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Introduction and key questions 
This chapter focuses on the ways in which children’s competency is seen. It will 

examine adult attitudes and practices that treat children as incomplete or 

imperfect adults, and those that see the child as competent in their own right. 

The chapter will draw on research to challenge practices that disempower 

children by treating them as incapable, and that excludes them from decision 

making by assuming that they are not competent. 

What is an incompetent child?
Do adults encourage the idea that children are incapable and incompetent?
What is a competent child?
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Maturation, dependency and autonomy: old enough to make a decision? 
Can children be trusted? Children and adult power
What are effective ways of recognizing children’s capability?

What is an incompetent child?
How competent are children? Ideas and practices concerning, for example, the 

ways in which children are seen as dependent upon adults are reflections of a 

combination of inherited and newly generated beliefs and adult needs. Adults 

argue, or simply assume, that children are most effectively served by adult fig-

ures such as parents or doctors making decisions for them. One of the terms 

often used is that they act in the child’s ‘best interest’. The central idea of this 

chapter is that, often, it is not children’s interests but adult interests that are 

best served by adults making decisions for children. 

This chapter will show how adult attitudes that children are not capable 

have been so strongly held that: 

adults have created a world for children that constantly reinforces the precon-
ception that children are not competent; 
adults have convinced themselves that it is beneficial for children that adults 
rather than they make decisions. Rather than as malign control, the way adults 
see this is as ‘care’ or ‘protection’ in the ‘best interests’ of the child.

The ways that those working and living with children see, and think they see, 

what children can and cannot do have recently been questioned. The idea is 

that fields such as education, biology and psychology have framed questions 

and created ways of looking at children that are wrong. They do not actually 

see what children are like or what they are capable of. Their conclusions are 

often flawed because the questions they ask about children are based in pre-

conceptions based on adult ideas and beliefs. These ideas are that children are 

typified as being incapable, irrational, vulnerable and needy. The status of 

children’s competence evokes strong feelings and responses. An editorial in the 

British Medical Journal, for example, framed issues of competence and consent 

in the following way:

In all but the most life threatening circumstances it amounts to an abuse of a 

child’s rights as a member of society to disregard a refusal to consent to treatment 

if the child seems to have made a fully informed and considered decision. This is 

especially true . . . with the classic family unit having so often disintegrated; the 

child may have a more stable and balanced viewpoint than either parent.

(Shield and Baum, 1994, 1182)
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This challenges the idea of parental views being assumed to have more value 

than a child’s because they are more competent or credible. In addition, it 

states that refusal to permit a child to be seen as a competent decision maker 

on their own bodies and treatment is a form of abuse. The following examples 

from different parts of the world give a sense of the range of the areas of chil-

dren’s lives that are being re-examined in research and enquiry. Here we see 

competency as an issue in giving witness in legal situations; in decisions about 

family arrangements after divorce; in making policies at national level; and in 

making decisions about the school curriculum. The research in each case is 

informed by the kinds of questions that, until recently, would not have been 

asked in many parts of the world, as existing attitudes would not have seen 

them as relevant.

Table 4.1 Previously held beliefs and new questions

Previously held belief 

or attitude

Children were not competent to tell right from wrong, or truth from lies in the 

courtroom.

New question Can children as young as fi ve be deemed capable of taking an informed oath?

Origin of research US research into 4- to 7-year-old children’s competence to take oath (Lyon, 1995).

Previously held belief 

or attitude

Children are not able to make valid judgements in family life crises such 

as a divorce, and need protection not involvement.

New question Are children capable of being involved in decisions about their family’s future?

Origin of research Child participation in decision making regarding arrangements in cases of 

parental divorce in the Netherlands and the UK (Hemrica and Heyting, 2004).

Previously held belief 

or attitude

Children are too naive and have too little experience of life to make political 

judgements.

New question Are children competent to make valid judgements about national policy making?

Origin of research Competency in involvement in national policy making in Brazil (Kirkby and 

Bryson, 2002).

Previously held belief 

or attitude

Children are not capable of having any input into the curriculum they are 

taught, or in refl ecting on staff or the way the school is managed.

New question Are children capable of refl ecting on their education and formulating and 

making valid suggestions about the content and process of their schooling?

Origin of research Competency in involvement in school councils and in curriculum decision 

making in schools in Denmark, Germany, the Netherlands and Sweden 

(Davis and Kirkpatrick, 2000).
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The answer in the cited research relating to each of these ‘new’ questions, 

put at its simplest, was ‘yes’. In each case this ‘yes’ involves adults and children 

re-examining long-held attitudes towards the relationships formed between 

adult and child concerning competency.

Often existing policies and practices are framed within the idea of the ‘best 

interests’ of the child. A number of theorists and researchers, however, have 

pointed out that in reality this idea of best interest is often carried out by adult 

organizations and individuals ‘self-policing’, and that ‘the best interests of the 

child are sometimes dictated by our own attitudes and beliefs’ as adults rather 

than through ‘considered interaction with children’ and on the basis of any 

actual evidence (Hardy and Armitage, 2002, 116). Current thinking has started 

to ask questions, and to call into doubt, long-held beliefs about the ‘incapacity’ 

of children and their ‘best interests’ being served by adult perceptions or deci-

sions made for them by adults. 

Best interests?
The contemporary take is that adults or parents act ‘in the best interest’ of the 

child. Most would frown at the image we often give ourselves of a Victorian 

attitude of ‘children should be seen and not heard’. The contemporary idea in 

many societies is that children are loved, attended to, protected by parents and 

professionals alike who think of them, regard them and make decisions about 

them. The phrase in ‘the best interest’ often occurs in policies and in the law in 

relation to this process of adults deciding for children. This attitude permeates 

areas such as education, health and democracy in local or national decisions: 

from the family to the state, from adults making decisions about a child’s oper-

ation to voting in elections ‘on behalf of ’ their interests. In reality, though, the 

practice and impact of contemporary attitudes is often deeply parallel to the 

Victorian ‘seen and not heard’ attitude. Children have been resolutely silenced 

from decisions about their bodies, their education, the life of their family in 

processes such as divorce, and in government decisions about areas as diverse 

as play and protection. 

