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Background: Bullying, aggression and violence among children and young people are some of the most
consequential public mental health problems.
Objectives: The INCLUSIVE (initiating change locally in bullying and aggression through the school
environment) trial evaluated the Learning Together intervention, which involved students in efforts to
modify their school environment using restorative approaches and to develop social and emotional skills.
We hypothesised that in schools receiving Learning Together there would be lower rates of self-reported
bullying and perpetration of aggression and improved student biopsychosocial health at follow-up than in
control schools.
Design: INCLUSIVE was a cluster randomised trial with integral economic and process evaluations.
Setting: Forty secondary schools in south-east England took part. Schools were randomly assigned to
implement the Learning Together intervention over 3 years or to continue standard practice (controls).
Participants: A total of 6667 (93.6%) students participated at baseline and 5960 (83.3%) students
participated at final follow-up. No schools withdrew from the study.
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ABSTRACT

Intervention: Schools were provided with (1) a social and emotional curriculum, (2) all-staff training in
restorative approaches, (3) an external facilitator to help convene an action group to revise rules and
policies and to oversee intervention delivery and (4) information on local needs to inform decisions.
Main outcome measures: Self-reported experience of bullying victimisation (Gatehouse Bullying Scale)
and perpetration of aggression (Edinburgh Study of Youth Transitions and Crime school misbehaviour
subscale) measured at 36 months. Intention-to-treat analysis using longitudinal mixed-effects models.
Results: Primary outcomes – Gatehouse Bullying Scale scores were significantly lower among intervention
schools than among control schools at 36 months (adjusted mean difference –0.03, 95% confidence interval
–0.06 to 0.00). There was no evidence of a difference in Edinburgh Study of Youth Transitions and Crime
scores. Secondary outcomes – students in intervention schools had higher quality of life (adjusted mean
difference 1.44, 95% confidence interval 0.07 to 2.17) and psychological well-being scores (adjusted mean
difference 0.33, 95% confidence interval 0.00 to 0.66), lower psychological total difficulties (Strengths and
Difficulties Questionnaire) score (adjusted mean difference –0.54, 95% confidence interval –0.83 to –0.25),
and lower odds of having smoked (odds ratio 0.58, 95% confidence interval 0.43 to 0.80), drunk alcohol
(odds ratio 0.72, 95% confidence interval 0.56 to 0.92), been offered or tried illicit drugs (odds ratio 0.51,
95% confidence interval 0.36 to 0.73) and been in contact with police in the previous 12 months (odds ratio
0.74, 95% confidence interval 0.56 to 0.97). The total numbers of reported serious adverse events were
similar in each arm. There were no changes for staff outcomes. Process evaluation – fidelity was variable, with
a reduction in year 3. Over half of the staff were aware that the school was taking steps to reduce bullying
and aggression. Economic evaluation – mean (standard deviation) total education sector-related costs were
£116 (£47) per pupil in the control arm compared with £163 (£69) in the intervention arm over the first two
facilitated years, and £63 (£33) and £74 (£37) per pupil, respectively, in the final, unfacilitated, year. Overall,
the intervention was associated with higher costs, but the mean gain in students’ health-related quality of life
was slightly higher in the intervention arm. The incremental cost per quality-adjusted life year was £13,284
(95% confidence interval –£32,175 to £58,743) and £1875 (95% confidence interval –£12,945 to £16,695)
at 2 and 3 years, respectively.
Limitations: Our trial was carried out in urban and periurban settings in the counties around London.
The large number of secondary outcomes investigated necessitated multiple statistical testing. Fidelity of
implementation of Learning Together was variable.
Conclusions: Learning Together is effective across a very broad range of key public health targets for
adolescents.
Future work: Further studies are required to assess refined versions of this intervention in other settings.
Trial registration: Current Controlled Trials ISRCTN10751359.
Funding: This project was funded by the National Institute for Health Research (NIHR) Public Health
Research programme and will be published in full in Public Health Research; Vol. 7, No. 18. See the
NIHR Journals Library website for further project information. Additional funding was provided by the
Educational Endowment Foundation.
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Plain English summary

B

ullying, aggression and violence among young people are important mental health problems. The trial
reported here evaluated the Learning Together intervention, which involved school staff and students
collaborating on an ‘action group’ to change school rules and policies and make other changes across the
school to make it a healthier place. This included using restorative approaches (which focus on improving
relationships) rather than merely punishment-based approaches to discipline and using a classroom
curriculum aimed at fostering social and emotional skills. These aimed to reduce bullying and aggression
and to promote student health and well-being.
We compared 20 schools in south-east England that were randomly allocated to deliver the intervention
over 3 years with 20 schools continuing with existing practices. Schools were provided with an external
facilitator to help convene the action group, with all-staff training in restorative approaches and with
curriculum materials.
At the start, 6677 students (over 9 in every 10) completed questionnaires. No schools withdrew from the
study. When questionnaires were repeated 3 years later, the numbers of students reporting experience
of being bullied were significantly smaller among intervention schools than among comparison schools.
There was no evidence of a difference in the numbers of students reporting acts of aggression. Students in
intervention schools reported having higher quality of life and psychological well-being, lower psychological
difficulties and lower chances of having smoked, drunk alcohol, been offered or tried illicit drugs and been
in contact with the police in the previous 12 months. The intervention was acceptable to schools and
provided strong value for money.
Learning Together is effective across a very broad range of key public health targets for adolescents.
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Scientific summary
Background
Bullying, aggression and violence among children and young people are some of the most consequential
public mental health problems. There is clear evidence of a range of physical and mental health harms
associated with exposure to bullying and violence, including substance use, poorer long-term mental
health, suicide and self-harm, and lower educational attainment. Childhood experiences of bullying and
violence influence health and well-being both contemporaneously and well into adult life. Prevention of
bullying and violence is, therefore, a major priority for public health and education systems internationally,
with schools being a key focus of policy initiatives to improve young people’s mental health and well-being.
The INCLUSIVE (initiating change locally in bullying and aggression through the school environment) trial
evaluates the Learning Together intervention. In 2014 we developed this intervention based on the three
most promising approaches to reduce bullying and other health risks. The first approach is ‘whole-school’
interventions, which aim to modify overall school policies and systems rather than merely deliver classroombased lessons addressing bullying or other outcomes. A key element of many of these interventions appears
to be increasing student engagement with school as a social determinant of health, particularly for the
most socially disadvantaged students, who are at highest risk of poor health and educational outcomes.
The second promising approach is restorative practice. This aims to prevent and/or resolve conflicts between
students or between staff and students to prevent further harm. It enables victims to communicate the
impact of the harm to perpetrators, and for perpetrators to acknowledge and take steps to remedy this,
to avoid further harm. The third approach is social and emotional education. Evidence shows that classroom
curricula that teaches young people the skills needed to manage emotions and relationships can enhance
social relationships, improve mental health and reduce bullying.

Objectives
We hypothesised that in secondary schools randomly allocated to receive Learning Together there would
be lower rates of self-reported bullying and perpetration of aggression, and improved student and staff
secondary outcomes at follow-up compared with control schools, and that Learning Together would
be cost-effective compared with standard school practice. In this paper, we report student health and
behaviour outcomes. Data on student educational outcomes and staff outcomes will be published later
because routine administrative data will not be available until later in 2019.

Methods
Design and participants
We undertook a two-arm repeat cross-sectional cluster randomised controlled trial of Learning Together
with an integral economic and process evaluation in 40 secondary schools in south-east England, with
schools as the unit of allocation. Our study population consisted of all students in the school at the end of
year 7 (aged 11–12 years) at baseline, and at 24-month (end of year 9; aged 13–14 years) and 36-month
(end of year 10; aged 14–15 years) follow-up, as well as school teaching and teaching assistant staff at
each time point.

Intervention
School staff were offered training in restorative practices, with participants given written summaries of
the material covered in training. Schools were provided with a manual to guide them in convening and
running an action group. For the first 2 years of the intervention, schools were provided with an external
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facilitator for the action group. Schools were sent a report on student needs, which detailed the findings
from a survey of students aged 11–12 years about their attitudes to and experiences of school, and
experiences of bullying, aggression and other risk behaviours, at the end of each year (see Appendix 3).
Schools were provided with written lesson plans and slides to guide the delivery of a classroom-based
social and emotional skills curriculum.
Guided by the manual and facilitator, schools instituted action groups comprising staff and students. In the
first 2 years of the intervention, these action groups reviewed school rules and policies relating to discipline
and behaviour management so that they supported the delivery of restorative practice, and co-ordinated
intervention delivery across the school in all 3 years. The facilitator ensured that meetings were scheduled,
and attended these to ensure that the meetings were participative and focused on deciding and implementing
actions. Action groups reviewed the report of student needs to inform decisions. Schools delivered classroombased social and emotional skills education in personal, social and health education lessons and/or integrated
this into tutor time or various subject lessons (e.g. English) to students in the trial cohort as they moved through
years 8–10 (aged 12–15 years). Schools selected modules for each year, such as establishing respectful
relationships in the classroom and the wider school, managing emotions, understanding and building trusting
relationships, exploring others’ needs and avoiding conflict, and maintaining and repairing relationships.
Primary restorative practices delivered in schools in all three years involved staff using restorative language
(the respectful use of language to challenge or support behaviour in a manner that preserves or enhances
the relationship) and circle time (classes coming together to discuss their feelings and air any problems
so that these may be addressed before they escalate), underpinned by supportive schools’ rules and
policies and the social and emotional skills curriculum. Secondary restorative practices involved some staff
implementing restorative conferences (the parties to a conflict being invited to a facilitated face-to-face
meeting to discuss the incident and its impact on the victim and for the perpetrator to take responsibility
for their actions and avoid further harms).
Schools randomised to the control group continued with their normal practice and received no additional
input.

Primary outcomes
The primary outcomes were self-reported experiences of bullying victimisation and perpetration of
aggressive behaviour measured at 36 months. Bullying victimisation was assessed with the Gatehouse
Bullying Scale. Perpetration of aggressive behaviour was measured using the Edinburgh Study of Youth
Transitions and Crime school misbehaviour subscale.

Secondary outcomes
The Gatehouse Bullying Scale and the Edinburgh Study of Youth Transitions and Crime scale were assessed at
24 months as secondary outcomes. The following secondary outcomes were measured at 36 months: quality
of life (Paediatric Quality of Life Inventory), well-being (Short Warwick–Edinburgh Mental Well-Being Scale),
psychological problems (Strengths and Difficulties Questionnaire), bullying perpetration (Modified Aggression
Scale), substance use (smoking, alcohol use and illicit drug use), sexual risk behaviour (age of sexual debut
and use of contraception), use of NHS health services and contact with police.

Recruitment
We identified and contacted all potentially eligible schools in Greater London and surrounding counties
(Surrey, Kent, Essex, Hertfordshire, Buckinghamshire and Berkshire) between March and June 2014.
The 40 participating schools did not differ from the 450 non-recruited schools in school size, population,
deprivation, student attainment or value-added education. However, participating schools were more likely
to have an Office for Standards in Education, Children’s Services and Skills (Ofsted) rating of good or
outstanding.
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Eligible schools:
i. Were mainstream secondary schools within the state education system in south-east England.
ii. Had a most recent school quality rating by Ofsted of ‘requires improvement’/‘satisfactory’, ‘good’ or
‘outstanding’. Schools with an ‘inadequate/poor’ rating were excluded, as these schools are subject to
special measures that were likely to impede Learning Together delivery.

Data collection
Baseline surveys were completed March–July 2014, with 24-month follow-up in April–June 2016 and
36-month follow-up in April–June 2017. Student self-report data were collected using paper questionnaires;
students completed these in lesson time in classrooms under exam conditions facilitated by trained researchers
with teachers present but unable to read student responses. The field workers assisted students with questions
that they did not understand and ensured that students completed as much of the questionnaire as possible.
Students with mild learning difficulties or with limited command of written English were supported to complete
the questionnaires by field workers.

Process evaluation
In line with Medical Research Council guidance on complex interventions and other frameworks, the
process evaluation examined trial context, such as discipline systems, staff training, social and emotional
learning curricula and student participation in decision-making, to assess how these differed from what
was implemented in the intervention; trial fidelity; awareness (the extent to which students and staff were
aware of the intervention); and reception and responsiveness.

Economic evaluation
The economic evaluation used a cost–consequences analysis with all main outcomes and evaluated
incremental effects at 24 and 36 months since randomisation. Costs were identified from a public sector
perspective, including education, police and NHS resources. The costs of delivering the interventions were
collected from the invoices for facilitators and trainers and data from the process evaluation on school
staff time requirements. The costs of staff time spent dealing with bullying were collected from the staff
survey questionnaire, and the costs of NHS and police resource use data were collected from student
survey questionnaire and valued accordingly.

Trial registration and amendments
The trial was prospectively registered as ISRCTN10751359 with the ISRCTN registry on 30 January 2014
and accepted for publication on 30 September 2014. The protocol was amended during the trial to refine
the methods used. All amendments were approved by the independent study steering committee and
the funder of the trial (National Institute for Health Research). The only change to trial outcomes was the
addition of a measure of bullying perpetration (secondary outcome). All refinements were completed
before the 36-month surveys were collected and before any trial analyses were conducted.
This paper presents independent research funded by the National Institute for Health Research in the UK
under its Public Health Research programme (12/153/60) and the Education Endowment Foundation.

Analyses
The primary analysis of outcomes was intention to treat including all randomised schools and participants at
each wave. Each measure was analysed using a separate mixed model with the outcomes from each time
point treated as a repeated measures outcome. Fixed effects of treatment (Learning Together vs. control),
time (baseline, 24 months and 36 months) and the interaction between treatment and time were specified,
and the estimated baseline measures were constrained to be identical in the two arms of the trial.
As prespecified in the statistical analysis plan, we carried out analyses adjusted only for baseline measures
of the outcomes and the analyses adjusted for baseline measures of outcomes, sex, ethnicity and
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socioeconomic status, as well as for the school-level stratifying factors (single-sex vs. mixed-sex school,
school-level deprivation, value-added strata), as the primary analysis.
For the co-primary outcomes (Gatehouse Bullying Scale and Edinburgh Study of Youth Transitions and
Crime), mixed linear regression models with random effects at the participant and school levels were used
to estimate a mean difference in Gatehouse Bullying Scale and Edinburgh Study of Youth Transitions and
Crime scores between the two arms of the trial.

Economic analyses
The primary economic evaluation was a cost–consequences analysis. The economic analysis used general
linear mixed regression models that allow for clustering of students within schools, and including school as
a random effect variable.

Results
A total of 6667 students in the 40 participating schools provided data at baseline, with the participation
rate being 93.6% of the students on the school roll (intervention arm, 92.9%; control arm, 94.3%).

Primary outcomes
Overall Gatehouse Bullying Scale bullying scores were lower among intervention than among control
schools at 36 months (adjusted mean difference –0.03, 95% confidence interval –0.06 to 0.00; adjusted
effect size –0.08). There was no evidence of a difference in Edinburgh Study of Youth Transitions and
Crime misbehaviour/delinquency scores (adjusted mean difference –0.13, 95% confidence interval –0.43
to 0.18; adjusted effect size –0.03) between the arms; however, the direction of effect suggests a positive
effect of the intervention.

Secondary outcomes
There was no evidence of difference in the Gatehouse Bullying Scale overall score or the Edinburgh Study
of Youth Transitions and Crime misbehaviour/delinquency scores at 24 months. At 36 months, students
in intervention schools had higher quality of life (Paediatric Quality of Life Inventory adjusted effect 1.44,
95% confidence interval 0.07 to 2.17; adjusted effect size 0.14) and psychological well-being scores (Short
Warwick–Edinburgh Mental Well-Being Scale 0.33, 95% confidence interval 0.00 to 0.66; adjusted effect
size 0.07) and lower psychological total difficulties (Strengths and Difficulties Questionnaire total score
–0.54, 95% confidence interval –0.83 to –0.25; adjusted effect size –0.14) than students in control schools.
There was evidence that those in intervention schools also had lower emotional, conduct, hyperactivity and
peer problems (Strengths and Difficulties Questionnaire subscales).
Students in intervention schools had lower odds of having ever smoked regularly (odds ratio 0.58, 95%
confidence interval 0.43 to 0.80; adjusted risk difference –0.03, 95% confidence interval –0.05 to –0.01),
lower odds of having ever drunk alcohol (odds ratio 0.72, 95% confidence interval 0.56 to 0.92; adjusted
risk difference –0.03, 95% confidence interval –0.06 to –0.01) and lower odds of having ever been offered or
tried illicit drugs (odds ratio 0.51, 95% confidence interval 0.36 to 0.73). Among students in the intervention
arm who had ever smoked, there was evidence that the time since the last cigarette was longer than among
those in the control arm and, similarly, that, among those who had ever drunk alcohol, there were lower odds
of having drunk in the past week (odds ratio 0.67, 95% confidence interval 0.50 to 0.91), a lower number
of times being really drunk (odds ratio 0.57, 0.33 to 0.98) and lower odds of binge drinking (odds ratio 0.77,
95% confidence interval 0.59 to 1.00). Similarly, students in intervention schools had lower odds of having
ever been in contact with police in the past 12 months than those in control schools (odds ratio 0.74, 95%
confidence interval 0.56 to 0.97; adjusted risk difference –0.02, 95% confidence interval –0.04 to –0.00).
We found no evidence of differences in age of sexual debut or use of contraception at first sex, bullying
perpetration or use of NHS services.
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Exploratory analyses suggest that the intervention may be most effective for students with higher baseline
levels of bullying or aggressive behaviours. The intervention also had greater effects for boys in terms of
secondary psychological and behavioural outcomes, although not in terms of primary outcomes.

Process evaluation findings
Fidelity was variable, with a reduction in the fidelity of formal intervention activities in year 3. The median
fidelity score for years 1–2 (maximum possible score of 8) was 6 (interquartile range 5–7), whereas for year 3
(maximum score of 4) the median was 1 (interquartile range 0–3). In year 3, 15 schools sustained restorative
practice. Interviews with action group members and focus groups with staff in case study schools suggested
that, in year 3, schools had commonly incorporated what they regarded as the most useful action group
functions into mainstream school structures and processes. The fidelity score for year 3 was not associated
with either primary outcome. The intervention was delivered more completely when it was led by a member
of staff with sufficient authority and support to make decisions and drive delivery. In many, but not all,
cases, this was required to be a staff member on the school’s senior leadership team.
Slightly over half of staff in intervention schools were aware that the school had been taking steps to
reduce bullying and aggression, with this falling slightly between years 2 and 3.

Economic evaluation
The main time components for school staff were attending the training and curriculum delivery. We
included staff restorative practice training in intervention costs; however, staff interviews suggested that
training was not additional but part of existing training periods, suggesting that our intervention costs
may be overestimated. The mean (standard deviation) costs per school of all staff time combined were
£232,670 (£113,634) for the intervention arm and £202,405 (£103,090) for the control arm. Costs for
health service use and police contacts were similar in both arms. Overall, the intervention increased costs
and reduced bullying, leading to incremental costs per Gatehouse Bullying Scale score averted of £2352 at
36 months.

Limitations
The large number of secondary outcomes investigated necessitated multiple statistical testing. The Gatehouse
Bullying Scale is a well-established tool to measure the occurrence of bullying victimisation; it aligns with the
World Health Organization’s definition of bullying but aligns less well with some other definitions, such as
that of Olweus, which focuses on repeat victimisation and power imbalances between the perpetrator(s) and
the victim. Some aspects of the process evaluation had low response rates.

Conclusions
We present here what is, to our knowledge, the first randomised trial of restorative approaches to reduce
bullying and aggression and promote student health in schools, within a multicomponent whole-school
intervention engaging students in school decision-making, and providing restorative practice and social
and emotional skills education. Learning Together resulted in a very broad range of benefits for behaviour
and health outcomes. Learning Together reduced student reports of bullying victimisation compared with
schools continuing their standard practice. We did not identify a reduction in student reports of aggression
across the whole sample. Additionally, Learning Together appeared to have larger beneficial impacts on
a wide range of important secondary outcomes among students, ranging from improved psychological
function, well-being and quality of life, to reductions in police contact, smoking, alcohol and drug use.
We found intervention effects both in the whole sample and in those with higher levels of bullying or
aggression at baseline, implying that the intervention worked to curtail existing bullying and aggression
(secondary prevention) as well as prevent new bullying (primary prevention). The intervention may be most
effective for students with higher baseline levels of bullying or aggressive behaviours. The intervention also
had greater effects for boys in terms of secondary psychological and behavioural outcomes, although not
in terms of primary outcomes. The intervention was low cost, falling into the ‘very low cost’ category for
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school interventions according to the Educational Endowment Foundation guidance. The intervention was
feasible and acceptable to deliver, with delivery promoted by the involvement of senior staff.

Implications for research and practice
Our study adds to the evidence that whole-school approaches to preventing bullying and aggression and
promoting student health are feasible to implement and have positive effects on a range of outcomes in a
broad range of high-, middle- and low-income settings. Learning Together offers the potential for broad
improvements in behaviour and health in secondary schools and, as the first randomised controlled trial of
school-based restorative practice to our knowledge, provides strong support for further development of
restorative approaches in secondary schools. The results are important for public health policy, in that a
single, very low-cost intervention had an impact on a clustered set of outcomes of public health importance,
including bullying, mental health, well-being and quality of life, as well as the use of tobacco, alcohol and
drugs.

Trial registration
This trial is registered as ISRCTN10751359.

Funding
Funding for this study was provided by the Public Health Research programme of the National Institute for
Health Research. Additional funding was provided by the Educational Endowment Foundation.
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Chapter 1 Introduction

P

arts of this chapter have been reproduced with permission from Bonell et al.1 This article is distributed
under the terms of the Creative Commons Attribution 4.0 International License (http://creativecommons.
org/licenses/by/4.0/), which permits unrestricted use, distribution, and reproduction in any medium, provided
you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons
license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver
(http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless
otherwise stated.

Scientific background
The study protocol for this trial is available in full in Trials.1 It is presented again here. Bullying, aggression
and violence among children and young people are some of the most consequential public mental health
problems apparent today.2,3 The prevalence and harms of aggressive behaviours among young people makes
addressing these a public health priority.4–7 The World Health Organization (WHO) considers bullying to be
a major adolescent health problem, defining this to include the intentional use of physical or psychological
force against others.5,8 This includes verbal and relational aggression that aims to harm the victim or their
social relations, such as by spreading rumours or purposely excluding them.9,10 Some definitions of bullying11
emphasise that bullying refers to abuse that is committed repeatedly over time and that involves a power
imbalance between the perpetrator(s) and the victim. The prevalence of bullying among British young people
(at around 33%)12 is above the European average,13 with approximately 25% of young people reporting that
they have been subjected to serious peer bullying.14 Cyberbullying, in particular, is rapidly becoming one of
the most common forms of bullying.15 There are marked social gradients: family deprivation and school-level
deprivation increase the risk of experiencing bullying.16 Bullying most commonly occurs in schools17,18 and
prevalence varies significantly.19–22
Being a victim of peer bullying has been associated with an increased risk of physical health problems;23,24
substance use;25–28 long-term emotional, behavioural and mental health problems;29–33 self-harm and
suicide;34–36 and poorer educational attainment.37,38 Students who experience physical, verbal or relational
bullying regularly tend to experience the most adverse health outcomes.39 There has also been evidence
that childhood exposure to bullying and aggression may influence lifelong health through biological
mechanisms.23,29,40
The perpetrators of peer bullying are also at risk of a range of adverse emotional and mental health outcomes,
including depression and anxiety.13,19 Therefore, the prevention of bullying, aggression and violence is a major
priority for public health and education systems internationally,3,41 with schools a key focus of policy initiatives
to improve young people’s mental health and well-being.42 In England,43 schools have a legal obligation to
prevent bullying.
Bullying is often a precursor to more serious violent behaviours. One UK study44 of 14,000 students found
that 1 in 10 young people aged 11–12 years reported carrying a weapon, and 8% of this age group admitted
that they had attacked another with the intention of hurting them seriously. By the age of 15–16 years,
24% of students reported that they had carried a weapon and 19% had reported attacking someone with
the intention of hurting them.44 Interpersonal violence can cause physical injury and disability, and has been
also associated with long-term emotional and mental health problems. Aggression refers to behaviour that is
intended to harm, either directly or indirectly, another individual who does not wish to be harmed.45 There are
also links between aggression and antisocial behaviours in young people and violent crime in adulthood.46,47
This is thought to result from low-level provocation and aggressive behaviours in secondary schools being
educationally disruptive and emotionally harmful, and reducing educational attainments and later life chances,
and therefore leading to more overt physical aggression over time.48–50 The economic costs to society as a
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whole from bullying and violence are extremely high: the total cost of crime attributable to conduct problems
in childhood has been estimated to be about £60B per year in England and Wales.51
Reducing aggression, bullying and violence in British schools has been a consistent priority in public health
and education policies.52–54 The 2009 Steer Review50 concluded that schools’ approaches to discipline,
behaviour management and bullying prevention vary widely and are rarely evidence based, and that
further resources and research are urgently needed. There is, therefore, a pressing need to determine
which interventions are effective in addressing bullying and aggression in schools, and to scale up such
interventions to local and national school networks.

Whole-school-based interventions
A number of systematic reviews have assessed school-based interventions to address bullying and aggression.
Interventions that promote change across school systems and address different levels of school organisation
(i.e. ‘whole-school’ or ‘school environment’ interventions) are particularly effective in reducing victimisation
and bullying in comparison with curriculum interventions.55–57 ‘Whole-school’ or ‘school environment’
interventions are interventions that modify the systemic operations of schools, and they have been shown to
have an impact on a range of health outcomes and risk behaviours.57 A key element of these interventions
appears to be increasing student engagement with school, particularly the most socially disadvantaged
students, who are at the highest risk of poor health and educational outcomes.58,59 Two trials have found
that such approaches are associated with reductions in risk behaviours, including violence and antisocial
behaviour.60,61
The effectiveness of such interventions may be attributable to the way that they address bullying as a
systemic problem meriting an ‘environmental solution’, rather than an individual student issue.55 Wholeschool interventions are also inherently universal in their reach and are likely to provide a cost-effective
and non-stigmatising approach to preventing bullying.56 This is in keeping with other evidence from the UK
and internationally, which shows that schools promote health most effectively when they are not treated
merely as sites for health education, but also as physical and social environments that can actively support
healthy behaviours and outcomes.62,63
Thus, these school environment interventions take a ‘socio-ecological’64 or ‘structural’65 approach to promoting
health, whereby behaviours are understood to be influenced not only by characteristics of individuals, but also
by the wider social context. A recent National Institute for Health Research (NIHR)-funded systematic review
on the health effects of the school environment found evidence from observational and experimental studies
that modifying the way in which schools manage their ‘core business’ (teaching, pastoral care and discipline)
can promote student health and potentially reduce health inequalities across a range of outcomes, including
reductions in violence and other aggressive behaviours.63 Other outcomes that are improved by school
environment interventions can include mental health and physical activity and reduced substance use,
including alcohol, tobacco and drugs.63
School environment interventions, therefore, are likely to be one of the most efficient ways of addressing
multiple health harms in adolescence owing to their potential for modifying population-level risk as well
as their reach and sustainability.63 Multiple risk behaviours in adolescence are subject to socioeconomic
stratification, and are strongly associated with poor health outcomes, social exclusion, educational failure,
and poor mental health in adult life.66 A recent King’s Fund report, Clustering of Unhealthy Behaviours
Over Time, emphasised the association of multiple risk behaviours with mortality and health across the
life-course, and the policy importance of reducing multiple risk behaviours among young people through
new interventions that address their common determinants.67

2
NIHR Journals Library www.journalslibrary.nihr.ac.uk

DOI: 10.3310/phr07180

PUBLIC HEALTH RESEARCH 2019 VOL. 7 NO. 18

The INCLUSIVE (initiating change locally in bullying and aggression through the school environment) trial aims
to evaluate the Learning Together (LT) intervention. This has been particularly informed by two international
evidence-based school environment programmes. The first is the Aban Aya Youth Project (AAYP),61 a
multicomponent intervention enabling schools to modify their social environment as well as delivering a social
skills curriculum. This approach was designed to increase social inclusion by ‘rebuilding the village’ within
schools serving disadvantaged, African American communities. To promote whole-school institutional change
at each school, teacher training was provided and an action group (AG) was established (comprising both
staff and students) to review policies and prioritise the actions needed to foster a more inclusive school
climate. Among boys, the intervention was associated with significant reductions in violence and aggressive
behaviour.61 The intervention also brought benefits in terms of reduced sexual risk behaviours and drug use,
as well as provoking behaviour and school delinquency. Second, the Gatehouse Project60,68 in Australia also
aimed to reduce health problems by changing the school climate and promoting security, positive regard and
communication among students and school staff. As with the AAYP, an AG was convened in each school,
facilitated by an external ‘critical friend’ and informed by data from a student survey, alongside a social and
emotional skills curriculum. A randomised controlled trial (RCT) found consistent reductions in a composite
measure of health risk behaviours, which included violence and antisocial behaviour.

Process evaluation of whole-school health interventions
Most evaluations of interventions taking a whole-school approach to preventing violence and promoting
health in schools examine outcomes rather than processes.63,69 The process evaluation of the Gatehouse
Project, which greatly informed LT, found that school staff perceived the various components (needs survey,
action team, external facilitator) to function synergistically. Although specific actions varied between schools,
these were completed with good fidelity. Implementation was facilitated by supportive school management
and the broad participation of staff and students.70,71 However, this evaluation did not attempt to assess
systematically how the completeness of the implementation might have been influenced by schools’
baseline social climate.
The Healthy School Ethos intervention was also informed by the Gatehouse Project and included several
elements similar to LT, but without a curriculum or any restorative practice elements.72,73 Using a structured
process modelled closely on the Gatehouse Project, it aimed to enable schools involved in pilots in south-east
England to carry out locally determined actions to increase students’ sense of security, positive self-regard,
and communication with staff and students. The intervention provided an external facilitator, survey data
on student needs and training, and enabled schools to convene action teams to determine priorities and
ensure delivery. Students and staff co-revised rules for appropriate conduct and revised policies on bullying
and student feedback. Staff were trained to improve classroom management. Process evaluation reported
that the intervention was delivered with good fidelity. Locally determined actions (e.g. peer-mediators) were
generally more popular than mandatory actions. Implementation was more feasible when it built on aspects
of schools’ baseline ethos and when someone on the senior leadership team (SLT) led actions. Student
awareness of the intervention was high. Student accounts suggested that benefits might arise as much
from participation in intervention processes, such as rewriting rules, as from the effects of subsequent
actions. Some components reached a large proportion of students.72,73
Before the current Phase III trial, the LT intervention had been piloted in four schools.74 Overall, school staff
members were consistently supportive. Although some schools were already deploying some restorative
approaches, the intervention was nonetheless attractive because it enabled restorative practices to be
delivered more coherently and consistently across the school. The adaptability of the intervention, in
contrast to overly prescriptive, ‘one-size-fits-all’ interventions, was also a strong motivating force and a
source of acceptability to school managers. Staff valued the ‘external push’ that was provided by the
external facilitator. The intervention was highly acceptable to school staff because of its fit with national
policies and school metrics focused on attendance and exclusions. Some staff reported that it took time
for them to understand how the various intervention components joined up, and this could have been
better explained from the outset. Staff were positive about sustainability, with some reporting that
activities would continue after the pilot was completed.
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Regarding particular components, staff reported that the needs assessment report allowed them to see the
‘big picture’ and identify priorities, but some suggested that the needs assessment could also feel too
‘negative’ at times, especially among established staff, who sometimes viewed this as a reflection on their
work at the school. Negative aspects of the needs report could also present problems for schools, because
if they were inspected by the Office for Standards in Education, Children’s Services and Skills (Ofsted)
they would be expected to share the results with the inspectors. As with the HSE (Healthy School Ethos)
evaluation, AGs were viewed positively, and it was suggested that student participation may be an active
ingredient in improving relationships and engagement across the school, particularly when these involved
students who might be less committed to school and might be involved in antischool peer groups. Again,
the presence of a SLT member on the group was seen as critical to driving actions forward. The training,
however, was more critically received, with many staff suggesting that this was too didactic and contained
too few examples from secondary schools. All schools successfully implemented the curriculum, welcoming
its flexibility whereby modules could be implemented using the newly provided or existing materials. The
pilot lacked a large enough sample to examine how implementation and processes might vary across a
range of different school contexts, and focused only on the first year of implementation, so it could not
examine the processes by which the intervention might become normalised within schools’ institutional
policies and practices and be sustained once external facilitation is withdrawn.

Restorative justice
The INCLUSIVE trial extends the AAYP and Gatehouse interventions by including a ‘restorative justice’
approach. The Steer Review50 in 2009 called for English schools to consider adopting more restorative
approaches to preventing bullying and other aggressive behaviour to help minimise the harms associated
with such problems. The central tenet of such approaches is repairing the harms caused to relationships
and communities by criminal behaviour, rather than merely assigning blame and enacting punishment.
Such approaches have now been adapted for use in schools and can operate at a whole-school level,
informing changes to disciplinary policies, behaviour management practices, and the way in which staff
communicate with students in order to improve relationships, reduce conflict and repair harm.
Restorative practice aims to prevent and/or resolve conflicts between students or between staff and students
to prevent further harms.75 It enables victims to communicate the impact of the harm to perpetrators, and
for perpetrators to acknowledge and take steps to remedy this in order to avoid further harms. Restorative
practice can involve methods to prevent incidents (e.g. ‘circle-time’, which brings students together with
their teacher during registration periods or other lessons to maintain good relationships) and/or to resolve
incidents (e.g. ‘conferencing’, bringing together relevant staff, students, and, where necessary, parents and
external agencies such as police or social services). Restorative practice aims to prevent the occurrence or
continuation not only of bullying but also of other forms of aggression and classroom disruption. Restorative
practice can be delivered instead of, or alongside, more traditional punitive discipline.76
The theoretical basis for restorative approaches has much in common with the theory of human
functioning and school organisation.59 It is theorised that the process of students coming together,
discussing the harm, and working towards a reparative plan develops perpetrators’ competency through
accepting responsibility for the actions and contributing to a reparative solution, and develops offenders’
understanding of the realities of others. Victims are also empowered in this process as they become an
active participant in the decision-making process, and the acknowledgement of the offenders’ ability to
offer some healing to the victim (e.g. via an apology or carrying out a sanction) gives dignity to both
parties. This resonates with the ideas of improving relationships as well as promoting practical reasoning
and sense of connection to school. By eliciting accountability for the harm caused to the victim and the
school community and negotiating a plan for restitution, the young person is encouraged to reclaim an
identity as a participant of the school community, not a peripheral outsider.76 Through this process,
the young people involved develop relational competency, and enhance their relationships with staff and
other students by improving their ability to empathise and communicate effectively. Restorative approaches
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might indeed be particularly suitable for ‘alienated’ student offenders as they are given the opportunity
to develop the necessary competencies to participate as a responsible member of the school community
from which previously they might have felt excluded.77 It may also be particularly helpful for female young
people, as gender theory suggests that female adolescent identity is often based within a framework of
relationship and connection. Thus, application of the principles of restorative approaches becomes a
natural adjunct to the therapeutic process of self-identity and growth.77
However, to date, restorative approaches in schools have been evaluated using only non-randomised
designs, and systematic reviews have called for more rigorous evaluations of restorative practice in schools.78
Those studies that have been carried out do suggest that the restorative approach is promising both in the
UK79–81 and internationally,82–84 particularly when implemented at the whole-school level. For example, in
England and Wales, the Youth Justice Board evaluated the use of restorative approaches at 20 secondary
schools and six primary schools, and reported significant improvements in students’ attitudes to bullying and
reductions in offending and victimisation in schools that adopted a whole-school approach to restorative
practice. Restorative approaches thus appear to have the potential to complement school-environment
interventions such as Aban Aya and the Gatehouse Project. They offer a highly promising way forward for
reducing aggressive behaviours among British young people. A 2009 Cochrane review85 found no RCTs of
interventions employing restorative approaches to reduce bullying in schools and recommended that this be
a priority for future research.
Process evaluations report positive results in terms of feasibility and acceptability of restorative practices in
schools. In New Zealand,86 case studies of five secondary schools and colleges found that all teachers valued
restorative practice and felt that it was a good strategy for managing misbehaviour. In a pilot in London
schools,87 students in schools that had implemented restorative practice reported that their school was doing
a good job of stopping bullying. Teachers reported that most restorative meetings were effective at addressing
bullying, gossiping, and disagreements between students and teachers.
Common challenges reported in process evaluations of restorative practice in schools include consistency
in the way restorative practice is implemented.82,88,89 Evaluations also suggest that restorative practice is
implemented most successfully when it is delivered as part of a whole-school approach, when a positive
ethos has been established, and when one-to-one problem-solving skills (e.g. listening and responsibility)
have been introduced into the curriculum.90,91

Social and emotional education
Social and emotional education aims to educate students not merely academically but using non-cognitive
social skills and emotional self-management skills to enable young people to function at school and in
other areas of life and to develop resilience or ‘grit’. There was evidence that classroom curricula that
teaches young people the skills needed to manage their emotions and relationships can enhance social
relationships, improve mental health and reduce bullying.92 Many whole-school interventions, including
the Aban Aya93 and Gatehouse60 interventions, also include social and emotional education elements,
the intention being that these act synergistically with other components, helping students to take part in
intervention activities within and beyond the classroom.

