can affect health. 

According to work by the Marmot Review Team, children in cold homes are more than 

twice as likely to suffer some form of respiratory condition than those in warm homes 

(37). Cold housing also increases the likelihood of minor illnesses such as colds and flu 

as well as more serious illnesses which result in hospital admission (37). Poor housing 

more generally also has a negative effect on mental health (37). A longitudinal 

population-based study considered the impact of persistent poor housing conditions on 

mental health. The research found that poor housing in childhood was predictive of 

worse mental health, irrespective of current housing conditions (38). 

 

Access to outdoor play areas and green spaces 

Evidence indicates that the most deprived areas tend to have less available good 

quality public green space (39). People exposed to poor quality environments are more 

likely to experience poorer health outcomes than people who enjoy good quality 

environments (40).  

 

While studies show that there are more outdoor play areas in deprived areas, their 

quality is generally poorer. Vandalism, litter and lack of maintenance can act as 

deterrents to using what otherwise might be good facilities (41). Consequently, children 

growing up in these areas have less opportunity to benefit from the physical and mental 

health opportunities which good quality green space, including playgrounds, can bring. 

Local authority planning, housing, public health, parks and regeneration departments 

are critical in ensuring safe, equitable and accessible play areas and other green space. 

Working in consultation with the local community will help to identify specific needs and 

opportunities for action. 

 

Worklessness 

Worklessness not only reduces family income but it can also damage families’ 

resilience, health and stability, and have adverse effects on child development (42). 

https://digital.nhs.uk/data-and-information/publications/statistical/smoking-drinking-and-drug-use-among-young-people-in-england/2018
https://digital.nhs.uk/data-and-information/publications/statistical/smoking-drinking-and-drug-use-among-young-people-in-england/2018
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Workless families where people are economically inactive or unemployed are more 

likely to experience problem debt, drug and alcohol dependency, and homelessness. 

The evidence suggests that parental worklessness often overlaps with other 

disadvantages such as parental conflict and poor parental mental health which can 

have a long-term impact on children’s development. Children growing up in workless 

families are almost twice as likely as children in working families to do less well at all 

stages of their education. In workless families, 37% of children in England did not reach 

the expected level at key stage 1 (aged 7) compared with 19% in lower-income working 

families. 75% of children in workless families did not reach the expected level at key 

stage 4 (when children take GCSEs or equivalent), compared to 52% in lower-income 

working families (43). Although some of these differences can be explained by the 

associated disadvantages faced by workless families, some specific outcomes such as 

behavioural difficulties have an independent and negative association over and above 

other factors (43, 44).  

 

The negative impact on development and education often experienced by children 

growing up in workless families can impact on their future employment prospects (44, 

45). The Children’s Commissioner estimates that 1,113,028 children and young people 

live in workless households in England (13). 

 

Poverty 

In 2016, approximately 1.7 million children were living in low income families in England 

(46). Child poverty is associated with poorer health, educational outcomes and adverse 

long-term social and psychological outcomes, leading to poor health and life chances in 

adulthood (47). Child poverty can mean that children are less ready to get the most from 

school; in 2018/19, 67.2% of children from the most deprived areas compared with 

75.9% from the least deprived had a good level of development at the end of reception 

(48). By Key Stage 4 (GCSEs) the pupils from the most deprived areas have an 

average Attainment 8 score of 43.5 compared with 50.4 in the least deprived areas (49), 

demonstrating how this gap remains throughout education.  

 

While deprivation is a strong predicator of health-harming behaviour, the association 

does not mean that all children living in low income families will experience poorer 

outcomes throughout life. Instead other factors can also affect susceptibility or resilience 

to developing health-harming behaviours (50, 51). 

 

Adverse childhood experiences 

In recent years, there has been considerable interest in a specific set of adverse 

childhood experiences and how these can be associated with negative outcomes later 

in life.  
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Work on adverse childhood experiences originated from a study carried out in the US at 

Kaiser Permanente in the mid-1990s (52). Since then, studies on the topic have been 

conducted across the world, including by the World Health Organization (WHO) (53) 

and in the US by the Centers for Disease Control and Prevention (54). The studies 

looked at health histories of adults and their reported childhood experiences of abuse 

(physical, emotional and sexual); neglect (physical and emotional); and family 

circumstances (domestic violence, parental substance abuse, parental mental illness, 

separation and incarceration).  