The way this concept of ‘best interest’ can simply erase and exclude children 

may be seen beneath the text in this extract from the US Journal of Contempo-

rary Law and Policy:

As with incompetent adults, the physician himself owes duties to the child patient 

himself and those duties in some circumstances require resisting or even refusing 
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surrogate’s choices. Those duties may be conceptualized as requiring medical pro-

fessionals to ensure that parents are making the same decision that the child 

would make if able to do so, or as requiring medical professionals to ensure that 

parental choices are consistent with what objectively is in the child’s best interests. 

In other words, the professional obligation owed to a child patient is the same as 

that owed an incompetent adult patient.

(Svoboda et al., 2000, 61)

Within this framework on US law the child is not deemed capable in any 

way, and is seen as parallel to those adults who are labelled ‘incompetent’. 

There is an automatic assumption that the child cannot make decisions. 

Professionals act upon a set of further adult-based assumptions: there is 

no notion of trying to perceive, or imagine, what the child would decide on 

from their perspective as a child. Rather, the professionals are to regulate, or 

‘ensure’, that parents arrive at a decision defined by the adult professionals 

themselves. Even though the word ‘choice’ is used, there is no mention of 

supporting parents and child in reviewing and assisting in a decision based 

on alternatives. Hence medical workers make sure parents arrive at the ‘right 

decision’, defined as ‘objective’ by professionals. The idea that the child as 

patient should be involved in being made aware of choices concerning their 

body is not visible in any way within this legal, medical, adult way of seeing 

children. The child is erased, except as the object of adult decisions and 

judgements.

In their review of papers on policy concerning children presented at a UK 

ESRC seminar in 2004 Hill et al. summarize a key theme:

many measures introduced ostensibly for children’s benefit have subsequently or 

currently proved to be harmful or questionable, whether we consider sending 

children to the colonies in the 1960s or the failings of child welfare and protection 

systems today. The current policy concentration on children ‘at risk’ and the ‘poor 

child’ . . . masks the subordination/exclusion of all children.

(2004, 81)

As with the British Medical Journal cited earlier, this commentary questions 

the assumed validity of adult decisions and ideas about childhood and chil-

dren’s lives. This mirrors the idea that adult-created policies and practices 

however seemingly well-intentioned, may well suit adult ends and goals, but 

actually act to silence and mistreat children. 
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Do adults encourage the idea 
that children are incapable 
and incompetent?
One of the common ways of seeing the period which we name as ‘childhood’ 

is that it is a time of maturation and growth, where needs for food and shelter 

cannot be fully met by the individual without support, and a time where cog-

nitive and emotional development occurs. The idea of competence in child-

hood is varied and ambivalent. It has been defined from a number of different 

perspectives in relation to this time of maturation, need and development. 

These vary from ideas of competency in social and cultural spheres, to those in 

use within legal and medical contexts. Social competence takes phenomena 

such as problem-solving behaviour, perspective taking and effective social 

interaction, and perceives them as criteria for seeing a child as competent. In 

legal and medical provision, areas are negotiated and proscribed by policies 

and laws concerning issues such as adult perceptions about a child’s compe-

tency to decide about a medical procedure. Weare and Gray note the diversity 

of meanings given to ‘children’s competency’ with a ‘wide range of terminol-

ogy in use in the field’ (2003, 6). As this chapter will show, an aspect of this 

diversity reflects an uneasy and shifting attitude within many societies to chil-

dren and competency. These ideas about children’s competency have become 

intertwined with particular ways in which adults respond to, and frame, them. 

France, for example, has argued that ‘the young are seen as being in a “stage of 

deficit”, where they lack morality, skills and responsibility’ (2007, 152). The 

ideas have become associated with powerful adult definitions often associated 

with negative images of children. The definitions are through language, atti-

tudes and ways of behaving. 

Adult attitudes and the vicious 
circle of incompetency
These definitions regulate and participate in the ways in which adults see 

and treat children, and in the ways children see themselves. They define adult–

child relationships and the services provided by organizations surrounding 

the processes or growth, need and maturation of children. As elsewhere in this 

book, this chapter reflects the view that these can seem fixed, whereas they are 

constructions largely made by adults. These constructions are currently under 
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question, and this section will examine the dominant beliefs about children 

in relation to issues such as competency and the growth and maturation they 

experience. It will look at the ways in which research is challenging aspects of 

traditional ways of dealing with children’s perceived and actual ‘competence’ 

and ‘incompetence’. 

One of the central emerging ideas is that adults, often unconsciously, pre-

pare children to be dependent upon them. How do adults encourage children 

to see themselves in this way?

Through creating laws that confine children.
Through creating policies that confirm adults’ attitudes that children need adults 
to make decisions for them.
Through interacting with each other, and with children, in ways that do not allow 
children to express themselves or to participate in decision making.
By using adulthood as a measure that is set as a norm against which other states, 
such as childhood, are seen as lacking, or in terms of being a deficit.
By seeing and treating children as incapable and inadequate.