Objectives and hypotheses
In 2014, we developed the LT intervention, which aimed to modify the school environment by involving
students, building better relationships, using restorative approaches, and developing social and emotional
skills to reduce a range of risk behaviours including bullying and aggression.74 The intervention combined
AGs of staff and students to modify the whole-school environment; training for staff to implement
restorative approaches; and a social and emotional skills curriculum. These components were intended to
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address school- and individual-level determinants of bullying and aggression and to be synergistic with one
another: the AG ensuring that schools took a whole-school approach to restorative practice and the social
and emotional skills curriculum enabling students to participate actively in AGs and restorative practices.
A pilot cluster RCT in eight schools met all of the prespecified feasibility and acceptability criteria.74
We report here the findings of a full-scale cluster RCT of LT (the INCLUSIVE trial).
We hypothesised that in secondary schools randomly allocated to receive LT there would be lower rates of
self-reported bullying and perpetration of aggression among students aged 14–15 years at the 36-month
follow-up.
We hypothesised that at the 36-month follow-up student and staff secondary outcomes would be improved
in intervention compared with control schools. More specifically, we expected improvements in students’
quality of life (QoL), well-being, psychological function and attainments; reductions in school exclusion and
truancy, substance use, sexual risk, NHS use and police contacts among students; and improvements in staff
QoL and attendance and reductions in staff burn-out.
We hypothesised that individual-level student socioeconomic status (SES), sex, and school-level stratifying
factors (single-sex vs. mixed-sex school, school-level deprivation, and value-added strata) would moderate
the effectiveness of the intervention for student outcomes.
We also hypothesised that LT would be cost-effective compared with standard school practice in terms of
student quality-adjusted life-years (QALYs) and costs.
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Chapter 2 Methods

P

arts of this chapter have been reproduced with permission from Bonell et al.1 This article is distributed
under the terms of the Creative Commons Attribution 4.0 International License (http://creativecommons.
org/licenses/by/4.0/), which permits unrestricted use, distribution, and reproduction in any medium, provided
you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons
license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver
(http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless
otherwise stated.

Trial design
We undertook a two-arm repeat cross-sectional cluster 1 : 1 RCT of the LT trial with an integral economic
and process evaluation in 40 secondary schools in south-east England, with schools as the unit of allocation.1
Our study population consisted of all students in the school at the end of year 7 (aged 11–12 years) at baseline,
and at 24-month (end of year 9; aged 13–14 years) and 36-month (end of year 10; aged 14–15 years)
follow-up, as well as school teaching and teaching assistant staff at each time point.

Refinements to the trial informed by the pilot
The changes made to the trial informed by the pilot included:
l

l
l
l
l

l
l

identifying the Gatehouse Bullying Scale (GBS) and Edinburgh Study of Youth Transitions and Crime
(ESYTC) school misbehaviour subscale as primary outcomes of bullying victimisation and perpetration of
aggressive behaviours, respectively
including validated measures of drug use, sexual behaviour and educational attendance and attainment
as additional secondary outcomes
including all ‘state’ schools in the recruitment pool of schools to reflect the overall population profile of
schools in south-east England
using existing school networks to facilitate timely recruitment
using revised timetabling – project initiation in February of the preceding school year, surveys of staff
and students to be conducted in the summer term each year, timetabling of intervention and staff
training to be undertaken prior to September school-year start
enhancing quantitative data on intervention fidelity, including structured independent assessments of
intervention delivery
undertaking an economic evaluation to use the Child Health Utility 9D (CHU9D) scale and to be
supplemented with a cost–consequences analysis.

Refinements to the trial after commencement
During the development of the trial, the following changes to the protocol were made:
l

l

A meaure of bullying perpetration (the Modified Aggression Scale Bullying subscale) was included
after the baseline survey as we elected to add a measure of bullying perpetration as well as one
of victimisation.
We included administrative documents (e.g. minutes, attendance sheets, training satisfaction feedback)
in our assessment of trial arm fidelity to provide us with a wider range of quantifiable data.
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The protocol was amended during the trial to refine the methods used. All amendments were approved
by the independent study steering committee and the funder of the trial (NIHR). The only change to trial
outcomes was the addition of a measure of bullying perpetration (secondary outcome). All refinements
were completed before the 36-month surveys were collected and before any trial analyses were conducted.

Participants
The INCLUSIVE trial was a universal intervention aimed at all 11- to 16-year-olds in participating secondary
schools in England. Although the intervention was expected to have effects on the whole school, our study
population consisted of students at the end of year 7 (aged 11–12 years) at baseline and at the end of year
10 at the 36-month follow-up (aged 14–15 years), as well as all school teaching and teaching assistant staff.
This year group should have experienced the intervention for 3 years, including the classroom curriculum for
years 8–10. All students in the school in that year and all teaching staff were surveyed at each time point,
not only those who participated at baseline.

Eligibility criteria for participants
Participant eligibility was assessed at the school level. Eligible schools were:
l

l

Secondary schools within the state education system (including community, academy or free schools,
and mixed- or single-sex schools) in south-east England. We took the widest definition of a ‘state
school’ and excluded only private schools, schools exclusively for those with learning disabilities and
pupil referral units. The last two were excluded as the INCLUSIVE study was unlikely to be appropriate
for their populations.
Schools whose most recent school quality rating by Ofsted was ‘requires improvement’/‘satisfactory’ or
better. Schools with an ‘inadequate’/‘poor’ rating were excluded, as these schools would be subject to
special measures that were likely to impede LT delivery.

Eligible schools were approached initially by letter and e-mail, with a telephone follow-up, complying with
good practice and research governance for undertaking studies within the education system.
As the intervention was delivered at the whole-school level, there were no specific eligibility criteria for
students, although parents who did not want their child to participate in the surveys were able to opt out
on behalf of their child.

Settings and locations
Schools were recruited between March and June 2014 from secondary schools in Greater London and
the surrounding counties (Surrey, Kent, Essex, Hertfordshire, Buckinghamshire and Berkshire) that had a
maximum travel time of 1 hour from the study centres in London. To aid recruitment, we partnered with
existing school networks, such as the University College London (UCL) Partners Schools Network and the
Institute of Education Teaching Schools, and schools that are part of our collaborating schools network,
Challenge Partners. We approached approximately 500 eligible schools, initially by letter and e-mail and
with a telephone follow-up.
The 40 participating schools did not differ from 450 non-recruited schools in terms of school size, population,
deprivation, student attainment or value-added education. However, participating schools were more likely
to have an Ofsted rating of good or outstanding (see Appendix 1, Table 26).
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Intervention
The INCLUSIVE trial involved 2 years of externally facilitated intervention and a final year without external
facilitation. The LT intervention was intended principally to augment, rather than to replace, existing
activities (e.g. training and curricula) in intervention schools. However, it was intended to replace existing
non-restorative disciplinary school policies and practices when the AG deemed restorative approaches
more appropriate. The intervention logic model is shown in Appendix 1 (see Figure 6).
Below we describe the intervention informed by the TIDieR (Template for Intervention Description and
Replication) checklist for better intervention reporting.94 Fidelity assessment is described under process
evaluation, the product of which is presented in our results.

Learning Together
Theory of change
Informed by Markham and Aveyard’s59 theory of human functioning and school organisation, the
intervention’s theory of change suggests that for young people to choose healthy behaviours over risky
behaviours, such as bullying, aggression or substance use, they must possess the autonomy, motivation and
reasoning ability to make informed decisions. These capacities and goals are theorised as facilitated by
increased engagement with education (the school’s ‘instructional order’) and connection to the school
community (the school’s ‘regulatory order’). It is theorised that schools can increase such engagement by
improving relationships between students and teachers, between different groups of student and between
academic education and broader student development, as well as by reorienting learning and teaching,
discipline, social support, and school management and organisation so that these centre on student needs
and view conflict as an opportunity for learning. The intervention aims to strengthen relationships between
and among staff and students through the use of primary (preventing conflict) and secondary (preventing
the escalation of conflict) forms of restorative practice, and by enabling staff and students to work together
on an AG co-ordinating intervention delivery in each school (see Appendix 1, Figure 6). AGs also aim to
enable student participation in decision-making. Restorative practice aims to increase students’ active
participation in discipline systems. A social and emotional skills curriculum delivered in classrooms aims to
promote student autonomy and reasoning ability, and to facilitate student participation both in AGs and in
restorative practice.

Materials
Schools allocated to receive the intervention were provided with various resources. School staff were offered
training in restorative practices, with participants given written summaries of the material covered in training.
Schools were provided with a manual to guide the convening and running of an AG. For the first 2 years of
the intervention, schools were provided with an external facilitator for the AG. Schools were sent a report on
student needs detailing findings from a survey of students aged 11–12 years about their attitudes to and
experiences of school, and their experiences of bullying, aggression and other risk behaviours (see Appendix 3).
Schools were provided with written lesson plans and slides to guide delivery of a classroom-based social and
emotional skills curriculum.

Procedures
Training was given to all staff, and in-depth training was given to selected staff, including training in
formal ‘conferencing’ to deal with more serious incidents.
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Action groups
Action groups were required to include, at a minimum, six students from the intervention classes (year 7 at
the start of the intervention) and six members of staff, including at least one from the senior management
team and one member of each of the teaching, pastoral and support staff. Having a member from specialist
health staff, such as the school nurse and/or local child and adolescent mental health services staff, was
desirable but optional. The AG was required to meet at least six times per school year (approximately
once every half-term), and was tasked with developing action plans to co-ordinate the delivery of the
intervention outputs:
l
l
l
l

reviewing and revising school rules and policies relating to discipline, behaviour management and
staff-student communication to incorporate restorative principles
implementing restorative practices throughout the school to prevent and respond to bullying
and aggression
additional tailored actions to address local priorities
delivering the social and emotional skills curriculum for years 8–10.

The facilitator ensured that meetings were scheduled, and attended these to ensure that the meetings
were participative and focused on deciding and implementing actions. These actions were informed by
findings about their students’ experiences of bullying, aggression and the school environment from our
baseline survey (conducted before randomisation) and from a 12-month survey of students at the end of
year 8 (aged 12–13 years) in intervention schools only, as well as from the 24-month trial survey. In year 3,
facilitation was to be internally led by the AG’s chairperson, usually a SLT member or another experienced
staff member. External facilitation in the first 2 years was theorised to be important to enable schools
to initiate changes and particularly to empower students to participate in decisions. In year 3, schools
were expected to facilitate implementation internally so that the trial could assess whether or not the
intervention could be sustained by schools in the absence of an external facilitator.

Social and emotional learning curriculum
Schools delivered classroom-based social and emotional skills education in ‘stand-alone’ lessons, for
example ‘personal, social and health education’ (PSHE) lessons, and/or integrated it into tutor time or
various subject lessons (e.g. English) to students in the trial cohort as they moved through years 8–10
(aged 12–15 years). They received 5–10 hours of teaching and learning per year on restorative practices,
relationships, and social and emotional skills based on the Gatehouse Project curriculum.60
Schools selected modules for each year from establishing respectful relationships in the classroom and the
wider school; managing emotions; understanding and building trusting relationships; exploring others’
needs and avoiding conflict; and maintaining and repairing relationships.

Restorative practice
Primary restorative practices delivered in schools in all three years involved staff using restorative language
(the respectful use of language to challenge or support behaviour in a manner that preserves or enhances
the relationship) and circle time (classes coming together to discuss their feelings and air any problems so
that these may be addressed before they escalate) underpinned by supportive school rules and policies and
the social and emotional skills curriculum. Circle time takes place in an informal setting, and is overseen by
a member of staff; it provides an opportunity for a class to discuss their relationships in the open. It could
be undertaken during registration periods or other lessons and aims to maintain good relationships, or
deal with specific problems, as well as making the whole class aware of the issues and responses ongoing.
Secondary restorative practices involve some staff implementing restorative conferences (the parties to a
conflict being invited to a facilitated face-to-face meeting to discuss the incident and its impact on the victim
and for the perpetrator to take responsibility for their actions and avoid further harms). Conferencing was
suggested for use in more serious incidents; this is a more ‘one-on-one’ practice of restorative justice, which
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brings together relevant staff, students, parents and, where necessary, external agencies to discuss ongoing
issues between students.

Training
Staff training was implemented to ensure that teachers understood the necessary skills to engage in
restorative practice. Training was provided by trainers accredited by the UK’s Restorative Justice Council.
Each school had its own named facilitator, who was a freelance consultant with experience of school
leadership or organisational change, co-ordinated by a lead facilitator who trained them in the intervention
theory and methods. AGs comprised at least six staff members (including one member of the school’s SLT
and one member of the school’s teaching, student support and administrative staff) and at least six students
from each school, led by a member of the school’s SLT with support from the external facilitator in the first
two years of the intervention but not in the third year. All of these staff attended the all-staff training and
some attended the in-depth training. Staff who received basic training in restorative practice implemented
this in the form of the use of restorative language and circle time. In addition, 5–10 staff members at each
school who received in-depth training in restorative practice implemented this in the form of restorative
conferences. The curriculum was delivered by teachers who specialised either in PSHE or in other subjects
guided by lesson plans.

Modes of delivery
All intervention components were delivered face to face.

Location
All components were delivered on school premises.

Dose
Training occurred in the first year of intervention, comprising half a day for all staff plus in-depth 3-day
training for 5–10 staff members at each school. AGs met six times per year in all 3 years. Restorative
practices were delivered as frequently as required in each school. In their curriculum, students received
5–10 hours of teaching per year.

Planned adaptations
The intervention enabled local tailoring, informed by the needs survey and other local data sources. AGs
ensured that implementation in their school was appropriate to local needs as identified by members and
the survey of student needs. This included ensuring that revisions to policies and rules built on existing
work, deciding which curriculum modules to deliver in each year, and implementing locally decided actions
aiming to improve relationships and student participation (e.g. cascading restorative practice training to
staff who had not attended or to student peer mentors).

Unplanned modifications
There were no unplanned modifications.
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Comparator: control schools
Schools randomised to the control group continued with their normal practice and received no additional
input. The sample of schools was spread over a wide geographical area and there were no cases in which
intervention and control schools were near one another. Head teachers and a small number of staff in control
schools were aware that the school was participating in a trial that was described as the INCLUSIVE trial.
These individuals were not informed that the name of the intervention was LT and were not informed about
the detailed contents of the intervention during recruitment. It is therefore unlikely that schools in the
intervention and control arms would have shared information about the intervention.

Assessment and follow-up
Assessment of effectiveness
Student primary and secondary outcomes were assessed at 36 months, at the end of year 10 (when the
students were aged 14–15 years), with a baseline survey having been undertaken at the end of year 7
(when the students were aged 11–12 years). Staff secondary outcomes were also assessed at 36 months.
Additional student and staff surveys were conducted at 24 months to assess intervention process and
intermediate outcomes to be used in the mediation analysis. Student surveys were conducted in exam
conditions in schools, maximising privacy. The questionnaires used to collect these data can be found in
full in the supplementary material (see Report Supplementary Material 1).
All students in the school in that year and all teachers and teaching assistant staff were surveyed at
each time point, not only those who participated at baseline. Paper-based questionnaires were completed
confidentially in a 45-minute class session devoted to that purpose. Field workers supervised the class as
they completed the questionnaire, with the teacher present (for disciplinary purposes) but unable to see
the questionnaires. The field workers assisted students with questions that they did not understand and
ensured that the students completed as much of the questionnaire as possible. Students with mild learning
difficulties or with limited command of written English were supported by field workers to complete the
questionnaires.
We assessed the potential for measurement error and bias by asking the students completing surveys if
their responses to questionnaires were completely truthful. We asked students in intervention schools
involved in qualitative interviews whether or not their reporting (as opposed to their experience) of bullying
and aggression might have been affected by the intervention.
Staff data were often collected on the same days as student data. However, owing to the busy nature of
their work, staff questionnaires were often left at the school to be done in private time, and then mailed
back to the study team. Staff were allowed to fill in their questionnaires in the staff breakroom, or to take
them home to fill in.

Data management
The study centre received class lists for each school in advance of each survey. Participants were allocated a
unique identifier (ID) prior to each survey and this ID was recorded on the questionnaire. All questionnaires
were anonymous. Questionnaires were completed in classrooms and completed questionnaires were collected
in schools on the day of the survey. If a participant was not in school on the day of the survey, a questionnaire
was left at the school for them to complete later and was returned to the study centre by post. Completed
questionnaires were transported from the school by study personnel to the study centre, where they were
stored in a locked room.
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Questionnaires were then securely transported for data entry by a third party, where they were doubleentered into a database by trained personnel. Each questionnaire was checked at the time of data entry
for any handwritten comments. Questionnaires with any additional text, regardless of content, were
scanned, and password-protected scans were sent to the study team for safety reporting assessment.
Electronic data generated from data entry were transferred via password-protected secure FTP and stored
on secure servers at the London School of Hygiene & Tropical Medicine (LSHTM).
Following data entry, questionnaires were securely transported to the LSHTM Clinical Trial Unit (CTU) for
archiving. An inventory of all questionnaires was maintained by LSHTM CTU.
Electronic data generated from data entry were transferred via password-protected secure FTP and stored
on secure servers at LSHTM. Relevant trial documentation will be kept for a minimum of 15 years after
study completion.

Ethics arrangements
The trial was approved by the UCL Ethics Committee (reference 5248/001). Ethics arrangements were
informed by recent guidance on ethical issues in cluster RCTs.

Informing participants
Details of the research, including the possible benefits and risks, were provided to schools through written
information and personal meetings and were provided to student participants through age-appropriate
written information.

Consent
Written, informed consent was obtained at school level (chairperson of governors; head teacher) for
random allocation and for the intervention, and at the individual student, staff and intervention facilitator
level for data collection. For students, written age-appropriate information sheets were provided in class
2–4 weeks before the baseline survey, together with oral explanation by teachers. Written consent was
required from all participating young people, which was collected immediately before conducting the
baseline survey. Young people were also asked to take home written information sheets for their parents.
Parents who did not want their child to participate were asked to notify this opt-out in writing using a
prepared form. This ‘opt-out’ consent is standard practice in trials in secondary schools and was used in
our pilot study, proving acceptable to schools, young people and families. Only < 1% of parents exercised
an opt-out.
Information sheets and consent forms for student surveys were identical in intervention and control schools
and did not refer to the intervention. Parents were informed about the study and could withdraw their
children from research activities.

Duty of care and confidentiality
The researchers were experienced with the specific ethical issues involved in undertaking research with young
people and other vulnerable participants. All work was carried out in accordance with the requirements of
the Data Protection Act 1998.95 Data storage and IT (information technology) systems were secure. All
information remained confidential within the research team, except when child protection issues were raised.
We consulted with a child protection social worker to define the issues that would prompt an exemption.
The chief investigator, Russell Viner, as a paediatrician with training in child safeguarding, oversaw actions
when safeguarding concerns were raised, and sought further advice, when necessary, from appropriate
authorities. We followed Economic and Social Research Council ethics guidance and sought research ethics
approval from the appropriate bodies. We also sought policy approval from local authorities related to each
participating school.
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METHODS

Ethics review
Approval for the study was sought and obtained from the research ethics committees of the two lead
universities, LSHTM and UCL. Our trial complied with the Economic and Social Research Council research
ethics framework.

Assessment of harms
There were no anticipated risks to participants or to schools. However, as with all interventions, there may
have been unanticipated risks. Harms were assessed by examining outcomes at 24 and 36 months. An
independent Data Monitoring Committee (DMC) examined any potential harms at 24 months. If any major
harms were detected, the DMC was to inform the Trial Steering Committee (TSC), which would decide
what action should be taken.

Outcomes
Primary outcomes
Outcomes were collected by a research team (led by RV) independent of the intervention team. The primary
outcomes were self-reported experience of bullying victimisation and perpetration of aggression measured
at 36 months. The questionnaires used to collect these data can be found in full in Report Supplementary
Material 1.
l

l

Bullying victimisation was assessed with the GBS, a 12-item validated96 self-report measure of being the
subject of teasing, name-calling or rumours, being left out of things, and receiving physical threats or
actual violence from other students within the previous 3 months. The questions and responses were
worded to ensure that these assessed bullying occurring either face to face or online. Students reported
the frequency of and upset related to each experience. Items were summed to make a total bullying
score (higher scores represented more frequent upsetting bullying, with a maximum score of 3).
Perpetration of aggressive behaviour was measured using the ESYTC school misbehaviour subscale,
a 13-item scale measuring self-reported aggression towards students and teachers. Each item was
coded as occurring hardly ever or never, less than once per week, at least once per week, or most days.
Items were summed to provide a total score, with higher scores indicating greater aggressive behaviour
(maximum score of 39).97

Secondary outcomes
The GBS and ESYTC outcomes were measured at 24 months as secondary outcomes. In addition, we
measured the following at 24 and 36 months.

Student-level self-report outcomes
These were measured through student survey self-reports.

Quality of life
The Paediatric Quality of Life Inventory (PedsQL) version 4.0 was used to assess overall QoL. The 30-item
PedsQL has been shown to be a reliable and valid measure of QoL in normative adolescent populations.98
It consists of 30 items representing five functional domains – physical, emotional, social, school and
well-being – and yields a total QoL score, two summary scores for ‘physical health’ and ‘psychosocial
health’, and three subscale scores for ‘emotional’, ‘social’ and ‘school’ functioning.

Health-related quality of life
The CHU9D, a validated, age-appropriate measure of students’ health-related quality of life (HRQoL),99 was
used to inform the economic evaluation.
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Psychological function and well-being
The Strengths and Difficulties Questionnaire (SDQ)100 is a brief screening instrument for detecting
behavioural, emotional and peer problems and prosocial strengths in children and adolescents. It is brief,
quick to complete and validated in national UK samples.
The Short Warwick–Edinburgh Mental Well-Being Scale (SWEMWBS)101 is a seven-item scale designed to
capture a broad concept of positive emotional well-being, including psychological functioning, cognitiveevaluative dimensions, and affective-emotional aspects, with a total ‘Well-Being Index’ generated.

Risk behaviours
Substance use
Smoking, alcohol use and illicit drug use were assessed. Validated age-appropriate questions were taken
from national surveys102 and/or previous trials were used in order to assess smoking (smoking in previous
week; ever smoked regularly), alcohol use (use in previous week; number of times really drunk; binge
drinking) and illicit-drug use (last month; lifetime use).

Sexual risk behaviours
Age of sexual debut and use of contraception at first sexual encounter were examined with measures
used in the RIPPLE trial.103 We consulted with schools about the acceptability of asking these questions at
follow-up (year 10).

The Modified Aggression Scale Bullying subscale (Cronbach’s alpha = 0.83)
This measure came from the Centers for Disease Control and Prevention’s guidance document on bullying
measures.104 It includes a five-item scale assessing the level of bullying perpetration (last 3 months).

Use of NHS services
Self-report use of primary care, accident and emergency, or other service in the previous 12 months.

Contact with police
This was assessed using self-report of whether the young person had been stopped, told off or picked up
by the police in the previous 12 months.

Demographic information
Sex and ethnicity
Student self-report.

Socioeconomic status: the Family Affluence Scale
The Family Affluence Scale (FAS) was developed specifically to describe the SES of young people.105 A
composite FAS score was calculated for each student based on his or her responses to four items relating
to family car ownership, children having their own bedroom, the number of computers at home, and the
number of holidays taken in the past 12 months. For our analyses, scores were collapsed into tertiles of
low (score of 0, 1 or 2), medium (score of 3, 4 or 5) and high (score of 6, 7, 8 or 9) family affluence.

Data collected directly from schools
We planned to collect some data directly from schools for each year of the study using data routinely
collected by schools:
l
l
l

school attendance data, expressed as number of half-days absent over the previous year
school rates of temporary and permanent exclusions
staff attendance, expressed as number of half-days absent, for which staff members’ informed consent
to access was sought.
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Individual staff-level outcomes
The following secondary outcomes were measured using survey self-reports from teachers and teaching
assistants (the questionnaires used to collect these data can be found in full in Report Supplementary
Material 1):
l
l

staff QoL, measured using the Short Form questionnaire-12 items (SF-12),106 a brief, well-validated
measure of adult health-related QoL
staff stress and burnout, measured using Maslach Burnout Inventory,107 an established scale that uses a
three-dimensional description of exhaustion, cynicism and inefficacy.

School-level outcomes
Value-added education score
School median value-added scores were obtained from UK official statistics108 relating to the progress
students make between education Key Stage 2 or 3 (aged 7–14 years) and Key Stage 4 (aged 14–16 years).
The value-added score for each student was calculated using the difference between their own output
point score (end of Key Stage 4) and the median output point score achieved by others with the same or
similar starting point (Key Stage 2 or 3), or input point score.108 Schools that neither added nor subtracted
educational value were given a score of 1000, with positive value added (> 1000) indicating a school where
students on average made educational progress and negative value added (< 1000) indicating the reverse.

School size
The total number of students in the school, as identified from the school and college performance tables.108

School-level deprivation
This was assessed using two variables:
1. Proportions of students eligible for free school meals (FSM) – the percentage of students eligible for
FSM at each school at any time during the past 6 years is an accepted summary measure of school
deprivation. Data were publicly accessible from the Department for Education.108
2. The Income Deprivation Affecting Children Index (IDACI) score – a small-area indicator of deprivation
specifically affecting children (< 16 years of age), which represents the proportion of children in a
postcode who live in low-income households.109 The value for each school is derived from the school’s
postcode and thus represents the deprivation level of the school’s local area, rather than the
school itself.

Office for Standards in Education, Children’s Services and Skills rating
Ofsted ratings108 are government inspectorate ratings of the quality of teaching, leadership and
management, achievement of students, and behaviour and safety of students of a school. Schools are
classified as 1 = ‘outstanding’, 2 = ‘good’, 3 = ‘requires improvement’ or 4 = ‘inadequate’. Owing to
eligibility criteria for the INCLUSIVE study, only schools rated from 1 to 3 were included in the sample.

School sex mix
Mixed- or single-sex schools were identified from the school and college performance tables.108

School type
Our sample comprised five types of school, categorised by the source of school funding. These were
(1) converter academy mainstream (n = 18), funded directly from central government; (2) sponsor-led
academy (n = 6), which has an independent business or charitable sponsor but is funded directly from
central government; (3) foundation (n = 6), where the school owns its premises but is funded by the
local authority; (4) community (n = 5), where premises and funding are provided by local authorities; and
(5) voluntary-aided (n = 4), where the premises are owned by a charity (e.g. a religious foundation) but
funding is at least partly from the local authority.108
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Process evaluation
The process evaluation examined intervention implementation and receipt, and possible causal pathways,
in order to facilitate interpretation of the outcome data and enable refinement of the intervention logic
model. Informed by existing frameworks,110,111 data were collected to examine the following.

Trial context
We assessed the context of schools in the intervention and control arms, such as discipline systems, staff
training, social and emotional skills curricula, and student participation in decision-making. This drew on
interviews with intervention facilitators and trainers, members of AGs in intervention schools, staff on
school SLTs, and other staff in the intervention and control arms; and focus group discussions with
students and staff in schools selected as case studies.

Trial arm fidelity
We assessed the fidelity of intervention delivery by school and facilitator. In addition to the above sources,
we drew on follow-up surveys with staff and students; structured researcher observation of AG meetings
and staff training; surveys of adults leading curriculum implementation and implementing restorative
practice; interviews with adults delivering the curriculum; structured diaries kept by facilitators of AG
meetings and by trainers of all-staff training; and administrative documents such as minutes and
attendance sheets.
Overall fidelity in the externally facilitated first 2 years was scored out of a possible eight points for each
school, as assessed by researchers, based on whether or not (1) at least five staff attended in-depth training
(indicated in training registers); (2) each year all six AGs were convened (indicated in minutes); (3) policies
and rules were reviewed (indicated in minutes); (4) locally decided actions were implemented (indicated in
minutes); (5) AGs were perceived to have had a good or very good range of members (indicated in survey
of AG members); (6) AGs were perceived to have been well or very well led (indicated in survey of AG
members); (7) schools delivered at least 5 hours and/or at least two modules each year (indicated in survey
of lesson deliverers); and (8) at least 85% of staff reported that if there was trouble at the school, staff
responded by talking to those involved to help them get on better (indicated in staff survey). Overall intervention
fidelity in the internally facilitated third year of the intervention was assessed using a narrower range of
data, as the research team’s access to schools was expected to be reduced. Schools were scored out of
a possible 4 points, on the basis of interviews with AG members to assess whether or not (1) all six AGs
were convened and (2) locally decided actions were implemented; surveys and interviews with curriculum
deliverers to assess whether or not (3) schools delivered at least 5 hours and/or at least two modules; and
staff survey to assess whether or not (4) at least 85% of staff reported that, if there was trouble at the
school, staff responded by talking to those involved to help them get on better.

Participation, reach and dose
We assessed the extent to which students and staff were aware of or involved in intervention delivery.
This drew on surveys of AG members as well as follow-up surveys of students and staff and focus group
discussions and interviews with students and staff.

Reception and responsiveness
We assessed the experiences of participation in INCLUSIVE, and in school environments shaped by this, to
assess acceptability and barriers to facilitators. This drew on satisfaction surveys completed by staff attending
in-depth training and of AG members; interviews with AG members, school staff and SLT, and students
participating in restorative practice; and focus group discussions with students.

Intermediate outcomes
To assess possible intervention causal pathways, to examine whether or not these might mediate
intervention effects, and to assess and refine our logic model, we used the Beyond Blue School Climate
Questionnaire 28-item scale to measure students’ perceptions of the school climate, including supportive
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teacher relationships, sense of belonging, participative school environment, and student commitment to
academic values,112 and the Young People’s Development Programme (YPDP) single-item measure of
involvement with antischool peer groups.113

Data collection
The data collection for the process evaluation was prospective and used mixed methods. The process
evaluation was designed to explore the same intervention processes using different forms of data, and to
compare findings between these. Purposive sampling was used for interviews to involve participants with
diversity in terms of characteristics thought important for exploring implementation, and to explore diverse
accounts and identify different themes.114 Samples were large enough to generate diversity, but small
enough to keep the analysis manageable. Informed by Medical Research Council (MRC) guidance on
process evaluation,115 we sampled participants on the basis of characteristics likely to be associated with
diverse perspectives on the intervention and its implementation within schools. We balanced sampling of
some participants in all schools to develop an overview of delivery with larger samples in a small number
of case study schools to explore processes in more depth. When discrepancies or gaps in the data
emerged, these were explored in the next applicable data collection round.

Data collected in all schools
Diaries completed by trainers
Individuals providing the all-staff training in restorative practice were asked to complete a diary for each
session delivered, informed by the tool used in the pilot study. They were asked to rate the extent to which
they covered topics/materials as intended, and the materials and activities [e.g. Microsoft PowerPoint®
(Microsoft Corporation, Redmond, WA, USA) slides, small-group or paired activities] used. Trainers then
sent the diaries to the research team.

Observations of training
Researchers aimed to conduct structured non-participant observations of training so that all schools could
be observed at least once. Observation guides included what topics were covered and what activities were
used, and were informed by the same tools as used in the pilot study.

Satisfaction survey for in-depth training
An anonymous satisfaction survey was given out to the 5–10 staff members from each school who attended
the in-depth training on restorative practice. Informed by the same tool as used in the pilot study, questions
assessed whether or not participants felt that the training was useful; whether or not they felt confident
about putting into practice the skills learnt; whether or not they would recommend the training; and overall
how they rated the training provided. Participants placed the questionnaires in an envelope, which the
trainers collected and sent to the researchers.

Interviews with trainers
Semistructured interviews with the two trainers were conducted by telephone in year 1 and lasted between
30 and 45 minutes. These aimed to explore the trainers’ views on participant responsiveness, any adaptations
and deviations made, and barriers to and facilitators of delivery.

Diaries kept by facilitators of action groups
Facilitators were asked to complete a diary for each AG meeting they attended. Informed by the same tool
as used in the pilot study, these explored general meeting information such as duration, date, number of
attendees, chairperson and minute-taker names; members’ roles, year group and gender; how and what
data were used to inform setting up school actions; priorities set by the school and actions stemming from
these; actions concerning the revision of school rules and school policies; identification of which modules of
the curriculum were to be implemented and how this was decided; and the participation of AG members.
This information was then sent to the research team.
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Minutes of action groups
Facilitators were asked to collect minutes from each AG meeting and send these to the researchers.
These were used to triangulate the validity of facilitator diary forms.

Observations of action groups
Researchers aimed to conduct structured non-participant observations of AGs in 10 randomly selected
schools for each year of intervention. Observation guides focused on the same areas as diaries and were
informed by the same tools used in the pilot study.

Survey of action group members
An anonymous survey was handed out to all members of AGs by facilitators at the end of each year of the
intervention. Informed by the same tool as used in the pilot study, this explored its acceptability, functioning
and composition. It asked questions, for example, on the diversity of staff and students on the AG, how well
led they considered the group to be and how empowered members felt to make decisions, using an existing
scale.116 Participants placed the questionnaires in an envelope, which the facilitators collected and sent to
the researchers.

Interviews with facilitators of action groups
Semistructured telephone interviews with facilitators (n = 6) were conducted in years 1 and 2 and lasted
between 45 and 90 minutes. These aimed to explore views on school culture, responsiveness and priorities;
any adaptations and deviations made; and barriers to and facilitators of delivery.

