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This document provides a detailed account of the development of a national set of

child well-being indicators in the Republic of Ireland. The first section of this report

situates the development within a national and international policy context and makes

explicit the rationale for the development. A review of the scientific literature focuses

on conceptualisations, philosophical underpinnings, definitions and frameworks

underpinning child well-being. The development of the indicator set is predicated on a

holistic understanding of children and their lives as articulated by the vision set out in

the National Children’s Strategy (2000) and conceptualised by the ‘whole child

perspective’. Throughout the literature review, consideration is given to the capacity 

of child well-being indicator sets to accurately and adequately represent positive and

negative aspects of children’s lives, incorporate the multi-dimensional nature of child

well-being and the utilisation of objective and subjective measures within indicator

sets. An examination of selection criteria used in developments elsewhere is

undertaken, and commonalities and differences across different child well-being

indicator sets identified. 

The review of literature is followed by an overview of the methodology used to identify

key indicators. A multi-stage incremental approach was adopted and a synopsis of

each stage is presented in this document. A full report of each is available elsewhere.

These stages were: 

■ A background review of indicator sets in use elsewhere and the compilation of an

inventory of key indicators, domains and indicator selection criteria (Brooks and

Hanafin, 2005); 

■ A feasibility study of the availability of national statistics to construct the indicators

identified in the previous step (Fitzgerald, 2004); 

■ A study on Children’s Understandings of Well-Being (NicGabhainn and Sixsmith

2005); and 

■ A consensus process referred to as a Delphi technique, where members of a panel

of expertise agreed a working list of indicators for use in the Irish context (Hanafin

and Brooks, 2005). 

The Delphi technique provided an overarching mechanism for integrating data from

each of the previous three studies and for that reason additional detail on that study 

is provided here. The Delphi technique has been defined as a research approach used 

to gain consensus through a series of rounds of questionnaire surveys, usually two or

three, where information and results are fed back to panel members between each

round (Linstone and Turoff, 1975). The main purpose of adopting a Delphi technique 

to decision-making is to provide a structured approach to collecting data in situations

where the only available alternative may be an anecdotal or an entirely subjective

approach. A systematic review of empirical studies (N = 25) comparing the Delphi

technique with ‘standard interacting’ groups concluded, with some caution, that Delphi

groups outperform groups in decision-making and forecasting (Rowe and Wright, 1999). 

The Delphi technique facilitated an integrated, systematic and transparent approach 

to the development of the final indicator set. Information about the pilot study, data

collection, sample selection, questionnaire development at each round and analysis in

respect of the Delphi technique are presented here. The findings from Rounds One,Two
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and Three are presented and the integration of data from each of the other studies is

made explicit. Particular attention is paid to the integration of data from the study 

of Children’s Understandings of Well-Being. 

The agreed indicator set comprises forty-two child well-being indicators and seven

socio-demographic indicators, which will be used to contextualise children’s lives in

Ireland. These are presented on pages 72-77 along with a definition of the specific

indicator and the intended data source. A small number of indicators do not currently

have a data source and further developments will be needed to ensure the availability

of appropriate data in the future. 

This report concludes by recognising that this development is but a first step in the

process of ensuring that the complexity of children’s lives is measured in an accurate

and comprehensive way. It is anticipated that as time passes and other developments

take place, some of the indicators currently set out will no longer provide the best

representation of children’s lives in Ireland. It is hoped that the explication of the

approaches used in the initial development will facilitate and enable future work in

this area. 
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INTRODUCTION
The National Children’s Strategy (2000) sets out a vision for children living in Ireland.
This vision articulates a commitment to recognising the valuable contribution young
people make to society; the importance of giving young people a voice of their own; and
the need to ensure they are respected, cherished, and supported by family and the
wider society.  The development of a national set of child well-being indicators is
identified as one mechanism through which this understanding of children’s lives can be
advanced (National Children’s Strategy, 2000; Carroll, 2002). In the examination of the
literature that follows, the feasibility of ensuring that the national set of child well-being
indicators can incorporate a comprehensive and broad understanding of children’s lives,
coherent with that articulated in the National Children’s Strategy (2000), is explored. 

The review makes explicit the multiple policy contexts for, and purposes of, developing
a national set of child well-being indicators and attention is drawn to a number of
initiatives, both national and international, that implicitly and explicitly provide support
for such a development. Well-being itself is a contested concept and this area is
explored in some detail setting out understandings, definitions and areas of agreement
and disagreement about child well-being. The complexity of this area is notable
throughout and the need, therefore, to take account of the many different positions
adopted, while at the same time reaching a common understanding, is made clear. 

Within the literature, attention is drawn to the ‘whole child perspective’, first identified
in the National Children’s Strategy (2000). This perspective encompasses an
understanding of children that recognises the multi-dimensional nature of children’s
lives, the importance of formal and informal supports in their lives and the centrality of
children’s relationships to their well-being. These three domains are underpinned by a
commitment to giving a voice to the active developing child and to recognising their
capacity to shape their own lives as they grow, while also being shaped and supported
by the world around them. 

Many different approaches to indicator development have been taken and these can 
be broadly categorised as data-driven, policy-driven and theory-driven (Niemeijer,
2002; Bauer et al., 2003). The literature review examines each of these approaches
and in doing so takes account of the advantages and disadvantages of each.
Competing interests around different indicator selection criteria are given
consideration and areas for application in the current development identified. 

Finally, this review of literature highlights some of the complex methodological
challenges associated with the development of a national set of child well-being
indicators. It draws conclusions about ways in which a national set of child well-being
indicators can: provide an adequate representation of the positive and negative
aspects of children’s lives; incorporate the multi-dimensional nature of child well-being;
and have an appropriate balance of objective and subjective measures. 

POLICY CONTEXT
The most significant policy document to emerge about children’s lives in Ireland in
recent years is the National Children’s Strategy (2000). This ten-year Strategy provides
clear direction for those concerned with children’s lives by expressing a unifying vision
for children, which is underpinned by existing recognisable values and good practices
around children’s lives. 
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This vision is:

The vision is operationalised through three national goals (children will have a voice; children
will be better understood; and children will receive quality supports and services), each of
which have a number of specific actions. Under Goal Two of the National Children’s Strategy -
‘children’s lives will be better understood; their lives will benefit from evaluation, research and
information on their needs, rights and the effectiveness of services’ (National Children’s Strategy,
2000, p.38), a commitment is given to develop a national set of child well-being indicators.
This commitment reflects a growing international trend where interest in measuring child
well-being is increasing. This can be seen in the publication of many international, national
and regional reports on child well-being (Ben-Arieh et al., 2001). This growth is largely
explained by both the global commitment to improve child well-being, as demonstrated on the
part of the countries who have ratified the United Nations Convention on the Rights of the
Child (United Nations, 1989; Ben-Arieh et al., 2001), and by the movement towards evidence-
based policy-making (National Statistics Board, 2003). These changes have led to a need for a
greater understanding of the ‘conditions that children face and the outcomes that various
programmes achieve’ (Ben-Arieh et al., 2001, p. 12).

There was no overall policy focus on measuring child well-being in Ireland prior to the
development of the National Children’s Strategy (Fitzgerald, 2004). Nevertheless, several
important developments did take place. These included work by individuals (including for
example, the work of Carroll, 2002; McKeown et al., 2001, 2003), agencies (such as the
Combat Poverty Agency and Best Health for Children see for example, Costello, 1999; Combat
Poverty Agency, 2000; Nolan, 2000, New Policy Institute, 2001; and Quinlan et al., 2001), and
Government Departments (such as the Department of Health and Children) (Department of
Health and Children 2000, 2001, 2002a, 2002b). Their work, coupled with Ireland’s
participation in a number of international initiatives and surveys (Kohler and Rigby, 2003;
Zeitlin and Wildman, 2003, Zeitlin et al. 2003; Kelleher et al. 2003; Cosgrove et al. 2004) set
up to advance the measurement of child well-being, has provided a basis on which a national
set of child well-being indicators can now be developed. 

It is important also to recognise that the imperative to develop a national set of child well-
being indicators reflects an international context. UNICEF, for example, has made a valuable
contribution at international level to supporting the development of national sets of child
well-being indicators by creating a ‘global awareness of the need for monoriting how children
fare’ (Ben-Arieh et al., 2001, p. 9). Since 1979, it has published The State of the World’s
Children, a publication that is specifically focussed on a review of basic indicators of children’s
survival and development across a number of different countries (Ben-Arieh et al., 2001; Fajth,
2000; UNICEF, 2005). More recently, from 1993, an additional report, the Progress of Nations
has been published by UNICEF. This report monitors global progress towards the set of goals
for child well-being established at the World Summit in 1990, by ranking the nations of the
world according to their achievements in areas such as child health, nutrition and education
(Ben-Arieh et al., 2001; Fajth, 2000; Adamson and Morrison, 1993). UNICEF’s International
Child Development Centre (ICDC) also plays a significant role in measuring child well-being
(Ben-Arieh et al., 2001) in 27 countries in transition in Central and Eastern Europe, the
Commonwealth of Independent States and the Baltic States (Fajth, 2000; UNICEF, 2001). By
allowing for comparison across different countries, UNICEF has drawn attention to areas
where additional progress is required and this has resulted in a policy interest to developing
and presenting indicator sets at national level. 

‘An Ireland where children are respected as young citizens with a valued
contribution to make and a voice of their own; where all children are
cherished and supported by family and the wider society; where they
enjoy a fulfilling childhood and realise their potential’.  
(National Children’s Strategy 2000, p. 4).
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The World Health Organisation (WHO), the Organisation for Economic Development (OECD)

and the United Nations Education, Scientific and Cultural Organisation (UNESCO) also have

long traditions in measuring child well-being internationally. In contrast with UNICEF, however,

these efforts are generally focused on single issues relevant to the primary interest of each

organisation. Specific areas of interest might include, for example: child and adolescent

health; economic support for children; children’s education; and early childhood care and

development (Ben-Arieh et al., 2001; Fajth, 2000; Commission for Children and Young People,

2002). The availability of in-depth information about individual topic areas provides a deeper

understanding of key issues in different countries. 

A number of international projects have also been set up to develop indicators of child well-
being. These include Measuring and Monitoring Children’s Well-Being, which attempted to
develop indicators that best measure the well-being of children beyond survival (Ben-Arieh et
al., 2001); the Child Health Indicators of Life and Development (CHILD) Project, whose remit was to
identify and recommend indicators of the health of children between the ages of 1 week and 15
years in Europe (Rigby and Kohler, 2002; Kohler and Rigby, 2003; Rigby et al. 2003); and the
PERISTAT Project, which was charged with developing an indicator set for monitoring and
describing perinatal health in Europe (Buitendijk et al. 2003; Lack et al., 2003; MacFarlane 
et al. 2003; Wildman et al., 2003; Zeitlin et al., 2003a, 2003b, 2003c). The CHILD Project and
the PERISTAT Project both included representatives from 15 Member States of the European
Community (including Ireland) and they have, therefore, relevance to the Irish context.

Many international studies, conducted on an on-going basis, have also provided an important
foundation for developing indicators of child well-being and enabling comparisons between
different countries to be drawn (Ben-Arieh and Goerge, 2001; Ben-Arieh et al., 2001). The
Health Behaviour in School-Aged Children (HBSC) Study is conducted at four-year intervals in
over thirty countries, including Ireland. This Study assesses the health behaviours of early
adolescents and it covers areas such as general health, food and nutrition, exercise and
alcohol consumption and children’s perceptions of happiness. The Programme for
International Student Assessment (PISA) Study assesses student achievement among all
OECD countries, in reading, mathematics and science. Again, Ireland is included in this Study.
Other international studies, which have also made a significant contribution to the field of
measuring single issues around child well-being include the Third International Mathematics
and Science Study-Repeat (TIMMS-R), the International Education Association Civic Education
Study (CES), the Reading Literacy Study, the International Social Survey Programme (ISSP),
the European Schools Project on Alcohol and Drugs (ESPAD) and KIDSCREEN. KIDSCREEN is 
a cross-cultural standardised screening measure for children’s and adolescents’ Health-
Related Quality of Life (HRQOL) (Best Health for Children, 2003; Ravens et al., 2001). This
screening measure is currently being pilot-tested in Ireland in an initiative part funded by the
National Children’s Office under the Children’s Research Programme 2004. 

The national and international policy context, therefore, provides a clear mandate for the
development of a national set of child well-being indicators and Ireland’s involvement in a number
of international studies ensures the availability of data from a number of different sources. 

PURPOSE OF CHILD WELL-BEING INDICATORS
Child well-being indicator sets can be used for many different purposes and these include
describing, monitoring, setting goals, giving accountability, and evaluating (Ben-Arieh, 1997;
Ben-Arieh and Winterberger, 1997; Ben-Arieh et al., 2001 Brown and Corbett, 1998; Moore et
al., 2003). In the Irish context, Fitzgerald (2004) has categorised the purposes of a national
set of child well-being indicators as to: 

■ Enable the state of the nation’s children to be charted; 

■ Track change over time;

■ Benchmark progress in Ireland relative to other countries; and 

■ Identify policy problems, issues or failures.
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Child well-being indicators have been considered particularly useful for describing the

condition of children and for allowing informative comparisons among children from different

backgrounds to be made (Ben-Arieh, 1997; Ben-Arieh and Winterberger, 1997; Ben-Arieh et al.,

2001; Carroll, 2002; Commission for Children and Young People, 2002; Jensen et al., 2002;

Fitzgerald, 2004; Halle and Moore, 1998; Land et al., 2001b). In Ireland, for example, a

comparison of the infant mortality rate between traveller and other families shows that the

incidence of Sudden Infant Death Syndrome (SIDS) for the former is twelve times higher than

that of the national average (8.8 versus 0.7 per 1,000 live births) (Department of Health and

Children, 2002a). The identification of groups of children who are at risk or disadvantaged

relative to others is an important first step in developing interventions and/or preventative

services to promote their well-being. Likewise, the identification of groups of children who

have avoided risk gives an insight in to what works in giving children better lives (Ben-Arieh,

1997; Ben-Arieh et al., 2001).

Child well-being indicators also serve as important tools for tracking child outcomes over time

and this allows for trends to be identified (Fitzgerald, 2004; Zubrick et al., 2000; Moore et al.,

2003). Youth suicide in Ireland for example, shows a very disturbing trend over time where, in

2003 the number of completed suicides among children under twenty years of age (N=36)

was three times greater than that of 1980 figures (N=12) (Central Statistics Office, 2003).

Although small in number, the consistency of the trend is of significance and this, coupled

with the consequences for families, peers and communities of children and young people who

take their own lives make this area worthy of specific attention. 

Child well-being indicators are also increasingly accepted as important tools for planning and

shaping policies because they can provide policy makers, planners and service providers with

an empirical basis for decision-making at every stage of the process (Zubrick et al., 2000;

Ben-Arieh et al., 2001; Jensen et al., 2002; Land et al., 2001b). This includes, enabling the

identification of areas of need and/or priority (Jensen et al., 2002), allocating limited

resources more effectively (Moore et al., 2003), setting goals, planning, developing and

implementing programmes and policies that can address the specific needs of different

groups of children (Ben-Arieh et al., 2001). 

The importance of being able to take account of the international context cannot be under-

estimated and comparisons internationally are particularly important for assessing Ireland’s

progress compared with elsewhere, and also for identifying areas where it falls short of the

best results achieved (Fitzgerald, 2004). In 2002, for example, the Infant Mortality Rate for

Ireland was 5.1 infant deaths per 1,000 live births. This compares with the infant mortality rate

20 years previously, which was 11.1 infant deaths per 1,000 live births for 1980. The decrease in

infant mortality rates over the twenty-year period is impressive and this area might be

considered satisfactory. An examination of international trends show, however, that in 2002

Iceland, for example, achieved an infant mortality rate of only 2.2 infant deaths per 1,000 live

births, therefore suggesting that further progress is possible and achievable (Eurostat, 2004).

These comparisons can demonstrate how well any individual country is dealing with its

obligations to children (Ben-Arieh et al., 2001) and can be used to hold agencies, governments

and communities, among others, to account for improving child outcomes (Halle and Moore,

1998; Moore, 1999). 

Child well-being indicators are also used to evaluate the success and failure of policies (Ben-

Arieh et al., 2001; Moore, 1999; Halle and Moore, 1998), whether progress towards social goals

is being made (Zubrick et al., 2000) and whether resource investments in selected programs,

services and other initiatives such as National Breastfeeding Campaigns or National

Immunisation Programmes are making any difference to the lives of children (Ben-Arieh et al.,

2001; Zubrick et al., 2000; Moore et al., 2003; Jensen et al., 2002; Martin and Pearson, 2003,

Tamburlini et al., 2001; Halle and Moore, 1998). Halle and Moore (1998) write, however, that
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‘because indicators do not allow for an assessment of causality, their use in evaluation of

programmes should be made with caution’ (Halle and Moore, 1998, p. 59). Comparison of data

from twenty-five European countries shows that less than one-third of mothers in Ireland

initiate breastfeeding compared with almost all mothers in countries such as Norway,

Denmark and Sweden. Further analysis shows that Ireland has the lowest breastfeeding

initiation rate across Europe. This finding clearly singles this area out for special attention by

policy makers (Unit for Health Services Research and International Health, 2003).

In summary, there are a number of different purposes in having national indicators on child

well-being. At the most fundamental level, they allow for comparisons over different time

periods and between (and within) different communities of children. When used to their

greatest potential, they enable ‘societies to inform their policies, galvanise and reward effort,
mark their achievement, introduce accountability and be a means by which sustained pressure can
be brought to bear for the fulfilment of political promises’ (Ben-Arieh et al., 2001, p.7).  

CONCEPTUALISING WELL-BEING 
The increasing interest and corresponding literature in the area of well-being has been subject

to some examination (Gasper, 2004a, 2004b; Pollard et al., 2002; Ryan and Deci, 2001).

Between the years 1995 – 1999, a search of the database ‘Psychinfo’ using the term ‘well-

being’ identified 4,695 citations. A similar search for the successive five years found that the

number of citations identified almost doubled. When search terms were broadened to include

related terms such as ‘life satisfaction’ and ‘quality of life’, the number of citations increased

even further. Despite this proliferation of literature however, a clear understanding of well-

being has not emerged (Acton, 1994; Holmes, 2004; Ryan and Deci, 2001) and this, in turn,

has led to a multiplicity of ways in which well-being is defined and conceptualised (Pollard et

al., 2002; Acton, 1994).

Given the extent to which well-being has become a focus for different disciplines,

professionals, cultures and theoretical development, it is not surprising that a single

understanding of well-being has not emerged. Groups who have developed parallel literatures

in the area include economists, medical practitioners, psychologists and sociologists (Pollard

et al., 2002; Bornstein et al., 2003). Each of these groups has addressed well-being from a

differing perspective and consequently different concerns have emerged resulting in a

collection of ‘silo’ literatures (Pollard et al., 2002; Acton, 1994; Gill and Feinsten, 1994; Holmes,

1994). Further difficulties arise because of the ways in which different terms are used. Some

authors use terms such as ‘life satisfaction’ and ‘quality of life’ interchangeably with ‘well-

being’ (Carroll, 2002; Dasgupta, 1999; Jensen et al., 2002; Easterlin, 2003; Pollard et al.,

2002; Smith, 2000; Strappazzon, 2001; Treasury Board of Canada Secretariat, 2000;

Mckeown et al., 2003; Veenhoven, 2000), while others stress differences between them

(Gasper, 2004a, 2004b; Diener, 1984; Ferrans, 1990). All of these combine to increase the

levels of conceptual confusion around this area (Acton, 1994; Holmes, 1994). 

In the early economic literature, economists traditionally equated well-being with an

individual’s material conditions such as income and wealth (Gasper, 2004a, 2004b). It is

increasingly accepted within the economic community, however, that there are additional

domains of well-being (including, for example health, education and social relationships) and

this has, in turn, led to a recognition that material conditions do not account for the totality 

of well-being (Allister-McGregor, 2004a, 2004b; Grasso, 2002; Gasper, 2004a, 2004b).

Nevertheless, there is a continuing assumption that if income increases substantially, then

overall well-being will move in the same direction (Easterlin, 2003) suggesting that for the

economic community, assumptions about the primacy of economics continues to underpin

their developments. These assumptions have however, been challenged by others (Diener,

1984; Siegrist, 2003). 
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Similar issues emerge in respect of the early medical literature where well-being has traditionally

been equated with the absence of disease and infirmity and where the focus has been on illness

and illness-related variables such as physical functioning and mental health (Holmes, 2004).

Acton (1994), for example, in a review of the health-based well-being literature found that

depression was the most frequently used measure of well-being. Similar to that of economics,

there is an increasing recognition within the medical literature that well-being should incorporate

elements other than physical and mental health. Nevertheless, the underpinning focus for well-

being is deeply rooted within the concept of health and understandings of well-being continue to

be underpinned by this (Meister, 1991; Rask et al., 2002, 2003).

These same issues arise in respect of other disciplines and in the sociology and psychology

literature, for example, well-being has been primarily described in terms of ‘life satisfaction

and happiness as well as in the extent to which individual aspirations and/or expectations

have been fulfilled’ (Holmes, 2004, p.3). Increasingly, it is recognised that well-being is not

exclusively the realm of any one discipline but rather should be considered a multi-

dimensional phenomenon (Acton, 1994; Pollard et al., 2002) which incorporates elements of

each and spans them all. 

Philosophical Underpinnings 
It is hardly possible to write about the nature of well-being without giving some consideration

to its philosophical underpinnings. It has been suggested that two broad paradigms about the

meaning of well-being have emerged, namely ‘hedonism’ and ‘eudemonism’ (Ryan and Deci,

2001). It is not clear, however, about whether these two paradigms can capture all

understandings of well-being and neither is it clear about the extent to which this reflects the

situation about children’s lives. Nevertheless, some consideration of these paradigms are

given here since they can provide some underpinning rationale for the need for objective and

subjective, and also for positive and negative, measures of well-being. 

‘Hedonism’, it has been noted, is concerned with positive feelings such as ‘happiness’ and

‘contentment’ (Ryff et al., 2004) and is characterised by the use of terms associated with

pleasure attainment and pain avoidance (Ryan and Deci, 2001; Kahneman et al., 1999). In the

context of developing a national set of child well-being indicators, a focus on feelings,

happiness, contentment and attaining pleasure generally results in subjective measurements

of well-being (Diener and Lucas, 1999). There are many similarities between hedonism and

‘subjective well-being’, which has itself, been defined in terms of comprising three

components. These are: the presence of positive affect or happiness; the absence of negative

affect or unhappiness; and life satisfaction or contentment (Diener and Lucas, 1999; Ryff et al.

2004; Ryan and Deci, 2001; Kashdan, 2004). Hedonism as an understanding of well-being has

been criticised, however, on the basis of its limited scope and lack of comprehensiveness

(Gasper, 2004a, 2004b, Tiberius, 2004; Ryff and Singer, 1998, Waterman, 1993; Ryan and

Deci, 2001). Tiberius (2004), for example, writes: 

~

An alternative paradigm has been proposed where, rather than understanding well-being as

‘achievement of pleasure’, well-being is understood as being concerned with the ‘realisation 

of one’s true potential’ (Ryff, 1989). This understanding of well-being, named eudemonism, 

has been played out in many different contexts including, for example, Maslow’s ‘Hierarchy of

Needs’ where self-actualisation (or the achievement of one’s full potential) forms the highest

‘Hedonism does not do justice to the deep and important goal of life that
well-being is supposed to represent; there are things we care about, for
the sake of our own well-being and the well-being of others, that are not
the same as pleasure’. (Tiberius, 2004, p. 4) 
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level of the hierarchy. This eudemonic understanding takes account of ‘self-development’,

‘personal growth’ and ‘purposeful engagement’ (Ryff et al., 2004). Well-being is, in this context,

described as ‘the striving for perfection that represents the realisation of one’s true potential’

(Ryff, 1995, p.100). According to this view, each individual comes into life with unique capacities,

known as one’s ‘demon’ (Ryff et al., 2004). Well-being occurs when one’s ‘demon’ or true self is

realised or when people’s life activities are most congruent or meshing with deeply held values

and are holistically or fully engaged (Waterman, 1993). Increasingly, indicator sets include

measures of both happiness and fulfilment and it has been argued that this is the most

appropriate approach (Ryan and Deci, 2001). It is not clear, however, about the extent to which

these philosophical underpinnings are coherent with children’s understandings of well-being

and this may be an area for future development. 

Definitions of Child Well-Being  
While some differences in assumptions have been identified it is important also, to recognise

that there are many commonalities. The multi-dimensionality of well-being, for example, is

usually reflected in definitions of well-being and three examples are now presented:

■ Columbo (1986) defines well-being as ‘a multi-dimensional construct incorporating
psychological, physical and social dimensions’ (Columbo, 1986, cited in Pollard et al., 

2002, p.63). 

■ Bornstein et al. (2003) suggest that ‘well-being is a state of successful performance
throughout the life course integrating physical, cognitive and socio-emotional function that
results in productive activities deemed significant by one’s cultural community, fulfilling social
relationships and the ability to transcend moderate psychosocial and environmental problems’
(Bornstein et al., 2003, p.14).

■ Andrews et al. (2002) define well-being as ‘healthy and successful individual functioning
(involving physiological, psychological and behavioural levels of organisation), positive social
relationships (with family members, peers, adult caregivers, and community and societal
institutions, for instance, school and faith and civic organisations), and a social ecology that
provides safety (e.g., freedom from interpersonal violence, war and crime), human and civil
rights, social justice and participation in civil society’ (Andrews et al., 2002, p.103).