This preparation can be seen to create a vicious circle for children. Adults have 

a framework within which children are raised and responded to. This frame-

work sees and treats them as not capable. One of the effects of this is that chil-

dren’s own expectations and ways of seeing themselves are constructed within 

this incapability. In turn, the way they behave reflects this, which fulfils and 

confirms adult expectations. This can create situations that are unhelpful and 

harmful. Bluebond-Langner (1978), in her research with terminally ill children, 

found that children as young as three years of age were aware of their diagnosis 

and prognosis without ever having been informed by an adult. The research 

discovered that adult attitudes seeing children as being not competent to 

handle this information, and in need of ‘protection’ against it, led to the child 

feeling abandoned and unloved. The research pointed out that at the same 

time, the child’s response was often to ‘protect’ the ‘unaware’ adults, despite 

great personal cost (Bluebond-Langner, 1978).

If adult attitudes and the reality of children were confluent, then the situa-

tion would be static. There would be no need or occasion for tension, chal-

lenge and change. However, the rise of different attitudes from children and 

young people, and within sections of the population of adults who live and 

work with children, has created change. In the UK, for example, a series of 

decisions and counter-decisions regarding the notion of children’s competence 

have occurred. One of the key arenas concerns health-related practices in areas 
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such as medical, dental and surgical treatment. In the UK, from a legal chal-

lenge, the notion of the ‘Gillick competent’ child has arisen. 

Unlike 16- or 17-year-olds, children under 16 are not automatically presumed 

to be legally competent to make decisions about their healthcare. However, the 

courts have stated that under 16s will be competent to give valid consent to a 

particular intervention if they have ‘sufficient understanding and intelligence to 

enable him or her to understand fully what is proposed‘ (sometimes known as 

‘Gillick competence’). In other words, there is no specific age when a child 

becomes competent to consent to treatment: it depends both on the child and on 

the seriousness and complexity of the treatment being proposed.

(DoH, 2001a)

These views of children affect different aspects of their lives and are treated 

elsewhere in this book. They connect to the way children are subordinated, the 

way children relate to the world they live in. Within this chapter the focus will 

be on how these ways of looking relate to competency and decision making. 

Key points: children as incapable

Children as not able to make valid or worthwhile decisions about their lives.
Children as incomplete adults.
Childhood as a stage in becoming.
Children as unreliable.

Children as a threat.

Each of these can be seen reflected in the ways adult attitudes have informed poli-
cies which emphasize and reinforce such views of children in the law, policy and 
guidelines for professional practice, However, they are challenged and new atti-
tudes are emerging.

What is a competent child?
Such attitudes have been challenged by the rise of a critique of these ideas of 

children. The critique points to the presence of ways of looking or framing 

children as described above, and offers a different approach to children’s 

competence. The alternate view is often set up as a series of oppositional views. 

The following is a more specific version of the table produced in Chapter 2:
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This emerging position is not without its challenges and difficulties. The 

issue of how competence and capability can be defined and seen is complex. 

The situations within which issues of capability arise also raises questions: 

Does a child have different competencies in relation to different spheres of 

their lives? How is competency to be involved in family decision making to 

be compared to making decisions needing to be made in medical contexts? 

Questions arise out of the issue of differences regarding capability: How is the 

issue of age regarded? How do we view differences arising from personality, 

such as shyness, or from learning disability, class or ethnicity? Are such ques-

tions irrelevant if you view the child from a point of view that sees them as 

capable, and that stresses their right to make decisions about their own, and 

others, lives?

The following discussions and research illustrates aspects of the ways chil-

dren and adults encounter the ‘traditional position’ and examines the issues 

identified here in the emerging position that emphasises the child as compe-

tent and capable.

Maturation, dependency and autonomy: 
old enough to make a decision? 
There is confusion between biological issues such as a child needing to be fed 

and given shelter, or that they are developing, and adult concepts and practices 

that define how their needs are seen and met and how their development 

occurs. The idea is that this is used by adults to keep children in a state where 

they are seen to be so incapable that adults must make decisions for them. 

Table 4.2 Traditional and emerging positions

Traditional position Emerging position

Incapable Capable

Not able to make valuable 

decisions

Active decision-makers with opinions that matter and making 

decisions of worth

Incomplete adults Seen in terms of own capacities, not in terms of defi cits or defi -

ciencies based on the idea of adult functioning as the norm

As a threat to themselves and 

others due to defi cits in 

reasoning and experience

As able to contribute usefully
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As noted in Chapter 2, the UN Convention on the Rights of the Child says 

in Article 12 that states will assure to the child who is ‘capable’ of forming their 

views that they are given the right to express their views in matters that affect 

them. The nature of competence here is left open, however, in relation to issues 

such as chronological age and factors such as poverty or disability that arise 

through social exclusion.

Some research has linked the issue of competence and age to issues regard-

ing participation and social inclusion.

Example of research: children, divorce and separation

Research by Mantle et al. (2006) looked at the issue of the ‘age of the child’ regard-
ing welfare reports made in the context of divorce and separation by CAFCASS 
practitioners (Children and Family Court Advisory Service). These reports are made 
by practitioners working with the children. Those writing reports are obliged to 
establish the child’s wishes and feelings. The involvement of children in mediation in 
such situations, as well as parents and carers, is an emerging area of practice. The 
research involved reviewing data of 1586 children who are the subject of welfare 
reports and in-depth interviews with twelve law practitioners. The children were 
spread across different ages: 25 per cent aged 4 or under, 42 per cent aged 5 to 9 
and 32 per cent aged 10 and over. The researchers noted that within emerging 
practice, professionals ‘make a number of assumptions about the child’s compe-
tence based on chronological age’ (2006, 499).

The research explored the issue of the age of the child in particular. However, the 
researchers link together three concepts, which they propose are of enormous 
power in emerging practice in this area:

The capacity of the child to contribute, whatever their age.
The right of the child to be involved.
Their uniqueness.

The idea being that the issue of age cannot be isolated, but needs to be seen in 
relation to these additional factors.

