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Area Wellbeing Profile (0-8): Summary (pg. 1 - 11)
The summary provides a high level overview of child wellbeing and estimates of service use. The 
data is presented for the local authority, alongside data for the combined target wards. 
Comparison data from the combined average across the Better Evidence for a Better Start sites is also 
included to provide the broader context. These data are represented within three key elements:

1. Summary of Key Developmental Outcomes (pg. 5) 
! This bar chart highlights the proportion of children not meeting the Key 
! Development Outcomes. Failure to achieve these outcomes is predictive of 
! children’s subsequent health and development. 

2. Summary of risk factors (pg. 7)
! This bar chart highlights the proportion of children at risk across a range of 
! intrinsic, family or other environmental factors.  If a child is experiencing a 
! particular risk, it has the potential to increase or decrease the likelihood a 
! child will thrive.

3. Match between need and service (pg. 9)
! This ‘circle diagram’ provides a broad estimation of the match between 
! children’s need and their receipt of a targeted service.

Area Wellbeing Profile: Appendices (pg. 12 - 58)
This section provides a greater level of detail facilitating a deeper analytical dive into the data. It 
allows a fine-grained examination of each Key Developmental Outcome. It includes detailed 
information in relation to construct definition, example questions, data sources, demographic 
breakdowns based on gender, socio-economic status and ethnicity, sample sizes and confidence 
intervals. 

Document Overview
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What is an Area 
Wellbeing Profile?
Introduction
Evidence of ‘what works’ to improve child outcomes is essential for strategy 
development and service design. But it is not enough. What works to improve 
child outcomes in one area might be very different to what works for those living 
in another. One reason is because the needs of local populations tend to vary, due 
in part to the influence of different environments on children’s health and 
development, and in part to variations in local policy and service provision. 

Without good estimations of the needs of the whole child population in a local area 
- not just those already known to services - it is difficult to be confident about what 
will work where and for whom. It follows that a mismatch between the needs of a 
local population and services provided has the potential to seriously undermine a 
strategy designed to improve child outcomes. Robust data on need and child 
wellbeing is thus one key element of a strong strategy to improve child outcomes. 

This Area Wellbeing Profile (0-8) provides robust data from a representative 
sample of children in the early years across the area and a number of target wards 
within this area. It provides - at an aggregate level - how the wellbeing of children 
from birth to eight years compares to an average of similar areas across England. It 
also compares how critical influences upon child wellbeing vary, and provides 
some cautious estimations about the match between need and service provision. 

1
Introduction

What is child wellbeing?
Child wellbeing, in the broadest sense, is the degree to which children are happy, 
healthy and thriving. Indicators of general wellbeing could, for example, concern 
physical health (e.g. absence of illness or disease), behaviour (e.g. substance 
misuse), cognitive development (e.g. language development) or emotional 
wellbeing (e.g. mental health). Some indicators might be objective, such as birth 
weight falling below a particular threshold, whilst others might be subjective, such 
as a general sense of happiness and life satisfaction. 

One challenge for those thinking about the strategic development of services for 
children is where to prioritise investments and target services or activities. What 
indicators are most important? Where is need greatest? What can we do something 
about?
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Key Developmental Outcomes
In order to help those tasked with the strategic development of services for 
children navigate the overwhelming number of potential indicators of child 
development, within Better Evidence for a Better Start we narrow down those that 
are most critical. We refer to these as Key Developmental Outcomes.

A Key Developmental Outcome is defined as a developmentally specific indicator, 
intrinsic to a child, which is: (a) predictive of children’s subsequent wellbeing; (b) 
malleable; and (c) measurable. 

Key Development Outcomes contained within the Area Wellbeing Profile (0-8) are:

• A healthy gestation and birth (gestation and infancy);
• Communication and language development (infancy and early childhood);
• Social and emotional development (infancy and early childhood);
• Readiness for school (early childhood);
• Early onset behavioural problems (early to middle childhood);
• Self-regulation (early to middle childhood);
• Obesity (early to middle childhood); and
• Chronic health conditions (across childhood).

If children have difficulties in these areas, there is good evidence to suggest that 
their subsequent developmental trajectory is more likely to be negatively affected.

Risk Factors
A risk factor, broadly defined, is a characteristic, context or event that increases the 
likelihood of a poor outcome. In the context of Better Evidence for a Better Start, risk 
factors are those characteristics or environments that increase the likelihood that 
children will struggle in relation to Key Developmental Outcomes. 

Risk factors contained within the Area Wellbeing Profile (0-8) include those 
operating at the following contexts or points of time:

• During gestation and infancy (e.g. a mother’s substance use during 
pregnancy, no initiation of breastfeeding);

• Within-child influences (e.g. insufficient physical exercise);
• Family functioning (e.g. poor family management or low involvement in 

learning and education);
• Difficulties faced by parents (e.g. poor parental mental health, low social 

support); and
• Community and economic influences (e.g. low social cohesion, poor 

physical environment).
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An explicit (and unapologetic) deficit-focus
The Area Wellbeing Profile (0-8) presents the proportion of children within a 
population that have problems or difficulties in relation to key developmental 
outcomes. It also reports the proportions of children exposed to particular risks. 

The rationale for this explicit deficit-focus is that the function of these data are to 
help identify in which areas children experience the greatest threats to their 
subsequent health and development, and thus to inform prioritisation and 
intervention efforts to help improve outcomes in these areas. 

This does not necessarily mean that subsequent intervention options be deficit-
focused: strategies and services may seek to tackle deficits or reduce risk, or they 
may seek to build upon strengths and capability and promote resilience to risk, 
both of which are possible routes to improving outcomes in prioritised areas. 

For other purposes and presentational formats the figures reported in this analysis 
may be inverted and presented as the proportion of children doing well against 
Key Developmental Outcomes or not at risk. 

How to use the Area Wellbeing Profile (0-8) 
The data contained within the Area Wellbeing Profile (0-8) is designed to be used 
as part of the Better Evidence for a Better Start strategy development process. In 
brief, these data may be used to:

• Inform the prioritisation of Key Developmental Outcomes; 
• Identify and prioritise risks likely to contribute to poor outcomes;
• Help guide the selection of evidence-based interventions and inform the 

design and refinement of new services;
• Reveal characteristics and inform estimations about the size of potential 

target group populations;
• Support informed estimations about the potential magnitude of impact that 

may be achieved over time; and
• Create a baseline of need within a population that may be monitored over 

time. 

Further details about these functions may be found in the ‘How To’ training 
modules of Better Evidence for a Better Start. 
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Summary of Key Developmental Outcomes
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This chart shows the proportion of children in Nottingham, and target 
wards within, that have difficulties in relation to each of the Better 
Evidence for a Better Start Key Developmental Outcomes. These are 
relative to an average across the fifteen short-listed sites across 
England. 

For information about how to read and interpret this chart: 
See Appendix III.

For further detail and disaggregation of data for each Key 
Developmental Outcome: See Appendix I.

2

Target Wards:
Arboretum
Aspley
Bulwell
St Ann’s

* BEBS = Better Evidence for a Better Start site average. In addition to this point of comparison, for communication and language development and 
social and emotional development, the only available norm data are from the US. For early-onset poor behaviour norm data is from Great Britain, 
and for Obesity it is from England. 