 

A UK study in a relatively deprived and ethnically diverse population reported that 

almost 50% of people surveyed had at least one adverse childhood experience and 

12.3% reported 4 or more (55). A similar study found that at least 4 in 10 (44.4%) adults 

had experienced one or more adverse childhood experiences (19). In examining the 

relationship to other outcomes, people who have experienced 4 or more adverse 

childhood experiences when compared to another person who has no such experiences 

were found to be: 

 

• almost 4 times more likely to smoke 

• almost 4 times more likely to drink heavily  

• almost 9 times more likely to experience incarceration  

• some 3 times more likely to be morbidly obese (55) 

 

Those with higher adverse childhood experience scores have also been found to be at 

greater risk of: 

 

• poor educational and employment outcomes (56) 

• low mental wellbeing and life satisfaction (19) – adults with 4 or more have been 

found to be 6.1 times more likely to have had treatment for mental illness than those 

who had experienced none (57)  

• recent violent involvement, whether as a victim, perpetrator or more often both (58)  

• chronic health conditions (59) – people with 4 or more were twice as likely to be 

diagnosed with high blood pressure compared with people with no adverse 

childhood experience; for cancer and stroke it was almost 3 times higher; and for 

respiratory disease and liver and digestive conditions it was more than 3 times 

higher (19) 

• having or causing an unplanned pregnancy when younger than 18 years, becoming 

homeless (57) and experiencing family breakdown (60) 

 

The experiences children have early in life may influence their brain development  

(61-63). At a physiological level, the stress which can result from adverse childhood 

experiences may not only impact on the development of that child but may persist in 

future generations (63, 64). 
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Health inequalities and adverse childhood experiences 

In England there is evidence that those in more deprived sections of the population are 

more likely to experience 4 or more adverse childhood experiences (55). They are also 

more likely to experience several adverse childhood experiences at the same time (55). 

While such experiences are more likely to occur in poorer communities, a correlation 

between the number of adverse childhood experiences and worse health, criminal 

justice, employment and educational outcomes over the life course also exists which is 

independent of deprivation (55). Adverse childhood experiences are associated with a 

multiplicity of circumstances and their presence cannot be said to result from one cause 

alone nor do they exist in isolation from other risk factors (65). These health inequalities 

can be seen across the life course (figure 2). 

 
Figure 2: health inequalities across the life course 

 
Source: PHE (66) 

 

The impact of early adversity can have an intergenerational effect (67, 68). Its impact  

on outcomes including criminality, violence, early unplanned pregnancy and remaining 

in poverty may explain why it is more likely that, left unaddressed, there is a cycle  

that exposes subsequent children in the same family to similar experiences (55).  

This perpetuation of disadvantage, from one generation to the next, contributes  

to societal inequalities as it places an extra burden on those children who come  

from disadvantaged backgrounds, increasing the risk of poor outcomes across 

generations (40). 
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Conclusions 

There is no commonly used definition of ‘vulnerable children’ but, for the purposes of 

this report, they are defined as any children at greater risk of experiencing physical or 

emotional harm and/ or experiencing poor outcomes because of one or more factors in 

their lives.   

 

Children may fall into more than one group so, for example, some children living in 

homes where there is alcohol dependency may also experience domestic violence. This 

makes it difficult to offer exact figures on the number of children who are vulnerable. 

The COVID-19 pandemic raises specific considerations which can be usefully placed in 

the broader context of childhood vulnerability discussed in this paper. Children may be 

in more than one group of those identified in the context of the pandemic and children 

not previously identified as vulnerable may have become so as the economic and social 

impact of the pandemic are felt in the family. 

 

Adverse childhood experiences are a specific set of adverse childhood experiences 

which can be associated with negative outcomes later in life. This body of research has 

galvanised action to address vulnerability in childhood and enabled collaboration at a 

local level. It should, however, be considered in the wider context of childhood 

vulnerability more generally. 

 

Alongside this report, No child left behind… a public health informed approach to 

improving outcomes for vulnerable children describes PHE’s actions and resources to 

improve outcomes for children, young people and their families and how the work of 

public health and its partners can help children realise their full potential. A narrative 

report on improving health outcomes for vulnerable children and young people is also 

available for each upper tier local authority which gives an overview of relevant local 

data on the risk and protective factors for children and young people discussed in this 

report which can be used to inform local planning and prioritisation. 