Interviews with members of action groups
We aimed to interview two members of each school’s AG per year. A member of the evaluation team
contacted the member of staff tasked with co-ordinating the intervention at each school and asked them
to identify two AG members (staff or student) to be interviewed. Identified staff participants were then
contacted by e-mail and/or telephone to schedule an interview, which occurred either in person (if possible)
in a private room on school premises or over the telephone and lasted between 30 and 60 minutes.
Interviews with students were arranged via staff and were always conducted in the school. Interviews were
semistructured and explored views on the acceptability of facilitators and the intervention; barriers to and
facilitators of AG meetings and how they might be improved; the extent to which actions arising from
meetings were implemented in the school; and their perceived impact on the school environment.

Survey of school staff leading implementation of the curriculum
This survey was sent annually to be completed by the teacher in each intervention school who was acting
as the LT social and emotional skills co-ordinator. The research team sent the surveys by e-mail termly
in the first and second years of the study, and in the final term of the third year. Staff were asked to
complete the survey and return it to the research team by e-mail. Informed by the same tool as used in the
pilot study, the survey covered what units and lessons were delivered, when, in which subjects, for how
many hours, and what intervention materials (e.g. PowerPoint slides, lesson plans), if any, were used to
deliver the content.

Interviews with school staff delivering the curriculum
The research team aimed to arrange semistructured interviews in each year of the intervention with the staff
member responsible for delivery of the social and emotional curriculum. The curriculum co-ordinator at each
school was contacted by e-mail and/or telephone and asked to identify a member of staff delivering the
curriculum to participate. Interviews were carried out over the telephone or face to face in a private office
on school premises. The interviews gathered views on the fidelity, reach and acceptability of the curriculum;
which materials were used; delivery methods; student responsiveness; and contextual barriers to or
facilitators of delivery.
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Survey of staff implementing restorative practice
This survey aimed to examine the extent to which staff who attended in-depth training in restorative
practices were implementing such practices in school. The survey was initially to be completed termly,
but for the third year this was changed so that staff were asked to complete it only in the summer term.
Staff who had attended the in-depth training were sent an e-mail inviting them to complete the survey.
The survey assessed delivery of the use of affective language, circle time, mediation, restorative conferencing,
family group conferencing and community conferencing.

Interviews with other school staff
Semistructured interviews were sought across intervention and control schools with one staff member from
schools’ SLT (n = 40) and two teaching staff (n = 80) at the beginning of year 1. Each school’s member of
staff liaising with the research team was contacted by e-mail and/or telephone and asked to identify three
staff members to participate. A member of the research team then contacted these staff by e-mail to
schedule a telephone interview. Interviews explored the context of schools, including their policies and
practices relating to behaviour management, social and emotional skills education, staff training, and
student participation in decisions. In year 3, such interviews were sought with one SLT member in all
intervention and control schools. Individuals in control schools were interviewed in the autumn term and in
intervention schools in the summer term.

Data collected in case study schools
Six schools in the intervention arm were selected as case studies in order to gather in-depth qualitative
data on intervention processes and school context. In these schools, we aimed to conduct focus groups
with staff and students, as well as interviews with students participating in restorative practices. To
encompass diverse schools, schools were purposively sampled in terms of diversity in relation to the
percentage of FSM (above and below national average in 2012 for secondary schools, 16.3%), type of
school, the facilitator assigned to the school, and the extent to which the school was responsive (highly
responsive, somewhat responsive, poorly responsive) to intervention activities, as rated by the intervention
facilitators 3 months into the intervention start date.

Focus groups with staff
In each year of the intervention, we aimed to conduct one focus group with staff in each case study school,
each involving four to six members of staff. Staff were purposively selected and invited to participate by
the staff member liaising with the research team to include diversity according to degree of participation in
the intervention and role within the school (including senior leaders, pastoral staff and classroom teachers).
Focus group discussions aimed to explore school culture and ethos, views about the delivery and impacts
of the intervention, how restorative practices were applied, and barriers to and facilitators of their use.
Focus groups were conducted in private offices on school premises facilitated by one researcher.

Focus groups with students
Each year, we conducted two focus groups with students in each case study school, comprising 4–12 students
each: one with students directly involved in intervention activities (e.g. AGs) and one with students not involved
in such activities. Students were purposively selected and invited to participate by the staff member in each
school liaising with the research team, such that they reflected the diversity of the school in terms of boys and
girls, different ethnic groups, and varying degrees of educational engagement. Focus groups were conducted in
private offices on school premises facilitated by one researcher.

Interviews with students involved in restorative practices
We aimed to conduct semistructured interviews with two students at each case study school that had
been involved in a restorative practice. The staff member at each school liaising with the research team
was asked to invite students to participate, recruiting either one boy and one girl or a perpetrator and
victim in the same instance of bullying, where possible. Interviews aimed to understand the processes of
restorative practice and assess the acceptability of the approach. Restorative interviews were not limited to
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cases of bullying or aggression but also included classroom misbehaviour or friendship challenges. These
interviews were conducted in private offices on school premises facilitated by one researcher.
Interviews and focus groups were audio-recorded and transcribed.

Ethics
All data were collected with research participants’ informed consent. Student and staff participants
received written information beforehand and were given the opportunity to ask questions to a member
of the research team. They were then invited to give signed consent and reminded that they could skip
any questions and/or end the interview at any time. For telephone interviews with staff, an e-mail from
participants indicating consent was generally used instead of a written signature. Before the interview
began, they were read a statement relating their rights, how the data would be used, and information
about anonymity and confidentiality. They were then asked to give verbal consent, which was recorded.
All data collected were stored on password-protected drives within separate password-protected folders.
However, had any research participants reported that they had been involved in or were at risk of sexual
or physical abuse that the school was not already aware of, the research team would have liaised with the
safeguarding lead for the school in question, breaking anonymity. Participants were made aware of this
policy as part of the consent procedures. No such reports were made.

Economic evaluation
Economic evaluation of the intervention also took place. In accordance with NIHR guidelines, the
methodology and results for the economic evaluation are reported separately in Chapter 4.

Changes to trial outcomes
The following deviations from this plan occurred during data collection.
We were unable to collect school-level data on individual student and staff attendance and school rates
of temporary and permanent exclusions, despite multiple attempts to contact schools and obtain these
data after the intervention was completed. Small numbers of data on school-level exclusions were provided
but these were not sufficient for analysis. In response to requests for data, schools either did not respond
or notified us that this was a burden they were not prepared to undertake now that the trial had finished.
Data were not available similarly across intervention and control schools. A further offer of money towards
school staff funds (May 2018; see above) did not motivate schools to provide these data.
In discussion with NIHR, we came up with the following mitigation plan.
l
l

l

School attendance data: these data are currently planned to be collected by Manchester University in a
planned follow-up to this study in late 2019. These are therefore not reported here.
School rates of temporary and permanent exclusions: these data are published at school level by the
Department for Education, albeit with a significant delay. We plan to examine these in the future when
available, although the data are not reported here.
Staff attendance: individual staff attendance levels are not available through other means and these
analyses cannot be undertaken.

Amendments to and deviations from the protocol (process evaluation)
All planned amendments were approved by the study steering committee (5 October 2015). We clarified
that trainer diaries would be used to examine all-staff training and that a satisfaction survey would instead
be used to assess in-depth training. A survey of all-staff training was judged impossible because of the
short time available for the training.
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We reduced the number of observations of AG meetings from 20 to 10 per year. The rationale was that
this was sufficient to explore AGs alongside all the other forms of data on these, and that any greater data
collection would be very onerous for schools.
We dropped plans to observe one curriculum session per school per year, replacing this with surveys and
interviews examining curriculum implementation, because schools advised us that scheduling observations
would be challenging.
We introduced surveys examining implementation of restorative practice to ensure that we examined this
important area of implementation. We clarified that we would undertake telephone interviews with one
SLT member and two other staff per school in year 1 only and then undertake telephone interviews with
one SLT member per school in year 3. The rationale was that this was sufficient to understand the context
of trial schools and that any greater data collection would be very time-intensive and onerous for schools.
We reduced the number of case study schools from eight to six, with these being drawn from intervention
schools only, rather than from intervention and control schools. The rationale was that six schools was more
appropriate for in-depth research and that in-depth case studies in control schools would be informative.
We purposively rather than randomly sampled case study schools as this would be more likely to be
effective in ensuring the contextual diversity needed for qualitative research.
There were also several deviations from the protocol. We said that we would observe some training in all
20 intervention schools, but a research team error meant that we actually observed a random sample of
10 schools. We said that we would survey staff co-ordinating curriculum delivery annually but in years 1
and 2 we did this termly before reverting to an annual survey in year 3. Our protocol said that we would
include as one of our intermediate outcomes a measure of student anti-school actions using the ESYTC
self-reported delinquency subscale but this was a drafting error as this measure instead was part of one of
our primary outcome measures.

Sample size
We proposed to recruit sufficient participants to detect a difference between groups of 0.25 standard
deviation (SD) with 90% power and a 5% level of significance. This is considered to represent a moderate
size of effect and is in line with the effect sizes seen in the literature.117
The average English school has approximately 150 students per year group of students, although this varies
across schools. Using a conservative intraclass correlation coefficient (ICC) of 0.04118 and an estimate of
150 students per school, a trial involving 20 schools per arm would have provided 90% power to identify
an effect size of 0.25 SD with a 5% significance level. If two schools per arm (i.e. 10%) were to be lost
to follow-up over the course of the trial, we would still have 80% power to detect an effect size of 0.23.
The total student sample size was estimated to be between 4000 (assuming 100 students per school) and
6000 (assuming 150 students per school). As we were surveying all young people in the relevant school year
at each follow-up, this sample was likely to remain similar across the study. The total student sample was
therefore planned to be approximately 6000.
No stopping guidelines were put in place for this study; any and all schools and students who agreed to
take part were included.
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Randomisation
Sequence generation
Schools were randomly allocated in a 1 : 1 ratio to the intervention or control arm immediately after their
students and staff had completed the baseline data collection. To promote baseline similarity, randomisation
was stratified by key school-level determinants of violence119 data obtained from the Department for
Education (www.gov.uk/school-performance-tables, accessed 17 September 2018):
l
l
l

single-sex versus mixed-sex school
school-level deprivation, as measured by the percentage of students eligible for FSM (low/moderate
0–23% and high > 23%, with 23% being the median for England
school ‘best eight value added’ in General Certificate of Secondary Education (GCSE) exams (above and
below the median for England of 1000), a school-level measure of students’ attainment in public exams
accounting for their attainment on entry to the school.

Data were obtained from the Department for Education (www.gov.uk/school-performance-tables, accessed
17 September 2018).
Schools were allocated randomly within each of these eight strata.
Sequence allocation was generated by the clinical trials unit (CTU) at LSHTM using Stata’s® ‘ralloc’
command (version 15; StataCorp, College Station, TX, USA) and was concealed from schools and the
wider evaluation and intervention teams. Allocation was communicated from the CTU to the research
team, who communicated this to schools and the intervention team.

Protecting against selection bias
All schools were recruited before the intervention commenced. The randomisation schedule was drawn up
once the schools had consented and after the baseline survey, thus guarding against selection biases at
entry of clusters to the trial. Retention of control schools was maximised by ensuring regular senior liaison
and provision of participation incentives (£500 per school).
We had very high student participation in our pilot study: 96% of students eligible at baseline, and 93% at
follow-up. To minimise bias, we used in-school, mail, and telephone contacts to try to include all enrolled
students absent at either baseline or follow-up questionnaires. Students absent on the day of questionnaire
surveys were provided with the questionnaire to complete and an envelope in which to seal the completed
questionnaire, which schools then collated and posted to the research team. We did not attempt to follow
up students who had left the school.

Allocation concealment mechanisms
As with most social intervention trial schools, their students, teachers and other staff could not be ‘blinded’
to allocation status. However, field work staff were blinded to allocation, as were data-input staff. Analysis
of follow-up quantitative data was undertaken blind to allocation.

Implementation
Randomisation and stratification was undertaken remotely by the CTU at LSHTM.
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METHODS

Blinding
After randomisation, schools, the intervention team and the process evaluators could not be ‘blinded’ to
allocation status. However, other field work staff were blinded to allocation, as were the outcome evaluation
research team lead (RV) and data input and data analysis staff. Process and economic evaluation researchers
could not be blinded.
It was not possible to blind the costing conducted alongside the process evaluation. Researchers remained
blinded to the arm and school name while preparing statistical analysis of cost data from questionnaires
and the CHU9D until the analysis was completed.

Statistical methods
Primary and secondary outcome analysis
The primary analysis of outcomes was intention to treat, including all randomised schools and participants
at each wave. Each measure was analysed using a separate mixed model, with the outcomes from each
time point treated as a repeated measures outcome. Fixed effects of treatment (LT vs. control) and time
(baseline, 24 months and 36 months) and the interaction between treatment and time were specified,
and the estimated baseline measures were constrained to be identical in the two arms of the trial. This is
equivalent to adjusting for baseline and permitting the relationship between baseline and follow-up
scores to differ at each time point, but offers the additional advantage that the data from all participants
contribute to the analysis, even when there were missing data at follow-up. Random effects for school
and for participants were specified to allow for correlations within schools, and repeated measures within
participants. Statistical significance for these analyses was taken at the 5% level (p < 0.05). As prespecified
in the statistical analysis plan, we carried out analyses adjusted only for baseline measures of the outcomes,
and the analyses adjusted for baseline measures of outcomes, sex, ethnicity and SES as well as for the
school-level stratifying factors (single-sex vs. mixed-sex school; school-level deprivation; value-added strata)
as the primary analysis.
For the joint primary outcomes (GBS and ESYTC), mixed linear regression models with random effects
at the participant and school levels were used to estimate a mean difference in GBS and ESYTC scores
between the two arms of the trial. Formal testing was restricted to a prespecified number of secondary
outcomes, and appropriate multilevel models were used to examine the effect of the intervention. For
continuous outcomes, we report unadjusted and adjusted mean differences with 95% confidence intervals
(CIs) and adjusted effect sizes (standardised mean difference). For binary and ordinal outcomes, we report
unadjusted and adjusted odds ratios. Additionally, we report adjusted risk differences for binary outcomes
although these cannot be calculated for ordinal outcomes. Evidence for any differential effects of the
intervention on the primary and secondary outcomes, by subgroup, was assessed using likelihood ratio
tests for the treatment by subgroup interaction terms. The effects in the different subgroups were
estimated directly from the regression model with the interaction term included.
The following four subgroups were prespecified: (1) sex; (2) SES, measured using the Health Behaviour in
School-aged Children FAS,120 described as low SES for FAS scores of 0–5 and high SES for FAS scores of
6–9; (3) baseline bullying experience (high, defined as frequent – at least weekly – experience of bullying
or being upset by it, vs. medium/low, defined as rare – less than weekly – experience of bullying and
not being upset by it) based on the GBS; and (4) baseline behaviour problems based on the ESYTC, with
high levels of behaviour problems defined as ESYTC scores of > 0 and low levels defined as a score of 0.
When there was evidence of non-normality in the continuous outcome measures, non-parametric
bootstrapping, with 1000 samples, was used to estimate the effect of the intervention, and bias-corrected
CIs are reported. When this was done, p-values were estimated using permutation tests.

24
NIHR Journals Library www.journalslibrary.nihr.ac.uk

DOI: 10.3310/phr07180

PUBLIC HEALTH RESEARCH 2019 VOL. 7 NO. 18

Process evaluation analyses
Quantitative data were entered into CSPro (version 7.2.1; United States Census Bureau, Washington, DC,
USA) or Microsoft Excel® (2016; Microsoft Corporation, Redmond, WA, USA) and then transferred and
analysed in Stata. Quantitative analysis used descriptive statistics to assess intervention implementation,
awareness, reach, satisfaction and empowerment. Quantitative data also examined the association between
trial arm and our potential mediators using the same approaches as were used to assess the primary and
secondary outcomes. Qualitative data were organised in NVivo (version 11; QSR International, Warrington,
UK) and analysed to explore views about intervention processes and contexts. Thematic content analysis of
qualitative data was undertaken by Emily Warren and Chris Bonell using the following stages of analysis.121
First, the researcher created a coding framework based on the research questions and theory guiding the
intervention. These starting codes were constructed to reflect the concepts informing our questions and
theory, such as the intervention components, the aspects of the school setting included in our inclusion
and stratification criteria, and the aspects of implementation such as fidelity, feasibility and acceptability.
Other codes were developed inductively to reflect other concepts that featured in interview transcripts,
or to subdivide and better describe our starting codes. Transcripts were analysed using in vivo codes to
identify key themes that were immediately apparent in participant accounts, as well as axial codes to explore
inter-relationships between these in vivo codes (e.g. to explore how implementation varied across different
school contexts). Analyses used the method of constant comparisons and examination of deviant cases to
refine the emerging analysis.

Data Monitoring Committee
A DMC was established independent of the investigators and of the TSC, but it reported to the TSC and
(via the TSC) to the sponsors and the NIHR programme. This consisted of an independent chairperson,
a senior statistician and at least one other senior academic independent of the investigators. It met
approximately yearly during the study. The DMC monitored data for quality and completeness. The DMC
examined the results of an interim analysis at 24 months to consider any potential harms.
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Chapter 3 Results
Participant flow
A total of 6667 students in the 40 participating schools provided data at baseline, with the participation
rate being 93.6% of the students on the school roll (intervention arm, 92.9%; control arm, 94.3%).
Characteristics of the schools and students at baseline and at 24 and 36 months are shown by trial arm in
Appendix 1 (see Tables 26 and 27). All schools participated in the follow-up surveys at 24 and 36 months;
the numbers of students who completed the questionnaires at baseline, 24 months and 36 months were
similar between the arms (Figure 1). Student and school characteristics and outcomes at baseline were well
balanced between the arms.

Recruitment
Baseline surveys took place in March–July 2014, with the 24-month follow-up in April–June 2016 and the
36-month follow-up in April–June 2017. The trial ended in summer 2017, as the designated intervention
time limit had been reached.

Baseline data
Summaries of demographic characteristics of respondents are presented in Appendix 1 (see Table 27).
The arms were well balanced in terms of demographic characteristics and the primary and secondary
outcome measures.
The data presented come primarily from mixed-sex schools (80%) with a ‘good’ Ofsted rating (60%).
There was a good mix of male and female participants, ethnicities and religions. The majority of student
participants came from a two-parent family (72%) in which at least one parent was employed (73%).
In terms of primary and secondary outcomes measures, reports of bullying and aggressive behaviour,
emotional difficulties, QoL, risk behaviours, truancy, NHS service use and contact with police were similar
between the control and intervention arms at baseline (see Table 1).
Staff outcomes in relation to stress and burnout and QoL were also similar across control and intervention
conditions at baseline (see Appendix 1, Table 28).

Numbers analysed
A total of 3087 participants were included in analysis from the control condition and 2873 were included
from the intervention condition. Analysis was undertaken by original assigned group. Details on missing
data are shown in Appendix 1 (see Table 43).

Outcomes and estimation
Primary and secondary analysis
Overall GBS bullying scores were lower among intervention schools than among control schools at
36 months (adjusted mean difference –0.03, 95% CI –0.06 to 0.00; adjusted effect size –0.08). There was
no evidence of a difference in misbehaviour/delinquency ESYTC scores (adjusted mean difference –0.13,
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RESULTS

Inial school invitaons (n=522)
32 overlaps between lists:
•
2 schools were in the 3 lists and
•
30 schools were in 2 lists.

Unique school invitaons (n=490)

Eligibility

• Did not meet criteria (n=30)
• Declined to participate (n=19)
• Did not subsequently respond (n=349)

Contacts (n=92)
• Did not meet criteria (n=2)
• Declined to participate (n=9)
• Did not subsequently respond (n=32)
• Responded too late to participate (n=4)

Signed agreement (n=45)

Outcome surveys

Allocaon

• Withdrew interest (n=5)

24 months

Randomised (n=40)

Control n=20 schools

Intervenon n=20 schools

Students in schools’ list: 3605
Completed baseline survey: 3347
(92·7% of students in schools’ list)
Median per school 167, IQR 141.5-198

Students in schools’ list: 3516
Completed baseline survey: 3320
(94·1% of students in schools’ list)
Median per school 178·5, IQR 121-205

Schools: n=20, withdrawn: 0

Schools: n=20, withdrawn: 0

Students in schools’ list: 3545
Completed 24-month survey: 3195
(2719 original, 476 new at 24m;
90·4% of students in schools’ list)
628 lost to follow-up

Students in schools’ list: 3502
Completed 24-month survey: 3095
(2576 original, 519 new at 24m;
88·3% of students in schools’ list)
Median per school 165, IQR 118.5-192
744 lost to follow-up

Schools: n=20, withdrawn: 0

Schools: n=20, withdrawn: 0

Students in schools’ list: 3606
Completed 36-month survey: 3087
(2485 original, 322 new at 24m, 280
new at 36m; 85·0% of students in
schools’ list)
Median per school 159·5, IQR 121-181
576 lost to follow-up

Students in schools’ list: 3548
Completed 36-month survey: 2,873
(2,281 original, 302 new at 24m,
290 new at 36m; 81.2% of students in
schools’ list)

Median per school 161, IQR 139.5-190.5

36 months

Median per school 144·5, IQR 112.5-188

732 lost to follow-up

FIGURE 1 The CONSORT flow diagram. Reproduced from Bonell et al.122 © 2018 The Author(s). Published by
Elsevier Ltd. This is an Open Access article under the CC BY-NC-ND 4.0 license.

95% CI –0.43 to 0.18; adjusted effect size –0.03) between arms; however, the direction of effect suggests
a positive effect of the intervention. These results are shown in Table 2.
Secondary outcomes and adjusted and unadjusted intervention effects for the GBS and ESYTC measured
at 24 months and other secondary outcomes at 36 months are shown in Table 3. Although the direction
of effect was, again, positive, there was no evidence of difference in the GBS overall score or the ESYTC
misbehaviour/delinquency scores at 24 months. At 36 months, students in intervention schools had
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TABLE 1 Primary and secondary outcomes at baseline by trial arm
Control
(3347 students)†

Intervention
(3320 students)†

Overall
(6667 students)†

0.51 (0.63)

0.48 (0.60)

0.49 (0.61)

Teasing

0.79 (0.99)

0.74 (0.95)

0.76 (0.97)

Rumours

0.52 (0.85)

0.50 (0.81)

0.51 (0.83)

Deliberate exclusion

0.40 (0.79)

0.41 (0.80)

0.40 (0.79)

Threatened or hurt

0.36 (0.74)

0.30 (0.68)

0.33 (0.71)

2.92 (4.84)

2.72 (4.77)

2.82 (4.81)

11.00 (5.99)

10.70 (5.76)

10.85 (5.88)

Emotional problems

3.15 (2.39)

3.17 (2.35)

3.16 (2.37)

Conduct problems

2.00 (1.86)

1.90 (1.83)

1.95 (1.85)

Hyperactivity

4.00 (2.48)

3.84 (2.41)

3.92 (2.45)

Peer problems

1.86 (1.78)

1.81 (1.75)

1.83 (1.76)

Pro-social strengths

7.56 (1.91)

7.65 (1.93)

7.60 (1.92)

SWEMWBS overall score

24.11 (5.91)

24.33 (5.91)

24.21 (5.91)

PedsQL overall score

80.39 (14.31)

80.98 (14.08)

80.68 (14.20)

Physical

85.42 (14.88)

85.75 (14.81)

85.58 (14.84)

Emotional

75.90 (22.36)

76.40 (21.80)

76.15 (22.08)

Social

84.31 (17.88)

84.88 (17.70)

84.59 (17.79)

School

72.75 (18.76)

73.96 (18.55)

73.34 (18.67)

Psychosocial

77.70 (16.29)

78.41 (15.84)

78.04 (16.07)

No

3083 (94.22)

3051 (95.28)

6134 (94.75)

Yes

189 (5.78)

151 (4.72)

340 (5.25)

None

132 (77.65)

100 (76.34)

232 (77.08)

Once or twice

30 (17.65)

20 (15.27)

50 (16.61)

About once a week

3 (1.76)

6 (4.58)

9 (2.99)

Daily or almost daily

5 (2.94)

5 (3.82)

10 (3.32)

No

2751 (84.96)

2783 (87.63)

5534 (86.28)

Yes

487 (15.04)

393 (12.37)

880 (13.72)

None

349 (74.89)

268 (72.43)

617 (73.80)

Once or twice

88 (18.88)

88 (23.78)

176 (21.05)

Once a week or more

29 (6.22)

14 (3.78)

43 (5.14)

Primary outcomes
GBS overall score, mean (SD)

ESYTC overall score, mean (SD)
Secondary outcomes
SDQ total difficulties score, mean (SD)

Ever smoked, n (%)

If yes, how often in past month, n (%)

Ever consumed alcohol, n (%)

If yes, how often in past month, n (%)
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RESULTS

TABLE 1 Primary and secondary outcomes at baseline by trial arm (continued )
Control
(3347 students)†

Intervention
(3320 students)†

Overall
(6667 students)†

No

2924 (87.36)

2967 (89.37)

5891 (88.36)

Yes, but did not try them

258 (7.71)

175 (5.27)

433 (6.49)

Yes, and tried them

30 (0.90)

18 (0.54)

48 (0.72)

No

3019 (94.11)

2989 (94.26)

6008 (94.18)

Yes

189 (5.89)

182 (5.74)

371 (5.82)

No

3154 (95.52)

3143 (96.92)

6297 (96.21)

Yes

148 (4.48)

100 (3.08)

248 (3.79)

No

1836 (55.86)

1720 (53.33)

3556 (54.61)

Yes

1451 (44.14)

1505 (46.67)

2956 (45.39)

No

3050 (92.06)

2982 (91.61)

6032 (91.84)

Yes

263 (7.94)

273 (8.39)

536 (8.16)

Ever been offered illicit drugs, n (%)

Truancy, n (%)

Exclusion from school, n (%)

Use of NHS services in past year, n (%)

Contact with police

† The number of students who responded at this survey; actual number of responses to each question varies, but item
non-response is similar across arms.
Reproduced from Bonell et al.122 © 2018 The Author(s). Published by Elsevier Ltd. This is an Open Access article under the
CC BY-NC-ND 4.0 license.

TABLE 2 Primary outcomes and intervention effects at 36 months
Control group Intervention
group (2281
(3087
students)a
students)a

Unadjusted
difference
(95% CI)

Adjusted
difference
p-value (95% CI)

GBS overall
score

0.34 (0.02)

0.29 (0.02)

–0.03
(–0.06 to –0.002)

0.0395

Teasing

0.55 (0.03)

0.47 (0.03)

–0.04
(–0.09 to 0.01)

–0.05
(–0.10 to 0.00)

–0.07

Rumours

037 (0.02)

0.31 (0.02)

–0.06
(–0.10 to –0.02)

–0.07
(–0.11 to –0.02)

–0.10

Deliberate
exclusion

0.24 (0.01)

0.22 (0.02)

–0.04
(–0.08 to 0.004)

–0.04
(–0.08 to 0.01)

–0.06

Threatened
or hurt

0.21 (0.02)

0.18 (0.02)

0.01
(–0.02 to 0.05)

0.01
(–0.03 to 0.05)

0.02

4.33 (0.20)

4.04 (0.21)

–0.07
(–0.38 to 0.25)

ESYTC overall
score

0.6820

–0.03
(–0.06 to –0.001)

–0.13
(–0.43 to 0.18)

Adjusted
p-value effect size
0.0441

0.4199

–0.08

–0.03

a Shows the number of students who responded at this survey; actual number of responses to each question varied, but
non-response for each item was similar across arms.
Data are mean (SE) unless otherwise stated.
The GBS score decreased and the ESYTC increased in both arms over time. Similarly we observed an increase in risk taking
behaviours over time in both arms of the trial.123–125
Reproduced from Bonell et al.122 © 2018 The Author(s). Published by Elsevier Ltd. This is an Open Access article under the
CC BY-NC-ND 4.0 license.
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TABLE 3 Secondary outcomes and intervention effects at 24 months

Outcome

Unadjusted
Intervention
difference
Control
(3195 students),a (3095 students),a (95% CI);
mean (SE)
mean (SE)
p-value

GBS overall score

0.42 (0.02)

0.37 (0.02)

–0.02
(–0.05 to 0.01);
0.2198

–0.02
(–0.05 to 0.01);
0.1581

–0.05
(–0.15 to 0.05)

Teasing

0.66 (0.03)

0.59 (0.03)

–0.02
(–0.07 to 0.03)

–0.03
(–0.08 to 0.01)

–0.05
(–0.14 to 0.04)

Rumours

0.44 (0.02)

0.41 (0.02)

–0.02
(–0.06 to 0.02)

–0.02
(–0.06 to 0.02)

–0.04
(–0.11 to 0.04)

Deliberate exclusion

0.31 (0.02)

0.30 (0.02)

–0.03
(–0.07 to 0.01)

–0.03
(–0.07 to 0.01)

–0.05
(–0.13 to 0.03)

Threatened or hurt

0.26 (0.02)

0.22 (0.02)

0.01
(–0.02 to 0.05)

0.01
(–0.03 to 0.04)

0.01
(–0.07 to 0.09)

ESYTC overall score

4.24 (0.28)

3.96 (0.28)

–0.04
(–0.34 to 0.27);
0.8113

–0.06
(–0.35 to 0.24);
0.7206

–0.01
(–0.12 to 0.09)

PedsQL overall score

79.75 (0.50)

80.97 (0.51)

0.77
(0.05 to 1.48)

0.88
(0.17 to 1.60)

Physical health

85.39 (0.52)

86.01 (0.53)

0.30
(–0.49 to 1.09)

0.49
(–0.27 to 1.26)

Psychosocial health

76.71 (0.55)

78.37 (0.56)

1.08
(0.28 to 1.89)

1.15
(0.35 to 1.96)

Emotional functioning

73.90 (1.07)

74.65 (1.10)

0.58
(–0.60 to 1.77)

0.74
(–0.41 to 1.90)

Social functioning

85.98 (0.42)

87.74 (0.43)

1.15
(0.32 to 1.99)

1.04
(0.20 to 1.88)

School functioning

70.19 (0.60)

72.68 (0.61)

1.50
(0.50 to 2.50)

1.66
(0.65 to 2.66)

11.83 (0.16)

11.23 (0.17)

–0.40
(–0.67 to –0.12)

–0.41
(–0.69 to –0.13)

Emotional problems

3.46 (0.11)

3.40 (0.12)

–0.10
(–0.22 to 0.03)

–0.11
(–0.23 to 0.01)

Conduct problems

2.22 (0.07)

2.01 (0.07)

–0.12
(–0.21 to –0.03)

–0.13
(–0.22 to –0.04)

Hyperactivity

4.33 (0.07)

4.15 (0.07)

–0.05
(–0.17 to 0.07)

–0.05
(–0.17 to 0.07)

Peer problems

1.84 (0.05)

1.68 (0.05)

–0.14
(–0.22 to –0.05)

–0.15
(–0.24 to –0.06)

Pro-social strengths

6.96 (0.10)

7.18 (0.10)

0.12
(0.02 to 0.23)

0.15
(0.04 to 0.25)

SWEMWBS total
well-being index

23.54 (0.20)

23.79 (0.21)

0.09
(–0.24 to 0.41)

0.15
(–0.17 to 0.47)

Age at sexual debut

12.30 (1.27)

12.74 (1.29)

0.06
(–1.53 to 1.66)

–0.22
(–1.60 to 1.16)

Modified aggression
scale, bullying subscale

2.74 (0.23)

2.61 (0.23)

0.00
(–0.56 to 0.57)

0.01
(–0.29 to 0.32)

SDQ total difficulties
scoreb

Adjusted
difference
(95% CI);
p-value

Adjusted
effect size
(95% CI)
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RESULTS

TABLE 3 Secondary outcomes and intervention effects at 24 months (continued )
Unadjusted
Intervention
difference
Control
(3195 students),a (3095 students),a (95% CI);
mean (SE)
mean (SE)
p-value

Adjusted
difference
(95% CI);
p-value

No

2568 (83.40)

2595 (87.97)

1.00

1.00

Yes

511 (16.60)

355 (12.03)

0.67
(0.48 to 0.92)

0.63
(0.46 to 0.88)

1.12
(0.80 to 1.56)c

1.14
(0.81 to 1.59)c

Outcome
Ever smoked regularly

If yes, how long since last
smoked
< 1 day

65 (12.87)

51 (14.66)

1–3 days

29 (5.74)

20 (5.75)

4–7 days

27 (5.35)

20 (5.75)

> 1 week,
< 1 a month

69 (13.66)

40 (11.49)

1–2 months

64 (12.67)

41 (11.78)

3–6 months

90 (17.82)

49 (14.08)

> 6 months

161 (31.88)

127 (36.49)

No

2028 (64.88)

2127 (70.95)

1.00

1.00

Yes

1098 (35.12)

871 (29.05)

0.79
(0.62 to 1.02)

1.26
(0.91 to 1.75)

Ever drunk alcohol

If yes, had alcohol in the past week
No

885 (83.65)

675 (81.33)

1.00

1.00

Yes

173 (16.35)

155 (18.67)

1.16
(0.82 to 1.63)

1.26
(0.91 to 1.75)

0.65
(0.37 to 1.14)c

0.65
(0.41 to 1.02)c

0.89
(0.60 to 1.33)c

0.5832

Number of times really
drunk
Never

911 (66.35)

771 (70.80)

Once

262 (19.08)

166 (15.24)

2–3 times

120 (8.74)

97 (8.91)

4–10 times

45 (3.28)

35 (3.21)

> 10 times

35 (2.55)

20 (1.84)

Binge drinking (> 5 drinks
in a row) in past 30 days
0

1204 (81.30)

978 (81.98)

1 to 2

181 (12.22)

143 (11.99)

3 to 5

20 (3.38)

46 (3.86)

6 to 9

17 (1.15)

6 (0.50)

≥ 10

29 (1.96)

20 (1.68)
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TABLE 3 Secondary outcomes and intervention effects at 24 months (continued )

Outcome

Unadjusted
Intervention
difference
Control
(3195 students),a (3095 students),a (95% CI);
mean (SE)
mean (SE)
p-value

Ever been offered illicit
drugs
No

2346 (75.46)

2421 (81.19)

Yes, but did not try
them

618 (19.88)

469 (15.78)

Yes, and tried them

145 (4.66)

92 (3.09)

Adjusted
difference
(95% CI);
p-value

0.63
(0.41 to 0.96)c

0.63
(0.44 to 0.92)c

Adjusted
effect size
(95% CI)

Truancy (skipped school in the past 3 months)
No

2761 (88.95)

2685 (89.89)

1.00

1.00

Yes

343 (11.05)

302 (10.11)

0.93
(0.72 to 1.20)

0.91
(0.70 to 1.18)

Exclusion from school (temporarily or permanently)d
No

2846 (90.18)

2791 (91.63)

1.00

1.00

Yes

310 (9.82)

255 (8.37)

0.83
(0.54 to 1.29)

0.81
(0.55 to 1.21)

Used any contraception at first sex
No

36 (30.51)

32 (33.68)

1.00

1.00

Yes

82 (69.49)

63 (66.32)

0.73
(0.28 to 1.88)

0.71
(0.25 to 1.99)

Use of NHS services in past 12 months
No

1633 (51.91)

1617 (53.33)

1.00

1.00

Yes

1513 (48.09)

1415 (46.67)

0.87
(0.75 to 1.00)

0.87
(0.75 to 1.01)

Contact with police in past 12 months
No

2732 (86.26)

2673 (87.61)

1.00

1.00

Yes

435 (13.74)

378 (12.36)

0.83
(0.64 to 1.09)

0.82
(0.63 to 1.07)

a Shows the number of students who responded at this survey; actual number of responses to each question varied, but
non-response for each item was similar across arms.
b SDQ total difficulties score does not include the pro-social score subscale.
c Proportional odds ratio.
d Based on repeat cross-sectional model because longitudinal model did not converge.

higher QoL (PedsQL adjusted effect 1.44, 95% CI 0.07 to 2.17; adjusted effect size 0.14) and
psychological well-being scores (SWEMWBS 0.33, 95% CI 0.00 to 0.66; adjusted effect size 0.07) and
lower psychological total difficulties (SDQ total score –0.54, 95% CI –0.83 to –0.25; adjusted effect size
–0.14) than students in control schools. There was evidence that those in intervention schools also had
lower scores for emotional, conduct, hyperactivity and peer problems (SDQ subscales; see Table 3).
Students in intervention schools also had lower odds of having ever smoked regularly (OR 0.58, 95% CI
0.43 to 0.80; adjusted risk difference –0.03, 95% CI –0.05 to –0.01), lower odds of having ever drunk
alcohol (OR 0.72, 95% CI 0.56, 0.92; adjusted risk difference –0.03, 95% CI –0.06 to –0.01) and lower
odds of having ever been offered or tried illicit drugs (OR 0.51, 95% CI 0.36 to 0.73). There was evidence
© Queen’s Printer and Controller of HMSO 2019. This work was produced by Bonell et al. under the terms of a commissioning contract issued by the Secretary of State for Health
and Social Care. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in professional
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that among students in the intervention arm who had ever smoked the time since their last cigarette was
longer than in the control arm and, similarly, that, among those who had ever drunk alcohol, there were
lower odds of having drunk in the past week (OR 0.67, 95% CI 0.50 to 0.91), number of times been
really drunk (OR 0.57, 95% CI 0.33 to 0.98) and binge drinking (OR 0.77, 95% CI 0.59 to 1.00). Similarly,
students in intervention schools had lower odds of having ever been in contact with the police in the past
12 months than those in control schools (OR 0.74, 95% CI 0.56 to 0.97; adjusted risk difference –0.02,
95% CI –0.04 to –0.00).
We found no evidence of differences in the CHU9D HRQoL score, sexual risk behaviour, use of
contraception at most recent sexual contact, bullying perpetration or use of NHS services.