* *
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Risk Factor Profile 
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Target Wards:
Arboretum
Aspley
Bulwell
St Ann’s

This chart shows the proportion of children in Nottingham, and target 
wards within, that are exposed to a range of risk factors that may 
influence one or more Key Developmental Outcomes. These are relative 
to an average across the fifteen short-listed sites across England. 

For information about how to read and interpret this chart: 
See Appendix III.

For further detail and disaggregation of data for each Risk Factor: See 
Appendix I.

* Sourced from existing administrative data, not available at target ward level. 
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Estimations of the match between need and 
targeted service provision

The grey circle represents the population of children aged 0-8 as a whole.
In Nottingham this is approximately 33,234 infants and children. 

The red circle represents the proportion of those with high levels of need.
‘High need’ is defined as the proportion of children with six or more difficulties 
in relation to Key Developmental Outcomes and a selected group of risk factors, 
as measured in the 0-8 Area Wellbeing Survey, that might justify a targeted 
service response (see Appendix III for details). In Nottingham this is 20% 
(compared to 16% across the average of the 15 short-listed sites across England). 
This would equate to 6,647 children. 
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The black dotted circle represents an estimate of those in receipt of a targeted service.
This is an estimation based upon parent-reported child-focused targeted service 
use from the Area Wellbeing Survey (0-8). It includes contact with specialist 
medical health professionals, social workers, mental health services, speech and 
language therapists and special educational support teams (see Appendix III for 
details). In Nottingham this is 10% (compared to 8% across the average of the 15 
short-listed sites across England). This would equate to 3,323 children. 
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Need exceeds capacity to serve. 
The proportion of young children in the population categorised as ‘high 
need’ (20%) exceeds the capacity of targeted services to respond to that need.

Mismatch between need and targeted service provision.
Of the 10% served by targeted services, 50% are categorised as ‘high need’ (this 
equates to 26% of those categorised as ‘high need’ in the wider population as a 
whole). Conversely, of the 10% served by targeted services, 50% of them have 
relatively low need.
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Implication: The reach of targeted ‘treatment’ services could be expanded, although in a time of austerity 
this is unlikely to be possible nor desirable. Alternatively, a combination of public health, universal prevention 
and/or targeted early intervention targeted services, focused on areas of greatest need could, over time, ‘shrink’ 
the size of the red circle, reducing the burden on targeted services. 

Implication: Targeted services could more effectively focus on those with high need in the wider population, 
reaching out to those not already known to services. Put another way, efforts could be made to shift the black 
dotted circle more squarely over the red circle. 

4

Estimations of the match between need and 
targeted service provision: Implications
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Outcomes
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Key developmental outcome: 
Healthy gestation and birth

I
 

Nottingham Target 
Wards

BEBS Site 
Average

English 
Average

Unhealthy 
gestation and 
birth

19.6% 18.0% 17.0% n/a

*Low 
birthweight 9.0% n/a 8.0% 7.4%

Substance 
misuse during 
pregnancy

8.8% 8.1% 10.1% n/a

Definition: 
Unhealthy gestation and birth: if a child is born 
prematurely (born before week 37), has a low birth 
weight (< 2,500 grams) or if there has been maternal 
substance misuse during pregnancy (tobacco, alcohol 
or illicit substances).

Prevalence of children not meeting Key Developmental 
Outcomes, plus related existing administrative data

Source of data: Area Wellbeing Survey

Example questions: 
(1) How many weeks was your baby born premature? 
(2) How much did your child weigh at birth? 
(3) During your pregnancy once you found you were 
expecting...how many times did you have five or more 
alcoholic drinks in one session?

Local authority representative sample (containing proportionate sub-sample of target 
wards) n = 409; Target wards sample n = 306 (Overall sample n = 606).
*Via ChiMat, Department of Health (DH)
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Key developmental outcome: 
Healthy gestation and birth

I
 

Prevalence of difficulties in related key development 
outcomes and exposure to related risk factors:

Site disaggregation: 
(overall site prevalence for unhealthy gestation and birth: 19.6%)

Prevalence of poor outcome for sub-groups
(and number of respondents in sample this equates to)

Prevalence of poor outcome for sub-groups
(and number of respondents in sample this equates to)

Socio-economic status (household)Socio-economic status (household)Socio-economic status (household)

High 21% (n = 78)

Low 18% (n = 65)

Gender (child)Gender (child)

Male 22% (n = 91)

Female 16% (n = 66)

**Teenage conceptions: 5.4%
**Teenage abortions: 37.0%

Late or limited prenatal care: 33.2%

**Infant mortality: 6.2 per 1,000

**Maternal smoking at delivery: 18.5%

Not breastfed after birth: 34.7%
** Not breastfeeding at 6/8 weeks: 61.4%

** Sourced from existing administrative data

Please note: Disaggregation reduces the sample size and results should therefore be treated with caution. 
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Key developmental outcome: 
Healthy gestation and birth

I

The chart to the right 
highlights the proportion of 
children not meeting their 
key developmental 
outcomes broken down 
into those children who 
experienced a healthy 
gestation and birth 
compared with those who 
experienced an unhealthy 
gestation and birth.

Please note: Disaggregation reduces the 
sample size and results should therefore be 
treated with caution. 

0%!

20%!

40%!

60%!

80%!

100%!

Po
or

 c
om

m
un

ic
at

io
n 

an
d 

la
ng

ua
ge

 d
ev

el
op

m
en

t!
(0

-5
 y

ea
rs

)!

Po
or

 s
oc

ia
l a

nd
!

 e
m

ot
io

na
l d

ev
el

op
m

en
t!

(0
-5

 y
ea

rs
)!

N
ot

 re
ad

y 
fo

r s
ch

oo
l!

(3
-8

 y
ea

rs
)!

Ea
rl

y 
on

se
t o

f!
 p

oo
r b

eh
av

io
ur

 !
(4

-8
 y

ea
rs

)!

Po
or

 s
el

f-
re

gu
la

tio
n!

(4
-8

 y
ea

rs
)!

C
hr

on
ic

 h
ea

lth
 !

co
nd

iti
on
!

(2
-8

 y
ea

rs
)!

Healthy gestation !
and birth!

Unhealthy gestation !
and birth!



Area Wellbeing Profile Appendix: Nottingham City Council	

16

Key developmental outcome: 
Communication and language development

I
 

Nottingham Target 
Wards

BEBS Site 
Average

US and 
English* 
Average

Poor 
communication 
and language 
development

9.9% 12.3% 9.4% 9%

*Good level of 
development 
(EYFS)

58.3% n/a 59.4% 63.5%

Definition: 
Communication and language development
encompasses expressive (e.g. babbling and 
vocalising) and receptive (e.g. listening and 
comprehension/understanding) language 
development. 

Early Years Foundation Stage (EYFS) is a teacher 
assessment of children’s development at age 5 
across: communication; physical development; social 
and emotional development; literacy;  
maths;expressive arts; designing and making.