Approaches are often seen to be rooted in common assumptions about what is 
possible given a child’s age. They cite the way CAFCASS differentiates its informa-
tion to different age groups (BMRB, 2004) or divisions such as those proposed by 
McNamee et al.:

At less than 5 years old the child is not seen ‘to be considered “old” enough to talk’ 
(2003, 171) and that this ‘lack’ is assumed to lessen the capability of the child.
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At 5–9 years ‘children can talk and be listened to’ but practitioners will not 
automatically give weight to what is being said.
At 13 year and above, what children say is often listened to and given ‘weight’ 
(2003, 171).

This is contrasted with the idea that practitioners take what they call a stance of 
‘uncertainty’ this is typified as:

treating each child as unique;
avoiding adult constructions based on age about what the child is capable of 

and competent to do.

A combination of observation, play and ‘direct communication’ was used in some 
of the work (2006, 511). The following is a description from a meeting with an 
11-year-old girl.

A very tall girl so you’d take her possibly for second year of secondary school 

. . . I’d already observed her going into quite a baby voice and acting very 

immaturely . . . I let her get down and play and do the funny baby voice for 

a while, I think it was a form of anxiety because she calmed down and we 

were able to start to talk about the family situation and, as she got into it, 

she steadily started to behave more age appropriately, although it took quite 

a long time.

(2006, 513)

Reflections on the research

The worker does seem to bring concepts of general standards and levels into 
her commentary. These include judgements about how an 11-year-old should be 
expressing herself, what behaviour should be in terms of age. In addition, the 
assumption is that talking is the norm to be arrived at after expression through a 
baby voice and ‘acting very immaturely’. These seem to indicate that the worker 
has a set of criteria that she uses to judge whether the child has arrived at a point 
where her views and expressions are to be taken seriously. On the other hand, the 
worker tries to interpret and understand what is occurring within the relationship – 
so the voices and acting immaturely are only partially dismissed. They are seen to be 
part of the child’s anxiety and that, as time and relationship move on, the child is 
seen to ‘calm’ and to behave in a way that is seen to help focus on the ‘family 
situation’.

The analysis shows how the actual practice of the worker is complex. It combines 
a mixture of held views reflecting how adults judge and set norms of age appro-
priateness and maturity, while, at the same time, trying to ‘see’, ‘listen’, interact and 
interpret to locate and report on the child’s views and feelings.

PHJons_04_Rev.indd   59PHJons_04_Rev.indd   59 1/9/2009   3:25:24 PM1/9/2009   3:25:24 PM



Rethinking Childhood60

Stereotyping and age
Hardy and Armitage have argued that stereotyping children ‘en masse as lack-

ing the ability to make competent reasoned judgements fails to acknowledge 

the progressive nature of children’s growth, and their increasing capacity for 

rationality and autonomy’ (2002, 112). They link this to the paternalistic atti-

tude adopted to children in healthcare services, for example. Runeson et al. 

(2007) echo this in their research, saying that, historically, a highly paternali-

stic and medically dominated view of patients prevailed in healthcare, and this 

has been exacerbated in the situation of children. The ladder of participation 

originally proposed by Arnstein and subsequently adapted by Hart (1992) for 

use with children is an idea expressed by various models working to move 

from paternalism, and to try to provide a structure to assist in taking action 

about participation. The UK’s Royal College of Paediatricians and Child 

Health, in its four levels of participation, includes competency as a key issue. 

As well as listening and taking account of their views so they can ‘influence’ 

decisions it talks of: ‘respecting the competent child as the main decider about 

proposed healthcare interventions’ (2002, 584).

Researchers have examined the state of practice in healthcare regarding 

children and the way they are treated as a result of adult attitudes. Research has 

looked, for example, at the issue of the restraint or immobilizing of children 

in hospitals, specifically in relation to x-ray. They define restraint as restriction 

to which consent has not been given (Hardy and Armitage, 2002, 111). In rela-

tion to medical treatment of children, where radiographic examinations are 

Example of research—Cont’d

Activity

It is interesting to look at this set of comments from the research in terms of the 
following:

ideas about maturity and immaturity;
treating each child as unique;
concepts of age appropriateness based on adult preconceptions based on age 
and capability.

How do you see these featuring within, or being absent from, the account?
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undertaken, the research notes that many are carried out by radiographers 

without formal paediatric education or training (2002, 108) and that choice 

and permission were problematic areas in terms of children being seen as 

competent to decide what was to happen to them. Hardy and Armitrage (2002) 

make a direct comparison between the position of adults and children. Under 

law, adults have the right to refuse consent to medical treatment, and, in the 

absence of consent, action being taken in the ‘best interests’ of the patient 

would not be a valid defence. The law regulating consent and children differs 

from country to country. They note that in situations such as that in the UK, 

there is high ambivalence regarding decisions made by or for children. The 

document ‘Seeking Consent: working with children’ (DoH, 2001a) for profes-

sionals practising within the UK’s Department of Health locates decisions in 

the hands of adults in the following way:

If a child of 16 or 17 is not competent to take a particular decision, then a person 

with parental responsibility can take that decision for them, although the child 

should still be involved as much as possible. However, once children reach the age 

of 18, no one else can take decisions on their behalf.

Examples of being ‘not competent’ include a child being in pain or fatigued, or 

under the influence of medication side effects. The notion of incompetence is 

based on notions of capacity and competence:

You should never automatically assume that a child with learning disabilities is not 

competent to take his or her own decisions: many children will be competent if 

information is presented in an appropriate way and they are supported through 

the decision-making process. 

The information for children is provided in a separate document ‘Consent 

what you have a right to expect – a guide for young’ (DoH, 2001b) and says:

When can you give consent for yourself? 

Sometimes if you’re under 16.