These three definitions highlight the ways in which multi-dimensionality can be

accommodated while at the same time conceptualising well-being in different ways. Andrews

et al. (2002) and Bornstein et al. (2003), for example, both incorporate ‘performance’ as an

important aspect of their definitions while Columbo (1986) sets out well-being as a ‘construct’

with ‘dimensions’ but does not operationalise it any further. 

Other similarities also exist in respect of Andrews et al’s. (2002) and Bornstein et al’s. (2003)

definitions. Both, for example, include the importance of social relationships described

variously as ‘positive’ (Andrews et al., 2002) and ‘fulfilling’ (Bornstein et al., 2003). Both

definitions also incorporate key elements of the ‘whole child perspective’ set out in the

National Children’s Strategy (2000) by taking account of the multi-dimensional nature of

children’s lives and the importance of relationships therein. The definition by Andrews et al.

(2002) also incorporates an explicit commitment to a social ecology understanding and is

reflective of current thinking about children’s lives. In addition, this definition is at a more

operationalised level than that of Bornstein et al. (2003) and for these reasons, the definition

by Andrews et al. (2002) has been used to guide the development of the national set of child

well-being indicators. 

Domains of Child Well-Being 
There are almost as many ways of framing child well-being indicator sets as there are sets
themselves and while the meaning and intention underpinning some are clear, for others, this
is not immediately explicit. Nevertheless, there is a value in having a clearly identified
conceptual framework because it: 
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■ Enables boundaries around indicator development to be set (Reyes, 2003); 
■ Provides an organisational framework to support dialogue about children’s outcomes

(Moore et al. 2003); and 
■ Facilitates an articulation of the multi-dimensional nature of well-being (Ben-Arieh et al.,

2001; Moore et al., 2003; Reyes, 2003). 

A number of authors have undertaken reviews of literature and have identified distinct

domains for taking account of child well-being but, as exemplified below, there is no

consistency in how categorisation takes place. Carroll (2002), for example, adapted Land et

al.’s (2001a) framework, which set out a seven domain approach as follows: 1) material well-

being; 2) social relationships; 3) health; 4) safety; 5) productive activity; 6) place in

community; and 7) emotional and spiritual well-being. Pollard et al. (2002), in their systematic

review of the child well-being literature, identified five distinct domains for assessing child

well-being and these were: 1) physical; 2) psychological; 3) cognitive; 4) social; and 5)

economic. Brown (1997) and Hauser et al. (1997) also identified five domains but these were:

1) health; 2) education; 3) economic security; 4) population, family and neighbourhood; and 5)

social development and problem behaviour. In the Child Trends (2003) report, six domains

were identified and these had some similarities with those of Brown (1997) and Hauser et al.

(1997). Domains included in the Child Trends (2003) report included: 1) health; 2) social and

emotional development; 3) education and skills; 4) demographic; 5) income, assets and work;

and 6) family and community. Likewise, Reidy and Winje (2002) identified six distinct domains

as follows: 1) health and safety; 2) social and emotional development; 3) educational

achievement and cognitive attainment; 4) family environment; 5) community and school

environment; and 6) youth self-sufficiency. 

Although in some indicator sets there is a clear relationship between domains used and 
the guiding conceptualisation, in other cases this not clear. Frameworks have been developed
around children’s rights (e.g. Ben-Arieh et al., 2001); children’s needs (e.g. Ryan and Deci,
2001); children’s development (e.g. Mickelwright and Stewert, 1999); and children’s outcomes
(e.g. Maryland Partnership for Children, Youth and Families 2002). The concept of resilience is
also one which emerges frequently within the child development literature and it is not
surprising therefore that this concept has emerged in the context of child well-being indicator
sets. Resilience has been defined as a ‘universal capacity which allows a person, group or
community to prevent, minimize or overcome the damaging effects of adversity (Grotberg,
1997, p.269). It has been suggested that resilience is determined by ‘the interplay between
risk and protective factors of the child, the family and the community’ (Commonwealth
Department of Health and Aged Care, 2000, p.269). Risk factors increase the likelihood that 
a disorder will develop and can also exacerbate the burden of an existing disorder while
protective factors reduce the likelihood that a disorder will develop and can also provide a
buffer to deal with stress effectively (Commonwealth Department of Health and Aged Care,
2000). An operationalisation of this framework within the concept of child well-being is
illustrated in Table 1 where examples of factors that operate at the level of the individual,
family and community are set out. 
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Risk
factors

Protective 
factors

CHILD FAMILY SCHOOL LIFE EVENTS COMMUNITY 
AND CULTURE

Prematurity

Low birth weight

Disability

Pre-natal brain 
damage

Birth injury

Low intelligence

Difficult 
temperament

Chronic illness

Insecure 
attachment

Poor problem- 
solving

Beliefs about 
aggression

Poor social skills

Low self-esteem

Lack of empathy

Alienation

Hyperactivity/ 
disruptive
behaviour

Impulsivity

Social competence

Social skills

Above average 
intelligence

Attachment to 
family

Empathy

Problem solving

Optimism

School achievement

Easy temperament

Internal locus of 
control

Moral beliefs

Values

Self-related 
cognitions

Good coping style

Teenage mothers

Single parents

Psychiatric
disorders

Substance abuse

Criminality

Anti-social models

Family 
violence/disharmony

Marital discord

Disorganised 
environment

Negative interaction/ 
social isolation

Large family size

Father absence

Long term parental 
unemployment

Poor supervision 
and monitoring 
of child

Discipline style 

Rejection of child

Abuse

Lack of 
warmth/affection

Low involvement in 
child’s activities

Neglect

Supportive caring 
parents

Family harmony

More than two 
years between
siblings

Responsibility for 
chores or required
helpfulness

Secure and stable 
family

Supportive 
relationship with
other adult

Small family size

Strong family 
norms and morality

School failure

Normative beliefs 
about aggression

Deviant peer group

Bullying

Peer rejection

Poor attachment 
to school

Inadequate
behaviour
management

Positive school 
climate

Responsibility and 
required helpfulness

Sense of 
belonging/bonding

Opportunities for 
some success at
school and
recognition of
achievement

School norms 
concerning violence

Divorce and family 
break-up

War or natural 
disasters

Death of a family 
member

Meeting significant 
person

Moving to new 
area

Opportunities at 
critical turning
points or major life
transitions

Socio-economic
disadvantage

Population 
density and
housing
conditions

Urban area

Neighbourhood 
violence and
crime

Cultural norms 
concerning
violence as an
acceptable
response to
frustration

Media portrayal 
of violence

Lack of support 
services

Social or cultural 
discrimination

Access to support 
services

Community 
networking

Attachment to the 
community

Participation in 
church or other
community group

Community/ 
cultural norms
against violence

Strong cultural 
identity and
ethnic pride

TABLE 1: Risk and Protective Factors

(Adapted from Developmental Crime Prevention Consortium, 1999: 150-153 cited in Commission for Children and Young
People, 2002: 18-19).
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Taking the family and broader community into consideration is a necessary step in indicator sets and 

is also in keeping with the conceptualisation of the child as set out in the ‘whole child perspective’.

Ben-Arieh et al. (2001) draw attention to the influences of the characteristics of these contextual

factors (such as policy interventions or characteristics of the family and community) on the child and

make the case for taking an ecological approach to developing indicator sets because this can

‘integrate individual, family, community and contextual-level factors’ (Ben-Arieh et al., 2001, p. 103). 

Although there is little consistency in the categorisation of domains within indicator sets,

there is much overlap. In general, indicator sets comprise between four and seven domains

and, although the terminology may differ at times, it is reasonably clear that most indicator

set frameworks incorporate domains of health or physical well-being, education or cognitive

development and economic security or economic well-being. Social and emotional

development, emotional and behavioural development and/or psychological well-being are

also widely covered as are family and social relationships and the community. There are also,

however, some interesting variations where less common domains are used including, for

example, youth self-sufficiency, identity, social presentation, self-care, spiritual well-being and

social inclusion. 

Whole Child Perspective 

The ‘whole child perspective’, first set out in the National Children’s Strategy (2000), is

underpinned by the key principles of non-discrimination, best interests of the child, survival

and development, and respect for the voice of the child that emerge from the United Nations

Convention on the Rights of the Child (1989). Within this conceptualisation, the child is

understood as an active agent who has the capacity to shape their own lives as they grow and

develop while also being shaped and supported by the world around them. 

The perspective situates the child within a socio-ecological context and has been informed by

the work of Bronfenbrenner (1979, 1993, 1995), Bronfenbrenner and Morris (1998) and others

concerned with the context of children’s lives (for example, Ford and Lerner, 1992). This

commitment to taking account of the context of the child’s life is explicitly reflected within the

two domains of ‘children’s relationships’ and ‘formal and informal supports’. Ward’s (1995,

1998) work on outcomes around which children’s lives can be understood provides a

mechanism for understanding the child and this is referred to within the National Children’s

Strategy as ‘the innate capacity’ of the child operationalised through nine key dimensions.

The ‘whole child perspective’ sets out three broad domains and these are: 

1. CHILD’S OWN CAPACITY;

2. CHILDREN’S RELATIONSHIPS; AND 

3. FORMAL AND INFORMAL SUPPORTS.

Children’s Own Capacity

Nine dimensions are identified here and these are named as: 

■ Physical and mental well-being;

■ Emotional and behavioural well-being;

■ Intellectual capacity;

■ Spiritual and moral well-being;

■ Identity;

■ Self care;

■ Family relationships;

■ Social and peer relationships; and

■ Social presentation.
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Each of the dimensions set out above can be used to identify outcomes children achieve at

each stage of their development and which eventually provide the capacity for coping with

adulthood (National Children’s Strategy, 2000). 

Any single dimension presented above could form a legitimate focus for indicator

development on children. Here, however, our intention is to focus on Irish children in a holistic

way and consequently, in addition to understanding individual dimensions, we are also

concerned with how dimensions interact with each other and how they may influence and, are

in turn, influenced by the other two substantive domains (children’s relationships and formal

and informal supports). 

Children’s Relationships

This domain sets out the complex set of relationships which are recognised as essential for a

satisfying and successful childhood. These relationships range from the family, the primary

source of care, all the way up to the State, which acts as the ultimate guarantor of their rights. 

Formal and Informal Supports

This domain is concerned with the essential services and supports that are provided for

children through the primary social networks of family, extended family and community

(informal supports), and through formal support services provided by the voluntary sector,

commercial sector, the State and its agencies. These provide the conduit through which

children draw the support and services they need and benefit from. A graphic representation

of the ‘whole child perspective’ is presented in Figure 1.

FIGURE 1: Whole Child Perspective  
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The holistic nature of the ‘whole child perspective’ leads to a recognition that while each of
the three domains set out above are important in their own right, it is only by taking account
of the inter and intra-domain relationships that a full and comprehensive understanding of
children’s lives can be achieved. Acknowledging and articulating the relationships between
formal and informal supports in children’s lives can lead to the development of policies that
support children through both. It is also recognised here, however, that while a holistic
understanding of children’s lives is desirable, and while the ‘whole child perspective’ can
provide such a conceptualisation, the extent to which currently available data supports this
conceptualisation is limited. 

Subjective and Objective
It is generally agreed that well-being refers to both objective conditions for well-being and to
the subjective perceptions and experiences of the individual (Ben-Arieh et al., 2001; Bornstein
et al., 2003; Diener, 1984; Bradburn, 1969; Pollard et al., 2002; Carroll, 2002). In keeping with
the broad philosophical assumptions set out above and, in order to get a complete
understanding of the child, it is expected that the final indicator set will comprise a balanced
collection of both objective and subjective measures (Ben-Arieh et al., 2001).

Objective well-being refers to the situation where the ‘measurement considers externally
approved, and thereby normatively endorsed, non-feeling features of a person’s life’ (Gasper,
2004a; Gasper, 2004b, p. 13). This includes measures on which there is a consensus that they
are ‘significant components of better or worse life circumstances’, (Carroll, 2002, p. 46) such as
good health, financial security and access to affordable and/or adequate housing (Carroll, 2002). 

Subjective well-being refers to an ‘assessment of well-being that is performed by the
individual themselves’ (Strappazzon, 2001, p. 97). Subjective measures of well-being are based
on individuals’ personal values, views, and assessments of their life circumstances and
include, for example, happiness, feeling connected to one’s community and self-esteem
(Carroll, 2002). The most common measure of subjective well-being involves asking people
how satisfied or happy they are with their lives (Andrews and Robinson, 1991; Pavot and
Diener, 1993, Rice and Steele, 2004). In the literature, many questions have been raised about
the appropriateness of using these measures as ‘true’ measures of well-being (Blanchflower
and Oswald, 2004) and it has been suggested that the answers to such subjective well-being
questions reflect ‘momentary circumstances and may mean different things to respondents of
different ages, cultures and genders’ (Helliwell and Putman, 2004, p. 1444). Despite this
however, it has been demonstrated in the literature that subjective well-being can in fact be
measured with reliability and validity, using relatively simple self-rating questions about
‘happiness’ and ‘life satisfaction’. For example Helliwell and Putman, (2004) write that
‘generally speaking, self-ratings of ‘happiness’ turn out to reflect relatively short term,
situation-dependent expressions of mood, whereas self-ratings of ‘life satisfaction’ turn out to
reflect longer-term, more stable evaluations. Both produce broadly consistent findings’
(Helliwell and Putman, 2004, p.1435).

Positive and Negative
Well-being, according to the literature, also focuses on both positive and negative aspects of 
a child’s life (Acton, 1994). Therefore, to get a complete understanding of the child, it is
expected that the final indicator set will comprise a balanced collection of both positive and
negative measures.

Positive measures examine the existence of desired or positive aspects of a child’s life and
include, for example, success in school, a supporting family and involvement in the
community. Negative measures, on the other hand, examine the existence of harmful aspects
in a child’s life or their absence. This includes, for example, child abuse, injuries, infant
mortality and poor health (Ben-Arieh and Goerge, 2001). 

Historically, there has been a tendency to focus disproportionately on negative measures
(Pollard et al. 2002; Moore, Lippman and Brown, 2004; Halle and Moore, 1999). These measures



22

focus on behaviour that adults wish to prevent such as school dropout, substance abuse and
crime (Moore et al., 2003). This imbalance is recognised as a serious shortcoming by many
authors. Pollard et al., (2002) for example write that ‘the reliance on negative measures fails to
capture the positive continuum of the strengths, assets and abilities that can be promoted in
children’ (Pollard et al., 2002, p.65). 

MEASURING CHILD WELL-BEING 
Efforts to measure child well-being are generally realised through a set of child well-being

indicators (Carroll, 2002; Pollard et al., 2002; Diener 1984). An indicator of well-being has

been defined as ‘a measure of a behaviour, condition or status that can be tracked over time,

across people and/or geographic units’ (Child Trends, 1997, p.11). Similarly, Moore (1999)

defines an indicator of well-being as ‘a measure that assesses health, cognitive and socio-

emotional well-being at a point in time and over time and across geographic areas and

population groups’ (Moore, 1999, p.6).

Approaches to Indicator Development
Three broad approaches to child well-being indicator set development emerge throughout the

literature and these are now explored along with an examination of key indicator selection criteria. 

The three main approaches to indicator development are: 

1. DATA DRIVEN;
2. POLICY-DRIVEN; AND
3. THEORY DRIVEN.

Data-driven approaches to indicator set development mean that indicators are selected on the

basis of the availability of data. This, in turn, means that existing data sets are exploited to best

characterise the state of the subject area under investigation. In policy-driven indicator

development, indicators are developed for those ‘phenomena that are currently on the political

agenda and for which data are requested by policy-makers’ (Bauer et al., 2003, p.107). Ben-

Arieh et al. (2001) suggest it is essential that indicators are useful for policy-makers and stress

the importance of including them in the process of developing indicators. A theory-driven

approach is generally defined as one that focuses on selecting the best possible indicators

from a theoretical point of view. Although indicators can be identified in this way, the

availability of data often places restrictions on the outcome of this approach (Niemeijer, 2002;

Rigby and Kohler, 2003). The literature recommends that all three approaches be combined in

order to ‘arrive at measurable, meaningful indicators that are considered in the policy-making
process’ (Bauer et al., 2003, p.107). A combined effort, using each of the three approaches

identified was taken to this development of a national set of child well-being indicators. 

Developments in the Field of Child Well-Being Measurement
Ben-Arieh et al. (2001), on completion of a review of the literature on well-being, concluded

that ‘the field of child well-being indicators is undergoing four major shifts that being a shift

from a focus on survival to well-being, a shift from a negative to a positive focus, from well-

becoming to well-being and from traditional to new domains’ (Ben-Arieh et al., 2001, p.47). 

From Survival to Well-Being

In their review, Ben-Arieh et al. (2001) noted that the traditional measures of child well-being,

which include for example, infant and child mortality rates, school enrolment rates and

childhood immunisation rates, while still important, are now considered insufficient measures

of child well-being when taken alone. These measures, they suggest, are concerned with

children’s basic survival and developmental needs and fail to measure the well-being of children

beyond survival, particularly in well-developed countries (Aber et al., 1997; Ben-Arieh et al.,

2001). They note, however, that efforts to address this shortcoming are currently underway.
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From Negative to Positive 

The tendency to focus on negative measures of child well-being has been identified by a

number of authors and the growing effort to address this imbalance by having a greater focus

on positive measures of child well-being has now been identified as an emerging trend (Ben-

Arieh et al., 2001; Moore et al., 2003) where it has been noted that ‘child well-being indicators

are on the move from concentrating only on trends of dying, distress, disability and

discomfort to tackling the issue of indicators of sparkle, satisfaction and well-being’ (Resnick,

1995, cited in Ben-Arieh et al., 2001, p.40). 

The task of providing positive measures however, has proved difficult for several reasons

(Moore et al., 2003). First, only a few positive measures are currently available (Moore et al.,

2003) as the majority of childhood-related statistical information is restricted to the

phenomenon of deviance (Ben-Arieh et al., 2001). A second factor undermining the

development of positive measures is ‘the considerable scepticism that generally greets the

notion of positive measures’ (Moore et al., 2004, p.3). Despite these challenges, the

importance of positive measures is recognised and work on in this area is growing (Pollard et

al., 2001; Moore et al., 2003).

From Well-Becoming to Well-Being 

Ben-Arieh et al. (2001) also found that much of the efforts to measure child well-being

focused on the ‘well-becoming’ of children and included measures that were concerned solely

with children as ‘future adults’ or members of the next generation. While they concluded that

looking to the future is a legitimate and necessary activity, they also highlighted the

legitimacy of children’s present well-being and the importance of taking into account the well-

being as experienced by the child during the period of childhood itself (Ben-Arieh et al., 2001;

Qvortrup, 1997). In Ireland, a commitment to recognising the importance of current well-being

is reflected in the development, publication and implementation of ‘Ready, Steady, Play: A
National Play Policy’ (National Children’s Office, 2004).

From Traditional to New Domains

The final trend noted by Ben-Arieh et al. (2001) is the development of new domains of child well-

being. The new domains are a reflection of the three previously identified trends (a shift in focus

from survival to well-being; from negative to positive; and from well-becoming to well-being).

These new domains extend beyond traditional domains such as physical and mental well-being

and intellectual capacity, to include for example, spiritual and moral well-being, identity and self-

care. Development in less traditional domains are also supported by the substance of the United

Nations Convention on the Rights of the Child (1989) where children’s right to a voice in matters

that affect them and children’s right to their identity are explicitly recognised. 

In addition to these trends identified above, there are other considerations or key criteria

influencing the development and selection of child well-being indicators. These are now discussed.

Indicator Selection Criteria
The selection of the indicators is generally guided by key criteria. These criteria set out the

characteristics that are required from a particular indicator and/or indicator set (Reyes,

2003). Given the lack of consensus around the conceptualisation of well-being and its

component parts, it is not surprising that many different criteria and many different

categorisations have been developed. Friedman (1997), for example, suggests three criteria 

to guide the selection of indicators and these are: 

1. COMMUNICATION POWER, WHERE THE CAPACITY OF THE INDICATORS

TO BE UNDERSTOOD BY A BROAD RANGE OF AUDIENCES SUCH AS,

POLICY-MAKERS, PRACTITIONERS, SERVICE PROVIDERS,

RESEARCHERS AND THE BROADER COMMUNITY IS A KEY CRITERIA; 
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2. BROKERAGE POWER, WHERE THE INDICATORS RELATE TO PRIORITY
ISSUES AND AREAS OF CONCERN; AND FINALLY, 

3. DATA POWER, WHERE THE INDICATOR CAN BE MONITORED OVER
TIME BECAUSE HIGH-QUALITY DATA ARE AVAILABLE ON AN 
ON-GOING BASIS.

Ben-Arieh et al. (2001) set out a more complex approach using a two-stage process to assist

with the selection of indicators where they are first checked to determine validity and

relevance along seven criteria. These are: 1) significance for the well-being of children; 

2) conceptually valid; 3) accurate; 4) clearly interpretable and understandable; 5) provides a

basis for appreciating the consequences; 6) relate to sources and outcomes; and 7) robust to

criticism. The indicators are then reviewed for their potential to influence policy-making against

five criteria, as follows: 1) relevant to policy variables; 2) compelling to media and advocacy

groups; 3) persuasive to policy maker; 4) collectible and assessable by operational units; and 

5) challenge the stereotypes that were obstacles to action (Ben-Arieh et al., 2001, p. 122–124).

Ben-Arieh et al. (2001) also suggest a three-fold validity check that includes face validity

(clearly understandable and interpretable), predictive validity (constructed in such a way that

changes in the indicators measurements could be used to discuss changes in the well-being of

children), and post-dictive validity (constructed in such a way that changes in social, economic

and/or policies factors would predict changes in the measured indicator) (Ben-Arieh et al., 2001,

p. 124–125). Others have combined elements of different criteria. Moore (1995, 1997, 1999), for

example, recommended thirteen key criteria to guide the selection of child well-being indicators

many of which overlap with those set out by Ben-Arieh et al., (2001). 

Widely accepted criteria identified by Moore (1995, 1997, 1999) are outlined in Table 2, and

these have been reviewed for their applicability in the Irish context. The conclusions drawn

were that selection criteria numbered 1 through to 4, and 8 through to 12, outlined in Table 2,

were considered both applicable and useful in the Irish context (Carroll, 2002).

TABLE 2: Selection Criteria for Indicators of Child Well-Being

1. COMPREHENSIVE COVERAGE: Indicators should assess well-being across a broad array of outcomes, 
behaviour and processes.

2. CHILDREN OF ALL AGES: Age-appropriate indicators are needed at every age from birth through 
adolescence and covering transition into adulthood.

3. CLEAR AND COMPREHENSIBLE: Indicators should be easily and readily understood by the public.

4. POSITIVE OUTCOMES: Indicators should assess positive as well as negative aspects of well-being.

5. DEPTH, BREADTH AND DURATION: Indicators are needed to assess the dispersion across given measures
of child well-being, children’s duration in a status and cumulative risk factors experienced by children.

6. COMMON INTERPRETATION: Indicators should have the same meaning in varied population sub-groups.

7. CONSISTENCY OVER TIME: Indicators should have the same meaning across time.

8. FORWARD-LOOKING: Indicators should be collected now that anticipate the future and provide baseline 
data for subsequent trends.

9. RIGOROUS METHODS: Coverage of the population or event being monitored should be complete or very 
high and data collection measures should be rigorous and consistent over time.

10. GEOGRAPHICALLY DETAILED: Indicators should be developed not only at the national level, but also at 
the state and local level.

11. COST-EFFICIENT: Although investments in data about US children have been insufficient, strategies to 

expand and improve the data system need to be thoughtful, well-planned and economically efficient.

12. REFLECTIVE OF SOCIAL GOALS: Some indicators should allow us to track progress in meeting national, 
state and local goals for child well-being.

13. ADJUSTED FOR DEMOGRAPHIC TRENDS: Finally, to aid interpretation, indicators, or a sub-set of  
indicators, should be developed that adjust for changes in the composition of the population over time 
that confound our ability to track well-being. Alternatively, indicators should be available for population 
sub-groups that are sufficiently narrow to permit conclusions within that sub-group. 
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In practice, many developments have adopted at least some of the selection criteria

aforementioned, although their precise terminology differs. A majority of reports identify the

importance of selecting indicators that are easy to understand or posses what Friedman

(1997) terms ‘communication power’ (National Economic and Social Council, 2002; Eurostat

2001; Zubrick et al., 2000; Federal Interagency Forum on Child and Family Statistics, 2002;

Rigby and Kohler, 2002). 

In recognition of the multi-dimensional nature of child well-being, many studies also identify

the importance of selecting indicators that span the multiple domains of a child’s life

(Eurostat, 2001; Zubrick et al., 2000; Federal Interagency Forum on Child and Family Statistics,

2002; North Carolina Child Advocacy Institute, 2002) and assess both positive and negative

aspects of their well-being (Zubrick et al., 2000).

The importance of selecting indicators that are evidenced-based (Maryland Partnership for

Children, Youth and Families, 2000; Federal Interagency Forum on Child and Family Statistics,

2002; Commission for Children and Young People, 2002; Rigby and Kohler, 2002), focused on

priority issues (National Economic and Social Council, 2002; Eurostat, 2001) and/or represent

a ‘significant burden to society, family and/or individual’ (Rigby and Kohler, 2002) have also

frequently emerged as key criteria to guide the indicator selection process. This relates

directly to what Friedman (1997) terms ‘brokerage power’.

Similarly, many studies recognise that, in order for the indicators to yield effective results

(Ben-Arieh et al., 2001), they must be relevant to policy and broad social goals (National

Economic and Social Council, 2002; Eurostat, 2001; Zubrick et al., 2000) as well as being

amenable to effective action (Rigby and Kohler, 2002). 