Prevalence of children not meeting Key Developmental Outcome, 
plus related existing administrative data

Example items: 
Items are developmentally appropriate, drawn from 
20 age-appropriate sets of questions. For example:

(1) Does your child correctly use at least two words like 
“me,” “I”, “mine,” and “you”?
(2) Does your child say two or three words that represent 
different ideas together, such as “See dog,”...“Cat gone”? 

Source of data: Area Wellbeing Survey (0-8): Ages and Stages 
Questionnaire (v.3) six months - five years. 

Local authority representative sample (containing proportionate 
sub-sample of target wards) n = 409; Target wards sample n = 306 
(Overall sample n = 606).
*Via ChiMat, Department of Education (2012)
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Key developmental outcome: 
Communication and language development

I
 

Site disaggregation: (overall site prevalence of poor 
communication and language development: 9.9%) Prevalence of difficulties in related key development 

outcomes and exposure to related risk factors:

Not ready for school: 26.4%

Low parental involvement in learning: 6.9%

Poor parental verbal reasoning: 21.2%

Prevalence of poor outcome for sub-groups
(and number of respondents in sample this equates to)

Prevalence of poor outcome for sub-groups
(and number of respondents in sample this equates to)

Socio-economic status (household)Socio-economic status (household)Socio-economic status (household)

High 12% (n = 44)

Low 6% (n = 23)

Gender (child)Gender (child)

Male 9% (n = 36)

Female 11% (n = 46)

Please note: Disaggregation reduces the sample size and results should therefore be treated with caution. 



Area Wellbeing Profile Appendix: Nottingham City Council	

18

I

The chart to the right 
highlights the proportion of 
children not meeting their 
key developmental 
outcomes broken down 
into those children with 
and without problems in 
relation to their 
communication and 
language development. 

Key developmental outcome: 
Communication and language development

Please note: Disaggregation reduces the 
sample size and results should therefore be 
treated with caution. 
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Key developmental outcome: 
Social and emotional development

I
 

Nottingham Target 
Wards

BEBS Site 
Average

US and 
English* 
Average

Poor social and 
emotional 
development

36.6% 43.2% 38.1% 37%

*Good level of 
development 
(EYFS)

58.3% n/a 59.4% 63.5%

Definition: 
Social and emotional development encompasses 
seven domains: self regulation (i.e. ability or 
willingness to calm or settle down); compliance 
(ability or willingness to follow the rules); 
communication (ability or willingness to respond to 
or initiate verbal or nonverbal signals); adaptive 
functioning (i.e. coping with sleeping, eating, 
elimination etc.); independence (i.e. responding 
without guidance); affect (i.e. demonstrating own 
feelings and empathy for others); responding and 
initiating social responses with others.

Prevalence of children not meeting Key Developmental Outcome, 
plus related existing administrative data

Example questions: 
(1) Does your child look at you when you talk to him?
(2) Does your child do things over and over and get upset 
when you try to stop her? Examples are rocking, hand 
flapping, spinning.

Source of data: Area Wellbeing Survey (0-8) : Ages and Stages 
Questionnaire( SE.) six months - five years. 

Local authority representative sample (containing proportionate sub-
sample of target wards) n = 409; Target wards sample n = 306 (Overall 
sample n = 606).
*Via ChiMat, Department of Education (2012)
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Key developmental outcome: 
Social and emotional development

I
 

Prevalence of difficulties in related key 
development outcomes and exposure to related 
risk factors:

Site disaggregation: 
(overall site prevalence of poor social and emotional development: 36.6%)

Not ready for school: 26.4%

Poor self-regulation: 7.2%

Early onset of poor behaviour: 14.2%

Poor pro-social behaviour: 5.0%

Prevalence of poor outcome for sub-groups
(and number of respondents in sample this equates to)

Prevalence of poor outcome for sub-groups
(and number of respondents in sample this equates to)

Socio-economic status (household)Socio-economic status (household)Socio-economic status (household)

High 32% (n = 118)

Low 45% (n = 166)

Gender (child)Gender (child)

Male 41% (n = 169)

Female 32% (n = 130)

Please note: Disaggregation reduces the sample size and results should therefore be treated with caution. 
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I

The chart to the right 
highlights the proportion of 
children not meeting their 
key developmental 
outcomes broken down 
into those with and 
without problems in 
relation to their social and 
emotional development. 

Key developmental outcome: 
Social and emotional development

Please note: Disaggregation reduces the 
sample size and results should therefore be 
treated with caution. 
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Key developmental outcome: 
Readiness for school

I
 

Definition: 
A child is considered as not being ready for school if 
they have at least two or more impairments in the 
following areas: communication and language; social 
and emotional development; behaviour; and any 
chronic health conditions. School readiness is 
assessed from three to eight years of age. It therefore 
includes how ready children are for school both prior 
to and during the early years of school.

Prevalence of children not meeting Key Developmental Outcome, 
plus related existing administrative data

Local authority representative sample (containing proportionate sub-sample of 
target wards) n = 409; Target wards sample n = 306 (Overall sample n = 606).
*Via ChiMat, Department of Education (2011/2012)

Nottingham Target 
Wards

BEBS Site 
Average

English* 
Average

Not ready for school 26.4% 22.6% 22.9% n/a

*Good level of 
development (EYFS) 58.3% n/a 59.4% 63.5%

*5+ GCSE’s at A*-C 49.6% n/a 55.1% 59.4%

Source of data: Area Wellbeing Survey (0-8) :composite measure (inc. 
language and communication, social and emotional development, behaviour 
and chronic health conditions) three- eight years.
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Key developmental outcome: 
Readiness for school

I

Prevalence of difficulties in related key development 
outcomes and exposure to related risk factors:

Site disaggregation: 
(overall site prevalence of those not ready for school: 26.4%)

Poor communication and language development: 9.9%

Poor social and emotional development: 36.6%

Poor self-regulation: 7.2%

Early onset or poor behaviour: 14.2%

Poor pro-social behaviour: 5.0%

Likely ADHD or hyperactive disorder: 16.9%

Prevalence of poor outcome for sub-groups
(and number of respondents in sample this equates to)

Prevalence of poor outcome for sub-groups
(and number of respondents in sample this equates to)

Socio-economic status (household)Socio-economic status (household)Socio-economic status (household)

High 24% (n = 88)

Low 29% (n = 106)

Gender (child)Gender (child)

Male 29% (n = 120)

Female 23% (n = 93)

Please note: Disaggregation reduces the sample size and results should therefore be treated with caution. 



Area Wellbeing Profile Appendix: Nottingham City Council	

24

I

The chart to the right 
highlights the proportion of 
children not meeting their 
key developmental 
outcomes broken down 
into those children with 
and without problems in 
relation to their readiness 
for school. 

Key developmental outcome: 
Readiness for school

Please note: Disaggregation reduces the 
sample size and results should therefore be 
treated with caution. 0%!
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Key developmental outcome: 
Early onset of poor behaviour

I
 

Nottingham Target 
Wards

BEBS Site 
Average

British 
Average*

Early onset 
poor 
behaviour

14.2% 19.2% 15.9% 4.6%

Definition: 
Early onset of poor behaviour includes aggressive 
and non-compliant behaviours. If a child meets the 
threshold on this particular measure then they are 
likely to be given a clinical diagnosis of a 
behavioural disorder if they were to see a 
professional. Development of serious behaviour 
problems in early to middle childhood are more 
predictive of later problems than when behavioural 
problems first appear in adolescence.