If you are under 16, you may still be able to give consent for yourself provided 

you’re able to understand what is involved in the proposed treatment. . . .

What if you don’t want to consent but your parents do? 

The rules say that your parents may still decide that it is in your best interests to 

have a particular treatment, and give their consent on your behalf. This rule applies 

until you reach the age of 18.

PHJons_04_Rev.indd   61PHJons_04_Rev.indd   61 1/9/2009   3:25:24 PM1/9/2009   3:25:24 PM



Rethinking Childhood62

The statement to professionals summarizes the situation as being that, ‘In 

other words, there is no specific age when a child becomes competent to consent 

to treatment: it depends both on the child and on the seriousness and complex-

ity of the treatment being proposed’ (DoH, 2001b). Hardy and Armitage’s sub-

sequent comments on this draw attention to the fact that there is no objective 

measurement of this version of ‘competence’ (2002, 114). They summarize the 

current UK situation as one of problematically high ambivalence regarding 

decisions made by, or for, children (2002, 115). This leaves the situation open 

for adult attitudes to combine with paternalistic approaches. The following 

research looked at the actual experience of consent for children. It can be seen 

in relation to how consent and competence can be affected by adult attitudes 

within this ‘ambivalence’.

Example of research: decisions during hospitalization

The research (Hardy and Armitage, 2002) followed twenty-four children between 
5 months to 18 years in a hospital looking at the degree of participation in decisions 
concerning their own care. 

Different levels of involvement were agreed. At one end were situations that 
were characterized by no communication between the children and staff. The 
researchers typify this as children’s integrity not being respected: ‘Who had to sit 
without clothes on the examination table, who had pain or whose wish to be left 
alone was disregarded, who protested against taking medication’ (2002, 590).

At the other end of the measurement, staff act in accordance with the child’s 
opinions, wishes and valuations. In between were stages where staff listen but 
refuse to discuss the child’s opinions with the child with no two-way communica-
tion, staff communicating but the child’s opinions, wishes and valuations not influ-
encing staff actions, and staff ‘caring’ about what the child says but acting only 
partially in accordance with the child’s wishes.

The following example is of a 3-year-old boy who has come to hospital with a 
high fever. His parents have not been able to get him to drink anything, his mouth 
is open and saliva is trickling down his chin. A doctor has examined the child and 
ordered medication. The child’s parents have been trying unsuccessfully to get the 
child to swallow the medication: he refuses, turning his head away. An assistant 
nurse comes into the room and watches:

Suddenly she says to the boy, ‘Oh, I see, that’s what you’re doing, then you can 

come to me.’ She lifts up the boy and puts him in her lap. She holds his legs 

tightly between her knees. She leans the boy back and forces him to take 

the medication. The mother stands up and helps. Both the mother and father 

urge the boy to swallow. All three of them are now bent over the boy, who 
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is retching. The assistant nurse says, ‘He’s retching, but he doesn’t have any-

thing to throw up.’ Just then the boy vomits.

(2002, 590)

At the other end of the scale the researchers give as an example a 4-year-old who 
is attending hospital for a major operation. The day before the operation the boy is 
having breakfast with his mother in his room. A nurse and a children’s nurse enter 
the room, the boy asks them to leave until after he has had his breakfast, and they 
comply (2002, 592).

Other work involved staff listening to children’s views, answering their questions, 
and is described by the research as staff trying to create a trusting relationship 
with children and to motivate the child to take part in the planned procedure – for 
example, in preparation for a biopsy of a tumour, inserting an intravenous cannula. 
In some situations the research found that in cases where a child had differing opin-
ions from staff, it was often possible to find a compromise. They note that usually 
children could not make decisions about the main issue, but could make what is 
called ‘partial decisions’ (2002, 592). More than half of these concerned medical 
orders such as taking part in examinations, or samples for tests. 

The involvement of children is framed within issues such as age and competence. 
The researchers note that ‘The child was seldom given time to think about it or ask 
questions’ and views were not sought. The researchers also note that ‘as a rule’ a 
plan was presented, no alternatives offered. For example, explanations about why 
the child was to take premedication were ‘seldom given’ (2002, 594).

One way of interpreting this is that the child is not seen as an individual who is 
capable of decision making or thought, and staff do not interact with, or permit, the 
child to behave as if they have the capacity for decision making. 

Other situations observed staff making real efforts to create a trusting relation-
ship, attempting to have the child participate in discussion or in the medical proce-
dures. The researchers interpret this as staff working as if ‘he or she were a valid 
partner whose opinions, wishes and valuations were taken into consideration, and 
they did not hurry the procedure’ (2002, 594).

Out of the 137 situations observed, the researchers conclude that in sixty-five 
cases a child’s opinions and wishes were totally or partially respected, and in sev-
enty-two they were not. Factors were identified as involving the protest of the child, 
role of parents, attitudes of staff, time and if alternatives within the treatment were 
available (2002, 595). They note that parents tend to feel that healthcare staff 
‘know best’, and that they support medical staff in situations where the child’s side 
could have been heard. The researchers conclude that at times ‘parents may also 
need to be encouraged to stand back and enable their child’s voice to be heard’ 
(2002, 595). Staff, the conclusion says, often feel that they are presenting the ‘best 
solutions’ instead of offering involvement in thinking about alternatives.

Age was not shown to be an overriding issue. Some practice showed very young chil-
dren being allowed to participate to a higher degree, and older children being denied.

The research concludes that interactions with children should be undertaken with 
a consideration of different perspectives relating to their competence, looking at
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Example of research—Cont’d

how to respect a child’s integrity and ‘how to balance children’s rights of participa-
tion with the benefits of medical and nursing interventions’, calling for nurses to 
assess children’s competence and investigate their opinions, wishes and values. The 
research advocate that factors such as a child’s comparative confidence or shyness 
need to be taken into account (2002, 596–7).