Other fundamental and broadly adopted selection criteria include what Friedman (1997) terms

‘data power’, which considers issues such as, measurability (National Economic and Social

Council, 2002; Eurostat, 2001), data availability (Maryland Partnership for Children, Youth and

Families, 2000; Commission for Children and Young People, 2002; Rigby and Kohler, 2002),

data reliability (National Economic and Social Council, 2002; Eurostat, 2001; Maryland

Partnership for Children, Youth and Families, 2000; Federal Interagency Forum on Child and

Family Statistics, 2002) and the importance of selecting indicators that are measured

regularly and subject to on-going assessment (National Economic and Social Council, 2002;

Eurostat 2001; Zubrick et al., 2000; Federal Interagency Forum on Child and Family Statistics,

2002; Commission for Children and Young People, 2002; Rigby and Kohler, 2002; North

Carolina Child Advocacy Institute, 2002). This ensures that the indicators can be updated to

demonstrate trends in child well-being over time. 

Other frequently adopted selection criteria include that the indicators selected are

representative of large population groups and capable of disaggregation (Maryland

Partnership for Children, Youth and Families, 2000; Zubrick et al., 2000; Federal Interagency

Forum on Child and Family Statistics, 2002; Rigby and Kohler, 2002). Many studies select

indicators on the basis of their availability at state, county or local level (Maryland Partnership

for Children, Youth and Families, 2000; Zubrick et al., 2000; Commission for Children and

Young People, 2002; North Carolina Child Advocacy Institute, 2002) and on the basis of their

availability across different sub-groups (Zubrick et al., 2000; Commission for Children and

Young People, 2002) and developmental stages (North Carolina Child Advocacy Institute,

2002). Considering the well-being of children in light of their geographic area or key socio-

demographic characteristics can allow for the identification of specific groups of children at

risk relative to others (Ben-Arieh et al., 2001).

Other less common criteria used for the selection of indicators are that they are mutually

consistent, coherent within and across indicators in various categories (National Economic

and Social Council, 2002; Eurostat, 2001) and measured at an acceptable cost (Eurostat,
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2001). Finally, the quantity of indicators has also guided the indicator selection process

(National Economic and Social Council, 2002) and this is of central importance as

demonstrated below.

Inevitably, however, in light of the many possible criteria that can and have been applied to

the selection of indicators, certain prioritisation must take place since some criteria will be in

direct competition with others. A criterion that selects indicators on the basis of their face

validity (understandable and interpretable) may well arrive at a different set of indicators from

those that apply to the criteria of predictive validity (constructed in such a way that changes

in social, economic and/or policies factors would predict changes in the measured indicator).

While there is some acceptance of a broad range of criteria, it is also accepted that not all

criteria can be applied to all indicator sets and some prioritisation must take place. 

Examples of the selection criteria first recommended by Moore (1995, 1997, 1999) and

examined for use in the Irish context (Carroll, 2002) lead to a conclusion that certain selection

criteria have more relevance than others. These include those commonly used elsewhere and

also those that take into account some of the recent developments in the field of child well-

being measurement (Ben-Arieh et al., 2001). It is also important to recognise emerging trends

on child well-being and this means that a balance of subjective and objective measures and a

focus on both well-being and well-becoming will be required within the indicator set.

Number of Indicators 
According to the New Policy Institute (2001) when building indicator sets, one major challenge

is ‘to select a manageable number of indicators, which adequately cover the wide range of

issues associated with the topic under investigation such that they collectively provide a

reasonably comprehensive picture of the topic and how it is changing’ (New Policy Institute,

2001, p.9). Hogan (2002) also stresses the importance of selecting a manageable number of

indicators and limiting their number to avoid confusion and attention being diverted from the

priorities of purpose of the work. 

According to National Economic and Social Council (2002), a small number of indicators are

important for three reasons: 

1. A SMALL NUMBER OF INDICATORS KEEPS THE PROJECT
MANAGEABLE AND FOCUSED;

2. A SMALL NUMBER OF INDICATORS HAVE A GREATER CHANCE OF
ACCEPTANCE IN THE POLICY ARENA AND AMONG POTENTIAL
AUDIENCE OF POLICY MAKERS AND POLITICIANS; AND 

3. A SMALL NUMBER OF INDICATORS, WHICH ARE READILY
UNDERSTOOD, ARE MORE LIKELY TO BECOME PART OF A
GENERALISED UNDERSTANDING (OF CHILD WELL-BEING) THAN 
A MORE EXHAUSTIVE LIST.

They suggest that the number of indicators within an indicator set should range between

fifteen and twenty. Maryland Partnership for Children, Youth and Families (2000) in

developing their indicator set, noted that three to five indicators was usually accepted as a

manageable number of measures per domain of interest, while the New Policy Institute (2001)

suggested that the total number of indicators should range between fifty and one hundred,

with one hundred indicators reaching the absolute limits of manageability.

CONCLUSION
The literature reviewed has taken account of a number of important issues emerging in respect

of child well-being. In doing so, it draws attention to the widespread national and international
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policy and other developments that have led to the need to develop a national set of child well-

being indicators at this time and the rationale for doing so have been clearly identified by

Fitzgerald (2004). A national set of child well-being indicators will allow children’s lives in

Ireland to be to be charted over time and compared with the lives of children living elsewhere.

In doing so, it will allow important policy problems to be highlighted while at the same time

benchmarking progress. 

Issues around the conceptualisation of child well-being lead to many challenges in arriving at

a common position given the multiple perspectives and paradigmatic assumptions

underpinning this concept. Definitions of well-being have been considered and Andrews et al.’s

(2002) definition of well-being identified as most in keeping with current thinking around

children’s lives. This definition also broadly reflects the ‘whole child perspective’ as set out in

the National Children’s Strategy (2000) and it is coherent, therefore, with the way in which

children are conceptualised within national policy. Many different frameworks for

operationalising child well-being have been developed and a critique of these demonstrates

that while there are some differences, there are also many common elements. 

Three main approaches to indicator set development have been identified and these are data-

driven, policy-driven and theory-driven, and the current development draws on a combination

of each of the three approaches. The multi-dimensional nature of children’s lives, coupled with

recent trends in understanding around children’s well-being, provides some direction in

developing a national indicator set. Specifically, the need to recognise that well-being goes

beyond survival, that well-being as well as well-becoming is important, and that positive as

well as negative measures, and, objective as well as subjective measures, need to be included

in a national set of child well-being indicators. This, in turn, highlights the need to have

appropriate criteria for ensuring the usefulness and applicability of the National Set of Child

Well-Being Indicators and a number of potential areas have been identified.
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The methodology applied to develop the national set of child well-being indicators

included four major components:  a) a background review of indicators sets in use

elsewhere and the compilation of an inventory of key indicators, domains and

indicator selection criteria; b) a feasibility study of the availability of national

statistics to construct the indicators identified in the previous step; c) a study on

Children’s Understandings of Well-Being; and d) a consensus process referred to as 

a Delphi Technique, where members of a panel of expertise agreed a working list of

indicators for use in the Irish context. 

A short summary of the first three components is now presented in order to

contextualise the basis for the use of the Delphi technique. More complete descriptions

of each of these reports are available and can be accessed through the National

Children’s Office website (www.nco.ie). 
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INTRODUCTION
An Inventory of key indicators, domains and indicator selection criteria currently in use 

or recommended for use nationally and internationally was the starting point for

developing the national set of child well-being indicators. The main objectives for

compiling this Inventory were:

1. TO IDENTIFY INDICATORS CURRENTLY IN USE AND ROUTINELY
PUBLISHED ACROSS DIFFERENT COUNTRIES; 

2. TO IDENTIFY INDICATORS THAT ARE WELL-RECOGNISED AND
ACCEPTED ACROSS DIFFERENT COUNTRIES; 

3. TO IDENTIFY INDICATORS THAT HAVE BEEN RECOGNISED BY
EXPERTS AND TESTED FOR SCIENTIFIC SOUNDNESS;

4. TO IDENTIFY THE KEY DOMAINS AND/OR FRAMEWORKS 
USED TO CONCEPTUALISE CHILD WELL-BEING ACROSS
DIFFERENT COUNTRIES; 

5. TO IDENTIFY THE KEY CRITERIA USED TO GUIDE THE
SELECTION OF CHILD WELL-BEING INDICATORS ACROSS
DIFFERENT COUNTRIES; AND

6. TO PROVIDE A RESOURCE FOR OTHERS WHO MAY BE
EMBARKING ON A SIMILAR TYPE OF PROJECT.

A review of the indicator sets in use nationally and internationally was undertaken to

compile this Inventory and Internet searches were conducted to obtain material. This

review process identified recommendations from eighty international, national and

regional collaborations. All reports were reviewed for content, domain, sub-domain,

number of indicators used and country of origin. The criteria for selecting the

indicators were also examined.

The final Inventory included more than 2,500 child well-being indicators, which were

drawn from six international collaborations including ‘The State of the World’s Children’
(UNICEF, 2005) and the ‘Child Health Indicators of Life and Development’ (Rigby and

Kohler, 2002); thirty-nine national indicator sets including ‘America’s Children’ (Federal

Interagency Programme on Child and Family Statistics, 2002), ‘Australia’s Children: Their
Health and Well-Being’ (Al-Yaman et al., 2002) and ‘The Well-Being of Canada’s Young
Children’ (Government of Canada, 2002); and twenty-eight regional indicator sets drawn

largely on material from Canada, the United States of America and Australia. A review

of ‘Youth Indicatiors in Use in States’ compiled by Chapin Hall Centre for Children (Reidy

and Winje, 2002) was also included.

According to Ben-Arieh et al. (2001), it is important that the selection of indicators should

be contingent on culture and specific needs of specific populations. Therefore, in this

review, particular efforts were taken to consolidate previous work undertaken in the Irish
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context. This work included the second annual report from the Chief Medical Officer of the

Department of Health and Children ‘The Health of Our Children’ (Department of Health and

Children, 2001), a Mid-Western Health Board publication on ‘The Health and Well-Being of Children
in the Mid-West’ (Mid-Western Health Board, 2001) and recommendations from the Combat

Poverty Agency outlined in the ‘Literature Review of Children’s Well-Being’ (Costello, 1999). 

A number of child well-being indicators recommended for use in the scientific literature were

also included and this took account of, among others, the work of Hauser et al. (1997), Ben-

Arieh et al. (2001) and the Combat Poverty Agency (2000) in Ireland.

While the majority of the indicator sets and scientific literature, from which this material was

drawn, relate more generally to child well-being, some are more specific and concern individual

aspect of children’s lives including, for example, perinatal health (Zeitlin and Wildman, 2003)

and early childhood care and education (United Nations Educational, Scientific and Cultural

Organisation 1995) or specific periods in a child’s life such as early childhood (Jensen et al.,

2002; Government of Canada, 2002). A complete list of these reports and the scientific

literature used in this review is presented in Appendix 1.

This Inventory is not intended to be exhaustive but, rather, provides the reader with a general view

of the current indicators of child well-being in use and those recommended for use by leading

experts in the area. A summary of the key findings emerging from this review is now presented. 

KEY FINDINGS

Commonly Used Indicators:
This review highlighted some of the key measures of child well-being currently in use, and

routinely published elsewhere, and also gave an indication of the measures that are well

recognised and accepted across different countries and areas of children’s lives. This ensured

that indicators with the strongest association with child well-being would not be overlooked in

this development. A summary of widely used measures includes the following: 

■ Health-related measures such as infant and child mortality rates and hospitalisation. 

Of particular interest in these contexts are injury-related mortality rates and injury-related

hospitalisation rates (both intentional and unintentional);

■ Other measures of child health, in particular for the period of infancy and early childhood,

include for example, measures on birth weight, immunisation rates, infectious diseases,

pre-natal care, breastfeeding rates, maternal use of tobacco, alcohol and/or drugs during

pregnancy, disability and chronic health conditions; 

■ Mental health is also a common concern within the context of children’s health. This area

relates mainly to the period of adolescence where the primary focus is on the incidence of

suicide, attempted suicide, suicide ideation and self-reported happiness;

■ Other widely used health-related measures related to the period of adolescence focus on

teenage fertility and sexual behaviour, which includes for example, pregnancies, births and

abortions among adolescents, contraceptive use, the incidence of Sexually Transmitted

Diseases and the number of those who are sexually active or sexually experienced; 

■ Other risk behaviours among adolescents include the use of tobacco, alcohol and drugs, in

particular lifetime use and current use, which is defined as use within the past thirty days;

■ Measures of economic well-being, in particular the number of children in poverty, which is

traditionally calculated using the median family income and other non-pecuniary measures such

as housing (housing conditions, overcrowding and housing costs) and social welfare dependence;

■ Measures of children as perpetrators of crime, with distinctions commonly being drawn

between the incidence of serious violent index crimes (which include murder, non-negligent

manslaughter, forcible rape, robbery and aggravated assault) and serious non-violent or

property index crimes (which include burglary, larceny and motor vehicle theft);
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■ Measures of children as victims of crime including abuse and neglect, which generally

distinguishes between sexual abuse, physical abuse, emotional abuse and neglect (both

reported and confirmed);

■ Education-related measures including participation in pre-school, primary, secondary and

tertiary education. This mainly includes measures on school attendance, school enrolment

and school completion; 

■ Other education-related measures focus primarily on academic attainment or educational

outcomes, particularly in reading, writing, science and mathematics;

■ Children’s participation in various school activities and out-of-school activities, including

physical activity levels, volunteering and television viewing;

■ Parental, family and community characteristics such as parental education level, parental

age, parental employment/unemployment, parental mental health, family structure (two

parent, mother only, father only), children placed in out-of-home care and social capital; and

■ Children’s relationships with their parents including for example, parental attachment,

parental style, parental rules and parental time with their children. Children’s

relationships with teachers, peers and other significant adults in their lives also appear

albeit less frequently.

A comprehensive list of all indicators identified in this review can be found in the Inventory

itself where indicators have been broadly categorised by subject area - www.nco.ie. 

Commonly Used Domains
Many of the reports in this review also described the domains or conceptual frameworks

adopted for conceptualising child well-being. While there is some overlap, six relatively

distinct domains are generally found and these relate to the following areas: 

■ Demographic characteristics;

■ Economic status;

■ Education;

■ Family, school and community context;

■ Health and safety; and

■ Social, emotional and behavioural development.

Commonly Used Selection Criteria
In this review, several reports also described the criteria used for selecting the indicators and

in general, three major types of criteria were found. These criteria, which mirror results of a

similar review undertaken elsewhere (Zeitlin et al. 2003c) are as follows:  

■ The first set of criteria assesses the importance of the indicators using terms such as

‘significant’, ‘useful’, ‘relevant’ and ‘representative’. Importance is determined both in relation

to the ‘significant burden’ or prevalence of the problem and its amenability to ‘effective action’; 

■ The second set of criteria for selecting indicators is that they must be practical in relation

to data currently collected, with criteria such as ‘feasibility’, ‘cost efficiency’, ‘data

availability’ and ‘timeliness’ routinely mentioned. The ability to disaggregate data by, for

example, age, sex, gender and geographic location is also considered important in this

regard; and finally

■ The third set of criteria for selecting indicators are predominately technical highlighting

the importance of robust indicators that are, for example, ‘valid’, ‘reliable’, ‘sensitive’,

‘evidence-based’, ‘consistent’, and ‘easy to understand’. 

A full list of these criteria can be found in the Inventory.

Challenges to Indicator Selection
In compiling this Inventory, several challenges to identifying and selecting child well-being

indicators were identified and these are now described.
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Comparability

Three issues emerged in respect of developing an indicator set capable of making international

comparisons. First, a number of indicators identified in this review could not be used for

comparison with Irish children because they reflect different situations and different

circumstances. An indicator, for example, which measures the percentage of high school

students who carried a weapon to school in the past 30 days, or one, which measures the

percentage of children who were ill with fever in the last two weeks and received any

appropriate anti-malarial drugs, has little relevance to the Irish context.

Likewise, because of their reference to local systems and/or policies, many of the indicators

identified in this review would not be appropriate for use in the Irish context. This included for

example, reference to specific health insurance programmes in the United States of America

such as Medicaid and Medicare and also reference to specific social welfare assistance

programmes such as Temporary Assistance for Needy Families (TANF) and Aid for Families

with Dependent Children (AFDC). 

Finally, because many of the indicator definitions identified in this Inventory differ across

countries, the ability to identify indicators capable of drawing international comparisons is

difficult as, according to Lack et al. (2003), recording systems and definitions for measuring

child well-being should ideally be identical to ensure perfect comparability with other

countries. An example of how definitions vary from country to country can be seen, for

example, by the diversity of national immunisation schedules used or by the different poverty

thresholds adopted as illustrated below:

■ The proportion of households with children, which have incomes below 50% of average

(median) household income (Bradshaw and Barnes, 1999);

■ The percentage of children living in households with a household income below the

national 60% median (Rigby and Kohler, 2002).

Zeitlin et al. (2003a) suggest however, that despite such differences in definitions, an interface

with other indicator sets can still be provided by using broad definitions of individual indicators

and by adopting full distributions or thresholds. An example of how this can be achieved can be

found in ‘Trends in the Well-Being of America’s Children and Youth’ (shown below):

■ Percentage of children in the United States under age 18 living below selected poverty

thresholds: under 50% of poverty, under 100% of poverty, under 150% of poverty and

under 200% of poverty (Gutmann and Hamilton, 2001).

Construct Comparability

This review also demonstrated that even when there is broad agreement about the importance

of an indicator area, many different, yet valid, indicators can be used to examine a single

phenomenon of interest. All of the following, for example, have been used to measure use of

alcohol among youth: 1) age at first alcohol use; 2) alcohol use in the past thirty days; 3) alcohol

use in the past week; 4) alcohol use in the past year; 5) approval of peer use and perception of

peer acceptance of alcohol use; 6) binge-drinking and heavy drinking; 7) daily alcohol use; 8)

driving after using alcohol; 9) drunkenness; 10) hospitalisation-related hospital use; 11) lifetime

alcohol use; 12) parental guidance and perceived parental approval of alcohol use; 13)

perception of availability of alcohol; 14) perception of harmfulness of alcohol; 15) perception of

police intervention for alcohol use; 16) school attendance while using alcohol; and 17) sexual

activity while using alcohol. Therefore, the challenge lies in selecting the most suitable/ useful

indicator from these options that reflect key priorities and the national context.

Age-Specific Indicators
The final area of challenge highlighted in this review related to the extent to which children’s
lives at all ages can be represented. Firstly, this review demonstrated that there are a greater
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number of indicators used to study older children and infants while the middle childhood
period is badly represented. This is due largely to the reliance on data from international
studies to construct the indicators. This includes the Health Behaviour of School-Aged
Children (HBSC) study, which is restricted to 11, 13 and 15 years-old children only, and the
Programme for International Student Assessment (PISA) study, which is restricted to 15 year-
olds only. In respect of infants, there is a substantial amount of administrative data to support
indicator development and consequently, this area also appears commonly. The task,
therefore, of finding valid indicators of child well-being that relate to children of all ages from
infancy to adolescence is particularly difficult. This has been noted in similar reviews
undertaken elsewhere (Pollard et al., 2002; Ben-Arieh et al., 2001).

Finally, although Ireland defines a child as those under eighteen years of age (National

Children’s Strategy, 2000), many of the indicators identified in this review use the traditional

quinquenial age bands, which are as follows: 0-4 years, 5-9 years, 10-14 years and 15-19

years. This further compounds the international comparability challenges arising in respect

of this development.

CONCLUSION
The compilation of this Inventory helped to define priorities for the national set of child well-

being indicators for Ireland. A number of widely used measures of child well-being were

identified and these included: infant and child mortality rates; mental health problems;

teenage fertility and sexual behaviour; use of tobacco; alcohol and drugs; children in poverty;

children as perpetrators and victims of crime; and participation rates in education. Key

domains for conceptualising child well-being (demographic characteristics, economic status,

education, family, school and community context, health and safety, social, emotional and

behavioural development) and key criteria used to select child well-being indicators elsewhere

were also highlighted.

In addition, in this review several challenges to developing the national set of child well-being

indicators were identified. These included difficulties in identifying indicators capable of

drawing international comparisons (due to different situations and different circumstances,

references to country-specific systems and/or policies and the variations in indicator

definitions used across countries), different understandings of, or focus on, a single

phenomenon of interest, and the imbalance in the availability of data for all periods of

childhood from infancy to adolescence. It is intended that this document be used as a

resource for others embarking on a similar project.
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INTRODUCTION 
The aim of the Feasibility Study was to identify indicators that could be readily

compiled from data currently available in Ireland. This involved the examination of the

Inventory of child well-being indicators on an indicator-by-indicator basis to assess the

extent to which Ireland was able to provide data to construct the indicators and at

what frequency (Fitzgerald, 2004). A summary of the key findings emerging from this

Study is now presented. 

KEY FINDINGS
The results of this Study demonstrated that Ireland has good data, compiled to

international standards, on population, employment status of parents, household living

standards, and maternal and infant health. These can all be examined by the main

social and demographic variables such as social group, family size, marital status and

geographic area.

The principal sources of official information on children and childhood in Ireland come

from the Census of the Population, surveys and administrative data. Administrative data

are ‘data that are regularly and consistently collected in support of an organisation’s functions
and stored within that organisations information system’ (Ben-Arieh et al., 1997, p. 92). 

■ The Census of the Population covers a range of social, economic and demographic

variables every five years;

■ Regular household surveys such as the Quarterly National Household Survey

(QNHS) and the annual European Union - Survey of Income and Living Conditions

(EU-SILC) collect a broad range of socio-demographic information and national and

international studies of educational attainment and health behaviours such as the

Programme for International Student Assessment (PISA); the Third International

Mathematics and Science Study (TIMSS); the Health Behaviour of School-Aged

Children (HBSC); the KIDSCREEN Quality of Life Survey and the European Schools

Project on Alcohol and Drugs (ESPAD) collect a wide range of qualitative data in

addition to their core remit; and

■ Data collected as part of the administrative process, including the Vital Statistics,

Hospital In-Patient Enquiry (HIPE), National Perinatal Reporting System (NPRS),

Child Care Interim Dataset, Post-Primary Pupil Database, National Disease

Surveillance Statistics, National Intellectual Disability Database, the European

Home and Leisure Accident Surveillance System (EHLASS), the Quarterly Bulletin

on Housing Statistics, Crime Statistics, Education Statistics and the National

Cancer Registry.

Often only a fraction of the latent information about childhood from these sources is

actually published, but data for Ireland is potentially available for a high proportion of

the indicators listed in the international literature. 
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While Ireland does not have data on some of the more detailed health issues in use as

indicators elsewhere (e.g. information on the incidence of all listed specific health

conditions), in general availability of data on the health indicators is good. However,

there remain important gaps in information in relation to disability.  

There are serious gaps in Ireland’s education data, particularly on children who are at

highest risk of dropping out of school early. The proposed development of a primary

pupil database, which can link to the current post-primary pupil database, should

improve access to information in this area. 

In general, this exercise showed the absence of qualitative data on childhood, on

children’s relationships, parenting styles and children’s use of time. The absence is most

acute in respect of younger children. In addition, there are gaps in our information on

children at risk, such as children in homes where there is domestic violence and children

showing behavioural problems.

Most data on personal relationships, children’s sense of well-being and similar variables

comes from self-reported data for older children, such as the Health Behaviour of

School-Aged Children (HBSC) Survey, which covers the age range 11 to 15. This

information is not readily available on these important aspects of well-being for pre-

school or for primary-age children.

CONCLUSION
This Feasibility Study provided a comprehensive list of official data sources on children

and childhood in Ireland and highlighted the gaps arising in respect of developing the

national set of child well-being indicators.  
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INTRODUCTION
The research ‘Children’s Understandings of Well-Being’ aimed to contribute to the

development of the national set of child well-being indicators. It was a sister piece 

of research to the Delphi Study to achieve consensus on well-being indicators. The

approach chosen and developed was explicitly designed to be coherent with the

overall goals of the National Children’s Strategy (2000). 

KEY FINDINGS
The design of this Study incorporates individual level data collection, three sets of

group-level data analysis and feedback with a final group-level integration process.

Class groups of children were shown how to use a disposable camera and asked to

take photographs of things, people or places that ‘make them well’ or ‘keep them

well’. Once developed, the photographs were returned to the children who had taken

them and they were asked to annotate them. The second stage involved groups of

children looking at the developed photographs and dividing them into sets of

mutually exclusive categories, while the third comprised further groups of children

in developing schematic representations of well-being, using photographic examples

of the categories. These schema were first developed by single gender groups, then

by mixed gender groups. A final integration by a group of older youths is designed

to provide a comprehensive representation of well-being relevant to Irish children.

Participating children were accessed through randomly selected schools in rural

Galway and urban Dublin. Older youths participating in the final integration were

accessed through a ‘youth café’. Active parental consent was sought and obtained

for all participants and, in total, 33 groups of children and young people aged 8-19

years were included in this Study. The procedures adopted are summarised in

Table 3 below.
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TABLE 3: Summary of Process

In Phase 1, a total of 266 children participated, returning 4,073 useable photographs, after

exact duplicates and those labelled as mistakes or tests were removed. These were employed

in Phase 2 to construct categories, and Table 4 below provides a summary of the output from

this phase.