Prevalence of children not meeting Key Developmental Outcome

Example questions: 
(1) How often does your child have temper tantrums or hot 
tempers? (2) How often does your child lie or cheat?
(2) Often lies or cheats

Source of data: Area Wellbeing Survey (0-8); Strengths and Difficulties 
Questionnaire (SDQ; parent) four - eight years. 
*Meltzer et al (2000) British average is for a different age rage (5 -10 years). 

Local authority representative sample (containing proportionate sub-
sample of target wards) n = 409; Target wards sample n = 306 (Overall 
sample n = 606).



Area Wellbeing Profile Appendix: Nottingham City Council	

26

Key developmental outcome: 
Early onset of poor behaviour

I
 

Prevalence of difficulties in related key development 
outcomes and exposure to related risk factors:

Site disaggregation: 
(overall site prevalence of early onset of poor behaviour: 14.2%)

Likely ADHD or hyperactive disorder: 16.9%

Poor family management: 13.8%

Permissive parental attitudes to antisocial 
behaviour: 23.4%

Not ready for school: 26.4%

Poor self-regulation: 7.2%

Poor pro-social behaviour: 5.0%

Prevalence of poor outcome for sub-groups
(and number of respondents in sample this equates to)

Prevalence of poor outcome for sub-groups
(and number of respondents in sample this equates to)

Socio-economic status (household)Socio-economic status (household)Socio-economic status (household)

High 10% (n = 38)

Low 19% (n = 71)

Gender (child)Gender (child)

Male 16% (n = 65)

Female 12% (n = 50)

Please note: Disaggregation reduces the sample size and results should therefore be treated with caution. 
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I

The chart to the right 
highlights the proportion of 
children not meeting their 
key developmental 
outcomes broken down 
into those children with 
and without the early onset 
of poor behaviour.

Key developmental outcome: 
Early onset of poor behaviour

Please note: Disaggregation reduces the 
sample size and results should therefore be 
treated with caution. 
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Key developmental outcome: 
Self-regulation

I

Nottingham Target 
Wards

BEBS Site 
Average

English 
Average

Poor self-
regulation 7.2% 8.0% 7.2% n/a

Definition: 
Self-regulation is the child’s ability to think before 
acting and manage their emotions when upset or 
distressed.

Prevalence of children not meeting Key Developmental Outcome

Example questions: 
(1) Does your child know how to relax when he or she feels 
tense?
(2) Is  your child  always able to keep his or her feelings 
under control?

Source of data: Area Wellbeing Survey (0-8); International Youth 
Development Survey: Parent Adaptation;  four - eight years.

Local authority representative sample (containing proportionate sub-
sample of target wards) n = 409; Target wards sample n = 306 (Overall 
sample n = 606).
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Key developmental outcome: 
Self-regulation

I
 

Prevalence of difficulties in related key development 
outcomes and exposure to related risk factors:

Site disaggregation: 
(overall site prevalence of poor self-regulation: 7.2%)

Not ready for school: 26.4%
Early onset of poor behaviour: 14.2%

Prevalence of poor outcome for sub-groups
(and number of respondents in sample this equates to)

Prevalence of poor outcome for sub-groups
(and number of respondents in sample this equates to)

Socio-economic status (household)Socio-economic status (household)Socio-economic status (household)

High 6% (n = 22)

Low 10% (n = 37)

Gender (child)Gender (child)

Male 7% (n = 30)

Female 7% (n = 30)

Please note: Disaggregation reduces the sample size and results should therefore be treated with caution. 
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I

The chart to the right 
highlights the proportion of 
children not meeting their 
key developmental 
outcomes broken down 
into those children with 
and without problems in 
relation to self-regulation. 

Key developmental outcome: 
Self-regulation

Please note: Disaggregation reduces the 
sample size and results should therefore be 
treated with caution. 
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Key developmental outcome: 
Chronic health and obesity

I
 

Nottingham Target 
Wards

BEBS Site 
Average

English 
Average*

Any chronic 
health 
condition

26.8% 22.7% 25.7% n/a

Diabetes 0.3% 0.0% 0.2% n/a

Asthma 11.4% 10.5% 10.6% n/a

Illness days in 
last 4 weeks 15.5% 9.6% 14.7% n/a

Obesity at 5 
years 10.9% n/a 10.4% 9.5%

Obesity at 11 
years 

22.2% n/a 21.7% 19.2%

Definition: 
Chronic Health Condition is the presence of at least 
one of the following: asthma; diabetes; hearing 
problems; vision problems that cannot be corrected 
with standard glasses or four or more sick days in 
past month.
Obesity is when a child has a Body Mass Index 
(BMI) at or above the 95th percentile for children of 
the same age and sex. BMI is calculated using a 
child’s weight and height. This is sourced from 
existing data.

Prevalence of children not meeting Key Developmental Outcomes

Example question: 
Does you child currently have...[asthma/diabetes/hearing 
problems etc.]? Source of data: Area Wellbeing Survey; Existing Data US NSCH (2011/12) 

2- 8 years.

Local authority representative sample (containing proportionate sub-sample of 
target wards) n = 409; Target wards sample n = 306 (Overall sample n = 606).
*Via ChiMat, Health and Social Care Information Centre (HSCIC), 2011/2012.
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Key developmental outcome: 
Chronic health and obesity

I
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Prevalence of difficulties in related key development 
outcomes and exposure to related risk factors:

Site disaggregation: (overall site prevalence for those children 
with at least one chronic health condition: 26.8%)

Not breastfed after birth: 34.7%

Insufficient exercise: 49.7%

Maternal substance misuse during 
pregnancy: 8.8%

** Maternal smoking at delivery: 18.5%

** Sourced from existing administrative data

Prevalence of poor outcome for sub-groups
(and number of respondents in sample this equates to)

Prevalence of poor outcome for sub-groups
(and number of respondents in sample this equates to)

Socio-economic status (household)Socio-economic status (household)Socio-economic status (household)

High 25% (n = 92)

Low 29% (n = 106)

Gender (child)Gender (child)

Male 25% (n = 101)

Female 30% (n = 121)

Please note: Disaggregation reduces the sample size and results should therefore be treated with caution. 
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Appendix II: Definitions
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Healthy gestation 
and birth 
(0 - 8 years)

Communication 
and language 
development 
(6 months - 5 
years)

Definition: if a child is born prematurely (born 
before week 37), has a low birth weight (< 
2,500grams) or if there has been maternal 
substance misuse during pregnancy (tobacco, 
alcohol and illicit substances)
Example items: 
(1) How many weeks was your baby born 
premature? (2) How much did your child weigh at 
birth? (3) During your pregnancy once you 
found you were expecting...how many times did 
you have five or more alcoholic drinks in one 
session?

Definition: Includes expressive and receptive 
communication (e.g. babbling, vocalising, 
listening and comprehension/
understanding). There are 21 questionnaires 
that correspond to expected communication 
milestones for each stage of development (e.g. 
2months, 4 months, 6 months etc). 
Example items: (1) Does your baby sometimes 
make throaty or gurgling sounds? (2) Does your 
baby make sounds like “da”, “ga”, “ka,” and 
“ba”?