Reflections on the research

The emphasis is on the need to recognize the competence of a child, and on critiqu-
ing the ways in which practice and service conditions can create situations which 
mean that staff and parents do not leave opportunities for a child to be involved. 

The idea here supports the proposition that adults can create a vicious circle 
whereby they leave little room for the child to be seen as capable, because their 
preconception is that children are not capable. The researchers noted that in no 
situation they observed did a child verbally say they did not want any information. 
They also noted that in some situations children made ‘strong protests’ and some 
were moved to expressions described by the researchers as ‘totally losing control 
over the situation and kicking and screaming in panic’ (2002, 593). In turn this 
vicious circle can mean that children are only left room to behave as if they are not 
capable. This is broken by enquiry and practice which questions such assumptions 
and practices and which shows ways of fostering a child’s capability.

There is no doubt within the article that some medical procedures must be under-
taken within healthcare, however. The research is used to advocate the position 
that, whatever the medical situation, the child should be seen as an active, reflective 
participant, rather than as incapable and passive.

Activity

Reflect on how you think each of the following recommendations from the research 
would assist in involving children as competent participants in healthcare:

Information adapted to children’s needs and wishes, different alternatives offered 
more often.
Children being given an opportunity to think and ask questions in peace and quiet.
Children being asked their views on planned interventions (2002, 597).

Can children be trusted? 
Children and adult power
Another issue often present in relation to capability concerns adult views of 

children as not to be trusted in relation to their own lives and experiences. 
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Connected to this is the ways in which, within services, adult opinions, practices 

and voices can come into collision with those of children. The attitude is often 

that children’s opinions are less trustworthy than adults. Power relations can 

ensure that children are not heeded: their views identified as invalid or inappro-

priately biased. Fielding offers the following quotation from an adult US schools 

board member: ‘If students knew how to run the school system, we wouldn’t 

need an administration . . . teachers and principals don’t sit on the board, and 

neither should students’; another saying that ‘we can’t serve in Congress or as 

president until we pass age requirements; why should local government forgo 

the wisdom of this? Students need to learn respect and have life experience 

before taking a community office’ (Joiner, 2003 in Fielding, 2004, 1).

A number of authors such as Fielding (2004) and Raymond (2001) have 

identified the growth of the idea and practice of pupil involvement in policy 

circles, nationally and internationally. Tornay-Purta et al. (2001) in Citizenship 

and Education in Twenty Eight Countries places the idea that children can take 

part in democratic process at the heart of his comments on children’s engage-

ment with ‘democratic process’ at school, and their wider capacity for engage-

ment in what they call civic knowledge and engagement. This presents a very 

positive view of the capacity of children for valid participation. The UK’s DfES 

‘Working together; giving young people a say’ is an example of such attention, 

with its intention to support embedding pupil participation in school life. The 

preparation of this initiative involved a consultation group of children, and 

their statement exemplifies the optimism and goals of this type of involvement:

We as children and young people know what we want. The only way we can 

change things is to make sure that people who make decisions know what we 

think and what we want. If you don’t get involved you are more likely to get only 

what other people want. Knowing what other people’s views are leads to making 

better decisions.

(DfES, 2003 ii)

However, the act of seeking views and giving children the power as competent 

individuals whose views are taken seriously and acted upon, or negotiated 

with, by adults is complex.

The following report on research reflects many of these concerns to do 

with children’s capacity to be ‘mature’ or ‘trusted’ enough for their views to 

be taken into account compared to ‘mature’ and ‘trusted’ adults. A number of 

authors have begun to examine the education system in various societies 

from perspectives that emphasize children’s voices as capable commentators 

of their experiences. Devine’s (2002) interviewing of pupils in primary schools 
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in Ireland, for example, revealed the children’s perceptions of themselves as 

subordinates, whose views were not taken seriously. The following research 

example reflects the ways in which the differences between adult and child 

decision-making capacities and power can be used by adults as a way of not 

acknowledging children’s opinions and input when it is not what they want 

to hear. 

Example of research: power dynamics and believability

The researchers (Duckett et al., 2008) were approached by a Local Education 
Authority to help them understand ‘children’s sense of well-being in school’. This 
was linked to the UK National Healthy Schools programme introduced in 1999. 
The LEA had co-opted three local schools to become involved in a research project 
‘to explore how school demoted and promoted pupil well-being’. The research 
team framed their approach as ‘to gain a rich contextualized understanding of 
pupils’ psychosocial experience of school life and how this was implicated in well-
being and explore future ways of working ways of working with the LEA to imple-
ment positive social change in those schools’ (Duckett et al., 2008, 93). The aims 
were to explore areas such as the social and emotional well-being of pupils in 
schools, notions of pupil participation and ‘equality and power processes as negoti-
ated between teachers and students’ (2008, 93). Pupil comments included:

It makes me angry that teachers always say this and that about the Bullying Pol-

icy but all it is is a thick booklet that they hand out to parents saying how they 

won’t tolerate bullying. But they are useless words on paper. No action is ever 

taken. (female pupil, written, Year 8)

People call you (names) . . . It hurts, you get lower and lower by the time you 

go home you feel like crying. (female pupil, written, Year 8)

I was in (subject) the other day and the teacher came up to me and pushed me 

out of the room. So I told him not to push me and then he threatened to 

suspend me. (male pupil, interview, Year 8)

(2008, 97)

In chapter 4 of their report, Duckett et al. comment that ‘Pupils variously described 
teachers spreading gossip around the school about pupils, humiliating and making 
fun of pupils, issuing unwarranted detentions and victimising pupils. Pupils experi-
enced such behaviours as nothing short of brutalising.’
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Miss Shannon (pseudonym), she used to shout at me a lot and she used to 

make me stay behind . . . she used to pick on me. (Kirsty, interview, Year 8)

When I arrive at school our form gets totally blocked by the form tutor so for 

the first 20 minutes of school I get someone screaming down my ear. (Written, 

Year 8)

(Duckett et al, 2004: 69–70)

Following this initial meeting the LEA sought to exert their ownership rights 

over the research, to limit our involvement in any action that might result from 

the report and to impose their own right to oversee any attempt by us to pub-

lish the findings of our report to a wider audience – such as through journal 

papers and conference presentations. In spite of these attempts at censure, 

we managed to persuade the LEA that our child-centric version of the report 

should distributed to pupils.