TABLE 4: Summary of Categorisation Phase: Percentage of Photographs by Group 
and Category

Preparation

Phase 1

Phase 2

Phase 3

Phase 4

STAGE SCHOOL VISIT ACTIVITY

Visit

Prior to visit

First set of schools: 
1st visit 

Between visits

First set of schools: 
2nd visit

Between visits

First set of schools: 
3rd visit: part 1 of session

First set of schools: 
3rd visit: part 2 of session

Second set of schools: 
single visit 

Third set of schools: 
single visit, part 1 
of session

1st visit to new school: 
part 2 of session

Youth Cafe/Centre: 
single visit: part 1 of
session

Youth Cafe/Centre: 
single visit: part 2 
of session

Sample and recruit schools

Request and secure parental consent

Request child consent, explain process, distribute cameras

Children take photographs

Cameras collected from school

Cameras developed and processed and labels affixed to back 
of photographs

Developed photographs returned to children, children annotate one set 
of photographs and return to researchers

Full set of photographs and negatives returned to children

Children group pictures together (categorisation) and give the group a 
title, children give feedback on categories

Single sex groups work with examples of the categories to develop 
patterns (schema), organise the categories and illustrate the schema
with the relationships between categories

Mixed gender group work together to develop a schema representative 
of the single sex schema

Young people work with the developed schema from phase 3, 
identifying the similarities and differences between them

Young people work on the development of a schema of well-being 
to represent all children and young people

LOCATION

GENDER

Friends

Family

Sport/Teams

Pets / Animals

Environment/Places

TV/Video Games

Homes/Houses

Food

Music

School / Teachers

Totals

Rural Urban Rural Urban All

Girls Boys Girls Boys Girls Boys Girls Boys All

29.2 28.0 32.4 17.8 48.3 36.7 50.9 25.1 33.55

20.4 9.0 18.8 17.8 6.3 5.7 19.1 4.9 12.75

3.2 9.0 4.0 17.0 4.7 7.1 3.3 9.7 7.25

8.0 11.0 8.0 8.0 5.7 6.4 3.1 5.1 6.91

5.6 11.0 6.0 7.5 4.3 1.0 1.1 7.5 5.50

3.2 7.0 - - 3.7 7.7 1.3 12.9 4.48

5.6 7.0 2.8 2.5 3.0 3.4 0.7 2.0 3.38

2.8 2.5 1.2 8.5 1.0 3.0 3.1 4.0 3.26

3.2 - - 1.0 5.3 6.3 3.6 6.0 3.17

4.8 4.5 3.2 - 0.3 1.7 - 6.6 2.64

86.0 89.0 76.4 80.1 82.6 79.0 86.2 83.8 82.89

CATEGORY PRIMARY POST-PRIMARY MEAN
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During Phase 3, children worked in groups to create schema representing the relationships

between these categories. Each socio-demographic group created their own schema by

placing photographic exemplars of the categories onto sheets of A3 paper in an ordered or

patterned way. Some groups of children employed a hierarchical approach, while others used

a network or web-type pattern. A final group of older youths, aged 16-18, drawn from an out-

of-school setting worked on integrating these Phase 3 schema into a final representation.

Figure 2 was designed to represent the perspectives of all the groups of children involved in

this research. The 22 categories within it were chosen by the youth group to correspond to

those developed by other children. The category at the top of the outer rainbow ‘family’ was

judged to be the most important, while ‘friends’ and ‘food’ were joint second, ‘school’ and

‘houses’ joint third and so on. 

FIGURE 2: Final Integration: A Children’s Model of Well-Being

CONCLUSION 
These findings illustrate the breadth of perspective that children have on well-being. The

centrality of inter-personal relationships with family and friends (including school friends)

emerges strongly, as does the value of activities or things to do. During all phases, children

discussed how aspects of the various categories made them feel; how relationships (with

people and animals) and the activities within, or context of, those relationships gave them 

a sense of belonging, being safe, loved, valued and being cared for. These findings have

potential application in a variety of settings. They endorse the ‘whole child perspective’ taken

in the National Children’s Strategy (2000) and the approaches being taken within the Social,

Personal and Health Education (SPHE) curriculum both at primary and post-primary level.

They also point to appropriate issues that should be addressed both at policy and practice

level.  While the importance of relationship building and maintenance skills cannot be

overlooked, family support and infrastructural supports, for both schools and community

development in its broadest sense are also necessary if we are to maximise well-being among

our children (NicGabhainn and Sixsmith, 2005). The data from the children’s understandings

of well-being were integrated with other data at a number of different points in the overall

development of the national set of child well-being indicators and this is described in greater

detail later. 
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INTRODUCTION
The Delphi technique provided an over-arching mechanism for bringing together data
from each of the three previously described studies, as well as enabling consensus to
be achieved around the final set of child well-being indicators. The Delphi technique
has been defined as a research approach used to gain consensus through a series of
rounds of questionnaire surveys, usually two or three, where information and results
are fed back to panel members between each round. The main purpose of adopting a
Delphi technique to decision-making is to provide a structured approach to collecting
data in situations where the only available alternative may be an anecdotal or an
entirely subjective approach (Broomfield and Humphries, 2001). The features of
anonymity, iteration with controlled feedback, statistical group response and expert
input can facilitate consensus where there is contradictory or insufficient information
to make effective decisions (Limestone and Turnoff, 1975; Goodman, 1987; Hanson et
al., 2000; Snyder-Halpern, 2002). 

Other group approaches to reaching consensus were considered but were found to be
less appropriate to the development of a set of child well-being indicators. These
included, for example, nominal groups (Carney et al., 1996), brain-storming (Hanson et
al., 2000), focus groups (Morgan, 1997), analytic hierarchy process (AHP) technique
(Lai et al., 2002) and the establishment of working groups. The main disadvantages
with each of these techniques is their risk of taking account only of the perceptions 
of the most outspoken or opinionated members of that group or of only focusing on
interesting or controversial elements (Fein et al., 1997). In addition, each of these has
significant limitations in being able to bring together large numbers of people and take
account of multiple stakeholder views in a fair and transparent way. There is some
evidence to support the use of Delphi technique in this type of development. A
systematic review of studies (N = 25) comparing the Delphi technique with standard
interacting groups concluded, with some caution, that Delphi groups outperform other
groups in decision-making and forecasting (Rowe and Wright, 1999). 

Delphi technique has been found to be particularly useful in the following situations: 

1. WHERE A PROBLEM DOES NOT PERMIT THE APPLICATION OF
PRECISE ANALYTICAL TECHNIQUES BUT CAN BENEFIT FROM
SUBJECTIVE JUDGEMENTS ON A COLLECTIVE BASIS;

2. WHERE THE RELEVANT SPECIALISTS ARE IN DIFFERENT FIELDS
AND OCCUPATIONS AND NOT IN DIRECT COMMUNICATION; 

3. WHERE THE NUMBER OF SPECIALISTS IS TOO LARGE TO
EFFECTIVELY INTERACT IN A FACE-TO-FACE EXCHANGE AND
TOO LITTLE TIME AND/OR FUNDS ARE AVAILABLE TO ORGANISE
GROUP MEETINGS; AND

4. WHERE ETHICAL OR SOCIAL DILEMMAS DOMINATE ECONOMIC
OR TECHNICAL ONES (LINSTONE AND TUROFF, 1975; GUPTA
AND CLARKE, 1996).
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It was clear that in developing indicators of child well-being, understandings had the potential
to be significantly influenced by the particular area of expertise, experience or occupational
position of a participant. There was, therefore, a substantial benefit, in being able to harness
subjective judgements of participants. The Delphi technique has been found to be an
appropriate mechanism for ensuring that emergent differences between, and within, key
stakeholder groups (that can arise from differences in focus, situation and context) can be
accounted for in a systematic way. Indeed, it is difficult to envisage a more appropriate way in
which communication between the multiplicity of stakeholders concerned with child well-
being could be facilitated. The number of relevant people with expertise was too large to
interact in a meaningful way through face-to-face exchange, despite the very strong case for
representation of as high a number of views as possible. Adopting the Delphi technique meant
that the ‘collective human intelligence capability’ found in groups of people with expertise
could be harnessed irrespective of geographical location and other time commitments. 

Some disadvantages to adopting this technique have also been identified and these have
mainly centred on methodological issues. These relate specifically to the following areas:
panel expertise; number of rounds; questionnaire development; analysis; and achievement 
of consensus. In this Study, we were cognisant of these issues and took appropriate steps to
ensure they did not compromise the development of the indicator set. The steps taken are 
set out in detail below. 

AIMS AND OBJECTIVES OF DELPHI STUDY
The aim of this Study was: 

The objectives were as follows: 

■ To gain consensus about an indicator set that takes account of key aspects of the ‘whole
child perspective’ as set out in the National Children's Strategy (2000);

■ To gain consensus about indicators that can facilitate comparisons between the Irish and
international context regarding child well-being; and

■ To gain consensus about an indicator set that meet key selection criteria.

ADVISORY GROUP 
A small Advisory Group (N=4) was convened at the outset of the Delphi Study and each member
was chosen for their capacity to provide expertise in a specific area. One member of the group
(Dr. Ed Carroll) had published a book on child well-being in Ireland, which was commissioned by
the Irish Youth Foundation; Deirdre Cullen, Statistician, Central Statistics Office, held statistical
expertise and provided guidance on the most appropriate analytical techniques; Eithne
Fitzgerald had expertise in respect of data sources on children’s lives and ensured no potential
source of information was omitted; Dr. Maeve Henchion had previously undertaken a Delphi
study and was, therefore, able to clarify practical and technical issues, where necessary. This
Group provided advice and guidance at every stage of the Study for this development and we
were fortunate in being able to harness this support almost from the start. 

PANEL OF EXPERTISE
The term ‘expert’ is contested (Hanson et al., 2000) and it has been suggested that this title 

is misleading (McKenna, 1994). Cognisant of this debate, we used the terms ‘panel of expertise’

and ‘participants’ in this Study rather than ‘experts’. There is no standard mechanism for

identifying a panel of expertise to take part in a Delphi Study and mechanisms used have

‘To reach consensus about a national set of child well-being indicators
that can be used as the basis for the biennial report ‘the State of the
Nation’s Children’. 



44

ranged from using volunteers (Snyder-Halpern, 2002) to the adoption of very formal and strict

criteria around, for example, authorship (Rogers and Lopez, 2002) or membership of a

particular group (Campbell et al., 2000). In this Study, a number of avenues were explored for

identifying members of the panel of expertise (Hanafin and Brooks, 2005) and on balance, 

it was decided to use the National Children’s Office ‘Research Development Advisory Group’ 

(N = 18 researchers, policymakers and service providers) to form the basis for the panel. 

Using snowball sampling each member of the Group was asked to identify two further people

known to have expertise in their particular area of interest (for example, health, education,

social science etc.). In order to ensure an appropriate mix of expertise, each group member 

was asked to nominate persons from a sector other than their own. This meant for example,

that a policy-maker would nominate a researcher and service-provider while a researcher

would nominate a policy-maker and service-provider. In addition to this Group, parents were

also included and these were again identified using a snowball approach where members of the

panel were asked to identify parents from different backgrounds and from different geographic

areas. The final panel comprised eighty-seven people of whom sixty-nine took part in the first

round. We are confident that the overall composition of the panel provided a good reflection of

the diversity of children’s lives. Appendix 2 provides a list of the people invited to take part in

the panel of expertise.  

PILOT STUDY 
The situation around pilot testing in respect of the Delphi technique is unclear. Powell (2003),

for example, argues that ‘pilot testing is optional although it may be useful to identify

ambiguities and improve the feasibility of administration’ (Powell, 2003, p. 378). In view of the

importance of this Study to future policy-making and developments around children’s lives, we

undertook substantial pre-testing and a two-round pilot study with people (N = 10) who did

not take part in the main Study. We believe it was worthwhile doing this and a number of

changes were made as a result including, for example:

1. CHANGES TO THE LAYOUT OF THE QUESTIONNAIRE; 

2. CHANGES TO THE CONTENT OF THE QUESTIONNAIRE, PARTICULARLY
IN THE PROVISION OF INFORMATION ABOUT CHILD WELL-BEING AND
INDICATOR SETS. 

3. QUESTION WORDING WAS CHANGED TO INCORPORATE AN EVENT LIST
FOR THE INDICATOR AREAS, WHICH GREATLY ASSISTED CLARITY; 

4. DE-GROUPING OF INDICATORS: WHEREAS INITIALLY INDICATORS WERE
GROUPED ACCORDING TO BROAD THEMATIC AREAS, SUCH AS,
‘EDUCATION’ OR ‘ECONOMICS’. RESULTS FROM THE PILOT SUGGESTED
THIS WAS NOT HELPFUL. THE SEQUENCING OF THE INDICATOR AREAS
WAS SUBSEQUENTLY CHANGED TO ALPHABETICAL FORMAT;

5. FORMAT OF RESPONSE TO THE QUESTIONNAIRE: AS A RESULT OF
THE PILOT STUDY, AND DISCUSSION WITH THE ADVISORY GROUP, A
RATING SCALE (FROM 0- 10, WHERE 0 IS LEAST IMPORTANT AND 10
IS MOST IMPORTANT) WAS USED. THIS WAS BECAUSE THERE WERE
TOO MANY BROAD AREAS INITIALLY TO RANK (APPROXIMATELY 60).
IN ADDITION, THE ADOPTION OF A RATING APPROACH ALLOWS FOR
THE USE OF MEASURES OF DISPERSION (e.g. STANDARD DEVIATION),
WHICH ARE CENTRAL TO THE IDENTIFICATION OF STABILITY
BETWEEN ROUNDS.
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DATA COLLECTION 
Notoriously low response rates for questionnaire surveys can be minimised by ensuring that

respondents are fully informed about the study, that reminders are issued, and that

questionnaires can be completed easily and conveniently (Robson, 1993; Cohen and Minion,

1994). Prior to the start of data collection, each nominee was contacted and an opportunity

was provided for them to clarify issues relating to the Study. In addition, a comprehensive

review of literature about the Delphi technique was made available on the National Children’s

Office website (www.nco.ie) so that participants could, if they wished, get a more in-depth

understanding about how the proposed Study would proceed. In addition, three reminders were

sent to each participant.  

RESPONSE RATES 
The response rates varied between seventy-two and eighty-four percent. The first

questionnaire, sent to eighty-seven people, had a response rate of eighty percent (N = 69).

Only participants that had taken part in the first round were invited to take part in the second

questionnaire round, as the purpose here was to ensure that participants had an opportunity

to change their initial response on the basis of feedback received. The response rate for the

second round was eighty-four percent (N = 58) and this was considered satisfactory. The final

questionnaire was concerned with overall levels of satisfaction with both the indicator set

identified and with the Delphi process. Consequently, participants who had taken part at any

stage in the process were invited to give their opinions and, as two participants had

withdrawn, the valid response rate for this round was seventy-two percent (N = 48). 

METHOD OF DATA COLLECTION 
The method of data collection was influenced by the high level of Internet access in Ireland

(Central Statistics Office, 2004) and an ‘on-line’ mechanism was used as the primary approach

for completion of questionnaires. This was done using the software package Keypoint© and

technical support was provided by the IT Section at the Department of Health and Children.

Keypoint software was particularly appropriate for this Study because it combines

questionnaire generation, data collection, analysis and presentation in a single package. The

need for feedback to be provided with each new questionnaire round made the Keypoint facility

of being able to get an instant picture of the preliminary results particularly attractive. 

In addition, the software allowed for questionnaires to be printed, published on a client’s own

website, sent as an e-mail or through the provision of a host server. In general, questionnaires

were completed through the host server although where participants requested, printed

copies were provided. 

In keeping with good practices in this area, participants of the Study were sent an e-mail

providing explicit instructions for completion of the questionnaire. Contact details should they

have any difficulties, and a direct link to the host server were also provided (Snyder-Halpern

et al., 2003). 

ROUND ONE
In the classical Delphi technique, the first round adopts an inductive approach, where

participants are invited to generate ideas and are given complete freedom in their responses

(Hasson et al., 2000). At this point, the findings from the inventory (Brooks and Hanafin,

2005) and also the study on Children’s Understandings of Well-Being (NicGabhainn and

Sixsmith, 2005) were taken into account. The inventory had identified more than 2,500

different indicators and consequently, an inductive approach was considered very

problematic. In addition, findings from the pilot study of children’s understandings of well-

being were taken into account and it was important that these were also presented to the
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panel of expertise. Consequently, a semi-structured approach was adopted and some fifty-six

key indicator areas, agreed with the Advisory Group, were presented to participants in the

form of an event list. Participants were then asked to rate the importance of each one on a

scale of 0-10 (where 0 = not important and 10 = very important). Participants were also given

an opportunity to identify additional areas and, if they wished, to make any other comments.

Finally, demographic information about each participant was also collected on the first

questionnaire round.  

ROUND TWO
In keeping with the Delphi technique, preliminary analysis of responses from Round One took

place prior to Round Two and the findings formed the basis for the second questionnaire. This

questionnaire provided a prioritised list of indicator areas with a drop down list of those that

had been excluded as a result of the first round prioritisation. An analysis of first round

answers was also provided and areas identified by participants were presented. Participants

were given the opportunity to provide feedback on the prioritised areas and were also asked to

choose three additional areas they felt should be included in the final set. Findings from the

Children’s Understandings of Well-Being study were integrated into this questionnaire and

participants were asked to comment on the inclusion of these indicator areas or any other area

they wished.  

Indicator Identification
On completion of Round Two, key areas for inclusion in the indicator set had been identified

and the next step in the process was to identify the most appropriate indicator(s) for each. 

At this stage of the process, a set of indicator selection criteria first suggested by Moore

(1997) and later adapted by Carroll (2002) for the Irish context had been identified and

agreed with the Advisory Group.

A thorough examination of the inventory of indicators was then undertaken using the

selection criteria as a framework for analysis. An examination of Fitzgerald’s (2004) work also

took place at this point in order to identify potential data sources for indicators. Specific

indicators were then identified for each key area and where possible these included indicators

from existing international (for example, CHILD and PERISTAT) and national (for example,

Department of Health and Children, Child Care Interim Data Set and the Department of

Education and Science, Tuarascáil Staitistiúil) indicator sets. 

On completion of this, a consultation process took place with relevant Government

Departments, Agencies and other stakeholders with expertise in data about child well-being in

Ireland. The National Advisory Council on Drugs, for example, were consulted about the most

appropriate indicator to adopt for use of alcohol and the National Nutrition Surveillance Centre

were consulted about the most appropriate indicator of children’s nutrition. This consultation

was particularly useful when there were a number of potential indicators that could be used,

since each indicator area had to be limited to only one or two specific indicators. A full list of

these Government Departments, Agencies and stakeholders is given in Appendix 3.

The inventory of child well-being indicators had identified a paucity of both subjective and

positive indicators in use in other countries (Brooks and Hanafin, 2005). The study

undertaken by Fitzgerald (2004) was very helpful at this point in identifying Irish sources of

data that would be useful in selecting indicators of a more subjective nature, such as self-

esteem and relationships with parents and family. Where indicators could not be found to

measure a key area, this was noted and indicator development in the key area advocated. This

was the case for ‘pets and animals’ and the ‘quality of early childhood care and education’. 

The selected indicators were then discussed with the Advisory Group, which provided an
opportunity to ensure that, as far as possible, the overall indicator set met the selection criteria.  
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ROUND THREE
The third round questionnaire was developed on the basis of:

■ An analysis of findings from the Round Two questionnaire;
■ The consultative process with various Government Departments, Agencies and other

stakeholders regarding the specific indicators within the set;
■ The selection criteria; and finally 
■ Discussions with the Advisory Board. 

This questionnaire presented the specific indicators and, using the appropriate selection
criteria as a guide, asked the panel to indicate their level of satisfaction with the overall
indicator set. Comments were also invited in respect of the Delphi technique itself and any
other emergent issues. 

ANALYSIS 
Analysis that takes place in a Delphi study has two purposes. First, analysis should provide
feedback between rounds for respondents and, second, it should be able to identify when
consensus has been reached. In some studies, analysis that takes place is of a qualitative
nature and feedback comprises ‘reasons’ rather than numbers. There does not appear to be
agreement about the best method of mathematical aggregation (Murphy et al., 1998),
although most Delphi studies appear to incorporate some statistical measures. In general,
statistics presented include:

■ Percentages;
■ Standard deviations;
■ Means;
■ Medians; and 
■ Ranges. 

While cautioning that the above statistics assume an interval scale, Greatorex and Dexter
(2000) concluded that the mean, (a measure of central tendency), could be understood to
represent group opinion. The standard deviation (a measure of spread), they suggest, can
then be understood as a representation of the amount of disagreement within the panel. If
the standard deviation is low, then the panel is in agreement and the converse is also true. 
If the standard deviation is high, the panel is in disagreement. In this Study, the variance, as
measured by standard deviation, was low and ranged between 1.116 (for the indicator area
‘relationships with peers’) and 2.179 (for the indicator area ‘hospitalisation’).  

Statistical and non-statistical feedback was provided to participants in this Study. Statistical
measures included, the ‘mean average’, standard deviation and group ranking in Round One,
the initial cut-off level for inclusion in the indicator set was set at twenty-five key areas as
judged by the mean. In Round Two and Three, the optimum level of agreement was set at
ninety percent (Zeitlin et al., 2003b)

Some authors have undertaken ‘post group consensus’, which concerns the extent to which
individuals on completion of the Delphi technique agreed with the final group aggregate, their
own final round estimates or the estimates of other participants (Rowe and Wright, 1999). 
It was possible, within this Study to get an understanding of this through the Round Three
questionnaire and the findings in this regard are presented later. 

CREDIBILITY OF THE STUDY
There is, as with any study, the potential for compromising credibility at all stages. Some
authors have argued that the Delphi technique is an interpretative research approach and
should be judged accordingly (Keeney et al., 2001). This, however, is problematic because,
although there is some agreement that the terminology and criteria used to judge qualitative
enquiry should differ from that of quantitative studies, there is little agreement around the
precise criteria that should be used (Emden and Sandelowski, 1999; Lincoln and Guba, 2000;
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Cutcliffe and McKenna, 2002). According to Powell (2003), a decision trail should be set out in
a way that provides sufficient evidence to defend the appropriateness of the method to
address the problem selected, choice of expert panel, data collection procedures,
identification of justifiable consensus levels, and means of dissemination and implementation 

Some of these areas have also been identified by others, operating from a more positivist
paradigm (e.g. van Zolingen and Klaassen, 2003). They have suggested that compromises to
the validity and reliability of the study arise from the value-led nature of feedback and
consensus and the instability of responses. These areas are, in turn, influenced by the number
of experts, their average expertise and the average inter-correlation of their judgements.
These authors argue for setting specific guidelines around each of these areas, so that the
reliability of the study (or whether a replication of the study would give the same results with
a different panel) can be judged. Yet others have suggested that the credibility of the study
rests on whether it is effective in aiding decision-making. 

Throughout, we have identified areas of potential compromise in the carrying out of this
Study and have presented a detailed literature on areas around methodological decisions
taken elsewhere (Hanafin and Brooks, 2005). We view this as the conception of a decision
trail and suggest that responses and decisions taken on the basis of questions raised can
provide a mechanism for making judgements about the credibility of the Study. In addition, 
we engaged with a small group of advisors, each with a different area of expertise pertinent
to the Study. This Group provided guidance and support for us while, at the same time,
providing a potential monitoring mechanism to ensure transparency in the conduct of the
Study. We believe this further enhances the credibility of this development.  

ETHICAL ISSUES
Ethical issues ‘saturate all stages of the research process and start with the researcher's

choice of topic and method’ (Punch, 1998, p. 281). We believe it was ethical to adopt a Delphi

approach to identify a national set of child well-being indicators. First, such an approach

facilitated the engagement of more expertise than any other group method. In addition, this

type of study facilitated ‘fair’ representation of the views of each participant because each

participant had an equal opportunity to have their views taken into account. This meant that

the rationale for inclusion and exclusion of indicators could be clearly stated and it is likely

that this will lead to greater acceptance of the findings than other methods. 

The potential for harm in this Study was relatively low, because participants were mature
adults and, as each was chosen on the basis of their expertise, they could not be considered as
vulnerable. Nevertheless, other ethical issues revolving around consent, privacy and
confidentiality of data were also considered and informed consent achieved at each stage of
the Study. In the research context, the right to privacy can be violated during the course of an
investigation or after the study has been completed. In this case, every effort was made to
protect the anonymity of the participants through ensuring that individual names and positions
were not directly linked to individual responses in the questionnaire feedback. Appropriate
steps were also taken to ensure confidentiality. In summary, this Study actively subscribed to
principles of mutual respect, non-coercion and non-manipulation, the support of democratic
values, and the belief that every research act implies moral and ethical decisions (Denzin and
Lincoln, 1994). These principles were used to guide each part of the Study at all stages. 

CONCLUSION
In conclusion, this section has described in detail the methods used in the development of 
a national set of child well-being indicators. Key methodological issues relating to the Delphi
technique have been presented and data presented about sampling, panel expertise,
questionnaire development, data collection and analysis. Key aspects of consensus, validity,
reliability and credibility as well as ethical considerations have been made explicit. 
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INTRODUCTION
This section presents the findings from Round One of the Delphi study. In this round, 

a panel of eighty-seven participants comprising policy makers, researchers,

academics, practitioners, service providers and parents were contacted by e-mail to

complete a three-part questionnaire and following two reminders, sixty-nine

questionnaires were completed and returned, yielding a response rate of eighty

percent. The questionnaire (Appendix 4) was divided into three main parts. The first

asked participants to provide basic demographic data while the second asked panel

members to rate the importance of fifty-six key areas of children’s lives out of 10,

where 0 = low priority for inclusion and 10 = high priority for inclusion in the national

set of child well-being indicators. The third area of the questionnaire asked

participants to suggest additional areas for inclusion in the indicator set and to

provide some feedback on various elements, if they wished. 

The overall results from this exercise are now presented in Table 5 overleaf.

Descriptive statistics including mean average and standard deviation were used to

provide an analysis of individual areas. The average score, which was computed using

the mean, can be understood to represent the panel’s opinion. 