Low birthweight

Social and 
emotional 
development 
(6 months - 5 
years)

Self-regulation 
(4 - 8 years)

Definition: At birth weight less than 2,500g.
Source: Department of Health via ChiMat 

Definition: Seven domains: self regulation, ability/
willingness to calm or settle down; compliance, 
ability/willingness to follow the rules; 
communication, ability/willingness to respond to or 
initiate verbal and nonverbal signals; adaptive 
functioning, cope with sleeping, eating, elimination 
etc.; independence, respond without guidance; affect, 
demonstrate own feelings and empathy for others; 
respond and initiate social responses.   
Example items: (1) Does your baby stiffen and arch 
her back when picked up? (2) Does your child seem 
too friendly with strangers?

Definition: Self-regulation is the child’s ability to think 
before acting and manage their emotions when upset 
or distressed. 
Example items: 
(1) your child knows how to relax when he or she feels tense
(2) your child knows how to calm down when feeling 
nervous

Key developmental outcomes: DefinitionsII
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Early onset of 
poor behaviour 
(4 – 8 years)

Obesity
(5 - 6 years and 
10 - 11 years)

Definition: Early onset of poor behaviour 
includes aggressive and non-compliant 
behaviours. If a child meets the threshold on 
this particular screening measure then they 
are likely to be given a clinical diagnosis of a 
behavioural disorder if they were to see a 
professional. Development of serious 
behaviour problems in early to middle 
childhood are more predictive of later 
problems than when behavioural problems 
first appear in adolescence.
Example items: (1) Often has temper tantrums 
or hot tempers. (2) Often fights with other children 
or bullies them.

Definition: Children are defined as obese if 
they have a Body Mass Index (BMI) at or 
above the 95th percentile for children of the 
same age and sex. BMI is calculated using a 
child’s weight and height.
Source: Health and Social Care Information 
Centre (HSCIC) and collated by ChiMat.

Not ready for 
school
(3 - 8 years)

Chronic health 
condition 
(2 - 8 years)

Definition: Includes at least two or more impairments 
in the following areas of development; 
communication and language, social and emotional 
development, behavioural difficulties and any chronic 
health condition. 

Example items: (1) Does your baby stiffen and arch her 
back when picked up? (2) Does your baby make sounds like 
“da”, “ga”, “ka”, and “ba”?

Definition: Current and pervasive health conditions: 
asthma, diabetes, hearing problems and severe vision 
problems. Also includes whether the child has been 
sick for four+ days in the past month.
Example items: (1) Does your child currently have 
[condition]?
(2) During the last four weeks, about how many days has 
your child had an illness that meant they could not do the 
things they normally would do? 

Key developmental outcomes: 
Definitions

II
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Teen mother 
conception rate

Mother 
substance misuse 
during 
pregnancy
(0 - 8 years)

Late or limited 
prenatal care
(0 - 8 years)

Definition: Mothers who are under 18 years 
old at the point of conception.
Source:  Office of National Statistics via 
ChiMat.

Definition: This includes the use of cigarettes, 
alcohol, cannabis or drugs during pregnancy 
once the mother found she was expecting.
Example items: (1) How many cigarettes did you 
smoke during your pregnancy once you found out 
you were expecting? (2) How many times did you 
have five or more alcoholic drinks in one session? 

Definition: Late prenatal care is defined as 
after 10 weeks (NHS guidance recommends 
initial provision within 8-10 weeks). Limited 
prenatal care is less than 7 and 10 sessions for 
first and second births, respectively. 
Example items: (1) How many weeks pregnant 
were you when you first received prenatal care for 
this pregnancy (2) During your pregnancy, did 
you attend any antenatal classes provided by the 
NHS?

Teen mother 
abortion rate

Not 
breastfeeding at 
6-8 weeks

Not breastfed 
after birth
(0 - 8 years)

Smoking at time 
of delivery

Infant mortality

Definition: Mothers who were 19 years or younger at 
the point of pregnancy termination. 
Source:  Department of Health

Definition: Mothers who were not breastfeeding at six-
eight weeks
Source:  Primary Care Trust (PCT) Child Information 
records reported to the Department of Health (DH) 
collated by ChiMat

Definition: If the baby was not fed breast milk (or 
expressed breast milk) the first few days after birth.
Example item: (1) In the first few days after the birth how 
was your baby fed?

Definition: Mothers who reported smoking at time of 
delivery.
Source:  Department of Health

Definition: Live births under the age of one year.
Source: Department of Health

Prenatal and infancy risk factors: 
Definitions

II
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Hyperactivity/
ADHD
(4 - 8 years)

Definition: Hyperactivity is where a child 
displays difficulties in maintaining attention 
and concentration.  If a child meets the 
threshold on this particular screening 
measure then they are likely to be given a 
clinical diagnosis of hyperactivity if they 
were to see a professional.

Example items: (1) Restless, over active, cannot 
stay still for long.(2) Constantly fidgeting or 
squirming.

Insufficient 
exercise
(5 - 8 years)

Definition: NHS guidance recommends children 
should participate in physical activity for a minimum 
of 60 minutes every day. 

Example item: (1) During the past week, how many days 
did your child exercise or participate in physical activity for 
at least 60 minutes over the course of the day (this can 
include a mix of moderate physical activity such as walking 
to school and vigorous activity such as football or 
gymnastics)?

Intrinsic/Within child risk factors: 
Definitions

II
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Low parental 
involvement in 
learning 
(18 months - 8 
years)

Definition: This includes parental 
involvement in pre-school learning and 
development (e.g. painting, drawing and 
playing games together) and level of parental 
involvement once their child starts school 
(e.g. help with homework, attending school 
events).
Example items: (1) How often do you ever play 
at recognising letters, words, numbers or shapes 
with your child (2) I (or other caregivers) help my 
child with their homework when asked.

Poor family 
management 
(0 - 8 years)

Definition: Poor family management is the 
lack or inconsistent implementation of rules 
and routines (e.g. bedtime routines, screen 
time etc.).
Example items: (1) I teach my child about the 
consequences of misbehaviour or breaking the 
rules. (2) In your house, are there rules or routines 
about…what time your child goes to bed? 

Poor parental 
verbal reasoning 
(2 - 8 years)

Definition: This includes the lack and inconsistent use 
of verbal strategies and distractions when managing a 
child’s misbehaviour. 

Example items:
(1) Explained why something was wrong 
(2)  Gave him/her something else to do (distracted him or 
her).

Family conflict 
(0 - 8 years)

Definition: Family conflict is characterised by serious 
arguments, continuous disagreements and insults. 

Example items: (1) People in my family often insult or 
shout at each other.(2) People in my family have serious 
arguments.

Family functioning risk factors: 
Definitions

II
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Permissive 
parental attitudes 
to antisocial 
behaviour 
(0 - 8 years)

Definition: Permissive parental attitudes to 
antisocial behaviours such as theft, vandalism 
and assault. 
Example items: (1) How wrong do you feel it 
would be for someone to…(1) draw graffiti or 
write things or draw pictures on buildings or other 
property (without the owner’s permission)? (2) 
pick a fight with someone?