Staff outcome data
No differences were found in relation to staff stress or burnout of QoL between the control and
intervention arms of the study at 24 or 36 months (Table 4).

Ancillary analyses
Analysis of the primary and secondary outcomes by prespecified subgroup (see Appendix 1, Table 29)
suggests that the intervention had a greater effect in boys than in girls for many secondary outcomes
[PedsQL overall score; SDQ total difficulties score; SWEMWBS total well-being index; bullying perpetration
(modified aggression scale); CHU9D overall score; ever smoked; ever drunk alcohol; contact with police].
The intervention was also more effective in students with higher baseline bullying experience, with greater
effects on bullying (GBS score) and psychological secondary outcomes (PedsQL overall score; SDQ total
difficulties score; SWEMWBS total well-being index; CHU9D overall score). The intervention was more
effective in those with greater baseline aggression, with greater effects on both primary outcomes (GBS
score; ESYTC overall score), psychological secondary outcomes (PedsQL overall score; SDQ total difficulties
score; SWEMWBS total well-being index; CHU9D overall score) and risk behaviours (ever smoked; ever
drunk alcohol). There was no suggestion of any difference in the outcomes by level of SES).

Adverse events
A serious adverse event was defined as (1) any death or event requiring hospitalisation in a young person
reported to investigators or (2) a response to study questionnaires that prompted significant concerns
about mental health, sexual risk or child safety, which were then communicated to the school. There were
15 reported SAEs to date (Table 5). The total number of reported serious adverse events was similar in
each arm.

Process evaluation
Fidelity was variable, with a reduction in the fidelity of formal intervention activities in year 3. The median
fidelity score for years 1 and 2 (maximum possible score 8) was 6 (interquartile range 5–7), whereas for year 3
(maximum score 4) the median was 1 (interquartile range 0–3). In year 3, 15 schools sustained restorative
practice. Interviews with AG members and focus groups with staff in case study schools suggested that, in
year 3, schools commonly incorporated what they regarded as the most useful AG functions into mainstream
school structures and processes. For example, involving students in decision-making and further review of
policies to ensure that these supported restorative practice was integrated into existing school committees.
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24 months
Arm, mean (SD)
Measure

Control

36 months
Unadjusted effect

Difference
Intervention (95% CI)

Adjusted effect

Arm, mean (SD)

Unadjusted effect

Difference
p-value (95% CI)

p-value Control

Difference
Intervention (95% CI)

Adjusted effect

Difference
p-value (95% CI)

p-value

Staff stress and burnout – Maslach Burnout Inventory
Emotional
exhaustion score

23.03
(0.73)

24.23 (0.75)

0.81
(–0.24 to 1.86)

0.1322

0.80
(–0.34 to 1.93)

0.1680

23.97
(0.63)

23.81 (0.63)

–0.46
(–1.52 to 0.61)

0.3998

–0.55
(–1.74 to 0.64)

0.3625

Depersonalisation
score

5.71
(0.32)

5.91 (0.33)

0.25
(–0.27 to 0.78)

0.3434

0.26
(–0.30 to 0.81)

0.3620

6.22
(0.36)

6.07 (0.36)

–0.05
(–0.58 to 0.48)

0.8414

0.03
(–0.55 to 0.60)

0.9276

Personal
achievement score

34.67
(0.35)

35.58 (0.37)

0.80
(0.08 to 1.51)

0.0291

0.88
(0.14 to 1.62)

0.0195

35.12
(0.28)

35.22 (0.29)

–0.02
(–0.73 to 0.69)

0.9535

0.20
(–0.56 to 0.96)

0.6127

Staff quality of life – SF-12 v2 Health Survey
Physical health score

54.97
(0.32)

55.22 (0.34)

–0.35
(–1.05 to 0.34)

0.3187

–0.26
(–0.99 to 0.47)

0.4825

55.62
(0.36)

55.18 (0.36)

–0.71
0.0449
(–1.40 to –0.02)

–0.61
(–1.36 to 0.13)

0.1058

Mental health score

44.56
(0.49)

43.71 (0.52)

–0.66
(–1.64 to 0.32)

0.1883

–0.45
(–1.49 to 0.58)

0.3896

43.76
(0.44)

43.69 (0.45)

0.15
(–0.83 to 1.13)

0.31
(–0.76 to 1.38)

0.5691

Reproduced from Bonell et al.122 © 2018 The Author(s). Published by Elsevier Ltd. This is an Open Access article under the CC BY-NC-ND 4.0 license.
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TABLE 5 Number of serious adverse events by arm across the trial
SAE

Control

Intervention

Suicide

0

2

Responses showing potential for self-harm

0

4

Stabbing incidents

0

2

Possible non-consensual sex (including age < 10 years)

6

0

Disability or long-term illness

1

0

Total

7

8

Reported at the school level (any relevant events in any student) or student level (from survey responses).
Reproduced from Bonell et al.122 © 2018 The Author(s). Published by Elsevier Ltd. This is an Open Access article under the
CC BY-NC-ND 4.0 license.

Regarding specific components (training, AGs and restorative practices), these were delivered with good
fidelity. The fidelity of curriculum delivery was lower. Increased fidelity of delivery in the first 2 years of
intervention was associated with lower rates of bullying victimisation at 24 months, but not with rates of
aggression. The fidelity score for year 3 was not associated with either primary outcome (see Appendix 1,
Table 30).
Slightly over half of staff in intervention schools were aware that the school had been taking steps to
reduce bullying and aggression, with this falling slightly between years 2 and 3 (Table 6). About one-third
of students reported being aware that the school had been taking steps to reduce bullying (Table 7).
About half reported that, if there was trouble at school, staff responded by talking to those involved to
help them get on better. About two-thirds of students reported that teachers and students got together
to build better relationships or discuss their views and feelings. Other data on the process evaluation are
shown in Appendix 1, Tables 31–35.
Many control schools implemented similar activities to those prescribed in the intervention but with very
variable quality. We identified five control schools that delivered restorative practice, social and emotional
skills education and consultation with students on policy. A per-protocol analysis excluding these schools
showed no discernible differences in the intervention effects compared with the intention-to-treat analyses
(Table 8).

Response rates
Some elements of the process evaluation, such as interviews with facilitators, school staff and students,
as well as observations of training and AGs, achieved excellent response rates (see Appendix 1, Table 36).
However, other elements, such as the surveys of staff delivering the curriculum or restorative practice (RP),
achieved poor response rates. This reflected what, in retrospect, was an excessive data collection burden
on schools. The low response rates for some elements of the process evaluation in year 3, such as the
survey of AG members, also reflected the reality that in this year not all schools delivered all aspects of the
intervention, rendering data collection obsolete. However, despite this, our multisource approach meant
that we were still able to assess what was happening in most schools, with the exception of a few schools in
year 3, where it is reasonable to assume that few, if any, intervention activities were being implemented.
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Staff responses
24 months

36 months

Overall % across
intervention group

N schools
where school
% is > 70%

N schools
with no data

Overall % across
intervention group

N schools
where school
% is > 70%

N schools
with no data

This school has recently been taking steps to reduce bullying and
aggression (% yes)

58.33

6

1

54.21

4

3

I support this new work (% yes)

91.71

19

2

91.40

20

3

I understand what is meant by ‘restorative practice’ (% yes)

77.90

14

1

79.52

13

3

I support using restorative practice in schools (% yes)

52.85

4

1

55.38

3

3

If there is trouble at this school, staff response includes talking to
those involved to help them get on better (% tick)

85.99

16

1

89.14

17

3

Teachers and students at this school get together to build better
relationships (% often/sometimes)

94.55

20

1

94.06

20

3

Teachers and students at this school get together to discuss their
views and feelings (% often/sometimes)

83.95

19

1

82.39

17

3

Measure

Reproduced from Bonell et al.122 © 2018 The Author(s). Published by Elsevier Ltd. This is an Open Access article under the CC BY-NC-ND 4.0 license.
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TABLE 7 Student awareness of the intervention processes
Staff responses
24 months

36 months

Overall % across
intervention group

N schools
where school
% is > 70%

N schools
with no data

Overall % across
intervention group

N schools
where school
% is > 70%

N schools
with no data

This school has recently been taking steps to reduce bullying and
aggression (% yes)

34.29

0

0

33.00

0

0

If there is trouble at this school, staff response includes talking to
those involved to help them get on better (% tick)

53.69

0

0

50.65

0

0

Teachers and students at this school get together to build better
relationships (% often/sometimes)

69.68

12

0

67.85

9

0

Teachers and students at this school get together to discuss their
views and feelings (% often/sometimes)

63.48

7

0

59.84

5

0

Measure

Reproduced from Bonell et al.122 © 2018 The Author(s). Published by Elsevier Ltd. This is an Open Access article under the CC BY-NC-ND 4.0 license.

DOI: 10.3310/phr07180

PUBLIC HEALTH RESEARCH 2019 VOL. 7 NO. 18

TABLE 8 Adjusted intention-to-treat and per-protocol analysis for the main primary and secondary student
outcomes at 36 months

Outcome

Intention-to-treat (adjusted)

Per-protocol (adjusted)

Difference (95% CI)

Difference (95% CI)

p-value

p-value

GBS overall score

–0.03 (–0.06 to –0.001)

0.0441

–0.03 (–0.06 to 0.01)

0.1211

ESYTC overall score

–0.13 (–0.43 to 0.18)

0.4199

–0.12 (–0.46 to 0.22)

0.4869

PedsQL overall score

1.44 (0.70 to 2.17)

0.0001

1.02 (0.22 to 1.83)

0.0122

SDQ total difficulties score

–0.54 (–0.83 to –0.25)

0.0002

–0.35 (–0.67 to –0.04)

0.0289

SWEMWBS total well-being index

0.33 (0.00 to 0.66)

0.0487

0.31 (–0.05 to 0.66)

0.0943

CHU9D overall score

0.01 (–0.00 to 0.01)

0.0795

0.00 (–0.00 to 0.01)

0.6087

Age of sexual debut

–0.35 (–1.48 to 0.78)

0.5409

–0.28 (–1.55 to 0.98)

0.6589

MAS bullying subscale score

–0.26 (–0.57 to 0.05)

0.0976

–0.21 (–0.57 to 0.14)

0.2342

Intention-to-treat (adjusted)

Per-protocol (adjusted)

Outcome

Odds ratio (95% CI)

p-value

Odds ratio (95% CI)

p-value

Ever smoked regularly

0.58 (0.43 to 0.80)

0.0009

0.66 (0.47 to 0.93)

0.0160

Ever drunk alcohol

0.72 (0.56 to 0.92)

0.0094

0.79 (0.60 to 1.03)

0.0764

Ever tried illicit drugs

0.62* (0.41 to 0.93)

0.0221

0.91* (0.63 to 1.32)

0.6258

Used any contraception at first sex

1.08 (0.50 to 2.35)

0.8410

1.29 (0.54 to 3.08)

0.5741

Use of NHS in past 12 months

0.96 (0.82 to 1.11)

0.5652

0.93 (0.79 to 1.09)

0.3685

Contact with police

0.74 (0.56 to 0.97)

0.0269

0.73 (0.55 to 0.98)

0.0369

* Proportional odds ratio.
Reproduced from Bonell et al.122 © 2018 The Author(s). Published by Elsevier Ltd. This is an Open Access article under the
CC BY-NC-ND 4.0 license.

Baseline context of intervention schools
Motivation to participate in the trial
A key theme was the variety in schools’ motivations to participate in the trial. One subtheme focused on a
desire to address bullying or an interest in RP, while another subtheme was a desire to provide evidence of
performance. For example, in one school, the external facilitator felt that the first year of the trial was
focused more on generating evidence for Ofsted than on substantive changes that would benefit students:
Can I just say that the whole of the first year the emphasis was on just getting this Ofsted.
I felt anything we did that had as an agenda.
Facilitator 9, school AH, interview, year 2
Another facilitator explained:
There’s also a thing where all schools are like this; they want to make sure . . . there’s an Ofsted
agenda which drives all schools. And she wanted to make sure as well that she was . . . they want
‘outstanding’, so she wants to make sure that she’s got all the information possible to make sure
that they can get through that.
Facilitator 2, school AD, interview, year 2
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Context of control schools
Existing relevant services and practices in control schools during the trial period
Overall, in year 1, five schools delivered some form of RP, social and emotional skills education and student
consultation on policy (schools AB, AC, AP, BH and BN), rising to 11 in year 3 (schools AB, AC, AG, AJ,
AN, AP, AY, BA, BB, BH and BN).

School discipline systems
A key theme reflected in data from nearly all control schools was that addressing bullying, aggression,
and other forms of misbehaviour was generally not schools’ main priority. In almost all schools, staff
reported that improving educational attainment was their key priority. Only in one school did participants
(school BG) report that addressing bullying was the school’s current main priority, and this was because it
had been raised by Ofsted as an area to improve.
Existing use of RP was a common theme. In year 1, 15 schools were reported to use RP to address
difficulties between students (schools AA, AB, AC, AG, AI, AJ, AN, AP, AR, BA, BB, BF, BG, BH and BN),
with this rising to 17 in year 3 (to also include schools AQ and AY). Staff used the term RP and described
processes that brought together each party in cases of conflict, as the following quotation illustrates:
Interviewer: So just going back to bullying and aggression in particular, would you say that your school
uses any restorative approaches?
Respondent: Constantly.
Interviewer: Constantly. OK.
Respondent: Yeah . . . yesterday morning we had two boys in Year 12 . . . somebody had said
something funny that the other boy didn’t find funny . . . He took it quite seriously, it blew out of all
proportion; and my parent support advisor and I sat down with the victim . . . no, well . . . the alleged
perpetrator, and said, look we need to resolve this. We need to mend this, you’ve got to get back into
lessons together. I’m not going to be on anybody’s side . . . will you come and sit and meet? They had
a little bit of time. They both said some things, we said things, they shook hands.
SLT member, school AC, interview, year 1
Other quotations, such as the following, offered a more nuanced account of how restorative sessions
might focus on recognising and healing social and emotional conflicts:
We have another two students who were saying unkind things to each other in class and it just kept
going on . . . And we would just talk through how it made each other feel, you know, what they’d
said, what they’d done. And actually get them to come up with how they would resolve . . . how
they’re going to resolve it, how they’re going to make each other feel better and what the strategies
would be. So it may be, if they’re not going to be friends, how to deal with each other in the
community; or if we are able to – quite often we can get them to resolve to the point where . . .
they would actually be able to communicate with each other again.
Phase leader for years 7 and 8, school AR, interview, year 1
A recurring idea was that RP was an approach to behaviour management that could be used alongside
more traditional, punitive measures, but that could be more effective in addressing the underlying causes
of conflict. In the following quotation, a teacher discusses the school’s reasons for using the technique:
It’s about actually sitting down with the victims and the perpetrators and actually having those
conversations whereby people are able to express how the situation or the incident or the thing
that was said has made them feel you know. And have that opportunity to directly speak to those
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individuals who have caused the problem. And then for the other ones to be able to respond to
that and actually really understand. Because I think sometimes when you sanction and they do their
sanction, it’s like . . . OK, has anyone actually stopped to really understand what this has led the other
person to feel like or . . . how it’s affected them you know? It’s easy just to give sanctions and then
draw a line under it. But really for us it is about actually getting to the root of the problem and
understanding and making people aware that this is not acceptable.
Head of year, school AI, interview, year 1
One subtheme was variety in how RP was used. In interviews with staff at some schools, for example in
the following quotation, RP was presented as a technique that permeated staff practice in and outside
classrooms, and to prevent as well as respond to conflict:
And then also all the teachers are aware of how we should treat each other and how students should
treat each other and act as role models. So then if something happens in their lessons they will use
restorative justice type conversations with students. And also, if there’s an incident, an argument or
an act of unkindness within the lesson, then they’re followed up with a restorative justice meeting
that’s usually held by the classroom teacher. So it does permeate across the school.
SLT member, school BH, interview, year 3
However, interviews in some other schools suggested that RP was regarded more as a resource to draw on
in particular circumstances:
If it’s a bunch of girls who are generally friends and they can’t seem to get on and there’s constant
bickering, we might get one of our behaviour support workers in and they do a restorative thing at
lunchtime where they get the girls together and they all have a chance to say their bit about what
they’re unhappy about in the relationship or not. And then go on from there. So we sometimes
do that although it’s not that often. We probably have about four of those sessions a year with
different girls.
SLT member, school BB, interview, year 1
Most of those reporting that their school used RP suggested that it had been used for some time, but a
few suggested that it had started after the school had been allocated to the control group in the trial.
One SLT member described how, in response to being allocated to the control group, the school had
initiated its own programme of RP:
I was really, really upset that we didn’t get picked as one of the schools because we’re actually at a
point where we’re going through so much change and what you guys were offering was exactly
what we need. But we’re going to do it ourselves, so it’ll be interesting to see . . . how we compare.
SLT member, school BG, interview, year 3
Training was another subtheme. Eight control schools were reported to have trained some staff in using RP
in year 1 (schools AB, AC, AG, AI, AW, BB, BH and BL), with this rising to 13 in year 3 (schools AA, AB,
AC, AJ, AQ, AR, AY, BA, BB, BG, BH, BL and BN).
The ubiquity of policies and rules was another subtheme. In years 1 and 3, 18 schools were reported to
have a policy on bullying or aggression (schools AA, AB, AC, AG, AI, AJ, AN, AP, AQ, AR, AY, BA, BB, BF,
BG, BH, BL and BN). In year 1, staff of nine schools reported that their school had revised its policy on
bullying or aggression in the last year (schools AA, AI, AN, AP, AR, BA, BB, BF and BN); in year 3 this
rose to 11 schools (schools AA, AG, AI, AN, AQ, AR, AY, BB, BF, BH and BL). Policies on bullying and
aggression were sometimes part of larger policies, such as on behaviour management or ‘culture for
learning’. Schools varied enormously in how staff described the importance of the policies. In most schools,
the policies were salient in staff accounts and were said to be reviewed regularly. However, in a few
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schools, the policies appeared to exist but not to greatly inform practice and to be seldom reviewed, as the
quotation below illustrates:
Interviewer: Do you have any formal policies related to bullying and aggression?
Respondent: Yeah. We have an anti-bullying policy. We also have a behaviour policy.
And a cyber-bullying policy.
Interviewer: And how often do you review them and who does this and how long does it take?
Respondent: Yeah. Well we’re not very good on policies. We’re good at practice, we’re better at
practice than we are at policy.
SLT member, school AB, interview, year 1
All schools had rules for student behaviour. Schools varied in whether these were presented primarily in
terms of positive expectations or as a list of unacceptable behaviours. However, in all schools, bullying,
aggression and other forms of physical or non-physical violence were identified as unacceptable. All
schools employed punitive measures. These could work as a complement or an alternative to restorative
measures. Many participants reported that punitive measures and RP were used alongside one another.

Personal, social and health education
The provision of PSHE was a recurring theme in staff accounts, with diversity of provision again an
important subtheme. About half of schools offered regular timetabled subject lessons and around half
delivered PSHE in tutor time or on so-called ‘off-timetable’ or ‘drop-down’ days. In those schools where
provision did not occur in specifically timetabled lessons, it was a recurring subtheme, exemplified by the
quotation below, that such a format of provision was not ideal:
But obviously we have . . . like the PSHE days. So rather than it being embedded . . . we have 4 PSHE
days a year. Like one-off days where the curriculum is changed to focus on exactly like the well-being.
But from my point of view I think it would be better run across . . . like weekly during tutor groups,
so it’s consistent rather than kind of . . . It seems a bit like an add-on.
Pastoral co-ordinator, school BL, interview, year 1
It was very difficult to assess the extent to which control schools were delivering social and emotional skills
curricula to students because staff discussed such provision in very vague terms, generally because they were
not directly involved in its delivery. Staff commonly referred in general terms to lessons addressing topics such
as ‘well-being’, ‘resilience’, ‘relationships’ or ‘social issues’, but were vague about details. In years 1 and 3,
there was some evidence that 13 schools provided their students with some sort of social and emotional skills
curriculum (schools AB, AC, AG, AJ, AN, AP, AQ, AR, AY, BA, BB, BH and BN). Staff commonly reported that
social and emotional education was integrated into a range of academic subject lessons, but this provision did
not appear to be based on a formal curriculum with clear learning objectives. For example, a member of staff
described how social and emotional learning occurred in lessons such as drama:
Interviewer: The social and emotional education, is that covered in PSHE?
Respondent: To some extent, yeah. There’s stuff, there’s definitely lessons and things about healthy
relationships and interaction buddying, these kind of things are . . . are covered there.
Interviewer: Are they covered in any other subjects?
Respondent: I think that, obviously being a drama teacher, we do a lot of stuff to do with well-being
and . . . kind of emotional education. But there aren’t any subjects that . . . are kind of . . . responsible
for teaching it.
Teacher and deputy head, school AG, interview, year 1
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Student participation in decision-making
Student participation in decision-making was a recurring theme. In years 1 and 3, there was evidence that
14 schools had an active student forum (schools AB, AC, AG, AI, AJ, AP, AQ, AR, BA, BB, BF, BG, BH and BN).
In years 1 and 3, 15 schools were reported to consult with students on some policy decisions (schools AA, AB,
AC, AG, AI, AJ, AN, AP, AQ, AY, BA, BB, BG, BH and BN). In year 1, there was evidence that in seven schools
students and staff met together to make decisions (schools AC, AJ, AP, AQ, BA, BN and BG); this rose to 10
schools in year 3 (schools AA, AB, AC, AG, AP, AQ, AY, BB, BG and BN). In year 1, there was some evidence
that five schools (schools AB, AJ, AP, AR and BN) surveyed students on health- or well-being-related issues;
this rose to six schools (schools AG, AJ, AR, AY, BA and BB) in year 3.
In some schools, staff reported elaborate processes for students’ active participation in decision-making
alongside staff. For example, a staff member in one control school reported a parallel student leadership
team interacting with the staff SLT:
We have student voice, student council; so we have . . . The same where we have SLT we have JLT
[junior leadership team], which is the junior leadership team. These are the students who apply for
the job, through an application process. And they have last interviews and then they are selected as
member of the JLT. They are attached, each of those is attached to a member of SLT if you like,
so they kind of shadow them.
Head of year, school AI, interview, year 1
However, in other schools, staff reported a much more limited and what was sometimes seen as a
tokenistic system for participation, as the following quotation from a staff member suggests:
We have the student voice and all those kind of school councils and stuff, which . . . I don’t know;
my own personal view is I don’t know, they’re a little bit tokenistic . . . We’ve got our school prefect
teams. But I guess ultimately . . . they can propose quite a few things, but it rests with the Head and
the senior leadership team whether those things are going to go through or not. So I think students . . .
I think certain voices . . . I think they’re heard. But from working, again talking from a pastoral level,
and working with the more challenging students; probably they don’t feel like their voice is heard.
Pastoral co-ordinator, school BL, interview, year 1

Existing relevant policies and practices in intervention schools during the trial period
School discipline systems
Another theme was staff interest in RP. At baseline, staff from five schools reported in interviews that they
had been interested in moving towards using RP to address student behaviour before taking part in the trial
(schools AD, AK, AM, AX and BI). A subtheme was the existing use of the approach. Seven schools (schools AH,
AK, AL, AX, BD, BI and BK) were already using some form of RP. Delivery within a school was generally
inconsistent:
We also have a guy who works in the internal exclusion room and wherever he has two students
who’ve been involved in an incident together, he will sit them down together or talk about the
incident just within the room, and approach it from that way. So yeah, the restorative practice
does go on. But I think it’s in quite isolated pockets; it’s not across the whole staff.
Year lead, school AH, interview, year 1
Staff in three other schools reported holding conversations to address incidents of bullying or
misbehaviour, but did not describe this as RP (schools AD, AS and BE). Some teachers used restorative
approaches alongside other approaches. A teacher from school BD explained:
The approach to bullying is more, from my experience and other members of staff, that if there is an
issue, having a discussion about it is the first action to take and having the students or who’s involved
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having a discussion about, you know, this is what’s happened, this is how this person feels, and that,
and to express themselves so that the other students can . . . hear you know what they’re doing has
an effect. And also they wouldn’t like it. And then usually you might just set a detention, or they
sometimes underline the issues where students have been friends before, they’re not friends any
more or stuff like that.
Behaviour manager, school BD, interview, year 1
However, another subtheme was the use of more punitive approaches. Intervention facilitators described
schools AH, AT and BD as primarily managing student behaviour through quite ‘disciplinarian’ approaches.
A teacher from school AT described the school as dealing with misbehaviour ‘quite severely, quite harshly’.
When asked if the school had ever used RP before, the teacher replied:
No, not at all. It’s more . . . I feel more accusatory, more . . . ‘you have done this’ and then there’s
been the punishment that follows: isolation and then to be expelled for a certain number of days,
whatever it is.
Intervention co-ordinator, school AT, interview, year 1
The importance of written policies was another subtheme, with most schools having policies on bullying,
and many schools embedding this within their broader behaviour policies. Staff in most schools reported
that they were clear about the bullying policy. Occasionally, staff reported not knowing what the bullying
policies were (schools AE, AM and AU) or that the policies were not implemented (schools AD and AM).
Training was another subtheme. Several schools had at least a few members of staff who had at some
point been trained in RP and who used this technique individually (schools AD, AH, AK, AO, AT, AZ, BE
and BM). Staff in only three schools reported having whole-school training (schools AH, AO and BC) and
10 reported receiving no training in dealing with bullying (schools AE, AF, AL, AM, AU, AW, AX, AZ, BE
and BK). Some schools offered training on issues indirectly connected with bullying, such as behaviour
management (schools AK, AM, AS and BE) or safeguarding (schools AD, AF, AT, BIAD, AF, BI and AT):
We have loads of training on all kinds of different things. We are inundated with training. But directly
relating . . . we have child protection training, but that doesn’t really cover bullying, so no, I don’t
think there’s anything that specifically deals with bullying.
Subject teacher, school AD, interview, year 1

Personal, social and health education
The variety in provision of PSHE was a prominent theme. Most schools offered distinct PSHE lessons or
incorporated such learning into tutor times, generally weekly or twice a week (schools AD, AH, AK, AM,
AO, AS, AU, AW, BE and BI). A few supplemented this with teaching PSHE content in assemblies (schools
AL, AX and BE) or specific days or part-days when students were taken off their normal timetable of lessons
(schools AD, AH, AS, AT and AX). Some schools delivered PSHE through other subjects, including citizenship,
religious education and biology (schools AE, AL, AW, AX, BE and BI). The amount of time and scheduling
varied greatly, from 20 minutes per fortnight (school AW) to 20 hours per term (school AS). In some schools,
teachers reported that the time spent on PSHE had contracted in recent years (schools AW and AU). There
was a broad recognition that the time allocated to PSHE was insufficient (schools AD, AL, AO, AT, AW, AX,
BD and BE):
I don’t think you can do enough in that short period of time [20 minutes, twice a week]. I think again,
it’s almost kind of doing it because . . . we’re obliged to cover the material. I think if it’s a real focus
and a genuine focus, I think more time should be devoted to it.
Head of learning, school AX, interview, year 1
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Tokenism was a prominent subtheme. Teachers in some schools reported that although PSHE in their
schools addressed health and well-being, this was somewhat tokenistic, with the school’s overwhelming
focus being on attainment:
I suppose the head teacher superficially would verbalise that, and by signing up to this project has put
some resources behind it. But in practice, politically it isn’t easy to get the time or the resources
towards that.
Assistant head-teacher, school BD, interview, year 1
I think it comes down, unfortunately comes down to exams, it comes down to . . . It is a very short
term . . . you know, if we drop this for an hour we can have an extra maths lesson or an extra
English lesson.
Head of department, school AW, interview, year 1

Student participation in decision-making
Student participation in decisions was a recurring theme across schools. Staff reported in interviews that
almost all schools had some kind of student council and some had more than one group for discussing
student views (schools AF, AK, AL, AS, BC and BE). In some schools, students were invited to share their
opinions via surveys or formal discussions with staff (schools AD, AF, AS, AU, AX and BI) or informally
(schools AS, BC and BN). Three schools reported no such mechanism (schools AM, BE and BI). Schools
aimed either to involve a cross-section of students, including those with a history of misbehaviour
(schools AD, AK, AL, AS, AW, AX, BD and BI), or to over-represent students from lower socioeconomic
groups (school AS) or those exhibiting challenging behaviour (schools AM, AX and BI).

Intervention implementation
Intervention fidelity
Fidelity per school
Overall fidelity was variable, with a reduction in the fidelity of formal intervention activities in year 3
(see Appendix 1, Tables 37 and 38). The median fidelity score for years 1 and 2 (maximum possible score of 8)
was 6 (interquartile range 5–8), whereas for year 3 (maximum score of 4) the median was 1 (interquartile
range 0–3). Two schools achieved perfect fidelity in years 1 and 2, six scored 7 out of 8 points, another six
scored 6 out of 8 points and the remaining seven scored below this. Two schools achieved perfect fidelity in
year 3, whereas another three scored 3 out of 4 points. In year 3, 15 schools sustained RP. Interviews with
AG members and focus groups with staff in case study schools suggested that, in year 3, schools commonly
incorporated what they regarded as the most useful AG functions into mainstream school structures and
processes, for example involving students in decision-making and further reviewing policies to ensure that
these supported RP and were integrated into existing school committees. Regarding components, training
and AGs were delivered with good fidelity. The fidelity to the curriculum was lower. Schools AF, AM, BE
and BI did not engage with the trial in year 3 beyond some teachers’ continued use of RP. A higher fidelity
score for years 1 and 2 was associated with lower rates of bullying victimisation at 24 months but not with
decreased rates of aggression. The fidelity score for year 3 was not associated with either primary outcome.

Overall fidelity per facilitator
The fidelity of facilitators was judged for those elements of the intervention which they facilitated (in years 1
and 2 only), expressed as the mean score achieved 0–1 across these two years. Most facilitators achieved
mean scores in the range 0.55–0.83 (Table 9). Two facilitators scored 1 in their joint work across three
schools. One facilitator scored 0.33 working with one school and another scored 0.25 working across four
schools. One facilitator was replaced after year 1 and, as a result, this individual’s schools were redistributed
to other facilitators.
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TABLE 9 Overall fidelity per facilitator

Facilitator

Number
of schools
worked in

1

Mean fidelity score for their AGs
Achieving minimum
six meetings

Reviewing
policies/rules

Implementing locally
decided actions

Mean score
overall/1

3

0.33

1

1

0.77

2

2

0.5

1

1

0.83

3

1

0

1

0

0.33

4

1

1

1

0

0.66

5

4

0.25

0.5

0.75

0.25

6

2

1

0.5

1

0.83

7 replaced by 8

3

1

1

1

1

9

3

0.66

1

0.66

0.77

7 replaced by 2

1

0

1

1

0.66

Fidelity of training in restorative practice
According to the trainers’ diaries, there was very good fidelity of delivery of the all-staff training (Table 10).
Data were available for 19 of the 20 schools and, for these, fidelity was as intended, other than less than
intended coverage for the three sessions on maintaining relationships after difficult conversations, plus one
session in which the intended DVD was not shown.
In total, across all schools, 1878 staff attended all-staff training and 131 staff attended in-depth training.
Fifteen schools met the target of having at least five staff members receive in-depth training in using RP,
over 3 days (schools AD, AE, AF, AH, AK, AL, AO, AT, AU, AW, AX, AZ, BE, BC and BI). The protocol did not
include assessment of the fidelity of in-depth training. A few schools (schools AF, AK, AT, BD, BI and BM)
received the training late in the first year of the study, reducing the extent to which RP could be implemented
in the first year of intervention. During all six observations of the all-staff training, researchers judged that
participants were moderately to very enthusiastic but that the groups were too large. Participatory learning
could then be achieved only through small-group or paired activities.
TABLE 10 All-staff training implementation
Fidelity self-reported in trainer diary, n (%) of schools
Training implementation

As intended

Less than
intended

Not at all

Schools with
no data

Covered ‘what is restorative justice/practice’

19 (95)

0

0

1 (5)

Covered ‘the importance of language’

19 (95)

0

0

1 (5)

Covered ‘what we do to challenge bad behaviour/nature of
challenge’

19 (95)

0

0

1 (5)

Covered ‘the importance of emotions’

19 (95)

0

0

1 (5)

Covered ‘the importance of listening’

19 (95)

0

0

1 (5)

Covered ‘maintaining the relationship after difficult
conversation’

16 (80)

3 (15.79)

0

1 (5)

Used PowerPoint slides

19 (95)

0

0

1 (5)

Used DVD

18 (90)

0

1 (5)

1 (5)

Facilitated paired activity

19 (100)

0

0

1 (5)

Facilitated small-group activity

19 (95)

0

0

1 (5)
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Fidelity of needs assessment surveys
Needs assessment surveys were completed in all schools, with generally high response rates (Table 11).
In year 1, 11 schools achieved student response rates of ≥ 90%, six achieved response rates in the range
80–89% and three achieved response rates in the range 70–79%. In year 2, these figures were 10, 7 and
3, respectively. In year 3, five schools achieved responses of ≥ 90%, 10 achieved responses in the range
80–89%, three achieved responses in the range 70–79% and four achieved responses < 70%. According
to facilitator diaries and meeting minutes, all schools in year 1 and 14 schools in year 2 reported using the
needs data to inform priorities and actions. In year 3, four schools (schools AL, AO, AT and BD) reported
using the needs data to inform decisions. Three more read the report and used it for discussions (schools
AH, AS and AU) and the two schools that most disliked the survey reported that they found the resulting
needs assessment report useless (schools AE and AU).