KEY FINDINGS
Fifty-six broad areas were initially presented in the questionnaire in alphabetical order

and participants were asked to rate their importance on a scale from 0 to 10 where 0

represented low priority and 10 represented high priority for inclusion in the national

set of child well-being indicators. The prioritised list of key areas is presented in Table

5 and this was done using the mean average rating. ‘Abuse and maltreatment’ was

rated as the most important area of children’s lives on which to have an indicator and

had a mean average score of 9 (out of a possible 10). ‘Pets and animals’, an area that

had emerged from the pilot study on Children’s Understandings of Well-Being was

ranked the least important area with a mean average score of 4.71 out of 10. 

The standard deviation and the upper and lower values assigned to each key area are

also shown in Table 5. The standard deviation can be understood to be a

representation of the amount of disagreement within the panel. If the standard

deviation is low, then the panel is in agreement. The area, which generated the most

agreement within the panel, was ‘relationships with peers’ and this had a standard

deviation of 1.116, while the area which generated the least agreement within the panel

was ‘hospitalisation’ and this had a standard deviation of 2.179. In general, the standard

deviation is considered quite low across all areas suggesting high levels of agreement

among the panel.

Based on this prioritisation exercise, items ranked 1-25 in Table 5 were preliminarily

selected for inclusion in the indicator set. Given that two items were jointly ranked

(‘completion of school’ and ‘enrolment in school’), twenty-six key areas in total were

selected for inclusion in the second round. This number was chosen, based on the

recommendations made in the literature review, to ensure the final number of indicators

in the indicator set would be manageable and not exceed fifty indicators in total. A

number of socio-demographic indicators would also be included in the final set along

with indicator requirements arising from the Study on Children’s Understanding of Well-

Being. Areas which fell beyond this threshold, included injuries, pastimes and pets.
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In Section Three of the questionnaire, participants were invited to suggest additional areas for

inclusion in the indicator set and also to provide feedback if they wished. In total, seventy-

seven additional recommendations were made. These recommendations were cross-

referenced against the original list and matched against existing areas where appropriate. A

table presenting these findings was circulated to the participants of the panel of expertise for

review and feedback (Appendix 5).

TABLE 5: Round One Findings

LOWER UPPER MEAN SD ORDER

Abuse and maltreatment 1 10 9 1.555 1

Availability, accessibility, affordability, quality and 
utilisation of basic health services 6 10 8.85 1.296 2

Economic security 4 10 8.78 1.333 3

Mental health 4 10 8.71 1.378 4

Relationships with parents and family 5 10 8.65 1.252 5

Availability, accessibility, affordability and quality of housing 5 10 8.5 1.618 6

Public expenditure on services for children and young people 2 10 8.45 1.627 7

Self-esteem 5 10 8.43 1.257 8

Crimes committed on children and young people 1 10 8.38 1.747 9

Children and young people with additional needs 1 10 8.32 1.723 10

Nutrition 5 10 8.3 1.356 11

Relationships with peers 5 10 8.29 1.116 12

Screening for growth and development 4 10 8.2 1.561 13

Completion of school 5 10 8.17 1.562 14*

Enrolment in education 5 10 8.17 1.336 14*

Children and young people in care 2 10 8.04 1.874 15

Sexual health and behaviour 4 10 8.01 1.562 16

Health of the infant at birth 2 10 8 1.952 17

Self-reported happiness 4 10 7.97 1.560 18

Chronic health conditions 2 10 7.96 1.613 19

Parental time with children 4 10 7.93 1.312 20

Immunisation 1 10 7.91 1.869 21

Use of tobacco, alcohol or drugs 1 10 7.88 1.705 22

Attendance at school 2 10 7.86 1.570 23

Availability, accessibility, affordability, quality and utilisation 
of child care services (informal and formal) 5 10 7.83 1.325 24

Values and respect 2 10 7.78 1.731 25

Children and young people dependent on supplementary 2 10 7.71 1.787 26
welfare and/or charitable donations

Parental or family characteristics 3 10 7.69 1.476 27

Self-reported health status 4 10 7.67 1.462 28*

Injuries 1 10 7.67 1.936 28*

Availability, accessibility, affordability, quality of, and  
enrolment in early childhood education programmes 4 10 7.66 1.679 29

Crimes committed by children and young people 1 10 7.64 1.734 30

Availability, accessibility, affordability, quality of, and  
participation in, arts, cultural and play facilities 4 10 7.63 1.688 31

Weight and height 2 10 7.55 1.730 32

Community characteristics 2 10 7.5 1.602 33

Relationships with significant others 3 10 7.41 1.411 34

Safe mobility and transport of children and young people 2 10 7.4 1.775 35

School characteristics 2 10 7.39 1.505 36

continued on next page
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Participation in decision-making 2 10 7.26 1.655 37

Participation in out-of-school activities 3 10 7.22 1.518 38

Academic commitment 3 10 7.17 1.416 39

Pre-natal behaviour 2 10 7.12 2.076 40

Dental health 1 10 7.1 1.608 41

Academic attainment 4 10 7.09 1.520 42

Availability, accessibility, affordability, quality and utilisation 
of educational resources 3 10 7.03 1.569 43*

School readiness 3 10 7.03 1.565 43*

Participation in school activities 3 10 7.03 1.550 43*

Youth employment 3 10 6.96 1.491 44

Pastimes 3 10 6.91 1.841 45

Hospitalisation 2 10 6.9 2.179 46

Permanency and stability 2 10 6.82 2.022 47

Hours of sleep 1 10 6.55 2.056 48

Helping others and volunteering 2 10 6.5 1.813 49

Breastfeeding 1 10 6.14 2.137 50

Spirituality and religion 1 10 5.89 2.056 51

Pets 1 10 4.71 2.110 52

* Indicates joint ranking

In general, the fifty-six key areas identified in the questionnaire were considered

‘comprehensive’ and it was felt they would, ‘add richness to the picture we need on children’s
lives’. The focus on both structural issues, such as poverty and social expenditure, and on

objective and subjective measures of child well-being was also welcomed. 

Given the importance of all of the areas outlined in the questionnaire however, the panel did

experience some difficulties in assigning differential ratings to each of them, and many

identified challenges in doing this. As one participant noted: 

~~

This is, to a large extent, illustrated in Table 5, which shows a universally high average rating

for almost every area. Just nine of the fifty-six key areas had an average rating which was

less than seven out of ten.

Several participants identified ways in which they overcame this difficulty. For example, one

relied on a number of criteria to assign differential scores, noting that:

Another pre-empted the ratings of others, ‘I have tended to score bearing in mind what I think
might be under rated by others’. 

Others wrote that they were influenced by data availability and measurement issues with one

participant reporting that: 

‘Hard to fill in as all these areas are worth knowing about and
prioritisation is difficult. The mere fact of filling in the form forces
some rank ordering but all have a validity’. 

‘In order to discriminate between what were all potentially important areas for
which to find indicators, I tried to weight towards child centred, positive indicators
which could be applied to the general population of children’. 
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Several criteria to guide the selection of indicators were suggested by the panel. It was noted

that the indicators chosen should, where possible, allow for comparisons with other countries

and in particular allow for comparisons with Northern Ireland. This, it was argued, would be

useful when looking at the whole island of Ireland. In addition, it was suggested that the

indicators should be capable of disaggregation by, for example, age, sex and geographic area so

as to allow issues concerning ‘equality for children and young people’ to be examined. Other

selection criteria suggested by the panel included that the indicators be inclusive of all children;

and evidenced-based, suggesting that the indicators selected should ‘focus on areas that the
literature supports in terms of predicting outcomes for children’. Finally, it was suggested that the

selection of indicators should not solely be guided by data availability, and that:

CONCLUSION
Quantitative analysis of the findings from Round One was undertaken using mean average

and standard deviations and this allowed for the identification of twenty-six key areas to be

identified as priorities for indicator development. Feedback suggested that participants found

the exercise of prioritisation difficult because almost all of the areas presented were

considered important to children’s lives. Since the purpose of the exercise was to force

prioritisation of areas, it is unlikely that any other approach taken would have been easier. In

addition, the rating of all areas as important to children’s lives supports the construct validity

of the questionnaire. 

‘A very wide range of indicators have been included here that are
potentially important but I find it difficult to imagine how they might be
assessed and have thus tended to mark them down’, ‘my responses are
shaped by … how available certain information is / isn't’.  

‘There should not be an over reliance on some indicators simply because
they are amenable to data collection’ nor should other indicators by
omitted because ‘they are difficult to collect’.  
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INTRODUCTION
The second questionnaire (Appendix 6) was developed on the basis of the preliminary

analysis from the first round and early findings from the study on Children’s

Understandings of Well-Being were also incorporated. Following pre-testing, the

questionnaire was distributed to respondents who had completed the first round of the

questionnaire (N= 69). Fifty-eight people responded in this round and this gave a

response rate of eighty-four percent. 

The second round questionnaire was accompanied by two documents. The first

document provided both individual and group feedback on responses to the first

questionnaire and this allowed participants to take account of the panel opinion when

making their responses to the second questionnaire. The second document comprised

a full listing of suggested ‘additional areas’ (N = 77) that had been identified by

participants in the first round and the panel of expertise were also invited to make

comments if they wished about these areas (Appendix 5).  

The main findings from this round centred on three areas. First, whether participants,

in light of feedback received, agreed with the twenty-six proposed areas around which

indicators would be developed. Second, the extent to which participants wished to see

other areas included. And finally, their views about the areas prioritised by children. 

KEY FINDINGS
There was overwhelming support for the proposed areas prioritised for indicator

development as illustrated in Table 6. The findings showed levels of agreement that

ranged between 90 and 100 percent and, for the following five areas, there was 100

percent agreement that indicators on each should be included in the national set:

basic health services; family relationships; public expenditure; attendance at school;

and child care services.

The two areas with lowest levels of agreement were ‘values and respect’ (90 percent

agreement) and ‘self-reported happiness’ (91 percent agreement). The rationale for 

not agreeing with an indicator around ‘self-reported happiness’ was explained by one

participant who wrote:

‘… I am not sure about self-reported happiness as in my
experience children do not always reliably tell or admit when
they are not happy’.
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TABLE 6: Round Two Findings

INDICATOR AREA % SHOULD BE INCLUDED N

Abuse and maltreatment 98 57

Basic health services 100 58

Economic security 98 57

Mental health 98 57

Family Relationships 100 58

Housing 98 57

Public expenditure 100 58

Self esteem 97 56

Crimes committed on children 98 57

Additional needs 98 57

Nutrition 98 57

Relationships with peers 98 57

Screening 98 57

Completion of school 98 57

Enrolment in education 98 57

Children in care 97 56

Sexual health 98 57

Health of the infant 95 55

Self-reported happiness 91 53

Chronic health conditions 97 56

Parental / family time 98 57

Immunisation 93 54

Use of tobacco, alcohol and drugs 98 57

Attendance at school 100 58

Child care services 100 58

Values and respect 90 52

Study participants were asked to identify their first, second and third choice of key areas that

were not included in the prioritised list but which they felt should be included in the final set.

In order to assist with this process, the complete list of all areas included but not prioritised in

the first round were presented. In addition, participants were able to refer to the list of

‘additional areas’ generated from the first round questionnaire (N = 77). Participants were

also asked to provide a rationale for their choices. 

Eighty-four percent of participants (N=58) provided first, second and third choices and these

are set out in Table 7 in alphabetical order.
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TABLE 7: First, Second and Third Choices

ADDITIONAL AREA PROPOSED FIRST SECOND THIRD OVERALL

CHOICE CHOICE CHOICE

Academic attainment 5 0 1 6

Academic commitment 0 0 2 2

Early childhood education 19 4 1 24

Educational resource 0 4 1 5

Breastfeeding 2 4 2 8

Dependent on supplementary welfare 4 2 3 9

Community characteristics 1 6 3 10

Crimes committed by children and young people 6 2 3 11

Dental health 1 1 0 2

Helping others and volunteering 1 1 1 3

Hospitalisation 1 0 0 1

Hours of sleep 0 2 0 2

Injuries 0 0 1 1

Parental / family characteristics 2 1 2 5

Participation in decision-making 2 5 5 12

Participation in out-of-school activities 1 2 3 6

Participation in school activities 0 2 0 2

Permanency and stability in lives 3 3 3 9

Pre-natal behaviour 0 0 0 0

Relationships with significant others 1 1 0 2

Safe mobility and transport of children and young people 0 0 1 1

School characteristics 0 0 1 1

School readiness 0 0 0 0

Self-reported health status 2 1 2 5

Spirituality and religion 0 2 0 2

Youth employment 0 0 0 0

Weight and height 1 0 0 1

More than forty percent (N = 24) of those who responded identified ‘Early Childhood

Education’ as an area they wished to see included in the final indicator set. The rationales

given centred on the ‘vital importance’ of this time of life for all children, and especially those

in disadvantaged situations. The importance of providing a ‘good foundation’ for all children,

of ‘supporting literacy’ and the capacity for ‘early identification of children in need of support’

was highlighted. Longer-term implications of having access to good quality early education

were also identified, particularly in the context of transferring to further education. The

importance of early childhood education was summed up by one participant who wrote: 

There was also strong support for ‘participation in decision-making’ as an indicator area. This

area was identified as being important for both well-being and ‘well-becoming’ because it could

enable the development of ‘good self esteem’ and also ‘by helping them (children) to be better

judges of themselves and their ability to make a responsible decision when they get older’.

Crimes committed by young people had not been prioritised in the first round but almost 

one in five participants who responded to this section (19%; n = 11), felt it should be included.

Reasons given centred on changes in society’s attitudes to ‘anti-social behaviour, which is

‘ … there is no more important time in the lives of children than the early years. It is an
ideal environment for early identification of children in need of support, enabling them
to reach their full potential in line with the UN Convention on the Rights of the Child’.
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poverty and crime, and the need for understanding not only of what causes this relationship

but also of what makes other children in the same context resilient. This was highlighted by

one person who wrote: 

Participants also felt it was important to include ‘community characteristics’ as an indicator

area because of the need to look at local services and also because of the complexity of

mechanisms through which positive or negative outcomes on children’s lives are influenced 

by the community within which they live. This was explained by one participant who wrote: 

All indicator areas chosen by more than ten participants as either first, second or third

choices were subsequently included in the final set of indicators. One additional area, that 

of breastfeeding, was included in the third round questionnaire. Two main reasons were

provided for the inclusion of this indicator and these were that breastfeeding has long term

implications for children’s health and, secondly, Ireland has lowest rates of breastfeeding in

Europe. It is, therefore, of very high policy relevance and has significant implications for child

well-being and well-becoming. 

Examples of other areas that were identified but not included were:  

■ Dependency on supplementary welfare (N=9). It was suggested that an indicator in this

area was necessary because of the everyday implications and disadvantages suffered

because of low income including, for example, lack of nutrition, extra-curricular activities,

educational outings, opportunities, low self-esteem, non-prescription medicine,

psychological assessment and utilities; and 

■ Permanency and stability in children’s lives (N=9). This was suggested mainly because of

the changes in family structure currently taking place in Ireland. 

Smaller numbers of participants made comments that incorporated more than one area, 

for example: 

■ The need to link academic achievement and hours of sleep because of the cause and effect

relationship due to poor concentration; and

■ The need to have an indicator around the links between educational attainment, child well-

being and levels of social justice.

Dental health, hours of sleep, weight and height were also identified as important because 

of the future implications, while two people commented on the importance measuring

participation in out-of school activities because of the link to self-esteem and the risks

associated with being ‘unattached’. 
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‘It would be interesting to consider the factors that assist children not
to commit crime when compared to children in similar circumstances
to themselves’.

‘So, while children might be in good quality accommodation, the

community within which they live has a negative impact on them. 

On the other hand there can be positive supports and networks even

in the financially poorest communities. Also the inclusion of this area

would get at the services etc. available to children within the

community context’.
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Integration of Data from Children’s Understandings of Well-Being Study  
Integration of data from the study on ‘Children’s Understandings of Well-Being’ led to the

inclusion of three additional areas in the second round that had not been prioritised in the

first round and participants were invited to comment on this. 

In general, respondents were very positive that the Study incorporated children’s views and

wrote that the inclusion of additional areas reflected ‘the importance of engaging with

children’, that it was ‘fantastic’ that children were included and that the three areas

incorporated ‘had a ring of truth about them’. The three areas included: ‘Pets and Animals’,

‘Things to Do’, ‘Places to Go and Environment’, and each one generated some comment.

Pets and Animals
In respect of pets and animals, there was both agreement and disagreement that pets and

animals were directly related to well-being; that they were a positive thing in children’s lives;

and, that it would be necessary to have an indicator around this area. A number of

participants positively supported the inclusion of an indicator around pets/animals writing

that they ‘totally agreed with’ and were ‘not surprised by’ the inclusion of this area. Others

focused on the importance of the relationships between animals and children with one person

noting that: 

This view was supported by others who suggested that rather than including an indicator

about pets/animals, this aspect of children’s lives should be dealt with under an indicator

named ‘relationships’ or ‘parents/family section’. 

Some participants felt that pets were a problem because ‘parents end up taking the whole

burden of minding and caring for them’; that there was insufficient room in houses and

‘gardens are getting smaller’; that ‘cats are predators of small birds’; that ‘dogs can be a

health hazard’ to children; and that children may be ‘allergic to animals’. 

Places to Go and Environment 
‘Places to Go and Environment’ also generated a number of comments from study

participants and there was good agreement that this was an important area for child well-

being. A small number of respondents felt that the indicator area ‘community characteristics’

would take account of these issues. Others re-iterated the importance of having safe

environments for children to go and one participant wrote that:

‘The role of animals/pets is one which should not be underestimated 
as in some cases the response from the pet may be the only consistent,
loving, unconditional response which the child has access to’.

‘In relation to children's environment, perhaps they might also include
here the necessity not to have ESB pylons near their homes or schools
or play areas. They should be asked for their views on planning for
recreational areas funded by public bodies. There should be bicycle
lanes. Cars not to be allowed to park near schools. There should be 
a minimum threshold standard for all classrooms in schools. At a
minimum there should be proper toilet facilities in all schools’. 
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A further issue was also raised in respect of which environments would be taken into account

in this indicator area. It was suggested that an indicator in this area should include community,

home and school so that the importance of the inter-connections between all three would not

be missed. 

Things to Do

There was a general endorsement that an indicator area of ‘Things to Do’ should be included

in the indicator set because this meant children would be ‘healthier, happier, gain skills and

able to take their minds off their problems’. The immediate and long term implications of not

having things to do were highlighted by the following participant who wrote that: 

Participants also made reference to the substance of ‘Things to Do’ and identified the

importance of ensuring there was a focus not just on structured adult led and organised

activities, but also on ‘more mundane everyday activities, interaction and the identification 

of children’s typical social partners in daily life’ since this would help enhance understandings

of the quality of children’s lives. 

Others suggested that there was a direct link between an absence of resources such as play

facilities, youth groups, peer group contacts and social networks and other indicator areas

that had been identified, such as the use of alcohol and tobacco use and school attendance.

Difficulties around ‘accessibility, affordability, transport and personal safety’ were also raised

in this context. This linked with other comments made regarding the structured nature of

activities where a question of whether parents kept their children too busy with activities

such as speech and drama, gymnastics and swimming was raised. This, it was suggested,

militated against children who were from disadvantaged backgrounds. 

CONCLUSION
The analysis of the Round Two questionnaire revealed broad support for the key areas

prioritised for indicator development in Round One of this Study. The areas identified through

the Study on Children’s Understandings of Well-Being were also broadly welcomed and a

number of additional areas identified. These included: ‘early childhood education’,

‘participation in decision-making’ and ‘crimes committed by children and young people’.

‘Children and young people tend to get bored and spend their time
sitting around watching TV and playing computer games which leads 
to weight gain, lack of fresh air, lack of interpersonal skills’. 



62



63



64

INTRODUCTION
This section presents the findings from Round Three of the Delphi Study. In Round
Three, participants who responded to either Round One or Round Two of the Study
(N=69) were contacted by e-mail to complete a two-part questionnaire (see Appendix
7). Following a number of reminders, forty-eight questionnaires were completed and
returned, yielding a response rate of seventy-two percent. This response rate was
calculated using N=67, as two panel members were forced to withdraw from the Study
between rounds.

In Part One of this questionnaire, the panel was presented with the proposed national
set of child well-being indicators. This comprised forty-one well-being indicators (some
of which required further development), which related to the key areas prioritised in the
previous two rounds, and seven socio-demographic indicators, which included measures
such as infant and child mortality rates and parental education level attained, and these
were agreed with the advisory group. 

This was followed by a number of questions seeking their feedback, which included a
question on the panel’s overall level of satisfaction with the indicator set and a series
of statements, which examined the extent to which the panel agreed or disagreed that
the indicator set broadly met the indicator selection criteria referred to earlier in this
document. Additional feedback was also sought by means of an open-ended question.
The findings from section one of this questionnaire are now outlined and presented in
Table 8 below.

KEY FINDINGS
Overall, ninety-two percent (43/48) of the panel reported they were either satisfied 
or very satisfied with the national set of child well-being indicators proposed. This high
level of agreement, which is summed up by one panel member’s comments below,
exceeded the threshold of ninety percent, which was identified as the optimum level 
of agreement (Zeitlin et al., 2003b) to be reached:

When the panel were asked to consider the indicator set in light of the indicator

selection criteria, the findings were also very positive. Nine out of ten or more of the

panel agreed that the indicator set was comprehensive, clear and reflective of social

goals and also included a sufficient number of positive and negative, and objective and

subjective measures. This is highlighted in one panel member’s comments:

‘The well-being indicators are broad ranging but include the
critical aspects of children's lives. The inclusion of children’s
perceptions of well-being is to be welcomed. The need to cover
certain categories of children is understood but it is important
that the ‘average child’ is not lost in the process. The structure
of the indicators seems to deal with this. The methodology for
the development of the well-being indicators was well thought
out and I look forward to seeing the results of this valuable
work in policy development in Ireland in the coming years’.
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As anticipated, concerns were raised that the indicator set did not include enough measures

for children of every age from birth through to adolescence, and likewise, enough measures 

to look both at the current well-being of children and the factors that are likely to affect 

well-being in adult life (well-becoming). The level of agreement for these items was eight-

three percent and eighty-five percent respectively. These concerns are explained by one panel

member who wrote:

Finally, several suggestions for improvement to the indicator set were made. For example,

recommendations to measure breastfeeding rates beyond initiation, as originally planned,

were made. This indicator will be developed further.

Further, a recommendation to include an indicator of the Public Health Nurse’s first visit was

also made. This, it was argued, would address the lack of data on primary healthcare and what

was considered a disproportionate focus on acute health care. 

‘I think the indicator set provides a good mix of indicators that will
enable us to monitor child well-being over time. Many if not most of the
indicators relate to issues, which are amenable to influence by public
policy measures so they will provide feedback to policy makers on the
effectiveness of their intervention as well as flagging areas needing
additional attention. Many of the indicators should also be amenable 
to international comparisons’.

‘… The majority of the indicators, particularly subjective/self report
indicate children of 11 years or older. Will they also be applied to other
age groups?  If not, there is not enough emphasis on early years and
virtually none on middle childhood … I’m ticking ‘dissatisfied’ pending
clarification of the above, particularly age variables.  If these are
included I would be very satisfied’.
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TABLE 8: Round Three Findings

COMPREHENSIVE: This indicator set includes measures
that assess well-being across a broad range of issues
such as physical well-being, peer and social
relationships, family relationships and emotional and
behavioural well-being.

CHILDREN OF ALL AGES: This indicator set includes
enough measures for children of every age from birth
through to adolescence. For example, it includes
measures such as breastfeeding and birth weight, which
relates to infants. It also includes measures such as
early school leaving, which relates 
to older children.

CLEAR: This indicator set includes measures that are easily
and readily understood.

POSITIVE AND NEGATIVE: This indicator set includes
enough negative measures and enough positive measures
of well-being. For example, it includes measures on
problem behaviour and negative circumstances such as
binge drinking and child abuse. It also includes measures
on pro-social behaviour and positive circumstances such
as participation in decision-making and positive family
functioning.

REFLECTIVE OF SOCIAL GOALS: This indicator set
includes measures that will allow us to track our
progress in meeting national goals for child well-being
such as, for example, goals to reduce the number of
early school-leavers and goals to increase the incidence
of breastfeeding and childhood immunisations.

OBJECTIVE AND SUBJECTIVE: This indicator set
includes enough objective measures and enough
subjective measures of well-being. For example, it
includes objective measures of well-being such as
poverty and chronic health conditions. It also includes
subjective measures based on the children’s personal
assessments of their circumstances such as self-
reported happiness.

WELL-BEING AND WELL-BECOMING: This indicator set
includes enough measures that look at the current well-
being of children and also includes enough measures
that look at factors that are likely to affect well-being in
adult life. For example, it includes a measure on early
school leaving, which is one of the most significant
determinants of poverty in adulthood.

Strongly Agree

Agree

Disagree

Strongly Disagree

Strongly Agree

Agree

Disagree

Strongly Disagree

Strongly Agree

Agree

Disagree

Strongly Disagree

Strongly Agree

Agree

Disagree

Strongly Disagree

Strongly Agree

Agree

Disagree

Strongly Disagree

Strongly Agree

Agree

Disagree

Strongly Disagree

Strongly Agree

Agree

Disagree

Strongly Disagree

17

29

2

0

12

28

7

1

14

31

2

0

19

26

3

0

10

32

4

1

8

34

4

1

10

31

6

1

35.4%

60.4%

4.2%

0.0%

25.0%

58.3%

14.6%

2.1%

29.8%

66.0%

4.3%

0.0%

39.6%

54.2%

6.3%

0.0%

21.3%

68.2%

8.4%

2.1%

17.1%

72.4%

8.4%

2.1%

20.8%

64.6%

12.5%

2.1%

NUMBER PERCENT
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PARTICIPANTS VIEWS OF THE APPROACH USED TO DEVELOP 
THE NATIONAL SET OF CHILD WELL-BEING INDICATORS
Part Two of the third round questionnaire asked participants for their views about the Delphi

technique itself and responses show a focus in particular on the process of the Study as well

as the advantages and disadvantages. More than ninety-six percent of participants indicated

they were either ‘satisfied’ or ‘very satisfied’ with the approach used to develop the indicators

and these findings are presented in Table 9. 