Low parental 
social support
(0 - 8 years)

Definition: Low parental social support is 
when a parent is socially isolated. They do not 
have someone they can turn to for emotional, 
financial or practical support. Please note: 
when a parent has a live-in partner, they 
count as one unit.
Example item: (1) Is there someone that you can 
turn to for the day-to-day emotional help with 
parenting?

Poor parental 
mental health
(0 - 8 years)

Definition: Parental mental health difficulties involve 
prolonged feelings of anxiety, depression and 
unhappiness in the past month. This is assessed
via a well-validated mental health screening tool 
called the Mental Health Index-5.
Example items: How much of the time during the past 
month have you… (1) felt so down in the dumps that 
nothing could cheer you up? (2) …been a very nervous 
person?

Parental 
substance 
misuse
(0 - 8 years)

Definition: This includes heavy smoking, heavy 
drinking, binge drinking, cannabis use, or the use of 
other illegal drugs in the past month.
Example items: (1) On how many occasions (if any) have 
you used cannabis during the past month (30 days)? (2) 
On how many occasions (if any) have you used other illegal 
drugs (such as LSD, cocaine, ecstasy, heroin, or others) 
during the past month (30 days)?

Parent/Caregiver risk factors: 
Definitions

II
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Poor community 
environment
(0 - 8 years)

Definition: This relates to parents 
perceptions of their physical environment and 
feelings of safety
Example items: (1) I feel safe in my local area.
(2) Select the response that best describes your 
local area….[crime and or drug selling/fights/
graffiti etc.].

Poor social 
cohesion
(0 - 8 years)

Child Poverty 
(0 - 15 years)

Definition: 
Social cohesion is the degree to which people 
living in a community think it is socially 
cohesive and supportive. 
Example items: (1) People around here are 
willing to help their neighbours. (2) If a group of 
children in the local area were skipping school and 
hanging out on a street corner, how likely is it that 
your neighbours would do something about it? 

Definition:  This includes families in receipt of 
out of work benefits or tax credits where their 
reported income is less than 60% median 
income.
Source: HM Revenue and Customs (HMRC) 
and collated by ChiMat.

Lack of socially 
perceived 
necessities
(0 - 8 years)

Overcrowded 
accommodation
(0 - 8 years)

Definition: This relates to the degree
to which respondents feel they don’t have what are 
considered necessities in modern Britain. Lack of 
socially perceived necessities is not having enough 
money for three or more socially perceived necessities.
Example items: Please look at the items on the following 
list, and tick whether you can or cannot afford it or you do 
not want or need it... (1) enough money to keep your home 
in a decent state of repair. (2) Regular savings (£10 a 
month) for rainy days or retirement.

Definition: 
A standard formula was applied, if people divided by 
rooms produced a figure of 1.5 or over, the household 
was classed as overcrowded. This formula is widely 
used in social research. Please note: this formula 
differs from official definitions of overcrowding which 
take into account the gender and age of a child.
Example items: (1) How many rooms are there in your 
child’s home? Not including kitchens and bathrooms. (2) 
How many people live or stay in your child’s home most of 
the time? 

Community and economic risk factors: 
Definitions

II
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Appendix III: How to 
read the data
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How to read the data: Key Developmental 
Outcome summary

III

B

C

A

A

B

C

Construct and developmental stage: The eight Key 
Developmental Outcome areas are listed across the 
bottom of the chart (along with the age-range to 
which they relate). Data on most outcomes are 
sourced from the Area Wellbeing Survey (0-8) 
undertaken in each area; those sourced from existing 
data are indicated with an asterisk.

Outcome prevalence across site vs. target wards: 
The prevalence of problems in relation to each Key 
Developmental Outcome are indicated by the height 
of the bars (one for the local authority overall and 
one for the target wards combined). The higher the 
bars, the greater the prevalence of problems in the 
area. Further information about the sample size, 
demography and precision of estimates are provided 
in the following pages of this Appendix. 

Point of comparison: Are prevalences of particular outcomes relatively high or low? Data in isolation are somewhat limited. In 
order to contextualise the data, a point of comparison is provided: this is an average from across the fifteen shortlisted Better 
Evidence for a Better Start sites across England. This point of comparison is thus an average for a selected group of economically 
deprived urban areas in England. 
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How to read the data: Risk factor summaryIII
A

B

D Point of comparison: As in the Key Developmental Outcome summary chart, in order to contextualise the data, a point of 
comparison is provided: this is an average from across the fifteen shortlisted Better Evidence for a Better Start sites across England. 
It gives some indication as to whether the prevalence of problems in outcomes in this area are relatively high or low compared 
to other economically deprived areas in England.

C

D

A

Broad category of risk: Risk factors are broadly 
categorised into five areas of influence: (i) the pre-
natal and infancy period; (ii) characteristics intrinsic 
to the child; (iii) family functioning; (iv) parent 
factors; and (v) community or economic factors.

Specific risk construct: The specific risks measured 
within each broad category of risk are listed here. 
Further definitions and sources of data are 
provided in Appendix II. Most are new data 
gathered via the Area Wellbeing Survey (0-8); some 
are from existing data sources (indicated by an 
asterisk).

Prevalence of risk: As with Key Developmental 
Outcome summary charts, the prevalence of those 
meeting thresholds indicating problems in each 
area of risk are indicated by the length of bars in the 
chart, both for the site overall and for target wards 
combined. Longer bars indicate a higher proportion 
of the population exposed to each risk. 

B C
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Constructs included in ‘high need’ 
categorisation

III
The ‘circle diagram’ in section four provides an 
estimation of the proportion of children across the local 
area falling within a ‘high need’ category, and an 
estimation of the degree to which those categorised as 
‘high need’ receive any targeted services.  

But how was ‘high need’ determined? 

First, the Key Developmental Outcomes and risk factors 
measured in the Area Wellbeing Survey (0-8) that might, 
alone or in combination, justify a targeted service 
response were determined. They are listed to the right. 

Second, we counted the proportion of the population 
that had difficulties in none, one, two, three, etcetera of 
these areas. A threshold was then drawn to this count. 
In this case six or more difficulties in relation to Key 
Developmental Outcomes and/or exposure to key risk 
factors was considered to be ‘high need’. 

Lists of constructs contributing to ‘high need’ categorisation

• Unhealthy gestation and birth 
(prematurity, low birth weight, 
maternal substance misuse 
during pregnancy)

• Asthma

• Diabetes
• Hearing problems

• Vision problems

• Four or more sick days

• Problems with social and 
emotional development

• Problems with communication 
and language development

• Early onset poor behaviour

• Problems with self-regulation

• Hyperactivity
• Low parental involvement in learning

• Poor reciprocal parent-child warmth

• Family conflict

• Poor family management 

• Low parental verbal reasoning
• Permissive parental attitudes to 

antisocial behaviour

• Parent mental health difficulties 

• Parental substance misuse

• Poor community environment
• Poor social cohesion

• Lack of socially perceived necessities

• Overcrowded accommodation 



X%
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Constructs included in ‘high need’ 
categorisation: Words of caution

The data contained within the ‘circle diagrams’ are not intended 
to be a definitive assessment of the match between need and 
service provision. Rather, these data are intended to encourage 
a dialogue about how public systems and communities might 
respond to the mismatch between unmet need and service 
provision. When interpreting the data the following should be 
considered:

First, the constructs measured in the Area Wellbeing Survey 
(0-8) are not exhaustive of all potential impairments or risks to 
children’s health and development that might, in turn, justify a 
targeted service response. Most obviously missing is abuse or 
neglect. 