Fidelity of action group meetings
In the first year, 19 schools completed all six AG meetings (AGMs) as intended and only one (school AM)
convened only four meetings. In the second year, 11 schools completed six AGMs (schools AD, AE, AH, AK,
AL, AS, AU, AX, BC, BD and BE), four held five AGMs (AF, AT, AW and BI), three held four AGMs (schools
AM, AO and BM), and one held three AGMs (school BK). Thus, 11 schools achieved the target of holding
at least six AGMs per year in both years 1 and 2 (schools AD, AE, AH, AK, AL, AS, AU, AX, BC, BD and BE).
Of these schools, only AE and AS maintained perfect AG fidelity into the third year of the intervention.
In year 3, several schools (schools AF, AM, BE and BI) did not hold any AGMs, whereas other schools either
used AGs for quite different purposes or used other meetings to implement the intervention. Schools AK, AO
and AZ began to use AGs to train students or staff in RP or mentoring. Schools AE, AK and AT used student
council or student voice committees to fulfil the function of an AG. Seventeen schools succeeded in reviewing
school policies and rules during year 1 or 2 (schools AD, AE, AH, AK, AL, AM, AO, AT, AU, AW, AX, AZ, BC,
BE, BI, BK and BM). In year 2, four changed school rules (schools AE, AH, AM and AO). In year 3, five schools
reviewed their behaviour policies (schools AD, AL, AX, BC and BD).
Most AGs reviewed their rules or policies relating to behaviour (schools AD, AF, AH, AO, AU, AW, AX, AZ,
BD and BE) or rewards and sanctions (schools AX, AZ, BC and BM). A recurring theme in interviews with
staff members and facilitators was that the school focused considerable energy on revising school policies
informed by restorative principles (schools AH, AL, AM, AO, AU, AW, BD and BI):
The behaviour policy has been rewritten now. So restorative practice is part of it. Interactions with
parents, interactions with students . . . we’re going to do staff training in terms of how do you talk to
parents, how do you talk to students, language used in the classrooms. All [newly qualified teachers].
now have training in restorative practice when they arrive at the school . . .
Senior leader, school AW, interview, year 2

TABLE 11 Needs assessment survey implementation
Number (%) of schools
Needs assessment surveys in intervention schools

Year 1

Year 2

Year 3

Conducted

20

20

20

< 70%

0 (0.0)

0 (0.0)

4 (20.0)

70–79%

3 (15.05)

3 (15.0)

1 (5.0)

80–89%

6 (30.0)

7 (35.0)

10 (50.0)

≥ 90%

11 (55.0)

10 (50.0)

5 (25.0)

Schools with response rate in the range of
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Sixteen schools enacted local decisions in years 1 and 2 (schools AD, AE, AF, AJ, AK, AL, AM, AO, AT, AU,
AW, BC, BD, BE, BK and BM). In year 3, 10 schools completed locally decided actions (schools AE, AH, AK,
AL, AO, AS, AT, AW, BC and BD). Common locally decided actions included cascading RP training to staff
who had not attended the in-depth training, or to students so that those students could work as peer
mentors or buddies (schools AH, AK, AS, AU, AW, AX, AZ, BC, BD, BI, BK and BM) or resolve conflicts
themselves (schools AS, AU and BM). Others included delivering assemblies on RP (schools AE, AI, AO,
AS and BM), instituting specific safe spaces on the school site (schools AF and AW) and various approaches
to encouraging girls’ empowerment (school BD). Safety concerns identified by students were addressed
in some schools by having staff patrol hallways between classes (schools AF, BD and BI) to discourage
aggressive behaviours. Some schools offered more after-school clubs (schools AE, BD, BK), and one offered
drop-in services (school AS) to improve school engagement and social and emotional health among students.
School BK funded new, external, specialist staff to work with students to improve mental health and
well-being, including a counsellor and a boys’ boxing coach. Many of these activities specifically aimed to
broaden students’ social circles through engaging with people in other year groups. Other schools made
improvements to the physical environment, including decorating the schools with informational or
motivational posters (schools AD, AO and BI) and displaying student work (school AS).
According to aggregate data from our survey, all AGs were assessed by their members in years 1 and 2
as having a good or quite good range of staff from across the school, and a good or quite good range of
students of different backgrounds and academic ability (see Appendix 1, Table 37). All were assessed by
their members in terms of it being definitely or partly true that there was someone from this school on the
AG who co-ordinated it and showed leadership.
A rare theme was adaptation of, or deviation from, the intervention manual. One selective school (school
AU) did not view itself as having significant problems with bullying or aggression and, therefore, used the
AG primarily as a way to revise the homework policy to try to reduce the stress on students arising from
receiving multiple homework assignments on the same day. They held double-meetings so that students
were removed from lessons less frequently (school AU). Two schools broke the AG into subcommittees
(schools AW and BD). This was done in one school so that students were less intimidated to speak in front
of a large group and in the other school so that multiple groups could get more done. One school held
only one AG meeting in year 2 because its student council already brought students and staff together to
make collective decisions and review rules and policies (school AZ).
Schools AS and AD did not formally review their rules as part of the intervention but did incorporate the
restorative sentiment into their new interpretation or enforcement of the rules:
So whilst there isn’t an individual rule that has been changed, many policies and practices as a result
of the project so far are being flexed and adapted and tweaked accordingly.
Deputy head-teacher, school AS, interview, year 1
Among the AGMs we observed, some were noticeably well led (schools AD, AE, AM, AO, AU and BI),
whereas others seemed poorly led (schools AH, AM, BD and BK). Researchers noted that in three schools in
particular, students’ comments or concerns did not appear to be taken seriously (schools AH, AM and BD).

Fidelity of restorative practice
Because response rates to the surveys of those trained to deliver RP were very low, we instead assessed the
extent of RP by analysing the responses to the 24-month all-staff survey question about RP. In 12 schools
(all but schools AF, AH, AK, AM, BD, BE, BI and BM), at least 85% of staff reported that if there was trouble
at their school, staff responded by talking to those involved to help them get on better. Qualitative research
generally suggested that, in the course of the 3 years of the intervention, there was a continuing increase in
the use of restorative approaches. The vast majority of staff reported in surveys that teachers and students
got together sometimes or often to build better relationships, or to discuss their views and feelings.
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Interviews and focus groups suggested that variability of the form and scope of the RP implemented was a
key theme. The majority of schools were reported to be regularly using some form of RP (schools AD, AE,
AK, AL, AO, AT, AU, AX, AZ, BD, BI and BM). In some schools, key staff members, particularly the trial
champion and pastoral staff, used restorative approaches, but felt frustrated that the school was generally
slow to adapt and normalise such work (schools AM, AO, AW, AX, BI and BK), often because the broader
culture of the school staff was not supportive or because these schools lacked the management capacity to
ensure that restorative approaches were more widely adopted. Schools AU, BD and BM used RP primarily as
a strategy to manage classrooms and learning behaviour.

Fidelity of social and emotional education
Response rates to our annual survey of those responsible for delivering the curriculum were poor, so we
drew on both this and interviews with curriculum leads to gauge the fidelity of curriculum delivery. This
established that in year 1 only 12 schools delivered the curriculum as intended in the protocol (5 hours’
total teaching time or teaching comprising unit 1 as well as one or more additional units) (schools AD, AE,
AF, AH, AM, AS, AU, AW, AX, AZ, BC and BE) and in year 2 half as many did so (schools AD, AE, AH, AS,
AW and AZ). In year 3, only five schools delivered this threshold of teaching time (schools AD, AL, AS, AT
and BC). The curriculum was taught in various forms across the schools, including in 10- to 20-minute
sections in tutor time, rarely in specific PSHE lessons, and quite often in off-timetable days focused on
PSHE topics.
Many schools did not deliver the curriculum materials as they were packaged. Staff in several schools
commented that they needed to adapt the curriculum because it did not address the needs of their
students, or because the materials were too simplistic (schools AD, AE, AF, AK, AS and AW). There was
some evidence that some schools treated the delivery of the curriculum as a box-ticking exercise. They
implemented the minimum required without ensuring that implementation was strong enough to
maximise its potential impact. For example, at the end of year 1, a SLT member in school AW admitted
that the school had not ensured that the curriculum was delivered by the most appropriate teachers:
Our strongest teachers aren’t our PSHE teachers and our . . . you know . . . RE teachers, they’re not
really our . . . our best teachers in the school . . . if we’re really going to place importance in it, how
important are we going to think about delivery of it? It’s all very good going through the motions,
but unless you do it properly there’s no point doing it.
Assistant head-teacher, school AW, interview, year 1

Participation and reach
We drew on facilitator diaries, AG minutes and training attendance sheets to estimate the numbers of staff
and students participating in training and AGs. All-staff training on average reached 103 staff members
(range 34–162 staff members) per school in schools for which data were available. In-depth training on
average reached 6.35 staff members (range 2–13 staff members) per school in schools for which we have
data. Fifteen schools sent at least five staff members on this training (see Appendix 1, Table 39).
On average in year 1, 7.4 staff members (range 3–12 staff members) per school participated in AGs in schools
for which data were available, with this falling to 5.4 staff members (range 2–9 members) per school in year 2.
On average in year 1, 7.8 students (range 5–14 students) per school participated in AGs in schools for which
we have data, with this increasing to 8.8 students (range 4–23 students) per school in year 2. We did not
calculate figures on participation in year 3 because schools implemented AGs in such heterogeneous ways.
Schools were encouraged to, and most did, select a diversity of students to serve on the AG, including
those with a history of misbehaviour (schools AD, AF, AL, AO, AT, AW, AX, BC, BK, BI and BM),
those who struggled academically (schools AD, BC, BI, BK and BM) and those who were at risk of
disengagement (AK and BC). Other schools focused recruitment on students who were high achievers
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(schools AK, AS and AW). These schools sometimes dropped lower-attaining students from AGs. Most
schools selected students across school years to participate, but some (schools AF, AL and AW) invited only
those in the study cohort.
Just over one-third of staff completing the all-staff survey at the end of year 2 reported that students were
involved in developing the behaviour policy or school rules, with this rising slightly by the end of year 3
(Table 12). At the end of years 2 and 3, only about one-third of students reported being aware that
the school had been taking steps to reduce bullying. By the end of year 2, around one-third of students
reported that they had experienced lessons about relationships or emotions, with this falling to around
one-quarter by the end of the third year (Table 13). Only around one-quarter of students reported that
students had been involved in developing the behaviour policy or school rules. Across both time points,
only about one-sixth of students knew what was meant by the term ‘restorative practices’. About half
reported that, if there was trouble at school, staff responded by talking to those involved to help them get
on better. About two-thirds of students reported that teachers and students got together to build better
relationships or discuss their views and feelings. Focus groups with students not involved in AGs suggested
that there was broader awareness of the work of the AG among students in some schools (schools AE, AF,
AH, AW and BK) more than others (schools AO, AS, AT, AZ, BC and BD).
Even if the AG itself was not well known, students on AGs in some schools reported that their peers
had noticed changes being made but were unaware of how these had come about (schools AD, AT
and BK):
They’re aware of certain changes. But they’re not really aware of why people are doing this. So they
see it as, why have they put up a basketball hoop? Oh, that’s probably for people to play on. They
don’t see why . . . what caused it to happen. It’s only people on the action group and some teachers
are aware of it. Everyone else is oblivious to the situation.
Male, year 9 student, school BK, interview, year 1
Slightly over half of staff in intervention schools were aware that the school had been taking steps
to reduce bullying and aggression, with this falling slightly between years 2 and 3 (see Table 12).
In interviews with SLT members in year 3, some reported that although the name of the intervention was
sometimes not known by all staff members, the push for increased use of RP was more widely known.

Reception and responsiveness
Among the staff who were aware that the intervention was occurring, the vast majority were supportive
overall at both time points (see Table 12). With the increasing expectations for educational attainment,
some staff resented the work involved in the intervention given its primary focus on health and well-being
rather than attainment:
One of the challenges that I foresee is that . . . I’ve worked at a few schools and I don’t think this
school is unusual in that teachers feel responsible for academic progress and they don’t . . . feel
responsible for student well-being in the same way. And I think that’s a result of accountability
measures being focused around those things and so the challenge is to move that perception so that
staff take ownership of all of those things. But also then to help them to understand that the two
things obviously are linked.
Assistant head-teacher, school BD, interview, year 1
Commitment to the intervention was notably lower in schools where the pre-existing approach to behaviour
was disciplinarian or not supportive of student participation in decision-making (schools AH, AT and BD).
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Staff responses
24 months

36 months

Overall % across
intervention group

Number of
schools where
school % is > 70%

Number of
schools with
no data

Overall % across
intervention group

Number of
schools where
school % is > 70%

Number of
schools with
no data

This school has recently been taking steps to reduce bullying
and aggression (% yes)

58.33

6

1

54.21

4

3

I support this new work (% yes)

91.71

19

2

91.40

20

3

I understand what is meant by ‘restorative practice’ (% yes)

77.90

14

1

79.52

13

3

I support using restorative practice in schools (% yes)

52.85

4

1

55.38

3

3

If there is trouble at this school, staff response includes
talking to those involved to help them get on better (% yes)

85.99

16

1

89.14

17

3

Teachers and students at this school get together to build
better relationships (% often/sometimes)

94.55

20

1

94.06

20

3

Teachers and students at this school get together to discuss
their views and feelings (% often/sometimes)

83.95

19

1

82.39

17

3

At this school, students were involved in developing the
behaviour policy or school rules (% yes)

38.72

1

1

44.05

2

3

Measure
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TABLE 13 Student awareness of the intervention processes
Staff responses
24 months

36 months

Overall % across
intervention group

Number of
schools where
school % is > 70%

Number of
schools with
no data

Overall % across
intervention group

Number of
schools where
school % is > 70%

Number of
schools with
no data

This school has recently been taking steps to reduce bullying
and aggression (% yes)

34.29

0

0

33.00

0

0

This past year in class, we have been learning how to get on
well together (% yes)

37.68

0

0

26.98

0

0

This past year in class, we have been learning how to
manage our emotions (% yes)

33.28

0

0

24.52

0

0

This past year in class, we have been learning how to resolve
conflict (% yes)

38.72

0

0

28.49

0

0

I understand what is meant by ‘Restorative Practice’ (% yes)

15.42

0

0

13.52

0

0

If there is trouble at this school, staff response includes
talking to those involved to help them get on better (% yes)

53.69

0

0

50.65

0

0

Teachers and students at this school get together to build
better relationships (% often/sometimes)

69.68

12

0

67.85

9

0

Teachers and students at this school get together to discuss
their views and feelings (% often/sometimes)

63.48

7

0

59.84

5

0

At this school, students were involved in developing the
behaviour policy or school rules (% yes)

28.84

0

0

24.08

0

0

Measure
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Needs assessment surveys
The undertaking of the needs assessment surveys was acceptable to staff and students, evidenced by the
high response rates across all schools. The reception given to the reports from these surveys is discussed
under AGs.

Training
Those receiving in-depth training reported high satisfaction (Table 14). Participants across all intervention
schools reported that they ‘probably’ or ‘definitely’ had learned useful skills, and all indicated that they
would recommend the training to colleagues. Over 90% of participants across all schools reported they
intended to put into practice the skills learned, felt confident putting into practice the skills learned, and
rated the training as good or excellent. Almost 90% rated the training as excellent.
In interviews, staff were very positive about both the all-staff and the in-depth training, with some describing
it as ‘brilliant’ (schools AX and AZ), ‘transformational’ (school AW), and helpful with behavioural issues:
I’ve been on two trainings this term and they’re the best two trainings I’ve ever been on in my life.
They really, really, really, really helped.
Role unknown, school AH, interview, year 1
Brilliant. Hands down, absolutely amazing. I think every single student, every single teacher should go
through that, definitely. It’s been absolutely phenomenal training. And from everybody that I’ve had
that’s gone through has found that incredibly useful and are really behind it.
Head of year, school AZ, interview, year 2
Only a few reports about the training were less positive. In three schools (schools AD, AK and AM),
some staff were frustrated about the length of the in-depth training, regarding it as condescending to
experienced teachers. Conversely, staff in some schools thought that the shorter all-staff training was too
short to have a sustainable impact on staff behaviour (schools AD, AO and BK). Some staff sitting on AGs
reported that choosing who should attend the in-depth training was a fraught process. A staff member
in one school felt that staff were chosen without enough consideration of their roles (school BE). In two
schools, an interviewee suggested that too many SLT members attended the training despite having less
contact than other staff with students (schools AD and BD). In another school, a staff member suggested
that too many teachers and not enough senior leaders were trained, thereby eroding the extent to which
training informed school management culture (school BI). In other schools, AG members reported that
trainees were selected appropriately (schools AE, AF, AH, AK, AM and BM). Schools AF, AK, AT, BD, BI
and BM received the training late in the first year, thus reducing the time available to put RP into action.
TABLE 14 Participant satisfaction with the in-depth training
Responses
Overall % members
responding as indicated

Number of schools where
> 70% of members
responded as indicated

Do you feel that you learned useful skills at this training?
(yes definitely or yes probably)

100

20

Do you feel confident in putting into practice the skills you
have learned today? (yes)

91

20

Do you intend to put the skills you learned to use in your
everyday practice? (yes)

95

20

Would you recommend this training to a colleague? (yes)

100

20

Overall, how would you rate this training? (good or excellent)

99

20

Measure (response option that indicates satisfaction)
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Many schools decided to cascade the training so that some of those receiving the in-depth training
then trained other staff. Thus, all staff were trained in some schools (schools AE, AK, AO, AZ, BI and BK),
whereas others focused this training on key personnel (schools AF, AM, AS and BM) or newly qualified
teachers (school AW). Half of the intervention schools trained students to resolve conflict using restorative
techniques (schools AE, AK, AM, AO, AS, AW, AZ, BC, BD and BK). In year 3, four schools trained student
conflict mediators and anti-bullying mentors (schools AK, AO, AZ and BD). A problem noted across the
process evaluation was the tendency for staff who had received the in-depth training to leave the school
before the intervention was complete. This meant that schools with high rates of staff turnover had a
shortage of staff who had been trained in RP.

Action group meetings
Use of needs data
Over two-thirds of AG members completing the survey reported that they worked hard on the AG because
they wanted to, not because they had to (Table 15). Over 80% reported looking forward to meeting and
almost 70% reported that meetings were exciting and energising. Our survey of AG members found that
most rated the needs assessment report as useful for informing decisions, with the overall percentage of
members rating it thus declining slightly from 91% across the 19 schools providing data in year 1 to 88%
across the 17 schools providing data in year 2 to 76% among the three schools providing data in year 3.
These results appeared broadly consistent across schools, with 17 averaging 70% positive ratings in year 1
and 14 doing so in year 2, and two of the three schools completing the survey in year 3.
In interviews with students and staff on AGs, as well as with facilitators, most reported that they valued
the needs reports and used them to identify priorities (schools AD, AE, AF, AH, AK, AL, AM, AO, AS, AT,
AU, AW, AX, BC, BE, BI, BK and BM):
And they’ve been drawing on the needs assessment report research to help them think about that as
well. It’s feeding into everything they do. So they . . . we focused on it quite a lot in meetings, pored
over the data in the first few meetings. And then we still keep coming back to it when we’re thinking
about what next, what actions should we be doing? Yeah, so they’ve . . . yeah, they’ve taken it to
heart and really want to make a difference.
Facilitator, school BM, interview, year 1
Staff in most schools suggested in interviews that they used the reports as evidence to advocate to school
leadership teams that changes were necessary. In school AH, for example, the needs assessment was
useful for staff advocating on behalf of students whose concerns, although previously voiced, had not
been acted on by school leaders. This was also the case in school AF:
But it certainly gave me some ammunition that I can say, well this is . . . this is proven because the kids
have actually said this, so we need to move forward with it.
Assistant head-teacher, school AF, interview, year 2
In some schools (schools AF, AO, BE and BM), staff expressed shock or surprise at the results, particularly
about the data on student perceptions of feeling unsafe at school or feeling uncomfortable talking to staff
about problems. The reports often highlighted student concerns that staff had previously never considered,
particularly relating to feeling safe at school (schools AH, AW and AZ):
I’ve always felt it quite a safe area and a lot of the young people don’t feel it’s particularly safe
because of the way they have to come in and out. And obviously that’s being changed now . . . So I
think it’s really been useful for us to do that. And quite . . . eye-opening and telling as to the areas
that as adults we thought we’d covered and actually, no, the young people don’t think so much.
Head of year, school AZ, interview, year 1
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Responses
Year 1

Year 2

Overall %
of members
responding
as indicated

Number of
schools
where > 70%
of members
Number of
responded
schools with
as indicated
no data

Was the needs assessment report
useful in helping the AG decide
what actions to take? (somewhat
or very)

91

17

Was the external facilitator useful
in ensuring that all AG members
could have their say? (somewhat
or very)a

89

Was the external facilitator useful
in helping the AG decide what
actions to take? (somewhat
or very)a

Year 3

Overall %
of members
responding
as indicated

Number of
schools
where > 70%
of members
Number of
responded
schools with
as indicated
no data

1

88

14

3

76

2

17

18

1

90

15

3

NA

NA

NA

86

16

1

88

17

3

NA

NA

NA

Was the external facilitator useful
in helping to ensure that actions
were actually implemented?
(somewhat or very)a

80

13

1

79

13

3

NA

NA

NA

Do you think the LT project was a
good way to ensure that students
contribute to decision-making at
this school? (very or quite)

95

19

1

94

16

3

100

3

17

Overall do you think the AG made
good decisions about what actions
to take? (% very or quite)

94

19

1

93

16

3

98

3

17

Do you think the AG made sure
that these actions were
implemented? (% yes)

70

10

1

72

10

3

69

1

17

Measure (response option
that indicates satisfaction)

NA, not applicable.
a No external facilitator in Year 3.
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Overall %
of members
responding
as indicated

Number of
schools
where > 70%
of members
Number of
responded
schools with
as indicated
no data
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Another school received a report that presented evidence of considerable unmet student needs and this
information was accepted as valid by school leaders:
Well the positive thing is, the only way is up. The year group is a challenging year group. And I
remember when [facilitator] came to present to SLT and said how terrible our data was . . . it was like
a tumbleweed moment; it was so funny. I mean . . . it wasn’t funny in a good way, but . . . but it was
a realistic . . . realisation for everyone if you know what I mean . . . Because we all knew it was like
that, but we didn’t realise how much the children didn’t actually like us.
Director of Inclusion, school AM, interview, year 1
There were some more negative views expressed. Students or staff in eight schools reported that the
reports were difficult to understand (schools AF, AK, AM, AX, AZ, BD, BI and BK). Staff in schools AH,
AO and BK misunderstood the reference group to which data on students in their school were being
compared, thinking that this was all schools nationally rather than other schools in the intervention arm
of the trial. During an observation, it was apparent that the lead staff member in school BK did not
understand the concept of statistical significance and needed support to interpret the colour-coding system
depicting this.
Staff at two schools felt that the report was not useful or valid (schools AE and BK). In particular, they felt
that the questions included vocabulary that was too advanced for students with special educational needs
or for those with English as an additional language. They felt that the phrasing, particularly when students
were asked to respond to negative statements, was inaccessible and that many of the questions were
leading. In school AE, the assistant head teacher reported that, when the school conducted its own
surveys, findings from these diverged from the results of this intervention’s needs assessment:
The data from the [your report] is meaningless; completely meaningless . . . It’s the worst . . . it’s a
pointless exercise for our students.
Assistant head-teacher, school AE, interview, year 3
Other schools disagreed with some elements of the needs report (schools AD, AL, AT, AU, AW, AX and BC).
As with schools BK and AE, school AX reported that the data provided through the study contradicted its
internally maintained data. Staff in three schools (schools AF, AS and BD) did not share some or all of the
findings with students because the report was seen as either too long and complicated or inappropriate for
students to see. When year-on-year trends in such factors did not improve, staff members could sometimes
feel dispirited (schools AF and BI). Such disappointments may have contributed to these schools not
continuing intervention activities in the final year of the study.

Facilitators
Most AG members rated the facilitator as useful in ensuring that all members could have their say, with
the overall percentage of members rating it thus being maintained at 89% across the 19 schools providing
data in year 1 and 90% across the 17 schools providing data in year 2 (see Table 15). These results
appeared broadly consistent across schools, with 18 schools averaging > 70% positive ratings in year 1
and 15 averaging this in year 2. Most AG members rated the facilitator as useful in helping AGs make
decisions, with the overall percentage of members rating it thus being maintained at 86% across the 19
schools providing data in year 1 and at 88% across the 17 schools providing data in year 2. These results
appeared broadly consistent across schools, with 16 schools averaging > 70% positive ratings in year 1
and 17 out of 17 averaging this in year 2. Most AG members rated the facilitator as useful in helping to
ensure that decisions were implemented, with the overall percentage of members rating it thus being
maintained at 80% across the 19 schools providing data in year 1 and at 79% across the 17 schools
providing data in year 2. These results were less consistent across schools, with 13 averaging > 70%
positive ratings in year 1 and year 2.
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However, a theme across interview data was many staff members’ mixed feelings about the facilitation.
Some schools reported that the facilitator was relatively passive, listening and taking notes (schools AD,
AS and AX), whereas others felt that the facilitator simply did not contribute much or were generally
dissatisfied with the facilitator’s work (schools AF and BK):
They don’t really do anything . . . Whether they bring anything to the meeting. I think once or twice
they might have asked a couple of questions, but that’s about it. They sit there looking to us.
Role unknown, school AF, interview, year 1
One facilitator was replaced between years 1 and 2, in part because of school dissatisfaction (schools AE,
AU, BE and BK). Several of these schools (schools AE, BE and BK) went on to disengage from the
intervention or expressed their dissatisfaction with it, although the balance is unclear between the poor
facilitation causing the disengagement or the disengagement coming first and informing the criticism.
Other schools were not clear about the role of the facilitator and, therefore, had trouble setting reasonable
expectations of what the facilitator should or was able to contribute to the group:
I think . . . [facilitator] has been really useful as a . . . So making sure we’re doing what we’re supposed
to do in one respect is great. But then it’s sometimes flipped into, well are we doing it right. And
having [facilitator]’s presence there has always . . . are we being watched, judged or supported? We’re
not quite sure where that . . . what that role is.
SLT member, school AW, Interview, year 2
However, there were also positive feelings. Staff in some schools (schools AE and AT) reported that the
facilitator added weight or gravitas to the meetings and reinforced the notion that the school would be
held accountable for progress:
So working with a facilitator from outside, that has been quite good at making it . . . just more . . .
focused and more effective in that way. Because I think people in schools have really, really good ideas
but again, because of the time, you tend to let things slip. Whereas this has kind of imposed a
formality to it which means you have to keep to deadlines and move things forward.
Staff member, school AE, interview, year 1
There were mixed reports on what difference the absence of external facilitation made to the third year of
the intervention. Most interviewees suggested that external facilitation was not necessary in the final year
but a few suggested that this was a significant loss:
The absence of [facilitator] has been incredibly significant because she did, she has, she was able to tie
it in all the time to the agenda. And was a touchstone I suppose really for that. And then . . . so that
. . . I think that was a loss.
Deputy head-teacher, school AD, interview, year 3

Student participation
Most AG members agreed that the AG was a good way to ensure that students contributed to
decision-making, with the overall percentage of members rating it thus being maintained at 95% across
the 19 schools providing data in year 1, at 94% across the 17 schools providing data in year 2 and at
100% among the three schools providing data in year 3 (see Table 15). These results appeared broadly
consistent across schools, with 19 schools averaging > 70% positive ratings in year 1, 16 in year 2 and 3
out of 3 in year 3.
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A recurring theme in student accounts was students joining the AG because they wanted to help change
their school (schools AE, AF, AT, AW, BE and BK) or to have more of a voice (schools AD, AM, AT, AW
and BC):
Because I felt sometimes frustrated with how the school was sometimes. It felt like a chance where
I can say what I want to say now and maybe make a difference so that it wouldn’t be like that
anymore, I guess.
Female year-9 student, school AO, interview, year 2
Students valued the opportunity to express their views and highlight where they were unhappy, and AGs
provided a calm, structured environment to do this:
Male, year 9 student, school BE, interview, year 2: I was able to speak from my own point of view not
just like statistics and what was on a piece of paper. Because I was able to like . . . relate to it in a
sense. And . . . like I started . . . talking about my own experiences, the teachers were acknowledging
it and . . . yeah.
Interviewer: Did that feel good . . .?
Male, year 9 student, school BE, interview, year 2: Yeah. It kind of felt good because it’s like . . . it’s
not me having to shout at a teacher or like I want to do this, dadadada. But it was me actually being
able to relate to a teacher seeing why if I’m shouting and I’m cussing it’s difficult for a teacher with a
class of 30 or more students.
Students often reported that they felt that teachers on the AG listened to students’ views respectfully even
when they disagreed with them:
That was good because we didn’t feel intimidated by the teachers. Not that you felt intimidated
before, but you didn’t feel like . . . You could say something, all the teachers would listen. If they
contradicted, they contradicted, if they agreed, they agreed. But no one disagreed, they’re going to
say you’re wrong, but everyone put across their own views with no arguments or anything.
Student of unknown sex and year, school BE, focus group, year 2
Students could grow in confidence in the course of their involvement on the AG. This was most obvious in
student accounts from schools AM and BM:
Well at the beginning I was very conscious of not . . . sounding like an idiot, making a mistake,
stuttering, something stupid like that. Now . . . it’s completely different. I will . . . sometimes I will
interrupt people. Obviously it’s not a good thing but it just shows how I feel I can say what I want in
this room.
Student of unknown sex and year, school BM, focus group, year 1
However, a theme across some staff accounts was struggling to manage good interactions between staff
and students. Facilitator and interviews suggested that although many students participated meaningfully,
others remained disengaged or, at times, combative:
They went down the road of all choosing students who were all, I would say, challenging. And
therefore not necessarily always making an appropriate contribution to the group. I mean when I think
back on it, out of the six students two of them contributed really well, and the other four were really
a challenge.
Facilitator, school BD, interview, year 2
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Interviews and focus groups suggested that whereas in many schools student views were described as
being taken seriously or very seriously (schools AE, AO, AS, AT, AX, AZ, BI and BM), in other schools staff
took note of student views only when these were deemed ‘realistic’ (schools AD, AF, AK, AL, AU, AW and
BE). Staff in some schools reported not really valuing student input or that student participation led to
conflicts with staff (schools AD, AH and AK). During the interview with a staff member at school AH, these
tensions became apparent:
They [students] want some rules to change; so they want to be able to bring their mobiles . . . There
were a lot of conversations about, ‘no . . . that’s not [going to happen] . . .’ [. . .]. And I think that they
think they had a bigger input than they perhaps did.
Assistant head-teacher, school AH, interview, year 2
The above quotation suggests that students’ participation was, at times, tokenistic. The same staff member
continued:
And I guess the limitation is the things that they think . . . having phones will make us feel safer at
school, and I know that our . . . part of our health and safety is that no, phones actually make young
people more vulnerable. So we say no mobile phones at school. So there are some things which are
just . . . not going to happen – so it’s a brick wall. And they don’t like that either. So there is conflict.
I always try and say, well I’ll take it to the principal, so that they don’t feel like I’m dismissive.
Assistant head-teacher, school AH, interview, year 2
Taking account of student views could be a challenge to schools’ normal way of working, as one teacher
explained:
I think the challenges are twofold, from two different sides. The first from the teachers’ side is that
you want to include students but often they’re not equipped to make good decisions for themselves
. . . I think from the student side the students often struggle to feel that actually what they say has
meaning, because it’s so often just ignored. And therefore I think they can become disillusioned and
not really feel it’s worth contributing.
Teacher, school AD, interview, year 1
One staff member reported finding it difficult to take a facilitative approach to managing student inputs:
I’m aware my role is of a facilitator you know, and luckily I’ve done some courses when it comes to
teaching about taking a step back; because most teachers want to fix stuff, that’s what we do. And
we just think we can fix everything and we’ll tell you what to do and you’ll do it.
Assistant head-teacher, school AF, interview, year 2
However, other schools were enthusiastic about students’ participation in decisions. In school AU, staff
on the AG expanded the process of revising school rules so that this involved students beyond the
AG alone:
It came about through the Learning Together project. Very nice indeed, because the way it works . . .
so the needs analysis said ‘we don’t know what the rules are’. [A teacher] started this exercise and I
finished it . . . She got all the forms in form times with their form tutors to come up with rules about
living in a community. How should we treat each other at [school AU]? And each form came up with
you know lots of suggestions . . . I then took it to the staff and they had their say, and there were
a lot of common themes, and we picked out all the favourites. I then took it leadership and we
narrowed it down even more.
Assistant head-teacher, school AU, interview, year 2
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A recurring theme was the impact of the work on mutual understanding between staff and students,
as these four quotations illustrate:
Yeah, because it made me feel like maybe . . . sometimes when teachers do stuff it’s not because they
want to do it, it’s because of the rules that maybe they have set. But then when you’re listening to
them and they’re agreeing with what you have to say, it’s like they actually do understand and you
can see that what I’m saying is being understood.
Female year-9 student, school AO, interview, year 2
It’s also nice to be able to have a conversation with a teacher, because very often they’re just the
people at the front of the class . . . And they’re just giving you the work; but when you actually have a
conversation and you get to know them, you understand that they’re real people and they’re a lot
more relatable.
Female year-10 student, school AU, interview, year 2
Yes [it made me feel differently about teachers], a hundred per cent because it give you a different
insight to what they’re really like, especially if you’re with teachers who haven’t taught you before or
something like that. Because they’re not as bad as you think.
Male year-11 student, school BM, interview, year 3
I know there is a hierarchy and there are imbalances in power, but with the Learning Together project
I’m sat there with a child discussing from my point of view what I think, and from their point of view
what they think. We’re almost like putting it in the middle of the table. How can we make that better
for both of us?
Role unknown, school AU, focus group, year 1
This could lead to better relationships between staff and students:
I think that’s really good for me to be in something that’s quite positive, because I do deal with quite a
lot of negative in my role. So for the students to actually see me in a positive light within things like
this I think is good for my role. Because then they’ll stop and talk to me in the corridor: ‘Miss, are you
going to the meeting tonight? Yeah, yeah, are you going?’ So it’s nice just to have that. And other
people see them talking to me and go ‘Oh OK, she’s not telling everyone off or talking about
problems. She’s quite fun actually’. And I think we’ve had a bit of fun in the meetings, had a little bit
of a laugh, haven’t we, as well?
Role unknown, school BM, focus group, year 1

Decision-making
Most AG members agreed that the AG made good decisions, with the overall percentage of members
rating it thus being maintained at 94% across the 19 schools providing data in year 1, 93% across the 17
schools providing data in year 2 and 98% among the three schools providing data in year 3 (see Table 15).
These results appeared broadly consistent across schools, with 19 out of 19 schools providing > 70%
positive ratings in year 1, 16 out of 17 in year 2 and three out of three in year 3.
Action group members were less likely to agree that the AG made sure that these decisions were
implemented, with the overall percentage of members rating it thus being maintained at 70% across the
19 schools providing data in year 1, 72% across the 17 schools providing data in year 2 and 69% among
the three schools providing data in year 3. These results were also less consistent across schools, with 10
out of 19 schools providing > 70% positive ratings in year 1, 10 out of 17 in year 2 and one out of three
in year 3.
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A common theme in interviews with facilitators and staff was concern about the AG’s capacity to
implement actions (schools AF, AL, AM, AT, AW, AX and BK). According to the facilitator, school AF’s
AG repeatedly revisited minor issues, such as the school’s policy on make-up, but was largely unable to
confront more substantive issues relating to student behaviour, health or well-being. In school AT, the AG
proposed numerous actions that were rejected by the head teacher. The amount of work already facing
teachers made implementation more difficult. One facilitator said of the individual leading on AG that
he had:
. . . been given so much to do I think in his day-to-day role, it’s just another thing for him to do.
He does it, he does it with very good grace and he’s obviously very well respected by the students.
Facilitator, school BE, interview, year 2
Schools were better able to implement action when SLTs were represented on action teams or otherwise
supported them. In some schools, the staff lead received virtually no support from colleagues (schools AH,
AL, AM, AO, AT, AW, AX, BI and BK). In school AH, the staff lead had a committed AG lead but received
little tangible support from the head teacher or other teachers:
The head teacher there was completely uninterested when I came to give a talk to the senior
leadership team, and it’s the only school where the head has not said anything to me or taken any
notice or made any effort to be slightly friendly. It was awful. But I gave a talk to the SLT, they all sat
. . . they were terribly . . . first of all, everybody there dresses extremely formally in business suits. And
the head never said a thing.
Facilitator, school AH, interview, year 2
However, in school AK, despite there being no senior leaders on the AG, the lead had worked for a long
time at the school and was well respected and liked by both students and staff. Thus, it was possible to
galvanise action without the formal involvement of senior leaders in some cases.
Throughout the 3-year study, the majority of schools handed over leadership of the project at least once
(schools AF, AH, AM, AO, AT, AU, AW, AX, BC, BD, BE, BK and BM). Many went on maternity leave,
changed roles or went on sick leave. Through these transitions, schools were sometimes able to transfer
the programme to effective leads (schools AT, AW and BD), but some could not.
We used an adapted version of the Learner Empowerment Scale to assess the extent to which staff and
student AG members felt empowered to make decisions. The mean percentage of positive responses
across all items among AG members in intervention schools for which data were available was 75% in
year 1, rising to 79% in year 2 and 80% in year 3 (Table 16). In year 1, 13 out of 19 schools that provided
data had a rate of positive reports > 70% across all members and items. In years 2 and 3, these figures
were 12 out of 17 and two out of three, respectively.