TABLE 9: Overall Satisfaction with the Process of Development

NUMBER PERCENT 

Very Satisfied 22 45.8

Satisfied 24 50.0

Dissatisfied 1 2.1

Very dissatisfied 0 2.1

Advantages of Adopting a Delphi Technique 

Four main advantages were associated with the high level of satisfaction identified and these

were categorised as: 

1. INCLUSIVE AND CONSULTATIVE; 
2. COMPREHENSIVE; 
3. RIGOROUS AND SYSTEMATIC; AND  
4. EFFICIENT. 

Inclusiveness and Consultative 

Participants noted that this type of approach gathers a wide range of responses and enabled

the inclusion of ‘many interests’, ‘multiple stakeholders’, ‘partners’, ‘professionals’, and ‘diverse

backgrounds’. The large numbers involved in the panel of expertise facilitated the

‘accommodation of a wide number of views’, which would not have been possible in a face-to-

face interaction. The sense of ‘inclusiveness’ and ‘ownership’ of the final set of indicators for

those involved was also identified as important as participants had been able to have an input

at each stage of the process. As one respondent noted, the main advantage was that it allowed:

Comprehensive

The importance of getting a comprehensive overview of children’s lives was critical to the

conceptual underpinning of this development. Participants indicated that this had been

possible and was achieved using the Delphi technique. Ninety-five percent of participants

indicated they were ‘satisfied’ or ‘very satisfied’ with the comprehensiveness of the overall

set. While the breadth of the indicators was representative of the participants, there was

general agreement that the Delphi technique had ensured that a more ‘rounded response,

which reflects the wide range of influences on children and their lives’ was achieved. The

difficulties for each sector in seeing beyond their own areas were noted and one participant

wrote that:

‘Consultation with what was a broad spectrum of people involved in one
way or another with children, including children themselves, and in
research grounded the outcomes in what is really happening for children’.

‘(G)etting a balance that will suit all is very difficult. Therefore your
approach is probably the most practical’.
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Rigorous and Systematic 

Participants reported that the Delphi technique allows for a more systematic approach that

was ‘open and transparent’ and ‘scientific and rigorous’. It was felt that this would enhance

the status of the findings and would be very important when the statistics for each area of

children’s lives were being collected and presented to a wider audience. The ways in which the

Delphi technique allowed for prioritisation of the key areas was considered particularly useful

although such prioritisation remained difficult. One participant wrote:  

Others noted that it was a less biased way of getting people’s views than working groups or

other types of meetings, and that the approach used ensured ‘dominance by one ideology or

set of values’ was avoided. Not all participants agreed with this point. It was noted that within

the panel of expertise, it was still possible for bias to occur if there were more participants

from one area of children’s lives (for example, health or education) over another. 

Efficiency

The final aspect of the Delphi technique identified as being advantageous was the efficiency

of the approach. Participants felt the shorter time required (compared with other

approaches), the ease of participation and general user-friendliness of the approach was

important. The approach was reported to be ‘very focused’ and ‘took less time than meetings’.

In addition, it got over the problem of ‘endless debates’ about what should or should not be

included and ‘avoided tortuous discussions’. As one participant wrote: 

Disadvantages of Adopting a Delphi Technique
Participants were also asked to identify disadvantages associated with this method and while

some of those identified could also be attributed to other approaches to consensus (for

example, the ‘watering down of indicators’, ‘bias because of only taking account of the views

of those who decide to take part’), specific issues were raised in respect of the lack of face-to-

face interaction between participants. Three issues emerged in this regard and these were: 

1. INCOMPLETE UNDERSTANDING OF THE RATIONALE OF OTHERS;
2. LACK OF GROUP EFFECTS; AND 
3. DIFFERING UNDERSTANDINGS OF KEY STAKEHOLDERS. 

Understanding Rationales

A small number of participants noted that it was difficult sometimes to understand why other

participants on the panel of expertise did, or did not, prioritise particular indicator areas. This,

coupled with the wide variety of stakeholders, meant that a strong ‘argument for the inclusion

of an indicator may be lost in the process’ and opportunities for justifying its inclusion were

not available. Others noted that they did not have a clear statement or understanding of the

rationale of the well-being project and that made it difficult at times to rank the dimensions

and indicators. As one participant noted: 

‘The necessity for weighting of some indicators against others in the
tiered process was very useful to the finalisation of the indicators. It was
easy to see the justification for the inclusion/exclusion of certain
indicators at the later parts of the process’.

‘On-line collaboration and development of questionnaires permits input
from a wider field of contributors who themselves are not burdened by
trying to attend meetings to progress their contributions’.
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Group Interaction 
A number of participants noted that there were disadvantages to not getting the effect of
‘group interaction’. Some participants wrote they would have welcomed the possibility for
‘dialogue and discussion’, and ‘anecdotal discussion and interaction’ about 'grey areas and
value-laden areas’. This, it was felt would have led to ‘healthy debate and discussion’.  Another
participant noted that: 

It was suggested that the process of individuals completing the questionnaire in isolation did
not allow for the development of ideas / discussion of issues such as happens in face-to-face
group approaches. This was felt to be a drawback particularly because some respondents had
greater expertise in some areas compared with others. As one participant wrote:

The lack of opportunity to discuss the selection and advantages, as well as ‘deficiencies 

of individual indicators’ with anyone else in the group was felt by one participant to be a

significant disadvantage.  

Different Perspectives 

The final area identified as problematic by participants was mediating different stakeholder

understandings. Given the wide range of participants and their varying backgrounds it was

noted that ‘different participants understand key terms and concepts differently’. The lack 

of face-to-face interaction between participants meant that it was not possible to identify

whether this was the case and, if it were, to come to a general agreement about a particular

area. Two participants felt it would have been useful to have had a seminar ‘to discuss the

theoretical and policy context and hear the views of other stakeholders’, which might have 

led to ‘a deeper understanding about the whole child perspective’.  

CONCLUSION
There was overwhelming support for the use of the Delphi technique in developing the national

set of child well-being indicators with ninety-six percent of participants either satisfied or very

satisfied with the approach taken. The main advantages associated with using this approach

related to its ability to be inclusive of a very broad number of views and stakeholders. This, in

turn, led to a comprehensive and broader representation of children’s lives. The approach itself

was felt to be rigorous and systematic where, at each round, there was transparency and

openness in how key areas were identified for inclusion. It was also felt to be an efficient method

for harnessing group opinions and there were significant timesavings for many participants. 

The corollary of these positive aspects, however, was the lack of face-to-face group

interaction, which had a three-fold effect. First, it was noted that there was not a complete

understanding of the viewpoint of other participants on the panel of expertise. Although it

‘(T)he disadvantage is that we just get a glimpse and do not know what
decision-making process lies behind it’. 

‘One would miss the buzz that comes from brainstorming although
obviously someone was there to pull together all the ideas and sort
them efficiently’.

‘Completion of some areas difficult because of lack of knowledge,
experience etc…. e.g., my opinions about infant measures are limited but
I have commented on these as much as on areas where my views more
developed, such as education’.
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was possible to present written feedback to be distributed to the other members of the panel,

it is likely that some participants were less comfortable with this approach than with face-to-

face interaction. Second, the ‘buzz’ from interacting with others and the possibility of ‘healthy

debate and discussion’ were not available when using this technique, although this should be

taken in the context of others’ reports of ‘endless debates’ and ‘tortuous discussions’ when

using different approaches. Finally, the technique did not allow for a clarification of different

understandings held by other participants and there was no opportunity to arrive at a

common understanding for each area. 

To conclude, despite the disadvantages identified above, there was overwhelming satisfaction

(96%) for the use of this technique in developing the national set of child well-being

indicators. Disadvantages associated with this approach were predominantly concerned with

the lack of debate or discussion, which could enhance understandings of the child. The main

advantages associated with the approach were the capacity to bring together many different

stakeholders perspectives and, therefore, to ensure that the final set of indicators were

broadly representative of children’s lives. Being able to arrive at the final indicator set in a

systematic, open and transparent way was central to this approach.
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CHILD WELL-BEING INDICATORS

Abuse and Maltreatment
Definition: The number of children referred to the Child Protection Notification

System, expressed as a proportion of all children. This can be sub-divided by most

serious type of harm: a) physical; b) emotional; c) sexual; and d) neglect 

Source: Child Care Interim Data Set, Department of Health and Children

Definition: The number of children subject to substantiated notification, expressed 

as a proportion of all children. This can be sub-divided by most serious type of harm: 

a) physical; b) emotional; c) sexual; and d) neglect

Source: Child Care Interim Data Set, Department of Health and Children

Accessibility of Basic Health Services for Children and Young People
Definition: The number of children on hospital waiting lists for in-patient admission,

expressed as a proportion of all children 

Source: Health Services National Performance Indicators, Department of Health 

and Children

Attendance at School
Definition: The number of children who are absent from school for 20 days or more in

the school year, expressed as a proportion of all children 

Source: Education Welfare Board Database, National Education Welfare Board

Availability of Housing for Families with Children
Definition: The number of children in families on a local authority housing waiting list,

expressed as a proportion of all children

Source: Housing Needs Assessments published in the Quarterly Bulletin on Housing
Statistics, Department of the Environment, Heritage and Local Government

Children and Young People in Care
Definition: The number of children who are in the care of the Health Services Executive

(HSE), expressed as a proportion of all children. This can be sub-divided by type of care

arrangement: a) foster care – general; b) foster care – special; c) foster care – relatives; 

d) pre-adoptive placement; e) residential – general; f) residential – special; g) at home

under care order; and h) other 

Source: Child Care Interim Data Set, Department of Health and Children
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Chronic Health Conditions and Hospitalisation
Definition: The ten most frequent conditions resulting in hospitalisation among children 

Source: Hospital In-Patient Enquiry Statistics, Economic and Social Research Institute

Community Characteristics
Definition: The number of children aged 11, 13 and 15 who report feeling safe in the area

where they live, expressed as a proportion of children in the same age groups 

Source: Health Behaviour of School-Aged Children Survey, National University of Ireland, Galway

Crimes Committed by Children and Young People
Definition: The number of children referred to the Garda Juvenile Liaison Programme,

expressed as a proportion of all children

Source: Annual Report, An Garda Siochana

Economic Security

Relative Poverty:

Definition: The number of children living in households with a household income below the

national 60% median, equivalised using the modified OECD equivalence scale, expressed as a

proportion of all children

Source: European Union Survey on Income and Living Conditions, Central Statistics Office

Consistent Poverty: 

Definition: The number of children living in households with a household income below the

national 70% median, equivalised using the modified OECD equivalence scale and

experiencing basic deprivation, expressed as a proportion of all children 

Source: European Union Survey on Income and Living Conditions, Central 

Statistics Office

Enrolment in Childhood Care and Education
Definition: The number of children under 13 in various early childhood care and education

arrangements expressed as a proportion of all children in the same group. This can be sub-

divided into: a) pre-school; b) compulsory school; c) centre-based care outside school hours; 

d) crèche or day-care; e) professional childminder; and f) family relative 

Source: European Union Survey of Income and Living Conditions, Central Statistics Office

Enrolment in Education/Completion of School
Definition: The number of children who leave school (voluntarily or by exclusion) before the

statutory school leaving age, expressed as a proportion of all children 

Source: Post-Primary Pupil Database, Department of Education and Science

Environment and Places
Definition: The number of children aged 11, 13 and 15 who report that there are good places 

in their area to spend their free time, expressed as a proportion of children in the same 

age groups

Source: Health Behaviour of School-Aged Children Survey, National University of Ireland, Galway

Health of the Infant at Birth
Definition: The number of births within each 500g-weight interval, expressed as a proportion

of all registered live and stillbirths. This can be sub-divided into: a) healthy birth weight
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(between 2,500 and 4,000 grams); b) low birth weight (less than 2,500 grams); and c) high

birth weight (more than 4,000 grams) 

Source: National Perinatal Reporting System, Economic and Social Research Institute

Definition: The distribution of timing of first antenatal visit by trimester of pregnancy for all

women delivering live or stillborn babies. Trimesters are as follows: a) 1st trimester =< 15

weeks; b) 2nd trimester = 15 – 27 weeks; and c) 3rd trimester = 28 weeks or more 

Source: National Perinatal Reporting System, Economic and Social Research Institute

Immunisation
Definition: The percentage uptake of D3/P3/T3/Hib3/Polio3 and Meningococcal C3

vaccinations at: a) 12 months; b) 24 months of age

Source: Immunisation Uptake Statistics for Ireland, National Disease Surveillance Centre

Definition: The percentage uptake of MMR1 vaccinations at 24 months of age

Source: Immunisation Uptake Statistics for Ireland, National Disease Surveillance Centre

Mental Health
Definition: The number of children referred to child and adolescent mental health services,

expressed as a proportion of all children.

Source: Health Service Executive Statistics, Health Services Executive

Definition: The number of suicides among children in age categories 10-14, 15–17 and in total,

expressed as a proportion of all children in the same age groups 

Source: Vital Statistics, Central Statistics Office

Nutrition
Eating habits: 

Definition: The number of children aged 11, 13 and 15 who report eating breakfast five or more

days per week, expressed as a proportion of all children in the same age groups 

Source: Health Behaviour of School-Aged Children Survey, National University of Ireland, Galway

Feeding practice:

Definition: The number of newborn babies who are: a) exclusively breastfed: and b) partially

breastfed throughout the first 48 hours of age, expressed as a proportion of all newborn

babies (to be developed further)

Source: National Perinatal Reporting System, Economic and Social Research Institute

Nutritional outcomes: 

Definition: To be developed

Source: To be developed

Parental Time with Children
Definition: The number of children aged 15 who report that their parents: a) discuss how well

they are doing at school; b) eat a main meal with them around a table; and c) spend time just

talking with them more than once a week, expressed as a proportion of children in the same

age group 

Source: Programme for International Student Assessment Survey, Education Research Centre,

Drumcondra
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Participation in Decision-Making
Definition: The number of children aged 11, 13 and 15 who report that students at their
school participate in making the school rules, expressed as a proportion of children in the
same age groups 

Source: Health Behaviour of School-Aged Children Survey, National University of Ireland, Galway

Pets and Animals
Definition: To be developed

Source: To be developed

Public Expenditure on Services for Children and Young People
Definition: Public expenditure on education as a percentage of GDP (to be developed further) 

Source: Tuarascáil Staitistiúil, Department of Education and Science

Quality of Childhood Care and Education
Definition: To be developed

Source: To be developed

Relationship with Parents and Family
Definition: The number of children aged 11, 13 and 15 who report that they find it 
easy or very easy to talk with their: a) mother; and b) father when something is really
bothering them, expressed as a proportion of all children in the same age groups 

Source: Health Behaviour of School-Aged Children Survey, National University 
of Ireland, Galway

Relationships with Peers
Definition: The number of children aged 11, 13 and 15 who report to have been bullied at
school, expressed as a proportion of children in the same age groups 

Source: Health Behaviour of School-Aged Children Survey, National University of Ireland, Galway

Definition: The number of children aged 11, 13 and 15 who report to have three or more
friends of the same gender, expressed as a proportion of children in the same age groups 

Source: Health Behaviour of School-Aged Children Survey, National University of Ireland, Galway

Screening for Growth and Development
Definition: The percentage of mothers of new born children contacted by a Public Health
Nurse (PHN) within 48 hours of hospital discharge 

Source: Health Services National Performance Indicators, Department of Health and Children

Definition: The percentage uptake of developmental screening at seven to nine months 

Source: Health Services National Performance Indicators, Department of Health and Children

Self-Esteem
Definition: The number of children in age categories 8-11 and 12-17 who report feeling happy
with the way they are, expressed as a proportion of all children in the same age groups 

Source: KIDSCREEN, Programme of Action for Children

Self-Reported Happiness
Definition: The number of children aged 11, 13 and 15 who report being happy with their life 
at present, expressed as a proportion of children in the same age groups 

Source: Health Behaviour of School-Aged Children Survey, National University of Ireland, Galway
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Sexual Health and Behaviour
Definition: The number of births to females in age categories 10–14 and 15–17 and in total,

expressed as a proportion of all children in the same age groups 

Source: Vital Statistics, Central Statistics Office

Things to Do
Definition: The number of children aged 11, 13 and 15 who report to be physically active for: 

a) at least two hours; and b) more than four hours per week, expressed as a proportion of

children in the same age groups 

Source: Health Behaviour of School-Aged Children Survey, National University of Ireland, Galway

Definition: The number of children aged 15 who report that reading is one of their favourite
hobbies, expressed as a proportion of children in the same age group 

Source: Programme for International Student Assessment Survey, Education Research Centre,

Drumcondra

Use of Tobacco, Alcohol and Drugs
Definition: The number of children aged 11, 13 and 15 who report to smoke cigarettes: a) every

day; and b) every week, expressed as a proportion of children in the same age groups 

Source: Health Behaviour of School-Aged Children Survey, National University of Ireland, Galway

Definition: The number of children aged 15 who report to have had five or more alcoholic

drinks in a row at least once in the last 30 days, expressed as a proportion of children in the

same age group 

Source: European Schools Project on Alcohol and Drugs Survey, St. Patrick’s College, Drumcondra

Definition: The number of children aged 15 who report to have used any illicit drugs in their

lifetime, expressed as a proportion of children in the same age groups. This can be sub-

divided by type of drug used

Source: European Schools Project on Alcohol and Drugs Survey, St. Patrick’s College, Drumcondra

Values and Respect
Definition: To be developed

Source: To be developed

SOCIO-DEMOGRAPHIC INDICATORS

Child Population
Definition: The number of children under 18, expressed as a proportion of the total population 

Source: Census of the Population, Central Statistics Office

Family Structure
Definition: The number of children under 18 who live in family household units with only one
parent or primary caregiver resident, expressed as a proportion of all children 

Source: Census of the Population, Central Statistics Office

Parental Education Level Attained
Definition: The number of children under 18 whose parents have attained: a) primary; 
b) lower secondary; c) upper secondary; and d) third level education, expressed as a
proportion of all children 

Source: Census of the Population, Central Statistics Office
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Child Mortality
Definition: The number of deaths among children under 18 expressed as a proportion of all

children. This may be sub-divided by principal cause of death 

Source: Vital Statistics, Central Statistics Office

Children and Young People with Additional Needs
Definition: The number of children under 18 registered as having an intellectual disability,

expressed as a proportion of all children. This can be sub-divided by grade of disability: 

a) mild; b) moderate; c) severe; and d) profound 

Source: National Intellectual Disability Database, Health Research Board

Definition: The number of children under 18 recorded as having a physical or sensory

disability, expressed as a proportion of all children 

Source: Census of the Population, Central Statistics Office

Definition: The number of: a) children seeking asylum, alone or as part of a family; b) non-

national children; c) homeless children; and d) traveller children, expressed as a proportion 

of all children 

Source: Census of the Population, Central Statistics Office and Child Care Interim Data Set,

Department and Children

All indicators may also be sub-divided by:

a) Male, female, where appropriate

b) Age categories 0–4, 5–9, 10–14, and 15–17, where appropriate

c) Socio-economic group, where appropriate

d) Geographic location, where appropriate
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INTRODUCTION
The aim of this Study was to meet a key objective of the National Children’s Strategy
(2000) and this objective was to:

A Delphi technique was used as an over-arching methodology for developing the

indicator set and this was supported by three additional Studies in a multi-staged

approach to the development. These Studies were: a) a review of indicator sets in use

elsewhere and the compilation of an Inventory of key indicators, domains and indicator

selection criteria (Brooks and Hanafin, 2005); b) a Feasibility Study of the availability

of national statistics to construct the indicators identified in the previous step

(Fitzgerald, 2004); and c) a study on Children’s Understandings of Well-Being

(NicGabhainn and Sixsmith, 2005).

A Delphi technique was an appropriate methodology to use for this development

because, although no nationally agreed set of child well-being indicators had

previously been developed, some work had already taken place in the Irish context.

This included, for example, work by Carroll (2002), Combat Poverty Agency (Costello,

1999; Combat Poverty Agency, 2000; Nolan, 2000; New Policy Institute, 2001), the

Department of Health and Children (2000, 2001, 2002a, 2002b; McKeown et al., 2001,

2003) and Best Health for Children (Quinlan et al., 2001). In addition, representatives

from Ireland had been involved in the development of a number of approaches to

improve our understanding and the measurement of child well-being across European

countries. These include the Child Health Indicators of Life and Development (CHILD)

Project  (Kohler and Rigby, 2003; Rigby and Kohler, 2002; Rigby et al., 2003); the

PERISTAT Project, (Buitendijk et al., 2003; Lack et al., 2003; MacFarlane et al., 2003;

Wildman et al., 2003; Zeitlin et al., 2003a, 2003b, 2003c) and several international

studies such as the Health Behaviour in School-Aged Children (HBSC) Study, the

Programme for International Student Assessment (PISA), the Third International

Mathematics and Science Study-Repeat (TIMMS-R), the Reading Literacy Study, the

International Social Survey Programme (ISSP), the European Schools Project on

Alcohol and Drugs (ESPAD) and KIDSCREEN Project. In adopting a consensual

approach to the development of the indicator set, it was possible to draw on many

areas of expertise including those who had previously been involved in developing

indicators, those who were involved in gathering the data, those who used the data in

the course of their work, and those who had a good understanding of child well-being. 

Respondent burden, resulting in low response rates can often compromise the validity

and credibility of findings in a development such as this. In this Study, however,

response rates of between 70 - 87% were achieved over the three questionnaire

Develop a national set of child well-being indicators as a basis
for the production of a biennial report to be known as the ‘State
of the Nation’s Children’ and this was set out under Goal 2 of
the National Children’s Strategy (2000) ‘children's lives will be
better understood’. 
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rounds. In the context of surveys such as this, these response rates can be considered high

(Snyder-Halpern et al., 2003). With the exception of one person, all others 

who took part in the process indicated they were either satisfied (50%) or very satisfied

(46%) with the process used and this suggests that such an approach could have widespread

suitability in developments of this type. 

Overall
The final indicator set comprises 42 child well-being indicators across 35 key areas and this is

in keeping with national and international standards (Maryland Partnership for Children,

Youth and Families, 2000; New Policy Institute, 2001). Some key areas have more than one

indicator and this reflects advice given from revelent stakeholders. There is good evidence

from the findings of the final questionnaire round that the vast majority, more than 90% of

participants, agreed or agreed strongly with the outcome. Many of the indicators used in the

final indicator set can provide a portal into larger data sets and it is important that the

indicator set is seen within the context of more detailed and comprehensive information

around many of the areas identified. Three indicators included in this set, for example, were

drawn directly from the PERISTAT statistics. These were the indicators on: 

■ Breastfeeding; 

■ Birth weight; and 

■ Pre-natal care. 

The PERISTAT statistics, however, comprise a much larger number of indicators and it will be

possible for interested persons to get a much more in-depth understanding of this area of

children’s lives by directly accessing these statistics. This is also the case for a number of

other areas, including for example, the data held in the Child Care Interim Data Set at the

Department of Health and Children and in the Tuarascáil Staitistiúil at the Department of

Education and Science. 

Comprehensive Coverage
It is also important to recognise that while individual indicators can provide some information
about child well-being, the composite picture is of greater importance. As one participant
noted, ‘self-esteem, for example, is a very complex and multi-dimensional construct and
although it is important to include such a measure, it is also important to recognise that any
individual indicator cannot provide the complete picture’. 

Several authors have written about the need to recognise that well-being is not uni-dimensional

or the province of any one discipline or profession alone but that it spans a multiplicity of areas

(Pollard et al., 2002; Bornstein et al., 2003; Andrews et al., 2002). It was important therefore, in

developing an indicator set, that a broad understanding of child well-being was reflected in the

overall indicator set and that the interlinked and multifaceted nature of child well-being was

recognised (Moore, 1997). A recognition of this has resulted in an indicator set that includes

measures that assess well-being across a broad range of issues such as the child’s own

development, formal and informal supports and relationships around the child. We are

reasonably confident that the indicator set presented here is comprehensive since, with the

exception of 2 participants, all indicated they agreed or strongly agreed that this criterion was

met within the indicator set. 

Children of All Ages
A second criterion used to select the indicators included in the final set was the inclusion of

measures of child well-being at all ages from birth to adolescence. This has been recognised as

particularly problematic nationally and internationally in indicator sets (Pollard et al., 2002;

Brooks and Hanafin, 2005). Also within the Feasibility Study on data sources of well-being, 

it was noted that for the period of middle childhood there is a paucity of data sources
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(Fitzgerald, 2004). Consequently, it was not surprising that lower levels of agreement (83% of

participants indicated they either agreed or agreed strongly) were identified by study

participants for this area. Comments provided in the open-ended questions revealed

dissatisfaction with the indicators for the middle childhood period. The Inventory and Feasibility

Study both identified many potential data sources for adolescence and also for the early years

but much less for middle childhood (Brooks and Hanafin, 2005; Fitzgerald, 2004) where there

is a greater reliance on administrative data. This continues to remain a challenge for this

indicator set but already discussions are underway with various stakeholders about addressing

this difficulty. 

Clear
There is general agreement that to be truly effective, indicators need to be easily and readily

understood (Moore, 1997; Carroll, 2002; Friedman, 1997). Participants in the final questionnaire

round were asked whether they agreed that the indicators in the set were clear and

understandable, and the findings show that 96% were in agreement. The importance of the

communication power of the indicators has been highlighted throughout the literature and

given the multiplicity of stakeholders included in this development, we believe the indicators

will be understood by a broad range of audiences such as, policy-makers, practitioners, service

providers, researchers and the broader community (Friedman, 1997).