Second, the Area Wellbeing Survey is a point-in-time snapshot 
of need, yet children move in and out of risk and impairments 
can come and go, with or without a service response. 

Third, as with most categorisations such as this, the threshold 
used to determine ‘high need’ is somewhat arbitrary. If drawn 
higher or lower, the picture might look quite different. 

Fourth, child service use was parent-reported, which may 
introduce some inaccuracy. 
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How to read the data: Further detail on 
Key Developmental Outcomes 

III

A

B

C

Definition and example items: A definition of each 
Key Developmental Outcome is provided and, in the 
case of new data generated from the Area Wellbeing 
Survey (0-8), some illustrative questions that were 
asked in order to generate overall scores and 
prevalence for each outcome.

Prevalence and comparisons: In this table the 
prevalence of each outcome is provided for the site 
overall, the target wards combined, and the fifteen-
site England comparison. Where available, national 
averages are provided. This largely reproduces data 
provided in the summary charts. 

Source of data: This section of the page provides some information about the source of the data. In the case of data 
from the Area Wellbeing Survey (0-8), the name of the standardised measure used to assess the specific outcome is 
provided, along with the age-range and sample size across the site and target wards. For existing data, the source of 
the data is provided.

A
B

C
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How to read the data: Further detail on 
Key Developmental Outcomes 

III

B

A
Disaggregation of data: These data are 
broken down by child gender and household 
socio-economic status. Disaggregation 
reduces the sample size and results should 
therefore be treated with caution. 

BA

Prevalence of related outcomes and risk 
factors: Where appropriate, the prevalence 
of related outcomes and risk factors is 
provided. These data may come from the 
Area Wellbeing Survey (0-8), or from other 
sources of existing data. These data do no 
more than provide some context to the 
outcome of focus: they do not necessarily 
claim that they are the cause or 
consequence of the outcome in focus. That 
said, there is a strong logical connection 
between them, and some empirical basis 
to suggest an association.
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How to read the data: Further detail on 
Key Developmental Outcomes 

III

What related outcomes look like for 
those with and without problems in 
one specific area: For some 
outcomes, an additional chart is 
provided that describes the 
prevalence of related poor outcomes 
for those with and without problems 
in that outcome area. For example, 
in the case of social and emotional 
development, a chart is provided that 
illustrates the prevalence of poor 
outcomes in relation to: (a) healthy 
gestation and birth (b) 
communication and language 
development; (c) school readiness; (d) 
self-regulation; and (e) early-onset behavioural problems - for those with and without problems in social 
and emotional development. This allows users to see how problems in one area of development may be 
related and overlap with problems in other areas of development. Note, however, that these data are only 
descriptive: they provide contextual information but cannot be used to claim that one outcome is 
necessarily the cause or consequence of problems in other areas. That said, there will be a logical 
connection, and some empirical evidence to suggest an association.
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Appendix IV: 
Methodology
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 Overview of MethodologyIV
The Area Wellbeing Survey (0-8)
The Area Wellbeing Profile largely 
comprises new data gathered across local 
areas from the Area Wellbeing Survey 
(0-8). 

The Area Wellbeing Survey (0-8) is a 
parent-report questionnaire administered 
via a household/community survey. The 
survey itself comprises predominantly  
standardised measures: they have been 
tested for their validity (meaning they 
measure what they say they measure), 
their reliability (meaning they are 
consistent and stable) and their precision 
(meaning they are able to detect variations 
where they occur). 

Examples of some of the standardised 
measures incorporated include sub-scales 
of the Ages and Stages Questionnaire 
(ASQ-3) and the Social and Emotional 
version of this (ASQ-SE); the Strengths 
and Difficulties Questionnaire (SDQ); the 
Alabama Parenting Questionnaire (APQ-9 
short form); and the US National Survey 
of Children’s Health (NSCH). Some 
outcomes and risk factors were measured 
using minor adaptations of existing scales, 
and some were assessed via bespoke 
questions. 

An Item-Construct Dictionary listing most 
constructs and related questions in the 
survey is available on request from the 
Better Evidence for a Better Start team. Not 
all can be shared due to copyright and 
licensing arrangements. 

Some data within the Area Wellbeing 
Profile is sourced from existing data 
sources, primarily via the Child and 
Maternal Health Intelligence Network 
(ChiMat).
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Overview of Methodology IV
Sampling Approach
The Area Wellbeing Survey (0-8) was 
administered to a representative sample of 
approximately 600 parents or primary 
care-givers of children from infancy to 
eight years of age in each local authority 
area via a household door-step survey. 
These were not individuals necessarily in 
contact with any targeted services 
provided by the authority. 

Each local authority also nominated a 
small number of target wards: a boosted 
number of interviews was undertaken in 
these target wards; between 200 and 300 of 
the overall 600 figure.  

How were respondents identified and 
contacted? In the absence of a pre-existing 
list of addresses of parents of children 
aged 0-8 to draw upon, it was not feasible 
to construct a random sample.

Survey administration
Eligibility checks determined whether 
households contained a parent or primary 
caregiver of a child from zero to eight years of 
age. If so, they were asked to participate via a 
process of informed consent. Ethics, 
confidentiality, and data protection procedures 
are described here: http://
betterstart.dartington.org.uk/resources/data/
ethics/

The questionnaire itself was administered by 
trained fieldworkers from BMG Research on the 
doorstep of or within respondent’s homes via 
Computer Assisted Personal Interviewing 
(CAPI), a mixture of interviewer-led questions 
and respondent self-report on a laptop 
computer or tablet. 

The survey took respondents between 30 and 40 
minutes to complete.

Arguably, the best alternative is a focused 
quota sample approach. This balances 
scientific rigour with practical and 
resource constraints and produces data 
that is sufficiently robust and 
representative for the purposes of an 
aggregated needs analysis. 