Restorative practice
Restorative practice was widely regarded as extremely useful for dealing with behavioural problems and
conflicts. It appeared acceptable to most staff and students in most schools. Over three-quarters of staff
responding to the all-staff survey understood the term ‘restorative practice’. Around half supported the use
of RP (see Table 12).
The presence of a staff member who championed the use of RP was critical to its broader use, and hence
to its reach. Schools AO and AS had such a champion. In school AS, the staff member had a strong
academic background in RP. He began working with students who misbehaved in class, expanding to use
it with students who had particular pastoral needs, and then to the sixth form, and eventually to the entire
range of year groups for which he was responsible. He set up voluntary training for all staff and unofficially
trained students in restorative techniques. Having an important middle management role in the school and
being an established and well-liked teacher placed this teacher in a strong position to champion RP.
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TABLE 16 Learner Empowerment Scale for AG members
Responses
Year 1

Year 2

Overall %
of members
responding
as indicated

Number
of schools
where > 70%
of members
Number of
responded
schools with
as indicated
no data

During AGMs, I felt confident
that I could do what was
expected (yes)

90

18

I had the power to make a
difference to how things were
done at AGMs (yes)

78

The AGs work fits with what
I believe in (yes)

Year 3

Overall %
of members
responding
as indicated

Number
of schools
where > 70%
of members
Number of
responded
schools with
as indicated
no data

Overall %
of members
responding
as indicated

Number
of schools
where > 70%
of members
Number of
responded
schools with
as indicated
no data

1

91

14

3

98

3

17

14

1

82

10

3

89

3

17

88

17

1

92

17

3

89

3

17

My participation was important to
the success of the AG (yes)

83

16

1

81

14

3

86

3

17

Other people on the AG made
me feel like I was not good
enough (no)

92

19

1

79

15

3

89

2

17

I actively took part in the tasks
undertaken on the AG (yes)

90

19

1

89

16

3

91

3

17

I usually did more work than I had
to do on the AG (yes)

23

0

1

34

0

3

33

0

17

I was overwhelmed by all of the
work required of the AG (no)

75

14

1

74

15

3

86

3

17

I worked hard on the AG because
I wanted to, not because I had
to (yes)

83

17

1

83

14

3

84

2

17

I had a choice in the way I went
about doing work on the AG (yes)

86

17

1

90

17

3

86

3

17

Learner Empowerment Scale
item (response option that
indicates empowerment)

Year 1

Year 2

Overall %
of members
responding
as indicated

Number
of schools
where > 70%
of members
Number of
responded
schools with
as indicated
no data

The things I had to do on the AG
meant a lot to me personally (yes)

61

5

I liked to talk about what I was
doing on the AG with friends or
family (yes)

55

I felt nervous about what was
expected of me on the AG (no)

Year 3

Overall %
of members
responding
as indicated

Number
of schools
where > 70%
of members
Number of
responded
schools with
as indicated
no data

1

74

10

3

69

1

17

2

1

61

11

3

66

1

17

76

15

1

73

12

3

80

2

17

I was able to affect the way things
were done on the AG (yes)

76

12

1

84

14

3

75

1

17

I looked forward to the
AGMs (yes)

73

11

1

84

13

3

91

3

17

Those leading the AG believed
that they must control how
I contributed to the AG (no)

63

9

1

61

4

3

79

2

17

I got positive responses when I
expressed my own attitudes and
ideas on the AG (yes)

85

15

1

92

17

3

84

2

17

I agree with the things that were
done on the AG (yes)

90

17

1

94

16

3

93

3

17

I had the skills needed to
contribute to the AG (yes)

89

18

1

91

17

3

80

2

17

My ability to contribute to the AG
was under my control (yes)

85

17

1

88

13

3

82

2

17

Learner Empowerment Scale
item (response option that
indicates empowerment)
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Overall %
of members
responding
as indicated

Number
of schools
where > 70%
of members
Number of
responded
schools with
as indicated
no data
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TABLE 16 Learner Empowerment Scale for AG members (continued )
Responses
Year 1

Year 2

Overall %
of members
responding
as indicated

Number
of schools
where > 70%
of members
Number of
responded
schools with
as indicated
no data

Those leading the AG felt that
they were always right (no)

71

11

I found the AG to be exciting and
energising (yes)

62

I found the AG to be interesting
(yes)

Year 3

Overall %
of members
responding
as indicated

Number
of schools
where > 70%
of members
Number of
responded
schools with
as indicated
no data

Overall %
of members
responding
as indicated

Number
of schools
where > 70%
of members
Number of
responded
schools with
as indicated
no data

1

69

9

3

72

2

17

17

1

71

8

3

84

2

17

87

17

1

90

15

3

86

1

17

The things I did on the AG were
valuable to me (yes)

75

14

1

80

13

3

78

2

17

The things I learned and did on
the AG will be helpful for my
future (yes)

77

13

1

86

15

3

78

1

17

This AG was one of the first times
I felt like I was able to contribute
to something important (yes)

43

0

1

45

3

3

27

0

17

This AG taught me how to work
well together with others (yes)

56

3

1

64

3

3

75

1

17

This AG helped me better
understand some of the problems
in my school (yes)

84

14

1

88

15

3

91

3

17

This AG gave me the chance to do
something about the problems in
my school (yes)

82

15

1

92

16

3

88

2

17

Mean across all items

75

13

1

79

12

3

80

2

17

Learner Empowerment Scale
item (response option that
indicates empowerment)

Reproduced with permission from John Wiley and Sons from Warren et al.126 © 2019 British Educational Research Association.

DOI: 10.3310/phr07180

PUBLIC HEALTH RESEARCH 2019 VOL. 7 NO. 18

In some schools, RP was used by most of those staff who had attended the in-depth training but some
of these staff felt frustrated that the school was not adopting RP quickly enough (schools AM, AO, AW,
AX, BI and BK). Some schools where this was the case had cultural norms that acted as barriers to
implementation, such as an authoritarian ethos, or did not have adequate commitment from the SLT to
ensure more widespread adoption. Schools that faced challenges, particularly in terms of poor results or
Ofsted ratings, often struggled to adopt RP fully because it was not seen as a priority for the SLT to lead.
Where it was used, staff generally felt that RP allowed them to resolve problems more easily, because it
allowed them to focus on restoring relationships rather than being bogged down in culpability:
And before I found we were spending a lot of time in ‘Billy said (a), Johnny said (b)’. And we’re
arguing about (a) and (b) forever and ever and you probably never get to the end of it. And now Billy
gets to give his view, Johnny gets to give his view, and then we move on to how we’re going to move
on and what this is going to look like in the future.
Role unknown, school AO, focus group, year 1
In other schools (schools AU, BD and BM), RP was used primarily as a strategy to manage classroom and
learning behaviour. This often took the form of requiring a restorative conversation before a student who
had breached expected norms of behaviour could be readmitted to the classroom.
The RP sessions benefited from their being facilitated by trained staff. Many students acknowledged this:
Well I got excluded for overheated arguments and when I came back from exclusion [the teacher] sat
with me and the boy and we kind of . . . because before, if we tried to resolve it ourselves it would
just end up, like the same thing that happened, we start overheating each other and then someone
would get hit. But when you’re in restorative justice it’s more calm. Because the teacher’s there, the
presence of the teacher or whoever’s there, it helps calm down the situation and you actually listen to
them. So I reckon that helped a lot.
Student of unknown sex and year, school AO, focus group, year 2
School AO often brought in parents or family members to restorative conferences and their presence could
further calm the interactions that ensued. Students reportedly felt more pressure to be more honest and
mature in such meetings, not wanting to embarrass their parents:
You have to act a lot more mature. You can’t just be bickering and you know . . . let it get heated in
front of your parents. You have to really think about what it is you’re saying and what you mean.
Female year 10 student, school AO, RP interview, year 2
Students in general reported positive experiences of RP. Several students in schools AM and BE felt that
restorative conferences could improve relationships where these had been conflicting. Students did not
necessarily leave conferences as friends but were better able to manage their relationships:
I thought it [restorative conference] was useful because if we wouldn’t have had it there would have
been many, many, many more problems would have happened. It’s not like it’s completely gone. It’s
not because there’s still a bit of tension between all of us . . . It’s not as big as it used to be.
Student of unknown sex and year, school BE, interview, year 1
Sessions could force perpetrators to appreciate the hurt they had caused. A student with a history of
bullying perpetration learned through a difficult restorative discussion the extent to which his bullying had
hurt another boy in his class:
I just felt so sorry . . . the boy was just crying. When he was speaking he could barely speak and it
just reminded me why did I do that? You shouldn’t have done that. It just . . . made me realise . . .
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And when we came in, it’s just like . . . at first I was laughing . . . But then when I just saw him there
sitting down at this table and his eyes were all red from the tears . . . I just don’t . . . it just came to me
and just shocked me. That could have that had happened to me really.
Male student of unknown year, school AM, interview, year 1
After a restorative conversation, a student in school BD not only forgave the student who had been mean,
but also saw that that he was capable of change and personal growth:
I could tell he kind of regretted it, what he did. But at the same time, I saw that he could actually
change. Bad people are not always that bad at the same time they can always change.
Male student of unknown year, school BD, interview, year 1

Social and emotional education
A recurring theme in staff interviews was the very mixed responses to the curriculum. There were some
subthemes concerning positive evaluations. Some teachers appreciated the clear structure of sessions
(schools AK, AL, AS and AZ). Many students also found the lessons acceptable because they provided a
good opportunity for discussions (schools AE and AL) or felt that the topics covered were highly relevant to
their life (schools AK, AS and AW). Some staff commented that the curriculum as with the RP sessions
could provide students with the skills needed to resolve disputes themselves:
And training for students is important. Because if we can teach the students how to monitor and
measure themselves, and use this process, that’s where you’re going to have the biggest breakthrough.
Because if students are taught the skill of sitting down and talking through problems and have a
structure to do it, that’s where you’re going to have a win.
Role unknown, school AO, focus group, year 1
Other staff commented that although some of the skills focused on in the curriculum were basic, they
were nonetheless important:
So I was given . . . the learning objective around how we can get our students to work together more
cohesively in teams. And it was really, really interesting because a lot of the lesson . . . initially when
I looked at the lesson plan I thought, this is quite basic stuff, because as an adult you do just think
it’s second nature. [. . .]. What’s always really interesting to see is that some of these things are not
obvious to students. Like stopping to listen to someone when they’re speaking, or taking roles in
groups or . . . different things like that which seem really obvious to us, which was really lovely. And
also they’re very easily achievable learning outcomes from the lessons. Also the students are left with a
real sense of being equipped, and they left with a sense of achievement in terms of having very easily
achieved a learning outcome.
Trainee teacher, school BD, interview, year 2
However, another theme was how lessons could be improved. One concern was that the materials had
been sent too late in the year to be incorporated into lesson plans (schools AE, AF and AU), which was
repeated in all three years of the study. Teachers also said they felt they had to adapt the lessons because
they were too simplistic (schools AD, AE, AF, AK, AS and AW) or so that they could be used as evidence
for Ofsted inspections (school AK):
Increasingly, the further along with the units we went the more we used our own resources [. . .] we
have a lot of PowerPoints and teacher notes, but not very much to evidence the students’ learning.
And that’s a big focus for our school you know; we have to evidence their progression.
PSHE teacher, school AK, interview, year 1
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Some teachers said that they adapted materials to make the curriculum more engaging for their pupils.
This was often felt necessary because the lessons were viewed as unfocused, simplistic or boring (schools
AF, AK, AS and AX):
Sometimes to make it . . . I had to make it sometimes a little bit more visual or include videos or try to
. . . sometimes approach it from a different . . . in a slightly different way.
Teacher, school AX, interview, year 1
They [students] felt it was a little bit repetitive and they thought that some of it at least was a bit
boring for them because it was relatively straightforward. It was things that they do anyway, things
they think about anyway.
Teacher, school AF, interview, year 1
Teachers found it time-consuming to adapt lessons to the needs of their classes (schools AD, AE, AS
and AW):
Teachers don’t have time to rewrite things and . . . it does take a lot of time. You know planning an
hour lesson can take up to 3 hours. And if you’re then messing around with what someone else has
done as well . . . it gets very complicated.
Teacher, school AW, interview, year 2
We did have to tweak them quite a lot just to make sure that all children would be able to do it. So I
would say they probably spent quite a bit of time just tweaking them.
Teacher, school AE, interview, year 2

Intermediate outcomes and mediation
Quantitative analyses examined effects of the intervention on school climate and involvement with anti-school
peer groups as pre-hypothesised intermediate outcomes and potential mediators of intervention effects on
our primary and secondary student outcomes. The measures of potential mediators had good response rates
and reliability, with > 90% of all participants completing all items and with multi-item scales and subscales
having alphas of > 70% in all cases (Table 17).
The intervention had statistically significant effects on our overall measure of a positive school climate
as well as its constituent subscales (supportive relationships with teachers; sense of belonging; perception
of a participative school environment; and commitment to academic values) at 36-month but not
24-month follow-up. The intervention had a statistically significant effect on our measure of involvement
with anti-school peer groups at 24 months but one slightly short of statistical significance at 36 months
(Table 18). We undertook a per-protocol analysis to examine the effect of additionally adjusting for our
potential mediators measured at 24 months on the associations previously found between the intervention
and our primary and secondary outcomes measured at 36 months. This analysis found no evidence that
this additional adjustment made any difference except marginally in the case of the intervention effect
on well-being, where adjustment for both school climate and for involvement with anti-school peers at
24 months removed the previously statistically marginal intervention effect at 36 months (see Appendix 1,
Table 40).
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TABLE 17 Mediator measures response and reliability
Response rates, n (%)
Baseline

Internal consistency
24 months

Baseline

24 months

Completed
all items

Completed half or
more of items

Completed
all items

Completed half or
more of items

Alpha
(standardised)

Ordinal
alpha

Alpha
(standardised)

Ordinal
alpha

Overall BBSCQ

5733 (85.99)

6635 (99.52)

5549 (8.22)

6265 (99.60)

0.9137

0.9373

0.9170

0.9371

Student sense of belonging subscale

6293 (94.39)

6613 (99.19)

5965 (94.83)

6240 (99.21)

0.7952

0.8345

0.8225

0.8576

Student commitment to academic values
subscale

6519 (97.78)

6581 (98.71)

6190 (98.41)

6231 (99.06)

0.7394

0.8407

0.7732

0.8619

Student perception of supportive teacher
relationships subscale

6221 (93.31)

6631 (99.46)

5935 (94.36)

6247 (99.32)

0.8804

0.9115

0.8938

0.9207

Student perception of participative school
environment subscale

6396 (95.94)

6600 (99.00)

6071 (96.52)

6231 (99.06)

0.8005

0.8540

0.8313

0.8712

6494 (97.41)

NA

6167 (98.04)

NA

NA

NA

NA

NA

Measure
BBSCQ

YPDP measure of student involvement with
anti-school peer groups (single item)

BBSCQ, Beyond Blue School Climate Questionnaire; NA, not applicable.
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24 months

Measure

36 months

Arm, mean (SE)

Unadjusted effect

Adjusted effect

Control

Difference
(95% CI)

Difference
(95% CI)

Intervention

p-value

Arm, mean (SE)

Unadjusted effect

Adjusted effect

p-value

Control

Intervention

Difference
(95% CI)

Difference
(95% CI)

0.993

2.82 (0.03)

2.85 (0.03)

0.05
(0.03 to 0.07)

p-value

p-value

Beyond Blue School Questionnaire
BBSQ overall score

2.92 (0.03)

2.90 (0.03)

–0.00
(–0.02 to 0.02)

Student perception of
supportive teacher
relationships subscale

2.76 (0.04)

2.70 (0.04)

–0.03
(–0.06 to 0.00)

–0.02
(–0.05 to 0.01)

2.64 (0.03)

2.66 (0.03)

0.05
(0.02 to 0.08)

0.06
(0.03 to 0.09)

Student sense of
belonging

2.84 (0.03)

2.88 (0.03)

0.04
(0.01 to 0.07)

0.04
(0.01 to 0.07)

2.78 (0.02)

2.84 (0.02)

0.06
(0.03 to 0.09)

0.06
(0.03 to 0.09)

Student perception of
participative school
environment subscale

2.96 (0.03)

2.91 (0.03)

–0.02
(–0.05 to 0.01)

–0.03
(–0.06 to 0.01)

2.81 (0.04)

2.82 (0.04)

0.05
(0.02 to 0.08)

0.05
(0.01 to 0.08)

Student commitment
to academic values
subscale

3.51 (0.01)

3.53 (0.01)

0.00
(–0.02 to 0.03)

0.00
(–0.02 to 0.03)

3.42 (0.01)

3.46 (0.01)

0.03
(0.01 to 0.06)

0.03
(0.01 to 0.06)

Unadjusted effect

Adjusted effect

Odds ratio
(95% CI)

Odds ratio
(95% CI)

0.915

–0.00
(–0.02 to 0.02)

24 months

Control

0.05
(0.03 to 0.08)

< 0.001

36 months

Arm, n (%)
Measure

< 0.001

Intervention

Unadjusted effect

Adjusted effect

Odds ratio
(95% CI)

Odds ratio
(95% CI)

p-value

Arm, n (%)
p-value

Control

Intervention

0.020

2073 (68.64)

2044 (73.21)

947 (31.36)

748 (26.79)

p-value

p-value

YPDP measure of student involvement with anti-school peer groups, single item
Friends cautioned/stopped/picked up by police
No

2203 (70.05)

2271 (75.15)

Yes

942 (29.95)

751 (24.85)

0.80
(0.66 to 0.97)

0.024

0.80
(0.66 to 0.96)

0.84
(0.69 to 1.02)

0.074

0.83
(0.69 to 1.01)

0.066
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Chapter 4 Economic evaluation
Methodology
Study question, selection of alternatives and form of evaluation
A cost-effectiveness analysis (CEA) was undertaken to assess the relative cost-effectiveness of the LT
intervention compared with standard school-based practices for managing aggression. The economic
evaluation was undertaken in conjunction with the analysis of the effectiveness of the LT intervention at
24 and 36 months since randomisation. The primary economic evaluation was a cost–consequences
analysis with all main outcomes. In addition, a cost–utility analysis was conducted, with health outcomes
expressed in terms of QALYs.
Resource use and outcome data collected as part of the cluster RCT were used to report cost-effectiveness at
24 and 36 months since randomisation. The CEA involved estimation of resource use, costs, HRQoL and QALYs
at 24 and 36 months. In the cost–consequences analysis, we report incremental costs and incremental effects
of all main outcomes. The cost–utility analysis used information on QoL collected at 24 and 36 months’
follow-up to report QALYs at each time point. We compared randomised groups by reporting incremental costs,
incremental QALYs and an incremental cost-effectiveness ratio (ICER). The main assumptions of the CEA were
subjected to sensitivity analyses. The results are illustrated on the cost-effectiveness planes (Figures 2 and 3).

Effectiveness data and benefit measurement and evaluation
The CHU9D measure99 was used to assess HRQoL as part of the economic evaluation. Utility values were
collected using the CHU9D questionnaire at baseline and 24 and 36 months. We calculated QALYs for each
participant using the ‘area under the curve’ approach, that is, the weighted average of time spent in the
study and HRQoL.127
However, the analysis of the pilot study data suggested that there was only a weak correlation between
the CHU9D and the proposed primary outcome measures. Therefore, there was a concern that QALYs
were unlikely to capture all of the intervention effects. We therefore planned to also perform a cost–
consequences analysis as the ‘primary analysis’, as recommended by the National Institute for Health
and Care Excellence (NICE)’s public health methods guidance.128

500

Higher mean cost
Higher mean QALY

Cost difference (£)

Higher mean cost
Lower mean QALY
250

Distribution of cost
and QALY differences
Mean cost and QALY
differences

0

–250
Lower mean cost
Lower mean QALY

Lower mean cost
Higher mean QALY

–500
–0.03

–0.02

–0.01

0.00

0.01

0.02

0.03

QALY difference
FIGURE 2 Uncertainty in the mean costs (£) and QALY differences and their distribution for intervention versus
control at 24 months.
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500

Higher mean cost
Higher mean QALY

Cost difference (£)

Higher mean cost
Lower mean QALY
250

Distribution of cost
and QALY differences
Mean cost and QALY
differences

0

–250

–500

Lower mean cost
Lower mean QALY

Lower mean cost
Higher mean QALY

–0.05 –0.04 –0.03 –0.02 –0.01

0.00

0.01

0.02

0.03

0.04

0.05

QALY difference
FIGURE 3 Uncertainty in the mean costs (£) and QALY differences and their distribution for intervention versus
control at 36 months.

Resource use measurement and costing
The cost analyses took a public sector perspective following NICE’s method guidelines.129 NICE’s guidelines
for interventions with health and non-health outcomes in public sector settings129 recommend that the
base-case cost-effectiveness estimate is presented from a public sector perspective. We used a public
sector perspective to cover education, NHS and police costs. The main resource use items and sources of
these data are detailed in Appendix 1, Table 41.
The costs of the intervention (trainer, facilitator and staff costs) and costs of the NHS and police resources
used by the students were considered. In calculating the total cost per school, the attribution of costs such
as facilitator and staff time recognised that only a percentage of time is going to the year group under
study relative to the total number of students in each school. For the main trial analysis outcomes for the
11- to 12-year-old cohort, the costs have to be a proportion of the total number of students in the school
to be consistent. The only exception is that the curriculum was delivered only in that year group so will be
costed at 100%.
We collected costs on the delivery of the intervention as incurred during the trial. The costs of the trainers’
and facilitators’ time were available from the trainers’ and facilitators’ invoices, which capture preparation
and organisation time.
Staff time included staff time spent dealing with bullying or aggression that was identified in the teacher
survey. The amount of time spent with AGs was taken from the facilitator diary and, in addition, there
were questions in the AG survey about the related time involved in preparation and follow-up. The staff time
involved in curriculum change was taken from the curriculum logs. The amount of time spent training was
taken from the trainer diaries and the number of teachers attending was recorded on attendance sheets.
In the interviews with staff, we enquired whether our training was additional or instead of other training
and, if the latter, what it replaced.
Teacher salaries for each intervention and control school were obtained from the Department for Education
website.130 To estimate an hourly rate, we divided salaries by the Department for Education statutory
guidance on school teachers’ pay and conditions document detailing the annual hours of work. The student
costs included the implications for NHS resource use in terms of visits and hospital stays, and policing costs
associated with stopping children and arrests. These items were identified with specific questions in the
student survey. The unit cost of inpatient stay in hospital was £298.131 The unit cost of an NHS visit was
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calculated as the weighted average unit costs of general practitioner (GP) consultation and outpatient
visit.131,132 The percentages of GP visits and outpatient visits reported in another published study133 were
applied. The unit costs for police attendance were £267 for those who were not arrested and £457 for
those who were arrested. These unit costs were obtained from previously published work.134 Total costs up
to 24 and 36 months were calculated by combining the resource use with unit costs. Where there were
missing costs at the school level we used mean imputation unless there was evidence from the process
evaluation that these costs had not been incurred.

Modelling and adjustments for timing of costs and benefits
We considered the potential for longer-term modelling as part of the pilot phase and concluded that,
although there are longer-term implications for bullying, given the inherent limitations of the existing
evidence base such an exercise would be likely to produce cost-effectiveness estimates that are so
uncertain that they would be of little practical use.
The time horizon captured costs and outcomes within the trial. We conducted the analysis at 2 years to
capture the time when there was a facilitator, and at 3 years where there was no facilitator for the final
year. A discount rate of 3.5% was applied to both costs and outcomes.

Statistical analysis and uncertainty
The CEA followed the intention-to-treat principle, and used multilevel linear regression models that
allowed for clustering of pupils at school level135 to report mean (95% CI) incremental costs and main
outcomes of LT interventions compared with standard practice at 24 and 36 months. The cost–utility
analysis also allowed for correlation between costs and QALYs136 to report mean (95% CI) incremental
costs and QALYs of LT interventions compared with standard practice at 24 and 36 months.
Both cost–consequences and cost–utility analyses reported unadjusted and adjusted differences in mean
(95% CI) costs and outcomes (mentioned above) between the randomised groups. In the adjusted
analysis, the following baseline variables were adjusted: baseline measures of outcomes, sex, ethnicity
and SES, and school-level stratifying factors (single-sex vs. mixed-sex school; school-level deprivation;
value-added strata). The differences in average costs and QALYs between the randomised groups were
used to calculate the ICER of the LT intervention versus standard school-based practices. The CIs around
the ICER were constructed by applying Taylor series expansion137 on the incremental estimates of cost
and QALY of LT interventions. We also reported cost-effectiveness acceptability curves by calculating the
probability that, compared with standard school-based practices, the LT intervention was cost-effective,
given the data, at alternative levels of willingness to pay for a QALY gain.
We also performed a number of sensitivity analyses. The sensitivity analysis explored the inclusion of police
and NHS costs and the exclusion of costs of school staff time training. The implications of fidelity measures
and compliance on cost-effectiveness was explored as per statistical analysis of primary outcomes.

Results
Resource use and costs
Table 19 reports the school staff time associated with delivering the intervention and dealing with bullying
and aggression per student. The main time component for school staff was attending the training and
curriculum development. The interviews with staff in year 1 revealed that the training was attended not as
an additional training but as part of an existing inset training period, suggesting that these staff costs might
not need to be included; the implications of this are further explored in the sensitivity analysis. Interestingly,
in the intervention arm, school staff spent slightly more time dealing with bullying than in the control arm.
The effect of this was more marked in years 1 and 2 than in year 3.
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TABLE 19 School staff time associated with the delivery of the intervention and dealing with bullying and aggression
per student
Control, mean (SD)

Intervention, mean (SD)

School staff time training (year 1)

.

20.04 (6.82)

Curriculum development (year 1)

.

16.98 (9.32)

School staff time at action groups (year 1)

.

2.62 (1.44)

School staff time preparing/after action groups (year 1)

.

3.72 (2.04)

Curriculum development (year 2)

.

9.73 (9.86)

School staff time at action groups (year 2)

.

2.18 (1.58)

School staff time preparing/after action groups (year 2)

.

2.26 (1.49)

School staff time dealing with bullying and aggression (year 1 and 2)

219.30 (85.44)

224.33 (113.49)

Total school staff time years 1 and 2

219.30 (85.44)

281.85 (120.71)

Curriculum development

.

6.40 (9.43)

School staff time at action groups

.

1.87 (3.45)

School staff time preparing/after action groups

.

2.47 (4.56)

School staff time dealing with bullying and aggression

115.29 (56.04)

117.44 (56.34)

Total school staff time year 3

115.29 (56.04)

128.21 (57.70)

Total school staff time years 1 to 3

334.58 (119.99)

410.07 (163.10)

A: Years 1 and 2 i.e. facilitated intervention years
School staff time (minutes)

B: Year 3 i.e. unfacilitated intervention year
School staff time (minutes)

Reproduced from Bonell et al.122 © 2018 The Author(s). Published by Elsevier Ltd. This is an Open Access article under the
CC BY-NC-ND 4.0 license.

Table 20 shows the costs of trainers, facilitators and staff associated with the delivery of the intervention
and dealing with bullying and aggression per student. The average cost for trainers was £3.44 and for
facilitators and staff was £5.00 and £3.36, respectively. The largest component of cost for school staff
relate to curriculum delivery and staff training. Overall, in the first 3 years, the mean (SD) total cost of
trainers, facilitators and school staff time was £116 (£47) in the control arm compared with £163 (£69)
in the intervention arm. As expected, in the third year the difference in cost was much smaller as no
training or facilitators were required and, in addition, school staff spent less time dealing with bullying.
In the third year, the mean (SD) total cost of trainers, facilitators and staff was £63 (£33) in the control
group and £74 (£37) in the intervention group.
Table 21 presents the student health service and police resource use and shows the related costs. Overall,
the health service and police resource use is similar in both trial arms. However, slightly more students
were stopped or told off by police in the control arm. Unexpectedly, more nights in hospital related to
accident or injury occurred in the intervention arm, but it was not determined whether or not these were
directly related to bullying. As these additional costs of nights in hospital in the intervention arm may not
be directly related to bullying, this is further explored in the sensitivity analysis by excluding police and
NHS costs.
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TABLE 20 Trainers, facilitators and staff costs associated with the delivery of the intervention and dealing with
bullying and aggression per student
Costs (£)

Control, mean (SD)

Intervention, mean (SD)

Trainer (year 1)

.

3.44 (1.43)

Facilitator action groups (year 1)

.

5.00 (2.28)

Facilitator action groups (year 2)

.

3.36 (1.35)

Staff time training (year 1)

.

10.74 (3.55)

Curriculum development (year 1)

.

9.79 (5.34)

School staff time at action groups (year 1)

.

1.43 (0.87)

School staff time preparing/after action groups (year 1)

.

2.23 (1.46)

Curriculum development (year 2)

.

5.39 (5.37)

School staff time at action groups (year 2)

.

1.16 (0.90)

School staff time preparing/after action groups (year 2)

.

1.21 (0.88)

Staff time dealing with bullying and aggression (year 1 and 2)

115.64 (46.62)

119.27 (62.75)

Total cost years 1 and 2

115.64 (46.62)

163.02 (68.78)

Curriculum development

.

3.25 (4.80)

School staff time at action groups

.

0.91 (1.59)

School staff time preparing/after action groups

.

1.21 (2.09)

School staff time dealing with bullying and aggression

63.21 (33.49)

68.70 (36.94)

Total costs year 3

63.21 (33.49)

74.08 (36.60)

Total costs years 1 to 3

178.85 (67.42)

237.10 (97.61)

A: Years 1 and 2 i.e. facilitated intervention years
Trainer and facilitator

School staff time costs

B: Year 3 i.e. unfacilitated intervention year
School staff time costs

Reproduced from Bonell et al.122 © 2018 The Author(s). Published by Elsevier Ltd. This is an Open Access article under the
CC BY-NC-ND 4.0 license.

Health outcomes
The HRQoL utility scores indicate that utility scores were slightly higher at baseline in the control arm and
there is no clear pattern of a difference in utility scores between arms (see Appendix 1, Table 42a–c).

Cost-effectiveness
There was no significant difference between groups in staff QoL as measured with the overall CHU9D or
the SF12 (Table 22). However, as noted earlier in the report, there was a significant effect on the primary
outcomes of the GBS and ESYTC scores. The mean total costs per pupil at 24 and 36 months for the
control school were £493 and £667, respectively. The mean total costs per pupil were higher for the
intervention school at both 24 months (£650) and 36 months (£719). The unadjusted incremental costs
were £157 (95% CI –£83 to £397) at 24 months and £62 (95% CI –£165 to £288) at 36 months. The
adjusted incremental costs were £57 (95% CI –£183 to £297) at 24 months and £71 (95% CI –£73 to
£214) at 36 months. Overall, the intervention is associated with higher costs, but the incremental costs
are surrounded by statistical uncertainty.
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TABLE 21 Student health service and police resource use
Resource use

Control, mean (SD)

Intervention, mean (SD)

Visits to health service for accident or injury

1.56 (3.60)

1.51 (2.58)

Nights in hospital for accident or injury

0.59 (4.76)

1.03 (20.61)

Stopped or told off by police

0.34 (1.06)

0.31 (1.04)

Formally cautioned or arrested by police

0.11 (0.60)

0.11 (0.65)

Visits to health service for accident or injury

0.60 (1.53)

0.92 (9.45)

Nights in hospital for accident or injury

0.30 (2.71)

0.57 (9.64)

Stopped or told off by police

0.18 (0.58)

0.11 (0.45)

Formally cautioned or arrested by police

0.06 (0.33)

0.04 (0.26)

Visits to health service for accident or injury

63.29 (145.70)

61.12 (104.32)

Nights in hospital for accident or injury

172.38 (1395.69)

303.60 (6037.89)

Stopped or told off by police

88.22 (278.93)

82.42 (273.50)

Formally cautioned or arrested by police

48.71 (271.14)

48.29 (292.78)

Total costs up to 24 months

372.60 (1686.06)

495.44 (6203.27)

Visits to health service for accident or injury

23.21 (58.76)

35.31 (363.19)

Nights in hospital for accident or injury

83.09 (754.93)

158.34 (2682.37)

Stopped or told off by police

44.69 (143.45)

27.87 (111.88)

Formally cautioned or arrested by police

24.96 (139.66)

15.52 (110.07)

Total costs 24 to 36 months

175.95 (871.10)

237.04 (3107.29)

Total costs up to 36 months

483.33 (1827.44)

507.81 (3482.45)

Resource use up to 24 months
Health service and police

Resource use 24 to 36 months
Health service and police

Student health service and police costs (£)
Costs up to 24 months

Costs 24 to 26 months

Reproduced from Bonell et al.122 © 2018 The Author(s). Published by Elsevier Ltd. This is an Open Access article under the
CC BY-NC-ND 4.0 license.