 

 

  

https://draft-origin.publishing.service.gov.uk/government/publications/vulnerability-in-childhood-a-public-health-informed-approach
https://draft-origin.publishing.service.gov.uk/government/publications/vulnerability-in-childhood-a-public-health-informed-approach
https://fingertips.phe.org.uk/profile/child-health-profiles/data#page/13/gid
https://fingertips.phe.org.uk/profile/child-health-profiles/data#page/13/gid
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Glossary 

Adverse childhood experiences 

A specific set of childhood experiences associated with negative outcomes in later life. 

 

Asset and asset-based 

Health assets contribute to the positive health and wellbeing of the members of a 

community. Recognising assets helps value community strengths and ensure everyone 

has access to them. It builds on the positives and ensures that health action is co-

produced equally between communities and services. Assets could include: 

 

• the skills, knowledge, social competence and commitment of individual community 

members 

• friendships, inter-generational solidarity, community cohesion and neighbourliness 

• local groups and community and voluntary associations, ranging from formal 

organisations to informal, mutual aid networks such as babysitting circles 

• physical, environmental and economic resources 

• assets brought by external agencies including the public, private and third  

sector (69) 

 

Child abuse 

Child abuse is when “a person – adult or child – harms a child. It can be physical, 

sexual or emotional, but can also involve a lack of love, care and attention.” (70). 

 

Child sexual exploitation 

A form of child sexual abuse which occurs where an individual or group takes 

advantage of an imbalance of power to coerce, manipulate or deceive a child or young 

person under the age of 18 into sexual activity (a) in exchange for something the victim 

needs or wants, and/or (b) for the financial advantage or increased status of the 

perpetrator or facilitator. The victim may have been sexually exploited even if the sexual 

activity appears consensual. Child sexual exploitation does not always involve physical 

contact; it can also occur through the use of technology (71). 

 

Community 

The term is used as shorthand for the relationships, bonds, identities and interests that 

join people together or give them a shared stake in a place, service, culture or activity 

(72). 

 

Life course 

Instead of focusing on a single condition at a single life stage, a life course approach 

considers the critical stages, transitions and settings where large differences can be 

made in promoting or restoring health and wellbeing. In doing so, it emphasises 
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minimising risk factors and enhancing protective factors through evidence-based 

interventions at important life stages (66). 

 

Perinatal 

The period of time coming both before (antenatal) and after (postnatal) birth. The term is 

often used when talking about mental health. 

 

Preconception health 

This relates to the health behaviours, risk factors and wider determinants for women 

and men of reproductive age which impact on maternal, infant and child outcomes (73). 

 

Prenatal 

The period of time before a baby is born, most commonly used when talking about the 

later stages of pregnancy when the birth is becoming more imminent. 

 

Place-based 

Place-based working is a person-centred, bottom-up approach used to meet the unique 

needs of people in one given location by working together to use the best available 

resources and collaborate to gain local knowledge and insight. By working 

collaboratively with the people who live and work locally, it aims to build a picture of the 

system from a local perspective, taking an asset-based approach that seeks to highlight 

the strengths, capacity and knowledge of all those involved (74). 

 

Postnatal 

The period of time following birth, usually considered to refer to the first year after 

childbirth. 

 

Public health 

Public health includes but is not limited to preventing disease through immunisation and 

screening, improving health through education and intervention and responding to 

hazards and dangers to health. It can refer to professionals and services who use 

formal and established principles and standards to understand and improve the health 

of the overall population. In the context of this report, public health is understood more 

broadly and to apply to any individual, organisation or service which has the potential to 

protect and improve the health of the population. 

 

Resilience 

The ability to manage and recover from adversity in a way that strengthens wellbeing in 

the long term. 
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Trauma-informed  

An approach to care which looks to provide support or onward referral and avoid the 

potential for re-traumatisation by recognising when people may have experienced 

trauma or adverse childhood experiences. 

 

Vulnerable children and vulnerability 

For the purposes of this report, vulnerable children are taken to be any children at 

greater risk of experiencing physical or emotional harm and experiencing poor 

outcomes because of one or more factors in their lives when compared with children 

who do not have such factors.  
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