In short, a proportionally representative 
number of target interviews within each 
ward in a local authority was determined 
(notwithstanding the over-sample in 
target wards). Start points within each 
ward were randomly determined, and 
then doors were knocked upon in a 
structured sequence from there onwards 
to identify eligible participants until set 
quotas were met. Further details about the 
approach may be found at:                 
http://betterstart.dartington.org.uk/
resources/data/data-faqs/

http://betterstart.dartington.org.uk/resources/data/ethics/
http://betterstart.dartington.org.uk/resources/data/ethics/
http://betterstart.dartington.org.uk/resources/data/ethics/
http://betterstart.dartington.org.uk/resources/data/ethics/
http://betterstart.dartington.org.uk/resources/data/ethics/
http://betterstart.dartington.org.uk/resources/data/ethics/


Local authority sampleLocal authority sample Local authority census Target Wards Sample
(combined)

Target Wards Sample
(combined)

Target Wards Census
(combined)

Sample size (target child 0-8)Sample size (target child 0-8) n = 409n = 409 N = 33234 n = 306n = 306 N = 8662

Gender (child)Gender (child)

Male 54.80% (N = 224) 51.8% (N = 17226) 51.00% (N = 156) 51.5% (N = 4461)

Female 45.20% (N = 185) 48.2% (N = 16008) 49.00% (N = 150) 48.5% (N = 4201)

Socio-economic status (household)Socio-economic status (household)

High 60.20% (N = 221) 55.9% (N = 96559) 45.50% (N = 126) 49.1% (N = 19057)

Low 39.80% (N = 126) 44.1% (N = 76191) 54.50% (N = 151) 50.9% (N = 19769)

Ethnicity (child)Ethnicity (child)

White 64.50% (N = 263) 55.8% (N = 20262) 61.10% (N = 187) 56.9% (N = 5348)

Multiple ethnic groups 9.30% (N = 38) 16.4% (N = 5955) 13.70% (N = 42) 19.2% (N = 1804)

Asian/Asian British 16.40% (N = 67) 16.2% (N = 5877) 9.50% (N = 29) 9.5% (N = 889)

Black / African / Caribbean 8.80% (N = 36) 9.7% (N = 3508) 15.00% (N = 46) 13.3% (N = 1251)

Other ethnic group 1.00% (N = 4) 2.2% (N = 786) 0.70% (N = 2) 1.2% (N = 114)

Age (child)Age (child)

0-3 years 41.10% (N = 168) 48.8% (N = 16225) 41.50% (N = 127) 49.0% (N = 4242)

4-8 years 58.90% (N = 241) 51.2% (N = 17009) 58.50% (N = 179) 51.0% (N = 4420)
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Summary of sample and demographics
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Appendix V: Sample size 
and confidence intervals

A confidence interval is a range around a statistic within which we are confident that the true value lies. 
In this Area Wellbeing Profile appendix, we present confidence intervals around the proportions of 
children not meeting key developmental outcomes and the proportions exposed to risk factors. 

For example, say we find that 25% of the sample is exposed to a particular risk to their health and 
development, we may report a confidence interval range of 22% - 28%. This means that if we did the 
survey an infinite amount of times, 95 times out of a 100 the proportion we find exposed to that risk 
would fall within this 22% to 28% range. Put another way, we are 95% confident that the reported 
proportion falls within this range. Larger samples typically result in tighter confidence interval ranges. 

*
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Sample size and confidence intervals: Key 
Developmental Outcomes

V

Local authority sample 
size per outcome

Prevalence 
(Confidence Interval)

Target wards (combined) 
sample size per outcome

Prevalence 
(Confidence Interval)

Unhealthy gestation and birth n = 409 19.6%
(16 - 23%)

n = 306 18%
(14 - 22%)

Poor communication and language 
development (2 months - 5 years)

n = 263 9.9%
(6 - 14%)

n = 195 12.3%
(8 - 17%)

Poor social and emotional development 
(2 months - 5 years)

n = 213 36.6%
(30 - 43%)

n = 148 43.2%
(35 - 51%)

Not ready for school (3 - 8 years) n = 280 26.4%
(21 - 32%)

n = 208 22.6%
(17 - 28%)

Early onset of poor behaviour 
(4 - 8 years)

n = 260 14.2%
(10 - 19%)

n = 193 19.2%
(14 - 25%)

Poor self-regulation (4 - 8 years) n = 221 7.2%
(4 - 11%)

n = 162 8%
(4 - 12%)

Any chronic health condition (2 - 8 
years)

n = 317 26.8%
(22 - 32%)

n = 229 22.7%
(17 - 28%)
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Local authority sample 
size per outcome

Prevalence 
(Confidence Interval)

Target wards (combined) 
sample size per outcome

Prevalence 
(Confidence Interval)

Mother substance use during 
pregnancy (0 - 8 years)

n = 274 8.8%
(5 - 12%)

n = 210 8.1%
(4 - 12%)

Not breastfed after birth
(0 - 8 years)

n = 251 34.7%
(29 - 41%)

n = 179 39.7%
(32 - 47%)

Late or limited prenatal care (0 - 8 years) n = 376 33.2%
(28 - 38%)

n = 275 41.1%
(35 - 47%)

Sample size and confidence intervals: 
Risk factors in the prenatal and infancy 
period

V
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Local authority sample 
size per outcome

Prevalence 
(Confidence Interval)

Target wards (combined) 
sample size per outcome

Prevalence 
(Confidence Interval)

Poor prosocial behaviour (4 - 8 years) n = 260 5%
(2 - 8%)

n = 192 4.7%
(2 - 8%)

Hyperactivity/ADHD (4 - 8 years) n = 260 16.9%
(12 - 22%)

n = 192 13%
(8 - 18%)

Insufficient exercise (5 = 8 years) n = 157 49.7%
(42 - 58%)

n = 127 37%
(28 - 46%)

Low parental involvement in learning 
(18 months - 8 years)

n = 346 6.9%
(4 - 10%)

n = 253 10.3%
(7 - 14%)

Poor family management (3 - 8 years) n = 261 13.8%
(10 - 18%)

n = 195 20%
(14 - 26%)

Poor parental verbal reasoning 
(2 - 8 years)

n = 316 21.2%
(17 - 26%)

n = 227 21.6%
(16 - 27%)

Family conflict (0 - 8 years) n = 407 22.6%
(19 - 27%)

n = 300 23.7%
(19 - 29%)

Sample size and confidence intervals: 
Within-child and family risk factors

V
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Local authority sample 
size per outcome

Prevalence 
(Confidence Interval)

Target wards (combined) 
sample size per outcome

Prevalence 
(Confidence Interval)

Permissive parental attitudes to 
antisocial behaviour (0 - 8 years)

n = 406 23.4%
(19 - 28%)

n = 302 16.2%
(12 - 20%)

Low parent social support (0 - 8 years) n = 403 12.9%
(10 - 16%)

n = 299 11.4%
(8 - 15%)

Poor parent mental health (0 - 8 years) n = 404 16.3%
(13 - 20%)

n = 300 20%
(15 - 25%)

Parent substance misuse (0 - 8 years) n = 337 51.3%
(46 - 57%)

n = 258 53.5%
(47 - 60%)

Sample size and confidence intervals: 
Parent risk factors

V
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Local authority sample 
size per outcome

Prevalence 
(Confidence Interval)

Target wards (combined) 
sample size per outcome

Prevalence 
(Confidence Interval)

Lack of socially perceived necessities
(0 - 8 years)

n = 405 38.8%
(34 - 44%)

n = 300 43.4%
(38 - 49%)

Poor community environment 
(0 - 8 years)

n = 403 44.2%
(39 - 49%)

n = 292 35.3%
(30 - 41%)

Poor social cohesion 
(0 - 8 years)

n = 372 46.8%
(42 - 52%)

n = 278 57.6%
(52 - 63%)

Overcrowded accommodation
(0 - 8 years)

n = 403 15.9%
(12 - 19%)

n = 300 20.7%
(16 - 25%)

Sample size and confidence intervals: 
Community and economic risk factors

V
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