Overall, the intervention is associated with higher costs (Table 23) but the mean gain in CHU9D score is
slightly higher in the intervention arm even though it has not reached a significant level (see Table 22),
leading to small QALY gains. The adjusted ICERs are £13,284 (95% CI –£32,175 to £58,743) and £1875
(95% CI –£12,945 to £16,695) per QALY at 2 and 3 years, respectively. These baseline ICERs are well
below the threshold at which NICE considers interventions to be cost-effective, which is £20,000 to
£30,000 per QALY gained. However, assessment of the CIs around ICERs indicates that there is uncertainty
in the results about whether or not the intervention is cost-effective at 2 years, whereas at 3 years it is within
the threshold.
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TABLE 22 Cost–consequences results
Trial arm, mean (SD)
Control

Intervention

Unadjusted effect estimate,
difference (95% CI); p-value

Adjusted effect estimate,
difference (95% CI); p-value

493 (1687)

650 (6203)

157 (–83 to 397); 0.199

57 (–183 to 297); 0.642

Bullying victimisation – 0.42 (0.02)
GBS overall score

0.37 (0.02)

–0.02 (–0.05 to 0.01); 0.2198

–0.02 (–0.05 to 0.01); 0.1581

Misbehaviour/
delinquency – ESYTC

4.24 (0.28)

3.96 (0.28)

–0.04 (–0.34 to 0.27); 0.8113

–0.06 (–0.35 to 0.24); 0.7206

CHU9D – student
HRQoL

0.86 (0.01)

0.87 (0.01)

0.00 (–0.00 to 0.01); 0.4883

0.00 (–0.00 to 0.01); 0.2640

SF-12 – staff HRQoLa
physical health score

54.97 (0.32)

55.22 (0.34)

–0.35 (–1.05 to 0.34); 0.3187

–0.26 (–0.99 to 0.47); 0.4825

SF-12 – staff HRQoLa
mental health score

44.56 (0.49)

43.71 (0.52)

–0.66 (–1.64 to 0.32); 0.1883

–0.45 (–1.49 to 0.58); 0.3896

667 (1829)

719 (3486)

62 (–165 to 288); 0.593

71 (–73 to 214); 0.334

Bullying victimisation – 0.34 (0.02)
GBS overall score

0.29 (0.02)

–0.03 (–0.06 to –0.00); 0.0395 –0.03 (–0.06 to –0.00); 0.0441

Misbehaviour/
delinquency – ESYTC

4.33 (0.20)

4.04 (0.21)

–0.07 (–0.38 to 0.25); 0.6820

–0.13 (–0.43 to 0.18); 0.4199

CHU9D – student
HRQoL

0.85 (0.00)

0.86 (0.01)

0.01 (–0.00 to 0.01); 0.2423

0.01 (–0.00 to 0.01); 0.0795

SF-12 – staff HRQoLa
physical health score

55.62 (0.36)

55.18 (0.36)

–0.71 (–1.4 to 0.02); 0.0449

–0.61 (–1.36 to 0.13); 0.1058

SF-12 – staff HRQoLa
mental health score

43.76 (0.44)

43.69 (0.45)

0.15 (–0.83 to 1.13); 0.7642

0.31 (–0.76 to 1.38); 0.5691

Measure
At 24 months
Total costs (£)

At 36 months
Total costs (£)

a These are subscales of the SF-12.

TABLE 23 Cost–utility results
Trial arm, mean (SD)
Control

Intervention

Incremental effect
Incremental effecta
(unadjusted), mean (95% CI) (adjusted), mean (95% CI)

Total costs (£)

493 (1687)

650 (6203)

108 (–119 to 335)

QALY

1.6833 (0.1710) 1.6834 (0.1710) 0.0106 (–0.0113 to 0.0325)

0.0072 (–0.0043 to 0.0188)

10,214 (–20,190 to 40,616)

13,284 (–32,175 to 58,743)

46 (–154 to 246)

28 (–187 to 242)

Measure
At 24 months

ICER

96 (–151 to 343)

At 36 months
Total costs

667 (1829)

QALY

2.4858 (0.2496) 2.4937 (0.2473) 0.0240 (–0.0097 to 0.0578)

ICER

719 (3485)

1905 (–5938 to 9748)

0.0148 (–0.0057 to 0.0353)
1875 (–12,945 to 16,695)

a The incremental effects are reported after adjusting for baseline variables.
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ECONOMIC EVALUATION

Graphically we present the uncertainty in cost-effectiveness acceptability curves in Figures 4 and 5. At 2 years,
there is a 65% probability that the intervention is cost–effective at a willingness-to-pay threshold of £20,000
per QALY. At 3 years, there is a 90% probability that the intervention is cost-effective at the £20,000 per
QALY threshold. Overall, there is some uncertainty at 2 years that the intervention is cost-effective, but at
3 years there is a high degree of certainty that it is.

Probability that INCLUSIVE is cost-effective
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FIGURE 4 Cost-effectiveness acceptability curve, reporting the probability that the intervention is cost-effective
(at 24 months) at alternative willingness to pay for a QALY gain.
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FIGURE 5 Cost-effectiveness acceptability curve, reporting the probability that the intervention is cost-effective
(at 36 months) at alternative willingness to pay for a QALY gain.

78
NIHR Journals Library www.journalslibrary.nihr.ac.uk

DOI: 10.3310/phr07180

PUBLIC HEALTH RESEARCH 2019 VOL. 7 NO. 18

In the sensitivity analysis we explored the impact of not including teacher training time, as this was
provided as part of routine inset days (Table 24). This had little impact on results and conclusions. Again,
there was some uncertainty about whether or not the increased hospital days in the intervention arm were
related to the trial, but exclusion of NHS and police costs did not have a significant impact on results. The
fidelity analysis shows (Table 25) that a higher fidelity score was associated with lower costs and QALYs in
the unadjusted analysis. When other baseline variables are adjusted, higher fidelity score was associated
with lower costs but higher QALYs, although the results were surrounded by statistical uncertainty.

TABLE 24 Sensitivity analysis reporting costs, QALYs and ICERs at 36 months
Trial arm, mean (SD)
Measure

Control

Intervention

Incremental effect
(unadjusted), mean
(95% CI)

Incremental effect
(adjusted), mean (95% CI)

Excluding staff time training costs
Total costs (£)

667 (1829)

709 (3486)

35 (–164 to 235)

28 (–187 to 242)

QALY

2.4858 (0.2496)

2.4937 (0.2473)

0.0241 (–0.0097 to 0.0577)

0.0148 (–0.0057 to 0.0353)

1476 (–6393 to 9345)

1175 (–13,470 to 15,820)

ICER
Excluding NHS and police costs
Total costs (£)

184 (66)

215 (84)

17 (12 to 22)

32 (28 to 36)

QALY

2.4858 (0.2496)

2.4937 (0.2473)

0.0129 (–0.0035 to 0.0294)

0.0106 (–0.0009 to 0.0221)

1314 (–371 to 2999)

3008 (–275 to 6291)

ICER
Alternative discount rate
Total costs (£)

681 (1862)

735 (3605)

47 (–158 to 252)

29 (–191 to 249)

QALY

2.5509 (0.2562)

2.5591 (0.2538)

0.0247 (–0.0099 to 0.0593)

0.0152 (–0.0059 to 0.0362)

1918 (–5907 to 9743)

1917 (–12,900 to 16,734)

ICER

TABLE 25 Effect of fidelity score on costs and QALYs at 36 months
Analysis, mean (95% CI)
Measure

Unadjusted

Adjusted

Total costs (£)

–16 (–92 to 61)

–13 (–73 to 46)

QALY

–0.0007 (–0.0112 to 0.0098)

0.0043 (–0.0017 to 0.0102)
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Chapter 5 Discussion

W

e present here the first randomised trial of restorative approaches to reducing bullying and aggression
and to promote student health in schools, within a multicomponent whole-school intervention
engaging students in school decision-making, and providing restorative practice and social and emotional
skills education. LT resulted in a very broad range of benefits for behaviour and health outcomes when
delivered as a universal intervention over 3 years.

Primary and secondary results
Learning Together reduced student reports of bullying victimisation, both overall and in terms of teasing
and rumour-spreading, compared with schools continuing their standard practice. We did not identify a
reduction in student reports of aggression across the whole sample. Additionally, LT appeared to have
larger beneficial impacts on a wide range of important secondary outcomes among students, ranging from
improved psychological function, well-being and QoL to reductions in police contact, smoking and alcohol
and drug use. The effects seen for bullying and other continuous outcomes by the third year approximate
0.1 SD, which are potentially highly important at the population level. The impact of LT on risk behaviours
at 36 months was also substantial. We found intervention effects both in the whole sample and in those
with higher levels of bullying or aggression at baseline, implying that the intervention worked to curtail
existing bullying and aggression (secondary prevention) as well as prevent new bullying (primary prevention).
We found a small effect of the intervention on bullying at 36 months (as hypothesised for our primary
outcome) but not at 24 months, and we found a similar strengthening of effects over time for most secondary
outcomes, suggesting that this was a broad intervention effect. We had anticipated that this would be the
case, reflecting the time needed for changes made in the first 2 years to be translated into organisational
change within schools. Although many schools did not deliver formal intervention components so well in
year 3 as earlier, our process evaluation suggested that by year 3 schools had integrated some of the AG
functions into mainstream school structures and processes, enhancing their ability to implement whole-school
change. This strengthening of intervention effects with time is consistent with evidence from the Gatehouse
Project, in which effects increased among student cohorts subsequently moving through intervention schools
after the initial 2-year intervention was completed.68
We found that although LT was delivered as a universal intervention, exploratory analyses suggest that it
was most powerful for students with higher baseline levels of bullying or aggressive behaviours, regardless
of the prevalence of bullying or aggression in their school. This is reassuring in that LT appears to benefit
those who most need it regardless of the level of problems in a school, and reflects similar findings in
other school aggression programmes,93 but is also likely to reflect greater room for improvement among
those with higher baseline problems. We also found LT to have greater effects for boys than for girls for
secondary psychological and behavioural outcomes, although not for primary outcomes.
There are few other studies to which we can appropriately compare our findings. Our study is unique for
the breadth of positive outcomes across bullying, well-being, QoL, psychological problems and substance
use. We did not find an effect of our intervention on perpetration of aggressive behaviours, which is
contrary to the Ayan Aba study,61 although consistent with the Gatehouse study68 and findings from reviews
that school-based studies consistently have stronger effects for victimisation than perpetration.57 Among
comparable trials, the Gatehouse Project identified no impact on bullying or psychological problems, in
contrast to our findings,60 although it identified similar impacts on risky behaviours, including substance
use.68 As predicted by the theory of human functioning and school organisation,59 which underpinned our
intervention theory of change, intervention effects were concentrated on risk behaviours that may function
as overt manifestations of anti-school rebelliousness, such as bullying, smoking and drunkenness, rather
than on outcomes that are less manifest, such as sexual health outcomes.
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We hypothesised that the intervention would increase the age at sexual debut and increase use of
contraception because there is evidence that engagement with school is protective against early sexual
debut and lack of contraception use.138 However, we found no effects on these outcomes, perhaps because
our intervention did not explicitly address sexual health, or because, unlike bullying and substance use, sexual
behaviours occur off the school site and in private. We did not assess sexual debut or contraception use at
baseline at the request of the ethics committee because of the age of the baseline cohort. It is possible that,
despite good balance generally in the trial between the intervention and control arms, there were chance
imbalances in these outcomes that might have obscured intervention effects on these outcomes.

Intervention cost and cost-effectiveness
The intervention was low cost, falling into the ‘very low cost’ category for school interventions according
to the Educational Endowment Foundation guidance.139 The costs of trainers, facilitators and school staff
were an additional £58 per pupil in the intervention compared with control schools over the 3 years,
and approximately £47 if LT training costs were regarded as replacing other teacher training rather than
being additional. In terms of cost per QALY, at 2 years there was uncertainty about the cost-effectiveness
(ICER £13,284, 95% CI –£32,175 to £58,743), but over 3 years the intervention was cost-effective
(ICER £1875, 95% CI –£12,945 to £16,695).

Trial context
Schools recruited to the trial were commonly already taking actions to implement RP, student participation
in decisions, and/or social and emotional skills education, but these were not being implemented as part
of a coherent, guided intervention. Despite reporting the value of RP, most schools used discipline systems
focused on traditional punitive responses and only a few schools had staff trained in RP. Schools allocated to
the control group did, in some cases, act to implement elements of what they perceived the intervention to
involve, in particular RP. However, only a handful of control schools implemented RP, student participation in
decisions and social and emotional skills education, and none did so as part of a coherent intervention.

Fidelity and acceptability
The intervention was implemented with variable fidelity and acceptability between components. The training,
needs reports and AGs were well delivered and generally acceptable. AGs generally succeeded in reviewing
policies and rules, and this was perceived as useful. There were mixed views about the facilitators. On balance,
they appeared useful to keep schools focused on scheduling meetings and delivering action, but they may not
have needed to attend every meeting. Meetings became less frequent after facilitators were withdrawn, but
this may have reflected the mainstreaming of their function (see below). The curriculum was delivered patchily
and there were more negative views than positive from teachers. Although data on implementation were
poor, interviews and surveys suggest that RP, particularly in the form of conferences, was widely delivered
and acceptable. However, time constraints and perceived threats to authority were listed as barriers. The
intervention was developed with lower formal fidelity in year 3 but there was some evidence that schools
prioritised the components that they most valued and adapted and mainstreamed these components into
normal school policies and systems.

Determinants of implementation
The intervention was delivered more completely when led by a member of staff with sufficient authority
and support to make decisions and drive delivery. In many, but not all, cases, this required that the staff
member was on the school’s SLT. Fidelity, in terms of both success in delivering specific components and
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ensuring that activity was focused on improving relationships and supporting students’ overall well-being,
also appeared stronger when the intervention could build on a pre-existing school culture that was at least
starting to address such issues.

Reach and awareness
There was low awareness of the intervention among both staff and students not directly involved in
implementation. Staff and students who were involved in delivery did not view this as a barrier to the
intervention achieving impacts, as what counted was piecemeal actions to improve the school environment
whether or not these were branded as part of the intervention.

Intermediate outcomes
There was some evidence that the intervention did improve students’ sense of a positive school climate, but
as this did not manifest until year 3 it was not possible to conclude that this mediated intervention effects
on primary and secondary outcomes that also did not manifest until year 3. There was some evidence that
the intervention reduced student contact with anti-school peer groups in year 2 but not year 3 and with no
evidence that this mediated intervention effects on primary or secondary outcomes. Qualitative data showed
how intervention components and processes improved empathy between students and students and staff.

Strengths and limitations
We undertook a well-conducted, large, cluster RCT of an intervention of proven feasibility (LT) in a group of
schools that are larger, are more ethnically and culturally diverse, and have notably greater levels of student
deprivation than the English average. Participating schools were representative of the approximately 500
schools initially approached and all schools were retained in the trial. Our follow-up was sufficiently lengthy
to allow time both for intervention effects to develop and for investigation of persistence of intervention
effects after the end of the facilitated intervention. Student participation was high. Our outcome research
team and intervention team remained independent throughout the trial and blinding of lead researchers
was maintained. Outcomes were assessed using age-appropriate validated instruments. Although self-report
outcomes can be open to recall bias, baseline data were collected before randomisation, instruments were
used with standardised recall periods and actions at the school level are very unlikely to have biased reporting
between intervention and control arms. Analysis used an intention-to-treat approach and appropriate
mixed-effects models.
Our data are subject to a number of limitations. In terms of generalisability, our trial was carried out in
a representative sample of urban and periurban settings in and around London. Although our study did
not include schools in rural England, our process evaluation identified no factors that might suggest that
implementation or effects would be different in such schools. The absence of students at some waves may
have introduced bias. However, given that non-responders are more likely to have experienced bullying
or behaviour problems, this is likely to have underestimated the intervention effect. The large number of
secondary outcomes investigated necessitated multiple statistical testing. However, to mitigate this, we
restricted ourselves to testing only prespecified secondary and subgroup analyses. A sensitivity analysis
allowing for a very stringent Bonferroni correction to the p-values led to little change in our conclusions;
the evidence of an effect of the intervention remained for QoL, psychological total difficulties, ever
smoked regularly, been offered or tried illicit drugs and number of times really drunk. Subgroup analyses
were underpowered. We have not yet assessed the impact of the intervention on staff outcomes or on
educational outcomes (attainments, attendance and exclusions), as these rely on routine administrative
data which will be available 1–2 years after the end of the trial. We used the GBS, a well-established tool,
to measure the occurrence of bullying victimisation in schools. The measure aligns with the WHO definition
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of bullying described in Chapter 1.8 It focuses on different forms of abuse committed face to face or
online, as well as the frequency of victimisation and the hurt caused. The tool aligns less well with some
other definitions of bullying, such as that of Olweus,11 which focuses on repeat victimisation from the
same perpetrator(s) as well as power imbalances between perpetrator(s) and victim. We used the ESYTC
school misbehaviour subscale to assess broader forms of violence and aggression at school.72 It should be
noted that, as well as assessing forms of behaviour that clearly involve interpersonal aggression, the
measure includes items on some behaviours that might best be regarded as anti-social, such as arriving
late for classes, refusing to do work, wandering around school in class time and cheating when doing
homework or tests.
Self-report of student outcomes, although providing the most useful data for the majority of outcomes,
has limitations. There is evidence that peer reports identify a higher prevalence of bullying perpetration
than self-reports,140 but we are unaware of any evidence that peer reports identify a higher prevalence of
bullying victimisation than self-reports. The use of multiple respondents may have improved the accuracy
of mental health data. Parental report or the use of linked routine administrative data is likely to have
improved the accuracy of policy contacts and health service use. Our process evaluation was both broad
in collecting data from all schools and deep in exploring some processes in depth in case study schools.
It also enabled a longitudinal evaluation of implementation across 3 years. Although response rates for
process data collection were generally high, some aspects, such as the surveys of teachers delivering the
curriculum, had lower response rates. Despite this, our multisource approach meant that we were still able
to assess what was happening in most schools, with the exception of a few schools in year 3, when it is
reasonable to assume that few, if any, intervention activities were being implemented.
Fidelity of implementation of LT was variable. Some schools in the control arm implemented activities that
resembled some elements of LT. However, only five control schools implemented what might be regarded
as three of the key elements of our intervention (RP, social and emotional skills education and student
participation in decision-making) and implemented these with less support than was the case in intervention
schools. A per-protocol analysis excluding these control schools found similar intervention effects. A sensitivity
analysis excluding the six case study schools selected for more intensive process evaluation data collection and
showed no discernible differences in intervention effects from the intention-to-treat analyses, although CIs
were wider as these analyses were underpowered.
The economic evaluation also had some limitations. We have not incorporated the staff outcomes
(HRQoL) into the QALY estimates, although we do report physical and mental health scores of staff in the
cost–consequences analysis. This was because it is difficult to know how staff and student QoL should be
combined. It is possible that we have not captured all of the costs incurred in the control arm, as these were
difficult to capture without changing the control arm status. Finally, we have only conducted a within-trial
analysis and have not modelled the longer-term impact of bullying on health outcomes, costs and QoL.
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Chapter 6 Conclusions

L

earning Together offers the potential for broad improvements in behaviour and health to be promoted
in secondary schools and provides strong support for further development of restorative approaches in
such settings. Positive effects were found, despite the intervention being delivered with variable fidelity. It
may be that, for this sort of organisational change intervention, traditional fidelity of ‘form’ (what intervention
components were delivered) was less important than overall ‘fidelity of function’ (whether or not overall the
intervention achieved benefits in the ways theorised, albeit locally appropriate).141 Our findings are particularly
encouraging given that many of the control schools were delivering broadly similar activities, including RP and
student involvement in decision-making. This suggests that the intervention packaged and promoted these
activities more effectively than most schools could do on their own.
We have demonstrated the effectiveness and cost consequences of the LT intervention for a broad range
of key public health targets for young people. At a time when young people’s mental health is a major
public health concern internationally,42,142 countries such as the UK42 and Australia142 have identified
schools as a key policy platform for improving mental health. Universal school environment interventions
such as LT are likely to be one of the most efficient ways of promoting mental health and well-being and
simultaneously addressing other health harms in adolescence, owing to their potential for modifying
population-level risk as well as their wide reach across health outcomes and likely sustainability.143

Implications for research and practice
Our study adds to the evidence that whole-school approaches to preventing bullying and aggression and
promoting student health are feasible to implement and have positive effects on a range of outcomes in a
broad range of high-, middle- and low-income settings.57,60,61,144 LT offers the potential for broad improvements
in behaviour and health in secondary schools and, as the first RCT of school-based RP, provides strong support
for further development of restorative approaches in secondary schools. The results are important for public
health policy in that a single, very low-cost intervention had an impact on a clustered set of outcomes of public
health importance including bullying, mental health, well-being and QoL, as well as on the use of tobacco,
alcohol and drugs. The findings are also of broader scientific interest in that they provide the first experimental
evidence that it is possible to promote multiple health outcomes by transforming the school environment and
increasing educational engagement rather than via health services or traditional health education, as we
theorised.
The wider value of LT must be examined in further trials in diverse settings, such as nations within the UK
that have different education systems (e.g. Scotland). We recommend that some future studies examine
the effectiveness of interventions that do not include a curriculum component in order to assess whether
or not whole-school elements alone are sufficient to achieve health outcomes. We also recommend that
other studies examine the effectiveness of an intervention that incorporates a strengthened curriculum
element, where more thought is given to ensuring that lessons are culturally appropriate and can be
delivered within busy school timetables. Curriculum components may prove more feasible to deliver in
schools or school systems that have dedicated time in school timetables for personal, social and/or health
education. We further recommend that future studies explore whether external facilitation is essential
to initiate implementation or training for schools on implementing whole-school change would be an
alternative. We recommend that, in future studies, training be repeated annually to compensate for
staff turnover.
We are currently undertaking further analyses to investigate which elements of the intervention may have
been the most beneficial. The poor fidelity for the curriculum element suggests this was less likely to
have contributed significantly to the benefits detected, although it is possible that schools were already
implementing social and emotional learning in other ways.
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Future work will examine staff and educational outcomes, explore the sustainability of the intervention
within LT intervention schools once the trial was complete, and examine hypothesised mechanisms by which
the intervention had an impact on outcomes and whether or not these varied between schools. Work is also
needed to establish the generalisability of our findings. However, given that participating schools were
representative of those invited to participate and included a good range in terms of attainment, deprivation
and inspectorate ratings, this suggests that LT may achieve similar effects in other schools in England and
beyond. Given the extent to which control schools were implementing quite similar activities to those
included in the intervention, effects of LT might be greater in settings and countries where schools are less
involved in such activities. Future work is needed to examine broader implementation of LT and evaluate
any modification of the intervention.
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Chapter 7 Other information
Patient and public involvement
This trial has strongly benefited from service user and public involvement. Our trial involved young people
from the National Children’s Bureau young researchers’ group (YRG) in advising on intervention and
research methods.
We consulted with the YRG on refinements to the intervention and trial methods during the set-up phase.
This ensured that the intervention remained acceptable and appropriate to young people, as they were in
the pilot. Three meetings took place with the YRG on these issues. Note that training and support to the
YRG was routinely provided by the National Children’s Bureau. At the trial summation, the YRG was again
consulted about the meaning of the results to students and schools, and the most effective ways to
disseminate the findings to schools and charities. One group’s feedback on this is provided in Appendix 2.
School AGs during the intervention ensured that implementation in their school was appropriate to local
needs that were identified by members and the survey of student needs. This included ensuring that revisions
to policies and rules built on existing work, deciding which curriculum modules to deliver in each year, and
implementing locally decided actions aiming to improve relationships and student participation (e.g. cascading
restorative practice training to staff who had not attended or to student peer mentors).
The study student advisory group comprised students and staff drawn from intervention schools in the
pilot who had signalled their willingness to undertake this. This was used to consolidate learning from the
pilot, particularly regarding implementation issues.
We convened an advisory group of research and service users. This included representatives who were key
policy-makers and clinicians. This group met twice during the study and provided an opportunity for the
research team to consult about the research design and methods for data collection, choice of outcomes
and methods for data analyses. The advisory group also aided in interpreting the initial findings and
developing the dissemination strategies.

Research governance
Trial documentation
Relevant trial documentation will kept for a minimum of 15 years.

Trial registration and conduct
The pilot study was registered with controlled-trials.com (ISRCTN88527078) and the full trial was similarly
registered. Note that as the trial was not carried out clinical settings and did not use clinical samples or a
medicinal product, there was no requirement to comply with the The Medicines for Human Use (Clinical
Trials) Regulations 2004.145 We followed the MRC’s Guidelines on Good Clinical Practice in Clinical Trials.146
Note that the CI and the majority of the other investigators have been trained in Good Clinical Practice for
clinical trials. The protocol for this trial can be found online.1

Sponsor
This paper presents independent research funded by NIHR in England under its Public Health Research
Board (12/153/60) and the Education Endowment Foundation.
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OTHER INFORMATION

Trial Steering Committees
The trial was overseen by a TSC, including an independent chairperson, at least two other independent
members, and a patient and public involvement representative, and an investigator representative of each
institution involved in the research. The TSC formed for the pilot trial agreed to continue for the full trial
(chairperson: Professor Rona Campbell, Bristol University; other members listed in the uploaded pilot trial
report). Observers from the Health Technology Assessment (HTA) programme were invited to all TSC
meetings. The TSC met 6-monthly throughout the pilot. A monitoring schedule covering the roles and
responsibilities of the researcher, project team, management committee and TSC for monitoring
recruitment, data quality, compliance, safety and ethics was developed and agreed.

Data Monitoring and Ethics Committee
A DMC was established independent of the investigators and of the TSC, but reporting to the TSC and
(via the TSC) to the sponsors and the HTA programme. This committee comprised an independent
chairperson, a senior statistician and at least one other senior academic independent of the investigators.
They met approximately yearly during the study. The DMC monitored data for quality and completeness.
Data quality, follow-up and trial monitoring were facilitated through the development of a trial-specific
database, including validation, verification, monitoring and compliance reports and follow-up report
functionalities. The DMC examined the results of an interim analysis at 24 months to consider any potential
harms.

Study management
Russell Viner directed the study together with Chris Bonell as co-director. The intervention and research
teams were functionally independent. The research team was managed by Russell Viner with Chris Bonell
and an experienced full-time trial manager based at the UCL Institute of Child Health. Chris Bonell will
direct the process evaluation. An executive of Russell Viner, Chris Bonell, Adam Fletcher, Meg Wiggins and
Elizabeth Allen met monthly with the trial manager. The trial manager had day-to-day responsibility for
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met four-monthly throughout the trial. Responsibility for data integrity and analysis were held by the CTU at
the LSHTM.
The intervention team was managed by Meg Wiggins at the Institute of Education, together with an
intervention manager who directed day-to-day operation of the intervention and co-ordinated the
educational facilitators. Note that Meg Wiggins formed part of the Scientific Steering Committee.
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104
England
average

Inclusive trial schools

Comparison of recruited and
non-recruited schools

Non-recruited schools

N

Mean (SD)

Median

Range

N

Mean (SD)

Median

Range

p-value

School IDACI (mean)

Not available

40

0.262 (0.198)

0.239

0.028–0.698

427

0.251 (0.186)

0.199

0.007–0.765

0.5*

School population size (mean)

939

40

1081 (324)

1075

446–1786

427

1073 (379)

1058

60–2405

0.9

Special educational need (SEN) (%)

2.8

40

5.2 (4.4)

5.9

0.03–14.4

422

5.6 (5.9)

5.1

0.1–42.7

0.5*

English as a foreign language (%)

13.60

40

34.7 (25.9)

29.5

3.3–90.3

424

30.5 (25.0)

23.3

0–92.8

0.2*

Eligible for free school meals (%)

16.30

40

36.8 (19.4)

38.1

3.9–75.8

427

34.7 (20.8)

31.2

1.6–94.0

0.3*

Number with ≥ 5 GCSEs at A to C
grade (%)

59.30

40

60.6 (14.5)

56.5

35–99

399

63.4 (16.0)

63.0

14–100

0.3

Value added (best 8) (median
score)

1000

40

1013 (24)

1014

925–1064

399

1015 (22)

1016

949–1081

0.3

Student absence (annual) (%)

5.8

40

5.2 (1.2)

5.1

2.7–9.1

419

5.0 (1.0)

4.9

2.1–10.5

0.3

OFSTED rating Outstanding

12%

13

32.5%

144

33.8%

Good

60%

23

57.5%

194

45.5%

Requires improvement

15%

3

7.5%

68

16.0%

Inadequate

13%

0

0%

3

0.7%

Not available

–

1

2.5%

17

4.0%

Combined either outstanding or
good

72%

40

90%

426

79.3%

School sex makeup

40

%

427

%

Boys only

2

5

28

6.6

Mixed sex

32

80

356

83.4

Girls only

6

15

43

10.1

IDACI, Index of Deprivation Affecting Children.
* Median equality test used.
Reproduced from Bonell et al.122 © 2018 The Author(s). Published by Elsevier Ltd. This is an Open Access article under the CC BY-NC-ND 4.0 license
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Ofsted ratings were not available for one INCLUSIVE school and a number of non-recruited schools for a
variety of reasons, including being new schools that had not yet been rated.

Data sources for England averages
Because recruitment was undertaken in 2014, we used the most recently available data for 2013/14.
Data for England averages were taken from Department for Education statistics (www.gov.uk/government/
organisations/department-for-education/about/statistics, accessed 24 April 2017) and www.compare-schoolperformance.service.gov.uk/ (accessed 25 July 2017).

TABLE 27 Demographic characteristics of participants at baseline, 24 months and 36 months
Baseline

24 months

36 months

Outcome

Control
n = 3347

Intervention
n = 3320

Control
n = 3195

Intervention
n = 3095

Control
n = 3087

Intervention
n = 2873

Age, mean (SD)

11.75 (0.44)

11.76 (0.43)

13.72 (0.59)

13.76 (0.45)

14.75 (1.20)

14.70 (0.82)

Male

1639 (49.85)

1464 (44.88)

1580 (49.45)

1357 (43.84)

1462 (47.36)

1232 (42.88)

Female

1649 (50.15)

1804 (55.20)

1543 (48.29)

1675 (54.12)

1521 (49.27)

1563 (54.40)

White British

1391 (41.47)

1221 (37.32)

1265 (39.59)

1028 (33.21)

1127 (36.51)

966 (33.62)

White other

291 (8.78)

273 (8.34)

308 (9.64)

285 (9.21)

322 (10.43)

273 (9.50)

Asian/Asian
British

859 (25.92)

786 (24.02)

837 (26.20)

762 (24.62)

816 (26.43)

687 (23.91)

Black/Black British

384 (11.59)

535 (16.35)

365 (11.42)

489 (15.80)

377 (12.21)

473 (16.46)

Chinese/Chinese
British

11 (0.33)

35 (1.07)

14 (0.44)

29 (0.94)

15 (0.49)

26 (0.90)

Mixed ethnicity

238 (7.18)

224 (6.85)

231 (7.23)

229 (7.40)

217 (7.03)

191 (6.65)

Other

140 (4.22)

198 (6.05)

145 (4.54)

232 (7.50)

170 (5.51)

219 (7.62)

None

983 (29.59)

787 (23.99)

1037 (32.46)

808 (26.11)

1043 (33.79)

802 (27.92)

Christian

1073 (32.30)

1173 (35.76)

923 (28.89)

1019 (32.92)

871 (28.22)

900 (31.33)

Jewish

9 (0.27)

13 (0.40)

11 (0.34)

17 (0.55)

15 (0.49)

18 (0.63)

Muslim/Islam

878 (26.46)

817 (24.91)

843 (26.38)

774 (25.01)

810 (26.24)

726 (25.27)

Hindu

90 (2.71)

176 (5.37)

79 (2.47)

149 (4.81)

83 (2.69)

144 (5.01)

Sikh

71 (2.14)

88 (2.68)

69 (2.16)

87 (2.81)

70 (2.27)

81 (2.82)

Do not know

145 (4.36)

126 (3.84)

148 (4.63)

114 (3.68)

91 (2.95)

91 (3.17)

Other

73 (2.20)

100 (3.05)

57 (1.78)

85 (2.75)

69 (2.24)

67 (2.33)

Sex, n (%)

Ethnicity, n (%)

Religion, n (%)

continued
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TABLE 27 Demographic characteristics of participants at baseline, 24 months and 36 months (continued )
Baseline

24 months

36 months

Control
n = 3347

Intervention
n = 3320

Control
n = 3195

Intervention
n = 3095

Control
n = 3087

Intervention
n = 2873

Two parents

2393 (71.91)

2369 (72.05)

2200 (68.86)

2137 (69.05)

2073 (67.15)

1958 (68.15)

Single mothers

604 (18.15)

626 (19.04)

627 (19.62)

649 (20.97)

624 (20.21)

584 (20.33)

Single fathers

37 (1.11)

56 (1.70)

52 (1.63)

60 (1.94)

51 (1.65)

62 (2.16)

Reconstituted

246 (7.39)

204 (6.20)

237 (7.42)

182 (5.88)

240 (7.77)

177 (6.16)

Other

48 (1.44)

33 (1.00)

63 (1.97)

37 (1.20)

65 (2.11)

56 (1.95)

Outcome
Family structure, n (%)

At least one parent in work, n (%)
No

298 (8.73)

233 (7.18)

187 (5.85)

200 (6.46)

179 (5.80)

155 (5.40)

Yes

2437 (74.03)

2381 (73.35)

2648 (82.88)

2529 (81.71)

2612 (84.61)

2423 (84.34)

Do not know

566 (11.19)

632 (19.47)

317 (9.92)

313 (10.11)

242 (7.84)

246 (8.56)

One rented from
the council or
housing association

474 (14.41)

559 (17.26)

523 (16.37)

612 (19.77)

575 (18.63)

629 (21.89)

One rented from
a landlord

391 (11.88)

396 (12.23)

382 (11.96)

428 (13.83)

438 (14.19)

423 (14.72)

One owned by
my family

1451 (44.10)

1273 (39.31)

1569 (49.11)

1354 (43.75)

1511 (48.95)

1312 (45.67)

Other

62 (1.88)

59 (1.82)

55 (1.72)

45 (1.45)

41 (1.33)

30 (1.04)

Do not know

912 (27.72)

951 (29.37)

616 (19.28)

600 (19.39)

467 (15.13)

422 (14.69)

Family affluence
scale, mean (SD)

6.03 (1.84)

6.10 (1.81)

6.13 (1.77)

6.16 (1.76)

6.03 (1.81)

6.17 (1.75)

Housing tenure, n (%)

Reproduced from Bonell et al.122 © 2018 The Author(s). Published by Elsevier Ltd. This is an Open Access article under the
CC BY-NC-ND 4.0 license.