Reflective of Social Goals 
Child well-being indicators are widely used by child advocacy groups, policy-makers,

researchers, the media and service providers to serve a number of purposes including

setting goals and evaluating progress (Brown and Corbett, 1998; Moore et al., 2003; Ben-

Arieh et al., 2001). In order for indicators to yield effective results (Ben-Arieh et al., 2001),

therefore, they must be relevant to policy and broad social goals (National Economic and

Social Council, 2002; Eurostat, 2001; Zubrick et al., 2000) and also amenable to effective

action (Rigby and Kohler, 2002). Participants in the final questionnaire round were asked

whether they agreed that the indicator set included measures that would allow us to track

our progress in meeting national goals for well-being such as, for example, goals to reduce

the number of early school leavers and goals to increase the incidence of breastfeeding and

childhood immunisation. 90% of respondents agreed that sufficient measures were included

in respect of social goals.  

Well-Being and Well-Becoming 
Increasingly, within the child well-being indicator literature, differentiation is being made

between the factors that influence well-being in adult life (well-becoming) and the capacity of

indicators to take account of childhood as a unique period in life itself (well-being) (Fitzgerald

2004; Ben-Arieh, 1997; Ben-Arieh et al., 2001). In line with recent research and policy

developments, particularly the United Nations Convention on the Rights of the Child (1989), the

importance of childhood itself is increasingly being recognised. This is also the case in Ireland,

where, for example, the National Children’s Office developed and published ‘Ready, Steady, Play:
A National Play Policy’ for children under 12 years in 2004 (National Children’s Office, 2004).

Both well-being and well-becoming are complex, necessarily inter-linked constructs and the

literature continues to develop in this area. Some distinction is important, however, and some

indicators more clearly lie in one or the other category (Ben-Arieh et al., 2001). Indicators that

focus on play and recreation, for example, can be understood as being concerned with the

experience of childhood itself. Those that focus on, for example, early school leaving or youth

employment can be understood as being more closely associated with well-becoming since

they are concerned with ensuring that children are prepared for entering into a productive

adulthood (Qvortrup, 1997). 
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Traditionally, the emphasis of child well-being indicator sets has been on children’s future
well-being. This formed, and continues to form, a legitimate and important focus for well-
being indicator sets since policy makers and funders who are concerned with strategic
development into the future need good data in this regard (Moore et al., 2004). In the past,
however, indicator sets have been criticised because of the absence of any focus on the
experience of childhood itself. 

In this Study, the guiding definition of well-being was:  

This definition is broad and multi-dimensional. It also, however, accommodated the inclusion
of indicators of both well-being and well-becoming. Indicators around, for example, ‘self
reported happiness’ may be more reflective of current well-being while an indicator such as
‘school completion rates’ has a very strong relevance for future employment opportunities.
85% of participants were satisfied that both these areas were adequately represented. 

Positive Outcomes
In the development of this indicator set, we tried, in so far as possible, to balance positive
measures of well-being with negative and this was reflected in the definition set out to guide
the Study. Criticisms of indicator sets have often centred on the tendency to focus on negative
indicators of child well-being, which can relate to ‘deficiencies in achievements, problem
behaviours and negative circumstances’ (Ben-Arieh et al., 2001, p.48). Attention however, is
increasingly being focused on the need for positive indicators of children’s lives as much as
negative ones (Carroll, 2001; Ben-Arieh et al., 2001; Moore et al., 2004). Resnick (1995) for
example, writes that, ‘child well-being indicators are on the move from concentrating only on
trends of dying, distress, disability and discomfort to tackling the issue of indicators of sparkle,
satisfaction and well-being’ (Resnick, 1995, cited in Ben-Arieh et al., 2001, p.40).

The absence of positive indicators of child well-being is symptomatic of two issues. First, 
that the data available is often framed in a negative way and this is regularly the case with
administrative sources of data where their function is to look at problems. Data collected, 
for example, in respect of criminal behaviour such as ‘crimes committed by young people’ is
necessarily a reflection of a negative situation. Data is not collected, for example, about the
number of young people who never commit a crime or who never engage in anti-social
behaviour because policy interventions are targeted at those who are within that system,
rather than those who fall outside it. 

Secondly, the traditional understanding of well-being has been framed by the absence of
disease, problems and difficulties rather than a positive presentation of children’s lives (Ben-
Arieh et al., 2001; Pollard et al., 2002). It is clear, however, that an absence of a chronic
disease or smoking does not necessarily mean that children are developing in a positive way
(Ben-Arieh et al., 2001; Moore et al., 2004). However, even where there is a commitment and
aspiration to measuring the positive aspects of children’s lives, it is not possible to present the
data in this way (Moore et al., 2004; Ben-Arieh et al., 2001). The Maryland Set of Child Well-
Being Indicators (Maryland Partnership for Children, Youth and Families, 2002), for example,
identified very positive domains of children’s lives including:

‘Healthy and successful individual functioning (involving physiological,
psychological and behavioural levels of organisation), positive social
relationships (with family members, peers, adult caregivers, and community
and societal institutions, for instance, school and faith and civic
organisations), and a social ecology that provides safety (e.g. freedom from
interpersonal violence, war and crime), human and civil rights, social justice
and participation in civil society’. (Andrews et al., 2002, p.103).
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■ Babies born healthy;

■ Healthy Children;

■ Children enter school ready to learn;

■ Children successful in school;

■ Children completing school;

■ Children safe in their families; and 

■ Stable and economically independent families. 

Despite this commitment, and despite having such a positive articulation of children’s lives,

the indicator areas themselves remain negative. For example, within the domain of ‘healthy

children’, the indicator areas are: ‘injuries’, ‘deaths’ and ‘substance abuse’. 

The national set of child well-being indicators includes measures on problem behaviour and
negative situations, such as binge-drinking and child abuse. It also, however, includes
measures on pro-social behaviour such as ‘values and respect’ and positive circumstances
such as ‘participation in decision making’. Ninety-four percent of participants in the Study
agreed that the balance between negative and positive indicators was appropriate and we 
are confident therefore, that a good start has been made in this area. 

Objective and Subjective 
Well-being, according to the literature, refers to both objective conditions for well-being and to
the subjective perceptions and experiences of the individual (Ben-Arieh et al., 2001; Bornstein et
al., 2003; Diener, 1984; Bradburn, 1969; Pollard et al., 2002; Carroll, 2002). Objective well-being
refers to the situation where the measurement considers externally approved, and thereby
normatively endorsed, non-feeling features of a person’s life (Gasper, 2004a; Gasper, 2004b, 
p. 11). This includes measures on which there is a consensus that they are ‘significant
components of better or worse life circumstances’ (Carroll, 2002, p.46), such as good health,
financial security and access to affordable and/or adequate housing (Carroll, 2002). Subjective
well-being refers to an assessment of well-being that is performed by the individual themselves
(Strappazzon, 2001, p.7). Subjective measures of well-being are based on individuals’ personal
values, views, and assessments of their life circumstances and include for example, ‘happiness’,
‘feeling connected to one’s community’ and ‘self-esteem’ (Carroll, 2002).

To achieve a comprehensive understanding of child well-being, both perspectives are
necessary and this has been reflected in the indicator set.  Objective measures of well-being
included in this indicator set include, for example, ‘economic security’, ‘chronic health
conditions’, ‘housing’ and ‘access to health services’. Subjective measures are also included.
These include, for example, ‘self reported happiness’, ‘self esteem’, ‘perceived safety’ and
‘relationships with parents’. Again, participants in this Study appeared satisfied that there
were sufficient numbers of objective and subjective measures in the indicator set. 

Whole Child Perspective
The ‘whole child perspective’ provided a conceptual underpinning for this Study and this
conceptualisation recognises the importance of respect for the voice of the child, the capacity
of the child to shape their own lives as they grow, develop and express themselves while also
being shaped and supported by the world around them. The development of the indicator set
firmly placed children at the centre of the development, in terms of the focus for development
and in ensuring their voices were taken in to account at each stage of the development. 

The perspective itself can be understood as comprising three broad domains and these are:

children’s own capacity, children’s relationships, and formal and informal supports. Within the

final indicator set, an attempt has been made to ensure that each of these three domains is

represented. The indicator areas of ‘peer relationships’ and ‘relationships with parents and

family’ are directly representative of the domain of children’s relationships. The indicator areas

of ‘self-esteem’ and ‘self-reported happiness’, for example, are closely linked to the dimension
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of emotional and behavioural well-being identified within the domain of children’s own capacity.

This is also true of the indicator area of ‘the health of the infant at birth’, which provides an

indication of the physical well-being of infants. The indicator area of ‘public expenditure on

services for children and young people’ represents a commitment by the formal support sector

to national service provision while the indicator area of ‘enrolment in early childhood care and

education’ recognises the importance of locally provided services in supporting the child. 

The extent to which the holistic nature of children’s lives can be represented by this indicator set

is less clear. Such a holistic understanding would not simply encompass the many different

positive and negative, subjective and objective dimensions of children’s lives but, would also take

account of the interactions between different dimensions and domains. Indicators such as the

effect of hospital waiting lists on children’s physical well-being or the differences in children’s

behaviour according to whether they have a pet or not, are examples of such interactions

between domains. At present, this analytical level of data is not available. Nevertheless, current

developments in respect of a National Longitudinal Study of Children in Ireland have the

potential to make such data available in the future. In the interim, however, the balance between

data availability and best possible representation of children’s lives is presented. 

CONCLUSION
To conclude, this Study focused on the development of the national set of child well-being

indicators and this will, in turn, form the basis for the production of the State of the Nation’s

Children report. The developed indicator set is an initial step towards the presentation of a

comprehensive picture of children’s lives in Ireland and provides a basis for future

development. A multi-stage consensual approach was taken to the development and the Delphi

technique was used as an overarching methodology for integrating each part. The phases

included: a) a background review of indicators sets in use elsewhere and the compilation of an

Inventory of key indicators, domains and indicator selection criteria (Brooks and Hanafin,

2005); b) a Feasibility Study of the availability of national statistics to construct the indicators

identified in the previous step (Fitzgerald, 2004); c) a Study on Children’s Understandings of

Well-Being (NicGabhainn and Sixsmith, 2005); and d) the Delphi Study itself.

The multistage approach coupled with the use of the Delphi technique as an overarching

mechanism to integrate findings from each stage provided a comprehensive, transparent,

systematic and novel approach to the development of this indicator set. A commitment to

giving children a voice in matters that affect them is a clearly stated goal of the National

Children’s Strategy (2000) and this, in turn, reflects a right set out in the United Nations

Convention on the Rights of the Child (1989). This commitment is central to the way in which

the National Children’s Office carries out its work and it is not surprising, therefore, that

serious consideration of children’s understandings were central to the development. This was

greatly facilitated at each part of the development by the researchers (NicGabhainn and

Sixsmith, 2005) commissioned to undertake this work. 

The overarching approach used was a Delphi technique and key features of anonymity,

iteration with controlled feedback, statistical group response and expert input facilitated

consensus in this development. A small Advisory Group (N = 4) assisted in overseeing this

Study and some 87 people with expertise in different areas of children’s lives and from

different backgrounds were invited to take part in the panel of expertise. The advisors

provided oversight of the Study and ensured best possible practice at each stage, while

participants on the panel of expertise enabled broad representation of different

perspectives to be harnessed. Three questionnaire rounds were undertaken and response

rates varied between 70 and 87%. Almost 98% of participants in the Delphi Study

indicated that they were satisfied (48%) or very satisfied (50%) with the approach used

and this coupled with the high response rates are a reflection of the suitability of this

approach to indicator set development. 
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Findings from each support Study were integrated into the Delphi Study as appropriate. Data

from the Study of ‘Children’s Understandings of Well-Being’, for example, were integrated at

each questionnaire round. Findings from the scientific review of literature and Inventory were

used to develop the questionnaires and to identify the indicator selection criteria. Individual

indicators for inclusion in the indicator set were also identified using the Inventory, and a

focussed consultation with Government Departments, agencies and other stakeholders

including Principal Investigators undertaking international studies. The Feasibility Study on

data sources ensured the best possible data source was identified in the course of indicator

selection and that no important data source was overlooked. 

The agreed indicator set comprises 42 child well-being indicators and 7 socio-demographic

indicators, which will help contextualise children’s lives in Ireland. More than 90% of

participants in the Study indicated they were satisfied with the overall set. Selection criteria

had been applied to the included indicators and participants were also asked to indicate

whether they agreed that these selection criteria had been met. These criteria were

comprehensiveness, children of all ages, clear, positive and negative, reflective of social goals,

objective and subjective and well-being and well-becoming. There was agreement by more than

80% of participants that the indicator set met all the selection criteria and this level of

agreement was above 90% for all but 2 criteria. These criteria were: ‘children of all ages’ and

‘well-being and well-becoming’. In respect of the selection criteria ‘children of all ages’, 15%

(N=8) of participants in the third round questionnaire felt there were insufficient measures for

the middle childhood period. While this is a problem that besets indicator sets in many other

countries, we are committed to further development in this area, which will address this

difficulty. Issues raised in respect of ‘well-being and well-becoming’ primarily related to the key

areas around which indicators remain to be developed. 

Four indicators within the overall set need to be developed and these relate to the following

key areas: ‘pets and animals’; ‘the quality of early childhood care and education’; ‘values and

respect’; and ‘nutritional outcomes’. Work is already underway in this regard. Other indicators

in the indicator set require further development including, for example, the measure of ‘public

expenditure on services for children and young people’, which currently takes account of

expenditure on education only, and the measure on ‘breastfeeding’, which currently takes

account of breastfeeding initiation rates only. 

We recognise therefore, that despite the comprehensiveness of this approach, the systematic

nature of the development and the integration of children’s understandings of well-being, the

developed indicator set are but the first step in the process of ensuring that the lives of

children living in Ireland are measured in a comprehensive and multi-dimensional way. 

This indicator set will be reviewed periodically to ensure it reflects changing policy interests,

scientific views and advances in our national statistical systems.
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ROUND ONE QUESTIONNAIRE 

THE DEVELOPMENT OF A NATIONAL SET OF CHILD 
WELL-BEING INDICATORS USING THE DELPHI TECHNIQUE
Research Division, NCO

Thank you for agreeing to participate in this Study, which is concerned with getting

agreement on the key areas of children’s lives that the national set of child well-being

indicators should measure. 

This questionnaire is divided into two sections. Section 1 presents a series of background

questions, which will provide a context for analysing your responses. Section 2 presents

56 potential areas for inclusion in the national set of child well-being indicators. You 

are asked to rate the relative importance of each of these areas out of 10, where 0 = low

priority for inclusion and 10 = high priority for inclusion in the final indicator set (half

points are permitted). For example, if you think an indicator relating to abuse and

maltreatment is high priority, you could rate it 9 out of 10. Alternatively, if you think 

it is a low priority indicator, you could rate it 3.5 out of 10. 

A child well-being indicator is a measure that assesses well-being at ‘a point in time,

over time and across geographic areas and population groups’ (Moore, 1999). For the

purpose of this Study, please consider the following broad definition of well-being:

Please also note that, to conform with the spirit and principles of the United Nations

Convention on the Rights of the Child (1989) and the National Children’s Strategy

(2000), the following definition of a child has been adopted by the National Children's

Office - ‘every human being below the age of eighteen years’. 

Therefore, it is hoped that age appropriate indicators are identified, which assess well-

being in its broadest sense (as outlined above) at every age from birth through

adolescence and, where possible, across time, geographic areas and population groups.

Please return your completed questionnaire by Friday, 9th April 2004. Your response

will remain confidential and will not, at any time, be disclosed to other participants in

this Study. You will receive the results from this questionnaire at round two of the Study. 

Thank you for your time and assistance.

Sinéad Hanafin, PhD, Head of Research, National Children’s Office

Anne-Marie Brooks, Research Officer, National Children’s Office

112‘Healthy and successful individual functioning (involving
physiological, psychological and behavioural levels of organisation),
positive social relationships (with family members, peers, adult
caregivers, and community and societal institutions, for instance,
school and faith and civic organisations), and a social ecology that
provides safety (e.g., freedom from interpersonal violence, war and
crime), human and civil rights, social justice and participation in
civil society’. (Andrew et al., 2002, p.103)
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SECTION 1: BACKGROUND INFORMATION

A) Name:

B) In what capacity are you responding to this questionnaire?

Policy maker

Researcher/Academic

Practitioner/Service Provider

Parent

Other

If your work relates to children, please answer questions c-i:

C) Which organisation, if any, do you represent?

D) Which of the following describes the main focus of your work?

Child health

Child education

Childcare

Child protection

Children participation

Juvenile justice

Other

E) Does your work relate to all children of all ages?

Yes

No

F) If no, please specify your target group:

G) How many years have you been working in this area?

H) Aside from relevant experience, do you hold any qualification you consider relevant to

child well-being?

Yes

No

I) If yes, please specify:

FOR PARENTS ONLY:

J) How many children do you have:

Under 18 years

Over 18 years
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SECTION 2: Indicators of Child Well-Being Relating to: \10

1. Abuse and maltreatment (e.g. neglect, physical abuse, sexual abuse, 

emotional abuse)

2. Academic attainment (e.g. reading, mathematics, science skills, results 

of State Examinations)

3. Academic commitment (e.g. homework habits, attitudes towards

learning and school)

4. Attendance at school (e.g. absenteeism, truancy, disciplinary absences)

5. Availability, accessibility, affordability and quality of housing for

families with children

6. Availability, accessibility, affordability, quality of, and participation in,

arts, cultural and play facilities (inc. natural environment) by children

and young people

7. Availability, accessibility, affordability, quality and utilisation of basic

health services for children and young people

8. Availability, accessibility, affordability, quality and utilisation of child

care services (informal and formal)

9. Availability, accessibility, affordability, quality of, and enrolment in, 

early childhood education programmes (e.g. pre-school, kindergarten, 

nursery school)

10. Availability, accessibility, affordability, quality and utilisation 

of educational resources (e.g. computer, library, books)

11. Breastfeeding

12. Children and young people dependent on supplementary welfare

and/or charitable donations (e.g. back to school clothing and

footwear allowance)

13. Children and young people in care (e.g. foster care, residential care, 

pre-adoptive care)

14. Children and young people with additional needs (e.g. homeless

children, asylum seeking children, children with disabilities, children

involved in divorce)

15. Chronic health conditions (e.g. cystic fibrosis, diabetes, asthma, cancer)

16. Community characteristics (e.g. community crime, community poverty level,

community facilities such as church, community centres, police station)

17. Completion of school (e.g. early school leavers)

18. Crimes committed by children and young people

19. Crimes committed on children and young people

continued on next page > 



20. Dental health

21. Economic security (e.g. children in poverty, secure parental

employment, food insecurity)

22. Enrolment in education (e.g. enrolment in pre-primary, primary,

secondary and tertiary education)

23. Health of the infant at birth (e.g. birth weight, birth defects,

prematurity)

24. Helping others and volunteering (e.g. helping family, helping friends,

helping out in the community)

25. Hospitalisation

26. Hours of sleep

27. Immunisation (e.g. vaccinations against measles, mumps, rubella, polio)

28. Injuries (e.g. burns, poisonings, fractures, road traffic accidents)

29. Mental health (e.g. attempted suicide, referrals to mental health

services, ability to cope)

30. Nutrition (e.g. healthy diet, eating disorders)

31. Parental or family characteristics (e.g. parental education level, 

use of tobacco, alcohol or drugs)

32. Parental time with children (e.g. reading to children, involvement 

in activities with children)

33. Participation in decision-making (e.g. involvement in student councils,

ability to influence decisions in matters which affect them)

34. Participation in out-of-school activities (e.g. scouting groups, 

community sports programmes)

35. Participation in school activities (e.g. school athletics, school 

music, debating)

36. Pastimes (e.g. reading, television viewing, physical activities, 

computer games)

37. Permanency and stability in the lives of children and young people 

(e.g. moving house, moving school)

38. Pets

39. Pre-natal behaviour (e.g. attendance for pre-natal care, use of tobacco,

alcohol or drugs during pregnancy, folic acid intake)

40. Public expenditure on services for children and young people 

(e.g. expenditure on education, health, childcare, child protection)

continued on next page > 
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41. Relationships with parents and family (e.g. parental attachment,

parental style, parental rules and guidance)

42. Relationships with peers (e.g. friends in school and the community,

bullying, dating)

43. Relationships with significant others (i.e. other adults excluding

parents or relatives such as teachers and youth leaders)

44. Safe mobility and transport of children and young people 

(e.g. seat belt use, helmet use, exposure to drunk driving)

45. School characteristics (e.g. teacher-pupil ratio, school services)

46. School readiness (i.e. readiness of child to enter school at age 4/5)

47. Screening for growth and development (e.g. hearing, vision, gross

motor development, fine motor development)

48. Self-esteem (e.g. confidence, belief in one’s ability)

49. Self-reported happiness

50. Self-reported health status

51. Sexual health and behaviour (e.g. sexually transmitted diseases,

number of sexual partners, contraceptive use, unprotected intercourse)

52. Spirituality and religion (e.g. religious service attendance)

53. Use of tobacco, alcohol or drugs (age at first use, current use, frequent

use, binge-drinking)

54. Values and respect (e.g. respecting others, non-discrimination)

55. Youth employment

56. Weight and height (e.g. birth weight, moderately or severely

underweight for age, obesity)

57. Please comment on your responses.

58. Are there any additional areas that you feel should be included in the

national set of child well-being indicators?

59. If yes, please identify those areas now, indicating why you feel they
should be included.

THANK YOU FOR YOUR TIME AND ASSISTANCE.

Yes

No
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ADDITIONAL AREAS

ADDITIONAL AREA RELATED AREA

Number of siblings

Family break-up

Family make-up 

Absence of one parent 

Legal Status - asylum seeker or refugee 

Gay/Lesbian 

Disability     

Disability should be covered as an indicator

of its own, but also as part of questions

about education, health, housing,

hospitalisation, and income

Protection from exploitation 

(e.g. censorship)

Children and media 

Reading capacity

Housing access

Quality, safety, up-keep of neighbourhood,

community environment, urban and rural 

Community development as in children

getting to know their community/ identity

Health care (medical card)

Whether children live in households that

have private medical insurance, a medical

card or not

Availability, accessibility of psychological/

counselling services for children and parents

Access to information (sex education,

access to medical advice, information 

re: careers)

Demographic Indicator

Demographic Indicator

Demographic Indicator

Demographic Indicator

Demographic Indicator

Demographic Indicator

Demographic Indicator

Demographic Indicator

Q.14: Children and young people with

additional needs

Policy Indicator

Policy Indicator

Q.2: Academic attainment

Q.5: Availability, accessibility, affordability

and quality of housing for families 

with children

Q.6: Availability, accessibility, affordability,

quality of, and participation in, arts cultural

and play facilities (incl. the natural

environment) by children and young people

Q.16: Community characteristics

Q.6: Availability, accessibility, affordability,

quality of, and participation in, arts, cultural

and play facilities (incl. the natural

environment) by children and young people

Q.7: Availability, accessibility, affordability,

quality and utilisation of basic health

services for children and young people

Q.7: Availability, accessibility, affordability,

quality and utilisation of basic health

services for children and young people

Q.7: Availability, accessibility, affordability,

quality and utilisation of basic health

services for children and young people

Q.10: Availability, accessibility, affordability,

quality and utilisation of educational

resources

continued on next page >
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Access to information: I would like to see an

indicator that would attempt to measure

children's access to key areas of

information in relation to rights, and to

public services 

Availability of a public library

Access to a computer and the Internet is

important for skills development, recreation

and job opportunities

Extent that children are living formally and

informally in extended family

The inclusion of all children with disabilities

in mainstream health and education worlds

Learning difficulties/special educational

needs 

Some specific to children with disabilities,

such as access to buildings etc. and

acceptance by peer group, inclusion in

mainstream education, and leisure activities

Cultural issues should be included in

housing - important for Travellers

Availability of public/private transport

Neighbourhood characteristics

How safe the child feels in their community

Feeling of safety

Sense of security

Family income

Parental employment

Food security/poverty

Whether every child celebrates 

her/his birthday

Whether every child gets a holiday 

There could be an indicator on holidays,

days out  

Annual holiday away from home

The deprivation indicators developed by
ESRI could be incorporated here. You could
also look at adequacy of clothing, adequacy
of heating, living in a household with
telephone, a car etc.

Being listened to (being heard, taken
seriously, knowing who to seek redress
from/to complain to)

Q.10: Availability, accessibility, affordability,

quality and utilisation of educational

resources

Q.10: Availability, accessibility, affordability,

quality and utilisation of educational

resources

Q.10: Availability, accessibility, affordability,

quality and utilisation of educational

resources

Q.13: Children and young people in care

Q.14: Children and young people with

additional needs

Q.14: Children and young people with

additional needs

Q.14: Children and young people with

additional needs

Q.14: Children and young people with

additional needs

Q.16: Community characteristics

Q.16: Community characteristics

Q.16: Community characteristics

Q.16: Community characteristics

Q.16: Community characteristics

Q.21: Economic security

Q.21: Economic security

Q.21: Economic security

Q.21: Economic security

Q.21: Economic security

Q.21: Economic security

Q.21: Economic security

Q.21: Economic security

Q.33: Participation in decision-making

continued on next page > 
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For children to be ‘heard’ in decisions which

affect them

In addition to Q.48, Q.49 and Q.50, perhaps

self reporting on how children see

themselves in society - whether their

opinions are sought and respected?