(2008, 99)

The full reports were distributed to each school’s management team. Delays in 
meeting with the LEA occurred: ‘these delays appear to have reflected the LEA’s 
attempts to come to grips with some of the more contentious findings in our report 
such as teachers bullying pupils, drug use among pupils, incidents of racism and 
reported instances of teachers sexually harassing pupils’ (2008, 98).

[T]o have diluted our findings even more than we have done so in our reports 

to the LEA and school pupils would have resulted in us placing increasing levels 

of adult-centric spin on what we intended to be a child-centric piece of research. 

However, if the vested interests of children become pitted against the vested 

interests of adults, then we might find that child-centric research is doomed to 

failure at worst, or considerable messiness and frustration at best. . . . Obstruc-

tion of the school system to research that uncovers findings it deems uncom-

fortable or threatening is not uncommon.

(2008, 103–4)

Reflections on the research
Activity
How do you see the processes at work within this research relating to:

the act of seeking views and giving children the power as competent individuals 
whose views are taken seriously and acted upon, or negotiated with, by adults? 
children’s capacity to be ‘mature’ or ‘trusted’ enough for their views to be taken 

into account compared to ‘mature’ and ‘trusted’ adults?

Consider the processes from different perspectives: from the experience of the chil-
dren involved, the school staff, the education authority and the researchers.
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Interview with Paul Duckett about the team’s research 
Paul Duckett, Division of Psychology and Social Change, 
Manchester Metropolitan University
Phil Jones: How do you see the issue of competency and power in relation to 
the story of your research?
Paul Duckett: If we take the issue of power first, prior to and during our 

research we considered issues of child–adult power relations quite extensively 

and had grounded our work in a theoretical approach that sought to empower 

the child’s position in relation to adults (using Community Psychological and 

Sociology of Childhood perspectives). We had not, however, fully anticipated 

how those power relations would be impacted by the adult–adult power rela-

tions in our research (specifically, our relationships with the Local Education 

Authority [LEA]). As such, we fell into the trap that, perhaps, many in the 

social sciences fall into of seeking to understand power by looking at those 

who have the least of it (e.g., pupils in a school) rather than at those who have 

the most of it (e.g., administrators of a school). The focus of our research was 

to understand well-being at school by exploring the nature of child–child and 

child–adult relationships. While we were doing so the adult–adult relation-

ships in the background would ultimately determine the extent that the voices 

of the children in our study would be heard. The power of the local school 

administrators to prevent us further access to the schools meant our research 

relationships with the children were severed once our research relationship 

with the LEA soured (i.e., after we had presented the results of our research to 

the LEA that showed not all was well in the schools in their area). 

Now, to the issue of competence. This concept was largely used by school- 

teachers and school administrators to muffle the children’s voices. At best, we 

were warned that the children were incompetent sense-makers (they mis-

understood things) and, at worst, we were told the children were incompetent 

truth-sayers (they lied about things). Such warnings were issued both in antic-

ipation of and in reaction to the children telling us about their negative school 

experiences. Following our decision not to question the children’s competen-

cies in this way, we then had to protect how our own competence was per-

ceived against the charge that we were naïve researchers duped by manipulative 

children. In this way, competence was: enveloped in power relations; employed 

to challenge claims over ‘truth’ and ‘knowledge’; and, invoked to protect vested 

interests (the researchers’ right to publish and the teachers’ and administra-

tors’ right to protect the reputation of their schools). 
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Phil Jones: What did you discover about the process of researching from this 
experience?
Paul Duckett: This experience re-affirmed to me the messiness of doing 

research and the temptation of sanitizing research reporting, but did so in a 

new way. My answer to this question is not unrelated to the previous question 

on power and competency. I believe it is again an issue of the adult–adult 

power relationships and how the perception of competency (both anticipative 

and reactive) can influence how researchers represent their work to their peer 

group (through publishing in academic journals, presenting at conferences 

and so on). In our reporting of our research, we could have provided a much 

‘neater’ account of what we did and used the detail of our methodology (which 

I believe was innovative and sophisticated) and our findings (which I believe 

were rich and extensive) to block out the failings of our work. By choosing to 

write about the problems we encountered, we opened ourselves to being 

viewed as incompetent and naïve researchers. Indeed, this is how we were 

viewed by at least one anonymous peer reviewer for a journal where we sub-

mitted one of our research papers (our paper was subsequently rejected, 

though was later accepted by a different journal – the one you have cited in this 

chapter). In many ways, we were locked into adult-centric notions of compe-

tence. As university-based researchers, we were in one educational institution 

(tertiary education) studying children in another educational institution 

(secondary education) with both institutions having as their core business the 

administration and classification of the competence of students. While the use 

of the concept of competence was not as perniciously invoked against us as 

adults as it was against the children in our study – our academic peers did not 

doubt (publicly, at least) our ability to tell the truth, only our ability to find the 

truth – it may nevertheless have been used by us (in anticipation of how our 

peers might view our work) and by others (in reaction to how we reported our 

work) to distort how the findings from our research was disseminated. On 

reflection, while the Sociology of Childhood alerted us to how children are 

conceptualized by adults as incompetent, inexperienced, immature and so on, 

it perhaps did not alert us to how challenging such conceptualizations of child-

hood can subject you to an infantilizing process whereby your identity becomes 

rendered similar to how adults render the identity of the child.