TABLE 28 Staff outcomes at baseline
Control, mean (SD)

Intervention, mean (SD)

Overall, mean (SD)

Staff Stress and Burnout – Maslach Burnout Inventory
Emotional exhaustion score

22.49 (11.28)

22.17 (11.36)

22.34 (11.32)

Depersonalisation score

5.52 (5.07)

5.48 (5.48)

5.51 (5.08)

Personal achievement score

35.30 (7.14)

35.69 (6.99)

35.48 (7.07)

Staff QoL – SF-12 v2 Health Survey
Physical health score

55.22 (7.31)

56.01 (6.32)

55.59 (6.88)

Mental health score

44.64 (9.63)

44.91 (9.62)

44.77 (9.62)
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Main adjusted effect
Measure

Effect size*

By sex

By baseline bullying

p-value Boys (95% CI) Girls (95% CI)

pinteraction

Low (95% CI) High (95% CI)

By baseline aggression
pinteraction

Low (95% CI) High (95% CI)

pinteraction

Continuous outcomes
GBS overall score

–0.03
0.0441
(–0.06 to –0.001)

–0.04
–0.03
(–0.08 to 0.001) (–0.06 to 0.01)

0.6113

0.15
(0.12 to 0.18)

–0.41
< 0.0001 0.01
–0.06
0.0024
(–0.45 to –0.36)
(–0.03 to 0.05) (–0.10 to –0.02)

ESYTC overall score

–0.13
(–0.43 to 0.18)

0.4199

–0.33
(–0.73 to 0.06)

0.04
(–0.32 to 0.39)

0.0890

0.02
–0.17
(–0.34 to 0.37) (–0.63 to 0.29)

PedsQL overall score

1.44
(0.70 to 2.17)

0.0001

3.85
(2.89 to 4.80)

–0.41
(–1.28 to 0.46)

< 0.0001 0.34
3.93
(–0.52 to 1.19) (2.81 to 5.04)

SDQ total difficulties
score

–0.54
(–0.83 to –0.25)

0.0002

–1.29
0.04
(–1.67 to –0.92) (–0.30 to 0.39)

SWEMWBS total
well-being index

0.33
(0.00 to 0.66)

0.0487

1.32
(0.89 to 1.74)

–0.42
< 0.0001 0.14
0.93
(–0.81 to –0.04)
(–0.24 to 0.53) (0.43 to 1.43)

Age at sexual debut
(years)

–0.35
(–1.48 to 0.78)

0.5409

–0.63
(–1.99 to 0.74)

0.01
(–1.51 to 1.53)

0.4879

Modified aggression
scale

–0.26
(–0.57 to 0.05)

0.0978

–0.53
–0.03
(–0.89 to –0.18) (–0.37 to 0.31)

0.0029

Ever smoked

0.58
(0.43 to 0.80)

0.0009

0.33
(0.22 to 0.50)

0.87
(0.60 to 1.25)

< 0.0001 0.66
(0.46 to 0.96)

Ever drunk alcohol

0.72
(0.56 to 0.92)

0.0094

0.52
(0.38 to 0.70)

0.95
(0.71 to 1.26)

0.0002

0.4422

0.71
(0.33 to 1.10)

–0.65
< 0.0001
(–1.03 to –0.27)

< 0.0001 –0.14
2.70
(–1.13 to 0.85) (1.74 to 3.65)

< 0.0001

< 0.0001 –0.08
–1.61
< 0.0001 0.34
–1.31
< 0.0001
(–0.42 to 0.26) (–2.05 to –1.17)
(–0.05 to 0.72) (–1.69 to –0.94)
0.0034

–0.18
0.78
(–0.62 to 0.26) (0.36 to 1.21)

0.0001

–0.14
–0.46
(–1.34 to 1.05) (–1.89 to 0.98)

0.7085

–0.42
–0.63
(–2.40 to 1.15) (–1.58 to 0.73)

0.8308

–0.18
–0.22
(–0.52 to 0.17) (–0.62 to 0.18)

0.8100

0.03
–0.25
(–0.33 to 0.39) (–0.60 to 0.10)

0.0933

0.52
(0.33 to 0.80)

0.2887

0.93
(0.58 to 1.49)

0.46
(0.32 to 0.68)

0.0053

0.57
(0.41 to 0.81)

0.0541

1.08
(0.78 to 1.49)

0.56
(0.41 to 0.75)

0.0009

Categorical outcomes

0.81
(0.61 to 1.07)

continued
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TABLE 29 Subgroup analyses by sex, baseline bullying and baseline aggression for key primary and secondary analyses at 36 months (continued )
Main adjusted effect
Measure

Effect size*
†

By sex

By baseline bullying

p-value Boys (95% CI) Girls (95% CI)
†

pinteraction

Low (95% CI) High (95% CI)
†

†

By baseline aggression
pinteraction

Low (95% CI) High (95% CI)
†

†

pinteraction

Been offered illicit
drugs

0.51
(0.36 to 0.73)

0.0003

0.44
(0.29 to 0.68)

0.57
(0.38 to 0.86)

0.2350

0.46
(0.31 to 0.68)

0.58
(0.37 to 0.93)

0.2895

0.62
(0.40 to 0.96)

0.50
(0.34 to 0.74)

0.3137

Used any
contraception at
first sex

1.08
(0.50 to 2.35)

0.8410

1.02
(0.39 to 2.69)

1.19
(0.36 to 3.90)

0.8409

0.55
(0.20 to 1.57)

2.63
(0.61 to 11.35)

0.0905

0.18
(0.02 to 1.45)

1.35
(0.45 to 4.13)

0.1003

Use of NHS in past
12 months

0.96
(0.82 to 1.11)

0.5652

0.96
(0.79 to 1.17)

0.95
(0.80 to 1.14)

0.9590

0.96
(0.81 to 1.16)

1.02
(0.80 to 1.29)

0.6717

1.12
(0.90 to 1.38)

0.93
(0.76 to 1.14)

0.1556

Contact with police
in past 12 months

0.74
(0.56 to 0.97)

0.0269

0.62
(0.45 to 0.85)

0.93
(0.66 to 1.31)

0.0371

0.66
(0.48 to 0.92)

0.79
(0.53 to 1.17)

0.4280

0.93
(0.58 to 1.47)

0.67
(0.49 to 0.93)

0.1917

*Effects are difference (95% CI) for continuous outcomes and odds ratios (95% CI) for categorical outcomes.
†Proportional odds ratio.
Low and high baseline bullying were defined on the basis of the GBS. High was defined as at least weekly experience of bullying or being upset by it, low was defined as less than weekly
experience of bullying and not being upset by it. Low and high aggression were defined on the basis of the ESYTC school misbehaviour subscale, with high levels of behaviour problems
defined as scores > 0 and low levels defined as scores of 0.
Reproduced from Bonell et al.122 © 2018 The Author(s). Published by Elsevier Ltd. This is an Open Access article under the CC BY-NC-ND 4.0 license.
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Bullying
Low and high bullying subgroups were defined on the basis of baseline bullying experience based on the
GBS. High was defined as frequent – at least weekly – experience of bullying or being upset by it; low or
medium was defined as rare – less than weekly – experience of bullying and not being upset by it.

Aggression
Low and high aggression subgroups were defined on the basis of baseline behaviour problems based on
the ESYTC, with high levels of behaviour problems defined as ESYTC scores greater than zero and low
levels defined as scores of zero.
TABLE 30 Effect of fidelity score on the primary outcomes at 24 months and 36 months
24 months

36 months

Measure

Unadjusted
(95% CI)

GBS overall
score

–0.02
0.0206 –0.02
0.0220
(–0.04 to –0.003)
(–0.04 to –0.003)

ESYTC overall –0.14
score
(–0.34 to 0.07)

Adjusted
p-value (95% CI)

0.1949 –0.12
(–0.32 to 0.08)

Unadjusted
p-value (95% CI)

0.2297

Adjusted
p-value (95% CI)

p-value

–0.001
0.7433
(–0.01 to 0.01)

–0.001
0.8019
(–0.01 to 0.01)

0.02
0.7600
(–0.08 to 0.11)

0.02
0.5985
(–0.07 to 0.12)

Reproduced from Bonell et al.122 © 2018 The Author(s). Published by Elsevier Ltd. This is an Open Access article under the
CC BY-NC-ND 4.0 license.

TABLE 31 Process evaluation response rates

All schools

Interviews

Observations

Surveys

Year 1

Year 2

Year 3

Total

Facilitators

8/8

8/8

NA

16/16

AGM members

28/40

41/40

28/40

97/120

Senior leadership team

36/40

NA

35/40

71/80

Other staff

66/80

NA

NA

66/80

Curriculum deliverers

6/20

10/20

8/20

24/60

AGMs

10/10

9/10

7/10

26/30

All-staff training

9/10

NA

NA

9/10

Curriculum

20/60

21/60

2/20

43/140

In-depth training satisfaction
AGM members
Staff delivering RP
Diaries

Case study schools

129/100

a
b

228/240

c

189/300

e

NA

NA
b

184/240
c

82/300

e

129/100

32/240

b

444/720

34/100

d

305/700

Facilitators

115/120

101/120

NA

118/240

Trainers

18/20f

NA

NA

18/20

Minutes

AGMs

115/120

101/120

NA

216/240

FGDs

Students

12/12

10/12

8/12

30/36

Staff

6/6

5/6

4/6

15/18

Students involved in RP

12/12

6/12

6/12

24/36

Interviews

a Denominator assumes 5 trainees per intervention school but this varied between schools and averaged > 5.
b Denominator assumes 12 AGM members per intervention school.
c Denominator assumes 5 staff per intervention school per term.
d Denominator assumes 5 staff per intervention school per year.
e Denominator assumes 6 meetings per year for 20 schools.
f Denominator assumes one all-staff training session for 20 schools.
Reproduced from Bonell et al.122 © 2018 The Author(s). Published by Elsevier Ltd. This is an Open Access article under the
CC BY-NC-ND 4.0 license.
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TABLE 32 Overall fidelity in years 1–2 and 3
N schools
implementing
this element
Intervention element

Year 1/2

Year 3

Minutes or diaries indicate min. 6 meetings in years 1 and 2

11

3

Minutes or diaries indicate review of policies/rules in year 1 or 2

17

NA

Minutes or diaries indicate implementation of locally decided actions
in years 1 and 2

16

8

Survey of members indicated good range of students and staff members
(mean score for two measures at or below 2)

20

NA

Survey of members indicated well led (mean score at or below 2)

20

NA

Curriculum

Surveys or interviews indicates five hours/> 1 unit delivered in years 1 and 2

9

5

RP

Attendance logs indicated at least five staff received in-depth training

15

NA

Staff survey indicates at least 85% staff report that if there is
trouble at this school, staff respond by talking to those involved
to help them get on better

12

15

6/8

1/4

Action groups

Median fidelity score
Reproduced from Bonell et al.
CC BY-NC-ND 4.0 license.
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TABLE 33 All-staff training implementation
Fidelity self-reported in trainer diary
N (%) of schools
Training implementation

As intended

Less than intended

Not at all

Schools with
no data

Covered ‘what is restorative justice/practice’

19 (95)

0

0

1 (5)

Covered ‘the importance of language’

19 (95)

0

0

1 (5)

Covered ‘what we do to challenge bad
behaviour/nature of challenge’

19 (95)

0

0

1 (5)

Covered ‘the importance of emotions’

19 (95)

0

0

1 (5)

Covered ‘the importance of listening’

19 (95)

0

0

1 (5)

Covered ‘maintaining the relationship after
difficult conversation’

16 (80)

3 (15)

0

1 (5)

Used Power point slides

19 (95)

0

0

1 (5)

Used DVD

18 (90)

0

1 (5)

1 (5)

Facilitated paired activity

19 (95)

0

0

1 (5)

Facilitated small group activity

19 (95)

0

0

1 (5)

Reproduced from Bonell et al.122 © 2018 The Author(s). Published by Elsevier Ltd. This is an Open Access article under the
CC BY-NC-ND 4.0 license.
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TABLE 34 Participant satisfaction with in-depth training
Responses
Measure (response option which indicates
satisfaction)

Overall % members
responding as indicated

N schools where > 70% of
members responded as indicated

Do you feel you learnt useful skills at this
training? (yes definitely or yes probably)

100%

20

Do you feel confident in putting into practice the
skills you have learnt today? (yes)

91%

20

Do you intend to put the skills you learnt to use
in your everyday practice? (yes)

95%

20

Would you recommend this training to a
colleague? (yes)

100%

20

Overall, how would you rate this training?
(good or excellent)

99%

20

Reproduced from Bonell et al.122 © 2018 The Author(s). Published by Elsevier Ltd. This is an Open Access article under the
CC BY-NC-ND 4.0 license.
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TABLE 35 Member satisfaction with action groups
Responses
Year 1
Overall %
members
responding
as indicated

Year 2

Year 3

N schools where
> 70% of members
responded as
indicated

N schools
with no
data

Overall %
members
responding
as indicated

N schools where
> 70% of members
responded as
indicated

N schools
with no
data

Overall %
members
responding
as indicated

N schools where
> 70% of members
responded as
indicated

N schools
with no
data

Was the needs-assessment report 91%
useful in helping the action
group decide what actions to
take? (somewhat or very)

17

1

88%

14

3

76%

2

17

Was the external facilitator useful 89%
in ensuring that all action group
members could have their say?
(somewhat or very)

18

1

90%

15

3

NA

NA

NA

Was the external facilitator useful 86%
in helping the action group
decide what actions to take?
(somewhat or very)

16

1

88%

17

3

NA

NA

NA

Was the external facilitator useful 80%
in helping to ensure that actions
were actually implemented?
(somewhat or very)

13

1

79%

13

3

NA

NA

NA

Do you think the LT Project was
a good way to ensure students
contribute to decision-making at
this school? (very or quite)

95%

19

1

94%

16

3

100%

3

17

Overall do you think the action
group made good decisions
about what actions to take?
(% very or quite)

94%

19

1

93%

16

3

98%

3

17

Do you think the action group
made sure that these actions
were implemented? (% yes)

70%

10

1

72%

10

3

69%

1

17

Measure (response option
which indicates satisfaction)

* No external facilitator in Year 3.
Reproduced from Bonell et al.122 © 2018 The Author(s). Published by Elsevier Ltd. This is an Open Access article under the CC BY-NC-ND 4.0 license.
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TABLE 36 Response rates

All schools

Interviews

Observations

Surveys

Year 1

Year 2

Year 3

Total

Facilitators

8/8

8/8

NA

16/16

AGM members

28/40

41/40

28/40

97/120

Senior leadership team

36/40

NA

35/40

71/80

Other staff

66/80

NA

NA

66/80

Curriculum deliverers

6/20

10/20

8/20

24/60

AGMs

10/10

9/10

7/10

26/30

All-staff training

9/10

NA

NA

9/10

Curriculum

20/60

21/60

2/20

43/140

In-depth training satisfaction

129/100a

AGM members

228/240

c

NA

NA
b

184/240
c

129/100

32/240

b

444/720

d

305/700

Staff delivering RP

189/300

82/300

34/100

Facilitators

115/120e

3/120e

NA

118/240

Trainers

18/20f

NA

NA

18/20

Minutes

AGMs

115/120

101/120

NA

216/240

FGDs

Students

12/12

10/12

8/12

30/36

Staff

6/6

5/6

4/6

15/18

Students involved in RP

12/12

6/12

6/12

24/36

Diaries

Case study schools

b

Interviews

a Denominator assumes 5 trainees per intervention school but this varied between schools and averaged > 5.
b Denominator assumes 12 AGM members per intervention school.
c Denominator assumes 5 staff per intervention school per term.
d Denominator assumes 5 staff per intervention school per year.
e Denominator assumes 6 meetings per year for 20 schools.
f Denominator assumes one all-staff training session for 20 schools.
Reproduced from Bonell et al.122 © 2018 The Author(s). Published by Elsevier Ltd. This is an Open Access article under the
CC BY-NC-ND 4.0 license.
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TABLE 37 Overall fidelity in years 1–2
RP

School

Minutes
or diaries
indicated
minimum of
six meetings
in years 1
and 2

Minutes
or diaries
indicated
review of
policies/rules
in year 1 or 2

Minutes or
diaries indicated
implementation of
locally decided
actions in years 1
and 2

Survey of members
indicated good
range of students
and staff members
(mean score for
two measures at
or below 2)

Survey of
members
indicated well
led (mean
score at or
below 2)

Surveys or
interviews
indicated five
hours/> 1 unit
delivered in
years 1 and 2

Attendance
logs indicated
at least five
staff received
in-depth
training

Staff survey
indicated at least
85% of staff report
that if there
is trouble at this
school, staff respond
by talking to those
involved to help
them get on better

BE

1

1

1

1

1

0

1

0

6

AW

0

1

1

1

1

1

1

1

7

AO

0

1

1

1

1

0

1

1

6

AZ

0

1

0

1

1

1

1

1

6

AX

1

1

0

1

1

1

1

1

7

AS

1

0

0

1

1

1

0

1

5

AD

1

1

1

1

1

1

1

1

8

AK

1

1

1

1

1

0

1

0

6

BD

1

0

1

1

1

0

0

0

4

AU

1

1

1

1

1

0

1

1

7

AF

0

0

1

1

1

1

1

0

5

AH

1

1

0

1

1

1

1

0

6

AM

0

1

1

1

1

1

0

0

5

BK

0

1

1

1

1

0

0

1

5

AE

1

1

1

1

1

1

1

1

8

BI

0

1

1

1

1

0

1

0

5

BM

0

1

1

1

1

0

0

0

4

AT

0

1

1

1

1

0

1

1

6

BC

1

1

1

1

1

0

1

1

7

AL

1

1

1

1

1

0

1

1

7

Overall
score/8
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TABLE 38 Overall fidelity in year 3
AGs

Curriculum

RP

School

Interviews
indicate
minimum of
six meetings
in year 3

Interviews indicate
implementation
of locally decided
actions in year 3

Surveys or
interviews
indicates five
hours/> 1 unit
delivered in year 3

Staff survey indicates at least
85% of staff report that if
there is trouble at this school,
staff respond by talking to
those involved to help them
get on better

Overall
score

BE

0

0

0

1

1

AW

1

1

0

1

3

AO

0

1

0

1

2

AZ

0

0

0

1

1

AX

0

0

0

1

1

AS

1

1

1

1

4

AD

0

0

1

1

2

AK

0

1

0

1

2

BD

0

1

0

1

2

AU

0

0

0

1

1

AF

0

0

0

1

1

AH

0

1

0

1

2

AM

0

0

0

0

0

BK

0

0

0

0

0

AE

0

0

0

0

0

BI

0

0

0

0

0

BM

0

0

0

0

0

AT

0

1

1

1

3

BC

1

1

1

1

4

AL

0

1

1

1

3
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TABLE 39 Staff and students participating in intervention activities

School

N staff
participating
in all-staff
training

N staff
participating
in in-depth
training

N staff in total
participating in
AGM (year 1)

N staff in total
participating in
AGM (year 2)

N students in
total participating
in AGM (year 1)

N students in
total participating
in AGM (year 2)

BE

84

7

11

7

13

12

AW

58

5

5

3

6

6

AO

90

7

7

8

8

8

AZ

Unknown

6

12

Unknown

12

7

AX

Unknown

6

7

5

8

7

AS

93

5

7

7

10

10

AD

131

8

6

6

6

7

AK

153

8

6

7

5

5

BD

162

5

6

Unknown

7

7

AU

93

2

8

3

8

8

AF

150

7

3

8

14

14

AH

145

9

9

2

6

8

AM

80

4

9

2

9

9

BK

60

3

Unknown

4

Unknown

10

AE

34

13

6

6

9

23

BI

Unknown

5

6

3

7

10

BM

88

4

11

5

5

9

AT

124

5

8

5

9

4

BC

Unknown

8

7

7

6

7

AL

103

8

7

9

6

5

Overall
mean

103

6.25

7.4

5.4

8.1

8.8
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Arm
Measure

Control,
mean (SE)

Unadjusted effect
Intervention,
mean (SE)

Difference
(95% CI)

p-value

Adjusted effect (baseline
covariates)

Adjusted effect (baseline
covariates plus BBSQ)

Adjusted effect (baseline
covariates plus YPDP)

Difference
(95% CI)

Difference
(95% CI)

Difference
(95% CI)

p-value

p-value

DOI: 10.3310/phr07180

p-value

Continuous student outcomes
GBS overall score

0.34 (0.02)

0.29 (0.02)

–0.03
(–0.06 to –0.00)

0.039

–0.03
(–0.06 to –0.00)

0.044

–0.04
(–0.08 to –0.01)

0.007

–0.04
(–0.07 to –0.01)

0.016

ESYTC overall score

4.33 (0.20)

4.04 (0.21)

–0.07
(–0.38 to 0.25)

0.684

–0.13
(–0.43 to 0.18)

0.421

–0.20
(–0.52 to 0.13)

0.229

–0.12
(–0.44 to 0.20)

0.469

PedsQL overall score

78.82 (0.54)

80.65 (0.55)

1.16
(0.41 to 1.90)

0.002

1.44
(0.70 to 2.17)

< 0.001

1.42
(0.64 to 2.21)

< 0.001

1.26
(0.49 to 2.03)

0.001

SDQ total difficulties
score

12.20 (0.18)

11.51 (0.19)

–0.51
(–0.80 to –0.22)

< 0.001

–0.54
(–0.83 to –0.25)

< 0.001

–0.62
(–0.92 to –0.31)

< 0.001

–0.54
(–0.85 to –0.24)

< 0.001

SWEMWBS total
well-being index

22.88 (0.19)

23.32 (0.19)

0.27
(–0.06 to 0.60)

0.115

0.33
(0.00 to 0.66)

0.048

0.27
(–0.08 to 0.62)

0.141

0.23
(–0.13 to 0.58)

0.210

CHU9D overall score

0.85 (0.00)

0.86 (0.01)

0.01
(–0.00 to 0.01)

0.244

0.01
(–0.00 to 0.01)

0.080

0.00
(–0.00 to 0.01)

0.153

0.00
(–0.00 to 0.01)

0.217

Age of sexual debut

13.11 (0.43)

12.54 (0.49)

–0.58
(–1.97 to 0.81)

0.416

–0.35
(–1.48 to 0.78)

0.541

–0.24
(–1.48 to 1.00)

0.703

–0.40
(–1.65 to 0.84)

0.525

MAS bullying subscale
score

2.75 (0.21)

2.33 (0.21)

–0.28
(–0.84 to 0.29)

0.334

–0.26
(–0.57 to 0.05)

0.097

–0.29
(–0.57 to –0.00)

0.047

–0.16
(–0.45 to 0.13)

0.279
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TABLE 40 Intervention effects on student primary and secondary outcomes at 36 months before and after adjusting for Beyond Blue School Climate Questionnaire and
anti-school peer group mediators at 24 months

117

118
Arm
Measure

Control,
n (%)

Unadjusted effect

Adjusted effect (baseline
covariates)

Adjusted effect (baseline
covariates plus BBSQ)

Adjusted effect (baseline
covariates plus YPDP)

Odds ratio
(95% CI)

Odds ratio
(95% CI)

Odds ratio
(95% CI)

Intervention,
n (%)

Odds ratio
(95% CI)

0.59
(0.43 to 0.81)

0.001

0.58
(0.43 to 0.80)

0.001

0.55
(0.39 to 0.78)

0.001

0.57
(0.40 to 0.81)

0.002

0.75
(0.58 to 0.79)

0.029

0.72
(0.56 to 0.92)

0.009

0.72
(0.55 to 0.95)

0.019

0.74
(0.56 to 0.97)

0.028

0.50
(0.29 to 0.87)

0.014

0.47
(0.31 to 0.71)

< 0.001

0.42
(0.27 to 0.65)

< 0.001

0.47
(0.31 to 0.71)

< 0.001

0.52
(0.34 to 0.79)

0.002

0.51
(0.36 to 0.73)

< 0.001

0.44
(0.30 to 0.64)

< 0.001

0.51
(0.36 to 0.73)

< 0.001

1.18
(0.56 to 2.48)

0.658

1.08
(0.50 to 2.35)

0.841

1.60
(0.65 to 3.91)

0.305

1.34
(0.56 to 3.22)

0.511

p-value

p-value

p-value

p-value

Categorical student outcomes
Ever smoked
No

2293 (77.70)

2318 (84.17)

Yes

658 (22.30)

436 (15.83)

No

1677 (56.43)

1735 (62.43)

Yes

1295 (43.57)

1044 (37.57)

No

788 (53.14)

721 (61.21)

Yes

695 (46.86)

457 (38.79)

No

1913 (64.41)

1997 (72.54)

Yes, but did not try
them

744 (25.05)

567 (20.60)

Yes, and tried them

313 (10.54)

189 (6.87)

Ever drunk alcohol

Ever been really drunk

Been offered illicit drugs

Used contraception at last sex
No

64 (23.10)

36 (21.95)

Yes

213 (76.90)

128 (78.05)
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TABLE 40 Intervention effects on student primary and secondary outcomes at 36 months before and after adjusting for Beyond Blue School Climate Questionnaire and
anti-school peer group mediators at 24 months (continued )

Adjusted effect (baseline
covariates plus BBSQ)

Adjusted effect (baseline
covariates plus YPDP)
Odds ratio
(95% CI)

Odds ratio
(95% CI)

Odds ratio
(95% CI)
Use of the NHS in past 12 months

Contact with police

Odds ratio
(95% CI)

0.96
(0.83 to 1.12)

0.639

0.96
(0.82 to 1.11)

0.565

0.96
(0.81 to 1.13)

0.600

0.99
(0.84 to 1.17)

0.916

0.75
(0.57 to 0.99)

0.041

0.74
(0.56 to 0.97)

0.027

0.66
(0.49 to 0.88)

0.004

0.72
(0.54 to 0.95)

0.022
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Intervention,
n (%)

No

1605 (53.22)

1472 (52.59)

Yes

1411 (46.78)

1327 (47.41)

No

2626 (86.52)

2485 (88.43)

Yes

409 (13.48)

325 (11.57)

p-value
p-value
p-value
Control,
n (%)
Measure
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p-value

Adjusted effect (baseline
covariates)
Unadjusted effect
Arm
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TABLE 41 Items and sources (tool) of resource use items and HRQoL
Measure sub-components

Tool

Trainer time

Costed based on trainer invoices

Facilitator cost

Costed based on facilitator invoices

Questions

School staff time
Training

Trainer attendance sheet

AGM

Facilitator diary forms

Preparation of AGM

AG questionnaire

Staff time dealing with bullying

Staff survey

Curriculum delivery

Curriculum log

Delivery of bullying strategy in control schools

Staff interviews

Staff costs

Salaries from routinely collected data

Questions 20 and 21

Other resource use
NHS resource use

Questions in the student survey

Questions 34 and 35

Police resource use

Questions in the student survey

Questions 31 and 32

Other resource costs

PSSRU, police data

Health-related quality of life (HRQoL)
Student HRQoL

CHU-9D in student survey

Question 50

Staff HRQoL

SF12 in teacher survey

Questions 23 to 29
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TABLE 42 Student HRQoL utility scores at baseline
Measure sub-components

1, N (%)

2, N (%)

3, N (%)

4, N (%)

5, N (%)

Worried

2249 (70.28)

567 (17.72)

212 (6.63)

100 (3.13)

72 (2.25)

Sad

2508 (78.35)

406 (12.68)

152 (4.75)

75 (2.34)

60 (1.87)

Pain

2163 (67.59)

640 (20.00)

236 (7.38)

99 (3.09)

62 (1.94)

Tired

983 (30.67)

1127 (35.16)

500 (15.60)

332 (10.36)

263 (8.21)

Annoyed

2356 (73.53)

493 (15.39)

162 (5.06)

103 (3.21)

90 (2.81)

Sleep

1890 (59.06)

729 (22.78)

321 (10.03)

146 (4.56)

114 (3.56)

School work

2176 (68.11)

679 (21.25)

239 (7.48)

64 (2.00)

37 (1.16)

Daily routine

2646 (83.05)

390 (12.24)

104 (3.26)

25 (0.78)

21 (0.66)

Activities

2197 (69.11)

512 (16.11)

187 (5.88)

142 (4.47)

141 (4.44)

Worried

2093 (68.09)

605 (19.68)

203 (6.60)

109 (3.55)

64 (2.08)

Sad

2322 (75.64)

429 (13.97)

151 (4.92)

100 (3.26)

68 (2.21)

Pain

2114 (68.88)

591 (19.26)

226 (7.36)

90 (2.93)

48 (1.56)

Tired

938 (30.44)

1092 (35.44)

469 (15.22)

319 (10.35)

263 (8.54)

Annoyed

2159 (70.14)

514 (16.70)

194 (6.30)

102 (3.31)

109 (3.54)

Sleep

1868 (60.71)

692 (22.49)

276 (8.97)

133 (4.32)

108 (3.51)

School work

2103 (68.57)

661 (21.55)

204 (6.65)

64 (2.09)

35 (1.14)

Daily routine

2587 (84.54)

343 (11.21)

86 (2.81)

21 (0.69)

23 (0.75)

Activities

2150 (70.58)

456 (14.97)

195 (6.40)

132 (4.33)

113 (3.71)

Control

Intervention

1 indicates ‘no problems’, 5 indicates ‘lots of problems’.
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TABLE 43 Student HRQoL utility scores at 24 months
Measure sub-components

1, N (%)

2, N (%)

3, N (%)

4, N (%)

5, N (%)

Worried

2074 (66.18)

579 (18.47)

237 (7.56)

164 (5.23)

80 (2.55)

Sad

2366 (75.54)

407 (12.99)

162 (5.17)

120 (3.83)

77 (2.46)

Pain

2177 (69.51)

560 (17.88)

237 (7.57)

93 (2.97)

65 (2.08)

Tired

815 (26.01)

949 (30.28)

556 (17.74)

463 (14.77)

351 (11.20)

Annoyed

2072 (66.09)

563 (17.96)

225 (7.18)

130 (4.15)

145 (4.63)

Sleep

1765 (56.43)

754 (24.10)

318 (10.17)

165 (5.27)

126 (4.03)

School work

2099 (67.28)

666 (21.35)

236 (7.56)

77 (2.47)

42 (1.35)

Daily routine

2542 (81.61)

385 (12.36)

114 (3.66)

44 (1.41)

30 (0.96)

Activities

2117 (67.98)

455 (14.61)

193 (6.20)

163 (5.23)

186 (5.97)

Worried

1929 (64.62)

539 (18.06)

269 (9.01)

168 (5.63)

80 (2.68)

Sad

2162 (72.57)

402 (13.49)

200 (6.71)

129 (4.33)

86 (2.89)

Pain

2073 (69.56)

514 (17.25)

260 (8.72)

82 (2.75)

51 (1.71)

Tired

800 (26.87)

870 (29.22)

535 (17.97)

424 (14.24)

348 (11.69)

Annoyed

1960 (65.77)

522 (17.52)

229 (7.68)

141 (4.73)

128 (4.30)

Sleep

1660 (55.84)

721 (24.25)

324 (10.90)

183 (6.16)

85 (2.86)

School work

2029 (68.22)

645 (21.69)

211 (7.09)

67 (2.25)

22 (0.74)

Daily routine

2440 (82.13)

361 (12.15)

115 (3.87)

34 (1.14)

21 (0.71)

Activities

2062 (69.47)

428 (14.42)

186 (6.27)

140 (4.72)

152 (5.12)

Control

Intervention

1 indicates ‘no problems’, 5 indicates ‘lots of problems’.
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TABLE 44 Student HRQoL utility scores at 36 months
Measure sub-components

1, N (%)

2, N (%)

3, N (%)

4, N (%)

5, N (%)

Worried

1847 (62.40)

553 (18.68)

290 (9.80)

180 (6.08)

90 (3.04)

Sad

2101 (71.05)

401 (13.56)

213 (7.20)

143 (4.84)

99 (3.35)

Pain

2057 (69.59)

521 (17.63)

208 (7.04)

94 (3.18)

76 (2.57)

Tired

705 (23.87)

808 (27.36)

567 (19.20)

429 (14.53)

444 (15.04)

Annoyed

1956 (66.15)

505 (17.08)

225 (7.61)

135 (4.57)

136 (4.60)

Sleep

1553 (52.55)

735 (24.87)

355 (12.01)

171 (5.79)

141 (4.77)

School work

1846 (62.83)

657 (22.36)

280 (9.53)

85 (2.89)

70 (2.38)

Daily routine

2387 (81.19)

346 (11.77)

132 (4.49)

45 (1.53)

30 (1.02)

Activities

1881 (67.66)

390 (13.32)

182 (6.22)

150 (5.12)

225 (7.68)

Worried

1591 (58.15)

537 (19.63)

266 (9.72)

205 (7.49)

137 (5.01)

Sad

1929 (70.50)

368 (13.45)

203 (7.42)

129 (4.71)

107 (3.91)

Pain

1916 (70.11)

444 (16.25)

211 (7.72)

91 (3.33)

71 (2.60)

Tired

671 (24.52)

784 (28.64)

472 (17.25)

403 (14.72)

407 (14.87)

Annoyed

1796 (65.64)

487 (17.80)

189 (6.91)

123 (4.50)

141 (5.15)

Sleep

1518 (55.44)

653 (23.85)

323 (11.80)

146 (5.33)

98 (3.58)

School work

1756 (64.89)

603 (22.28)

244 (9.02)

68 (2.51)

35 (1.29)

Daily routine

2222 (82.27)

326 (12.07)

89 (3.30)

37 (1.37)

27 (1.00)

Activities

1919 (71.23)

345 (12.81)

159 (5.90)

127 (4.71)

144 (5.35)

Control

Intervention

1 indicates ‘no problems’, 5 indicates ‘lots of problems’.
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TABLE 45 Proportion of missing values for all primary and secondary outcomes at baseline, 24 months and
36 months
Baseline

24 months

36 months

Outcome

Control
n = 3347

Intervention
n = 3320

Control
n = 3195

Intervention
n = 3095

Control
n = 3087

Intervention
n = 2873

GBS overall score

9.3%

9.4%

7.8%

8.0%

9.0%

8.5%

ESYTC overall score

5.6%

6.4%

5.4%

5.0%

5.1%

5.2%

PedsQL overall score

2.6%

5.1%

1.3%

2.6%

3.1%

4.1%

SDQ total difficulties score

2.7%

4.2%

2.0%

2.6%

2.7%

3.0%

SWEMWBS total well-being index

3.9%

6.8%

2.1%

3.3%

4.0%

4.9%

CHU9D overall score

7.1%

9.8%

4.2%

5.7%

7.1%

7.8%

Age of sexual debut

NA

NA

12.6%

10.5%

12.5%

13.7%

Ever smoked

2.2%

3.6%

3.6%

4.7%

4.4%

4.1%

Ever drunk alcohol

3.3%

4.3%

2.2%

3.1%

3.7%

3.3%

Been offered illicit drugs

4.0%

4.8%

2.7%

3.7%

3.8%

4.2%

Truancy

4.2%

4.5%

2.8%

3.5%

3.0%

3.0%

Exclusion from school

1.3%

2.3%

1.2%

1.6%

1.9%

2.4%

Used contraception at last sex

NA

NA

18.8%

14.3%

9.2%

9.7%

Use of NHS in past 12 months

1.8%

2.9%

1.5%

2.0%

2.3%

2.6%

Contact with police

1.0%

1.1%

0.9%

1.4%

1.7%

2.2%

Reproduced from Bonell et al.122 © 2018 The Author(s). Published by Elsevier Ltd. This is an Open Access article under the
CC BY-NC-ND 4.0 license.
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Intervenon processes

intervenon inputs

Survey needs of year-8
students

Facilitator for acon
group meetings
comprising staff and
students

New social and
emoonal skills
curriculum and learning
materials

School policies and
rules revised
Social / emoonal
curriculum
delivered

Primary restorave
pracce
Staﬀ use
restorave
language
‘Circle me’

Secondary restorave
pracce
Conferencing
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FIGURE 6 The INCLUSIVE logic model. Reproduced from Bonell et al.122 © 2018 The Author(s). Published by Elsevier Ltd. This is an Open Access article under the CC BY-NC-ND
4.0 license.
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Appendix 2 The young researchers group
feedback example
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Appendix 3 Example school report,
year 3 (anonymised)
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