Having responsibilities in line with age and

maturity at home and the school setting

Stability within family setting, i.e. regular

bedtimes, playtimes, encouragement to

learn about the world around them

Sibling relationships

Enriching relationships with grandparents

or single aunts or uncles

Relationships with grandparents

Relationships within family

Talking time with peers

Views of people in authority roles, trust 

in police, teachers, clergy etc.

Good eye sight

Good hearing ability

Happiness

Children’s experience of racism

Sport and physical exercise

Having somewhere to go with a problem

(outside family), which will be able to offer

support in an objective way

Talking time within the home 

Having someone to talk to

Being trusted

I would like to see an indicator included
that would capture how children believe
they are viewed by adults, and how they
see their status in society

I would prefer to see questions being asked

about what is happening at school rather

than on attendance and completion

Q.33: Participation in decision-making

Q.33: Participation in decision-making

Q.33: Participation in decision-making

Q.37: Permanency and stability in the lives

of children and young people

Q.41: Relationships with parents and family

Q.41: Relationships with parents and family

Q.41: Relationships with parents and family

Q.41: Relationships with parents and family

Q.42: Relationships with peers

Q.43: Relationships with significant others

Q.47: Screening for health and development

Q.47: Screening for health and development

Q.49: Self-reported happiness

Q.54: Values and respect

Q.34: Participation in out-of-school activities

Q.35: Participation in school activities 

Q.36: Pastimes 

Q.42: Relationships with peers 

Q.43: Relationships with significant others

Q.32: Parental time with children

Q.41: Relationships with parents and family

Q.41: Relationships with parents and family 

Q.42: Relationships with peers 

Q.43: Relationships with significant others

Q.41: Relationships with parents and family 

Q.43: Relationships with significant others

Q.41: Relationships with parents and family 

Q.43: Relationships with significant others

Q.10: Availability, accessibility, affordability,
quality and utilisation of educational
resources

Q.35: Participation in school activities

Q.45: School characteristics

continued on next page > 
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Access to resources – an indicator relating

to pocket money and other resources

might be useful, as well as how they use

these resources

Access to counselling and rehabilitative

services for children who have suffered

abuse or neglect, or who are living in

‘troubled’ family situations or who have

become involved in criminal activity

Minority children’s linguistic and cultural

experiences and opportunities

Children’s use of time

Lack of continuity and security in 

foster care

Communication skills

Description of temperament

Some measure on whether children are

undertaking age appropriate tasks e.g. are

they acting as carers of parents and/or

siblings, are they expected to contribute 

to family income 

Opportunity

Ambitions

Availability, accessibility of quality/fresh

food – separate from nutrition

Impact on children of parental mental health

Impact on children of ability or disability

Impact on children of domestic violence

Impact on children of drug abuse

Q.2: Economic security

Q.55: Youth employment

Q.1: Abuse and maltreatment

Q.7: Availability, accessibility, affordability,

quality and utilisation of basic health

services for children and young people

Q.10: Availability, accessibility, affordability,

quality and utilisation of educational

resources

Q.14: Children and young people with

additional needs

Q.22: Enrolment in education

Q.34: Participation in out-of-school activities 

Q.35: Participation in school activities 

Q.36: Pastimes 

Q.55: Youth employment 

Q.13: Children and young people in care

Q.37: Permanency and stability in the lives

of children and young people

–

–

–

–

–

–

–

–

–

–
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ROUND TWO QUESTIONNAIRE 

THE DEVELOPMENT OF A NATIONAL SET OF CHILD 
WELL-BEING INDICATORS USING THE DELPHI TECHNIQUE
Research Division, NCO

Thank you for returning your completed questionnaire for this Study on child well-being

indicators. You will recall that the purpose of this questionnaire was to generate

agreement on the most important areas (approximately thirty) of children’s lives that

should be examined by the national set of child well-being indicators and we are delighted

to report that there was a high level of agreement among the panel in this regard. 

The results from this questionnaire have now been incorporated into a second

questionnaire, which we now ask you to complete. The purpose of the second

questionnaire is to establish if you are in agreement with the panel on the key areas

that have been prioritised and also to seek some clarification and further feedback from

you on several issues. 

If agreement can be reached on the most important areas at this point, we will work
with various agencies to identify and select the specific indicators to be used for each.
Please note that we also intend to incorporate a number of general demographic
indicators and policy indicators into the national set of child well-being indicators for
context. It is anticipated that this work will be completed by Autumn 2004, at which
time the results and final indicator set will be presented to you. 

In completing this questionnaire, we draw your attention once again to the definition 
of well-being, which has been adopted for the purpose of this Study:

When you have completed this questionnaire, click on the submit button and your
response will be forwarded to the National Children’s Office. You will be unable to
submit incomplete responses or more than one questionnaire. Completed
questionnaires must be submitted by Monday, 21st June 2004. Please note that your
response will continue to remain confidential and will not, at any time, be disclosed 
to other participants in this Study. 

If you experience any difficulties completing this questionnaire, please do not hesitate 
to contact Ms. Anne-Marie Brooks at (01) 242 0007. In the event that you experience
difficulties completing this questionnaire on-line, a copy has also been sent to you in 
the post.

Thank you once again for your time and assistance and I look forward to receiving 

your response.

Sinéad Hanafin, PhD, Head of Research, National Children’s Office

Anne-Marie Brooks, Research Officer, National Children’s Office

124
‘Healthy and successful individual functioning, positive social
relationships and a social ecology that provides safety,  human 
and civil rights, social justice and participation in civil society’.
(Andrew et al., 2002, p.103).
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1. The following 26 areas have been prioritised by the panel as areas that should be
examined in the indicator set. Please indicate if you are in agreement with the panel
opinion by ticking the appropriate box.

a. Abuse and maltreatment

b. Availability, accessibility, affordability, quality and utilisation of basic 

health services for children and young people

c. Economic security

d. Mental health

e. Relationships with parents and family

f. Availability, accessibility, affordability and quality of housing for

families with children

g. Public expenditure on services for children and young people

h. Self-esteem

i. Crimes committed on children and young people

j. Children and young people with additional needs

k. Nutrition

l. Relationships with peers

m. Screening for growth and development

n. Completion of school

o. Enrolment in education

p. Children and young people in care

q. Sexual health and behaviour

r. Health of the infant at birth

s. Self-reported happiness

t. Chronic health conditions

u. Parental time with children

v. Immunisation

w. Use of tobacco, alcohol or drugs

x. Attendance at school

y. Availability, accessibility, affordability, quality and utilisation of child 

care services (informal/formal)

z. Values and respect

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

2. If you agree that the following key areas should be examined, we would now like you to
identify one specific dimension from each. For example, if you think the indicator set
should examine the affordability of basic health services as opposed to the quality of
basic health services, we ask you to tick this preference.

a. Basic health services: b. Child care services: c. Housing:

Availability Availability Availability

Accessibility Accessibility Accessibility

Affordability Affordability Affordability

Quality Quality Quality

Utilisation Utilisation
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3. The areas that were not prioritised in the first round of this Study are listed below. If you
feel strongly that any of these key areas should be examined in the indicator set, please
identify the area and the reason you would like to see it included. You should select no more
than three. You may also refer to the list in Appendix 5 of the report for further options.

■ Academic attainment
■ Academic commitment
■ Availability, accessibility, affordability, quality of, and enrolment in early childhood education 
■ Availability, accessibility, affordability, quality and utilisation of educational resources
■ Breastfeeding
■ Children and young people dependent on supplementary welfare and/or charitable donations
■ Community characteristics 
■ Crimes committed by children and young people
■ Dental health
■ Helping others and volunteering
■ Hospitalisation
■ Hours of sleep
■ Injuries
■ Parental and/or family characteristics
■ Participation in decision-making
■ Participation in out-of-school activities
■ Participation in school activities
■ Permanency and stability in the lives of children and young people
■ Pre-natal behaviour
■ Relationships with significant others
■ Safe mobility and transport of children and young people
■ School characteristics
■ School readiness
■ Self-reported health status
■ Spirituality and religion
■ Youth employment
■ Weight and height

a. 1st choice:

b. 2nd choice:

c. 3rd choice:

4. In developing this national set of child well-being indicators, the National Children’s Office

have also commissioned a study of children’s understandings of well-being. The findings

from this Study have shown that the areas prioritised by the children who participated in

the Study are broadly similar to those prioritised by this panel. However, the children have

prioritised three additional areas as follows: 

■ Pets/animals: children described ‘pet/animals’ as important contributors to their well-being

in terms of, for example, giving and receiving love, having a companion and responsibility.

■ Things to do: children described ‘things to do’ as important contributors to their well-being

in terms of, for example, having fun, learning, enhancing health and making friends.

■ Environment/places: children described ‘environment/places’ as important contributors to

their well-being in terms of, for example, belonging and providing a context for activities.

Consequently, in keeping with Goal 1 of the National Children’s Strategy that ‘children will have
a voice in matters which affect them and their views will be given due weight in accordance with
their age and maturity’, the National Children’s Office intend also to examine these areas in the

final indicator set.
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Are there any comments that you would like to make on these additional areas identified

by the children?

5a. Do you have any general comments to make on the key areas that have been prioritised

for inclusion in the national set of child well-being indicators?

5b. Name: 

THANK YOU FOR YOUR TIME AND ASSISTANCE.
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ROUND THREE QUESTIONNAIRE

THE DEVELOPMENT OF A NATIONAL SET OF CHILD 
WELL-BEING INDICATORS USING THE DELPHI TECHNIQUE

Research Division, NCO

Thank you for participating in the Delphi Study, which was set up to assist with the
development of the national set of child well-being indicators. We are delighted to report
that, as a result of this Study, the following key areas have been prioritised for inclusion
in this indicator set:

Since our last contact, we have been in touch with several Government Departments and
Agencies in an attempt to select the best indicator(s) for each key area prioritised by
you. We have now identified 41 indicators of child well-being, which will form the national
set of child well-being indicators together with a select number of demographic
indicators, which are also presented to you overleaf.

We would appreciate it if you could now look at the overall set of child well-being
indicators and complete the questionnaire that follows. This questionnaire invites your
feedback on how the indicator set was developed and also on how satisfied you are with
the indicator set itself. Pages 2 to 5 of the questionnaire presents the indicators selected,
and pages 6 and 7 presents a series of questions for completion. To move between pages
on the questionnaire simply click on the back (<) or forward (>) buttons. 

When you have completed this questionnaire, click on forward button (>) and this will
bring you to a new page, which will invite you to submit your response. To do this simply
click on the submit button and your response will be forwarded to the National Children’s
Office. You will be unable to submit incomplete responses or more than one
questionnaire. Completed questionnaires must be submitted by Monday, 18th October
2004. Please note that your response will continue to remain confidential and will not, 
at any time, be disclosed to other participants in this Study. 

If you experience any difficulties completing this questionnaire, please do not hesitate to
contact Ms. Anne-Marie Brooks at (01) 242 0007. In the event that you experience difficulties
completing this questionnaire on-line, a copy has also been sent to you in the post.

We would like also to take this opportunity to thank you for your time and continued
assistance with developing this indicator set. We look forward to receiving your feedback.

Sinéad Hanafin, PhD, Head of Research, National Children’s Office
Anne-Marie Brooks, Research Officer, National Children’s Office
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Abuse and maltreatment

Crimes committed on children and 
young people

Accessibility of basic health services 

Economic security

Mental health

Relationships with parents and family

Availability of housing for families 
with children

Public expenditure on services  

Self-esteem

Nutrition

Relationships with peers

Screening for growth and development

Enrolment in education

Completion of school

Children and young people in care

Sexual health and behaviour

Health of the infant at birth

Self-reported happiness

Chronic health conditions

Parental time with children

Immunisation

Use of tobacco, alcohol or drugs

Attendance at school

Quality of early childhood care and education  

Values and respect

Pets and animals

Things to do

Environment and places

Crimes committed by children and young people

Community characteristics 

Participation in decision-making

Children and young people with additional needs
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Areas

Abuse and maltreatment/crimes
committed on children and 
young people

Accessibility of basic health
services for children and 
young people

Economic security

Mental health

Relationship with parents 
and family

Availability of housing for families
with children

Public expenditure on services for
children and young people

Self-esteem

Attendance at school

Nutrition

Relationships with peers

Well-Being Indicators

The number of children referred to the Child Protection
Notification System, expressed as a proportion of all children.
This can be sub-divided by most serious type of harm: 
a) physical; b) emotional; c) sexual; and d) neglect.

The number of children subject to substantiated notification,
expressed as a proportion of all children. This can be sub-
divided by most serious type of harm: a) physical; b) emotional;
c) sexual; and d) neglect.

The number of children on hospital waiting lists for in-patient
admission, expressed as a proportion of all children.

Relative poverty: The number of children living in households
with a household income below the national 60% median,
equivalised using the modified OECD equivalence scale,
expressed as a proportion of all children.

Consistent poverty: The number of children living in
households with a household income below the national 70%
median, equivalised using the modified OECD equivalence
scale, and experiencing basic deprivation, expressed as a
proportion of all children.

The number of children referred to child and adolescent mental
health services, expressed as a proportion of all children.

The number of suicides among children in age categories 10– 14,
15–17 and in total, expressed as a proportion of all children in the
same age groups.

The number of children aged 11, 13 and 15 who report that they
find it easy or very easy to talk with their a) mother; and b)
father when something is really bothering them, expressed as 
a proportion of all children in the same age groups.

The number of children in families on a local-authority housing
waiting list, expressed as a proportion of all children.

Public expenditure on education as a percentage of GDP (to be
developed further).

The number of children in age categories 8–11 and 12–17 who
report feeling happy with the way they are, expressed as a
proportion of all children.

The number of children who are absent from school for 20 days or
more in the school year, expressed as a proportion of all children.

Eating Habits: The number of children aged 11, 13 and 15 who
report to eat breakfast five or more days per week, expressed
as a proportion of all children in the same age groups.

Feeding practice: The number of newborn babies who are 
a) exclusively breastfed; and b) partially breastfed throughout
the first 48 hours of age, expressed as a proportion of all
newborn babies.

Nutritional Outcomes: To be developed.

The number of children aged 11, 13 and 15 who report to having
been bullied in their lifetime, expressed as a proportion of all
children in the same age groups.

The number of children aged 11, 13 and 15 who report to have
three or more close friends of the same gender, expressed as 
a proportion of all children in the same age groups.
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Screening for growth development

Enrolment in education/
completion of school

Children and young people in care

Sexual health and behaviour

Health of the infant at birth

Self-reported happiness

Chronic health conditions/
morbidity

Parental time with children

Immunisation

Use of alcohol, tobacco and drugs

Enrolment in early childhood care 
and education

The percentage uptake of developmental screening at seven to 
nine months.

The number of children who leave school (voluntarily or by
exclusion) before the statutory school-leaving age, expressed as
a proportion of all children.

The number of children who are in the care of the Health
Services Executive (HSE), expressed as a proportion of all
children. This can be sub-divided by type of care arrangement:
a) foster care - general; b) foster care - special; c) foster care -
relatives; d) pre-adoptive placement; e) residential - general; 
f) residential - special; g) at home under care order; and h) other.

The number of births to children in age categories 10–14, 15–17
and in total, expressed as a proportion of all children in the
same age groups.

The number of births within each 500g weight interval,
expressed as a proportion of all registered live and stillbirths.
This can be sub-divided into: a) healthy birth weight (between
2,500 and 4,000 grams); b) low birth weight (less than 2,500
grams); and c) high birth weight (more than 4,000 grams).

The distribution of timing of first antenatal visit by trimester of
pregnancy for all women delivering live or stillborn babies.
Trimesters are as follows: a) 1st trimester = < 15 weeks; b) 2nd
trimester = 15–27 weeks; and c) 3rd trimester = 28 weeks or more.

The number of children aged 11, 13 and 15 who report being
happy with their life at present, expressed as a proportion of all
children in the same age groups.

The ten most frequent conditions resulting in hospitalisation
among children.

The number of children aged 15 who report that their parents:
a) discuss how well they are doing at school; b) eat a main meal
with them around a table; and c) spend time just talking to
them more than once a week, expressed as a proportion of all
children in the same age group.

The percentage uptake of D3/P3/T3/Hib3/Polio3 and
Meningococcal C3 vaccinations at a) 12 months; and 
b) 24 months of age. 

The percentage uptake of MMR1 vaccinations at 24 months of age.

The number of children aged 11, 13 and 15 who report to smoke
cigarettes a) every day; and b) every week, expressed as a
proportion of all children in the same age groups.

The number of children aged 15 who report to have had five 
or more alcoholic beverages in a row at least once in the last
30 days, expressed as a proportion of all children in the same 
age group.

The number of children aged 15 who report to have used any
illicit drugs in their lifetime, expressed as a proportion of all
children in the same age group. This can be sub-divided by type
of drug used.

The number of children under 13 in various childcare/education
arrangements, expressed as a proportion of all children in the
same age group. This can be sub-divided into: a) pre-school; 
b) compulsory school; c) centre-based service outside school
hours; d) crèche or day care; e) professional child minder; 
and f) family relative.



Quality of early childhood care
and education

Values and respect

Pets and animals

Things to do

Environment and places

Community characteristics

Participation in decision-making

Crimes committed by children 
and young people

To be developed

To be developed

To be developed

The number of children aged 11, 13 and 15 who report to be
physically active for a) at least two hours; and b) more than
four hours per week, expressed as a proportion of all children
in the same age groups.

The number of children aged 15 who report that reading is one
of their favourite hobbies, expressed as a proportion of all
children in the same age group.

The number of children aged 11, 13 and 15 who report that there
are good places in their area to spend their free time, expressed
as a proportion of all children in the same age groups.

The number of children aged 11, 13 and 15 who report to feel
safe in the area where they live, expressed as a proportion of
all children in the same age groups.

The number of children aged 11, 13 and 15 who report that
students at their school participate in making the school rules,
expressed as a proportion of all children in the same age groups.

The number of children referred to the Garda Juvenile
Diversion Programme, expressed as a proportion of all children.

Areas

Child population

Family structure

Parental education level attained

Child mortality

Children and young people
with additional needs

Socio-Demographic Indicators

The number of children under 18, expressed as a proportion of
the total population.

The number of children under 18, who live in family household
units with only one parent or primary care-giver resident,
expressed as a proportion of all children.

The number of children under 18, whose parents have attained:
a) primary; b) lower secondary; c) upper secondary; and d) third
level education, expressed as a proportion of all children.

The number of deaths among children under 18, expressed as a
proportion of all children. This may be sub-divided by principal
cause of death.

The number of children under 18, registered as having an
intellectual disability, expressed as a proportion of all children.
This can be sub-divided by grade of disability: a) mild; b)
moderate; c) severe; and d) profound.

The number of children under 18, recorded as having a physical
or sensory disability, expressed as a proportion of all children.

The number of: a) children seeking asylum, alone or as part 
of a family; b) non-national children; c) homeless children; and  
d) traveller children, expressed as a proportion of all children.

All indicators may also be sub-divided by: 

a) Male, female, where appropriate
b) Age categories 0–4, 5–9, 10–14 and 15–17, where appropriate
c) Socio-economic group, where appropriate
d) Geographic location, where appropriate
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COMPREHENSIVE
This indicator set includes measures that assess well-
being across a broad range of issues such as physical
well-being, peer and social relationships, family
relationships, emotional and behavioural well-being.

CHILDREN OF ALL AGES
This indicator set includes enough measures for
children of every age, from birth through to
adolescence. For example, it includes measures such
as breastfeeding and birth weight, which relates to
infants. It also includes measures such as early
school-leaving and participation in decision-making,
which relates to older children.

CLEAR
This indicator set includes measures that are easily
and readily understood.

POSITIVE AND NEGATIVE
This indicator set includes enough negative
measures and enough positive measures of well-
being. For example, it includes measures on problem
behaviour and negative circumstances such as
binge-drinking and child abuse. It also includes
measures on pro-social behaviour and positive
circumstances such as participation in decision-
making and positive family functioning.

REFLECTIVE OF SOCIAL GOALS
Used to track our progress in meeting national goals
for child well-being such as, for example, goals to
reduce the number of early school-leavers and goals
to increase the incidence of breastfeeding and
childhood immunisations.  

OBJECTIVE AND SUBJECTIVE
This indicator set includes enough objective
measures and enough subjective measures of well-
being. For example, it includes objective measures of
well-being such as poverty and chronic health
conditions. It also includes subjective measures
based on children’s personal assessments of their
circumstances such as self-reported happiness.

WELL-BEING AND WELL-BECOMING
This indicator set includes enough measures that
look at the current well-being of children and also
includes enough measures that look at factors that
are likely to affect well-being in adult life. For
example, it includes a measure on early school
leaving, which is one of the most significant
determinants of poverty in adulthood.

STRONGLY AGREE DISAGREE STRONGLY DON’T 
AGREE DISAGREE KNOW

THE NATIONAL SET OF CHILD WELL-BEING INDICATORS
1.a The following statements are concerned with the selection criteria, which were adopted to guide

the development and selection of this indicator set. Please state the extent to which you agree or
disagree that the selection criteria was adhered to by ticking the relevant box.

1b. Please provide some feedback on your responses.

1c. Overall, how satisfied are you with the National Set of Child Well-Being Indicators?

Very satisfied Satisfied Dissatisfied Very dissatisfied
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THE DELPHI STUDY
It would be helpful for us to have some general feedback about this Study. Your comments

would be greatly appreciated.

2a. Overall, how satisfied were you with the approach taken to develop this indicator set?

Very satisfied Satisfied Dissatisfied Very dissatisfied

2b. What do you see as the main advantages in taking this type of approach?

2c. What do you see as the main disadvantages in taking this type of approach?

2d. Did you have any difficulties completing the questionnaires?

Yes

No

2e. If yes, please tell us a little about the difficulties you experienced.

2f. Are there any further comments that you would like to make?

2g. Name: 

THANK YOU FOR YOUR TIME AND ASSISTANCE.
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OVERVIEW OF MAIN DATA SOURCES 

Title: Census of the Population 

Source: Central Statistics Office (www.cso.ie)

Description: Population statistics including housing, employment, education and

family structure.

Frequency: Every five years

Title: Childcare Interim Data Set 

Source: Department of Health and Children (www.doh.ie)

Description: Statistics on children in care or at risk.

Frequency: Annual

Title: Education Welfare Board Database 

Source: National Education Welfare Board (www.newb.ie)

Description: Statistics on children absent from school twenty or more days.

Frequency: Annual

Title: European Schools Project on Alcohol and Drugs (ESPAD) Survey

Source: St. Patrick’s College, Drumcondra (www.spd.dcu.ie)

Description: European survey of the behaviours, knowledge and beliefs concerning

cigarettes, alcohol, solvents and illegal drugs among 15-year-old

children.

Frequency: Every four years

Title: European Union Survey on Income and Living Conditions (EU-SILC)

Source: Central Statistics Office (www.cso.ie)

Description: European survey on income, living conditions and basic deprivation. 

Frequency: Annual

Title: Garda Annual Report

Source: An Garda Siochana (www.garda.ie)

Description: Crime statistics including arrests and diversions to the Garda Juvenile

Liaison Programme.

Frequency: Annual

Title: Health Behaviour of School-Aged Children (HBSC) Survey

Source: National University of Ireland, Galway (www.nuig.ie)

Description: International survey of the health behaviours of 11-, 13-, and 15-year-old

children covering areas such as general health, food and nutrition, exercise

and alcohol consumption and children’s perceptions of happiness.

Frequency: Every four years

Title: Health Services National Performance Indicators  

Source: Department of Health and Children (www.doh.ie)

Description: Statistics on health and healthcare services including mental health,

child and adolescent health and child care. 

Frequency: Annual
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Title: Hospital In-Patient Enquiry (HIPE) 
Source: Economic and Social Research Institute (www.esri.ie)
Description: Statistics on hospital stays including date of birth, gender, marital status,

medical card status, diagnosis, procedure and length of stay.
Frequency: Annual

Title: Housing Needs Assessments published in the Quarterly Bulletin on 
Housing Statistics.

Source: Department of the Environment, Heritage and Local Government (www.environ.ie)

Description: Statistics on families on housing lists and homelessness.
Frequency: Every three years

Title: National Intellectual Disability Database 
Source: Health Research Board (www.hrb.ie)
Description: Statistics on those with an intellectual disability (mild, moderate, severe and

profound) in receipt of, or on a waiting list for, specialist services.
Frequency: Annual

Title: KIDSCREEN
Source: Programme of Action for Children (www.hse.ie)
Description: European survey of the Health-Related Quality of Life of 8-11-year-old and 

12-17-year-old children.
Frequency: Currently being piloted

Title: National Disease Surveillance Statistics
Source: National Disease Surveillance Centre (www.ndsc.ie)
Description: Statistics on infectious diseases and vaccinations.
Frequency: Quarterly

Title: National Perinatal Reporting System 
Source: Economic and Social Research Institute (www.esri.ie)
Description: Demographic statistics including stillbirths, perinatal and maternal deaths,

mother and father date of birth, nationality, occupation and marital status and
basic clinical information including birth weight, period of gestation, type of
feeding and congenital anomalies for every birth.

Frequency: Annual

Title: Post-Primary Pupil Database 
Source: Department of Education and Science (www.education.ie)
Description: Statistics on pupil participation and retention rates.
Frequency: Annual

Title: Programme for International Student Assessment (PISA) Survey
Source: Education Research Centre, St. Patrick’s College Drumcondra (www.erc.ie)
Description: International survey of reading, mathematics and science achievement of 

15 year-old children.
Frequency: Every three years

Title: Tuarascáil Staitistiúil
Source: Department of Education and Science (www.education.ie)
Description: Statistics on schools and examinations.
Frequency: Annual

Title: Vital Statistics 
Source: Central Statistics Office (www.cso.ie)
Description: Statistics on births, marriages, deaths.
Frequency: Quarterly