In May 2008 the UK’s Department of Education produced guidance build-

ing on the consultation quoted from earlier. The Department also notes that 

inspections of schools through Ofsted gives pupils opportunities to ‘give 

views’ about their education and links this to support of Article 12 of the 
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United Nations Convention on the Rights of the Child (UNCRC) and links 

these actions as a response to children having the right to put forward their 

views and ensuring that those views are taken seriously, but they note that it is 

for Local Authorities, teachers and governors to decide how best to involve 

children and young people. This means that there is no guarantee of the nature 

and status of such view giving. As this research could be argued to show, adult 

attitudes can affect the way such processes are engaged with in ways that 

do not acknowledge children and young people as capable by engaging in 

dialogue or action with their views (Teachernet, 2008).

What are effective ways of recognizing 
children’s capability?
Some have pointed out that systems such as those of education, the law, child 

welfare or health are often allied to seeing children as primarily dependent, 

rather than as seeing them first as capable and independent. Schildkrout has 

said that adult attitudes depend upon children ‘to produce, maintain or ratify 

adult statuses and relationships – equally as much as children depend upon 

adults’ (1978, 111). This is also attached to other frameworks of power rela-

tions such as gender, race, ethnicity, class and kinship. In addition, some have 

suggested that adults can manipulate children so that their seeming expression 

of opinion is affected by adult attitudes that frame or exploit children’s lack 

of experience in expressing themselves and being given credit for being able 

and capable. Researchers have commented that despite efforts to facilitate chil-

dren’s engagement as capable and to make process as child-centred as possible, 

‘it should be acknowledged that these children are being provided with choices 

by adults in powerful positions in relation to them, welfare professionals and 

immediate carers, which may affect their feelings of freedom to make choices’ 

(Holland and O’Neill, 2006, 94).

Some have argued that the idea of broad concepts of children’s capability is 

unhelpful and that attention needs to be given to each individual:

I would like to see the age limits completely scrapped, and maturity brought in. 

As you grow up your age has a stereotype. I’m trying to escape from that 

stereotype.

Robin, aged 13 (quoted in Alderson, 1993, 9)

Others have drawn attention to the way context and capability are important 

to consider. It is not just about whether a child is given the recognition that 
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they are able to have opinions that are valued: creating appropriate contexts 

which appreciate factors such as family dynamics, anxieties about the setting 

or implications of their decisions on their life outside the setting need consid-

eration. Weare and Gray reported in their research conclusions on the impor-

tance of including cultural factors in understanding specific children’s 

relationship to competence. They observed that ‘what constitutes . . . compe-

tence in different cultures will vary greatly’ (2003, 78). Factors such as the 

extent to which a culture values the individual or the collective, and perceives 

the ways individuals can be autonomous and independent relate to a child’s 

attitude towards themselves as an autonomous decision maker, for example 

(2003, 78).

Holland and O’Neill’s research involved interviewing children and young 

people regarding their opinions about the process of family conferences and 

notes young people’s accounts of the risks as well as advantages. Family group 

conferences involve meetings convened by professionals to try to work with 

a family in order to make ‘decisions regarding children’ in the field of child 

welfare, for example (2006, 92). Holland and O’Neill examined young people’s 

opinions about their participation in the process. The priorities of profession-

als towards enabling the child to have a voice that is recognized as capable 

might not be shared by service users, including children. Context can be an 

issue that affects a young person’s sense of the desirability of being involved in 

family group conferences and being seen as a capable contributor on family 

issues, for example, One of the 16-year-olds, Martine, illustrates this:

When I got to the place that it was in, all my nerves started kicking in and 

I thought, here we go, it’s just going to be all my family sitting there having a go 

at me, but when I got in there everything was going to be all right, it was OK.

(2006, 106)

Alderson and Montgomery have challenged the deficit position of children’s 

capability, and proposed the formation and practice of a children’s code of 

practice for healthcare rights that assumes children of compulsory school age 

are competent. Within this framework healthcare professionals would have to 

justify ignoring the views of the child (Alderson and Montgomery, 1996).

Some research has explored the ways in which children can be coached to 

effectively assume the role of a ‘health partner’ using video, age-appropriate 

workbooks and role play. The goal was to enable children to raise concerns, ask 

questions, note information and participate in the creation and troubleshoot-

ing of potential problems with the care plan. Coached children preferred an 

active role in their care and reported better rapport with the physician, recalling 
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significantly greater amounts of information about their medication regimen 

than controls (77 per cent vs 47 per cent, respectively) (Lewis et al., 1991).

Some research has talked about the importance of creating an environment 

that encourages and supports children as competent:

an environment that enhances competence and wellbeing is one that fosters warm 

relationships, encourages participation, develops pupil and teacher autonomy, and 

fosters clarity about boundaries, rules and positive expectations.

(Weare and Gray, 2003, 8)

Guidance from research and 
practice sources
Table 4.3 offers a series of reflections on problematic issues regarding compe-

tence and links them to directions for developing a more effective relationship 

Key points: approaches to capability

What creates such an environment? Key issues and findings within such debates 
and the research drawn on in this chapter around children’s capacity and capability 
include the following:

Children’s capabilities are best encountered from a basis of assuming capability 
rather than incapability.
Age is only one factor to take into account, and other issues such as the arena 
of the decisions, or issues to be considered, and the individual’s experiences 
and situation are key.
Adults often assume that a child cannot give consent based on their own 
preconceptions.
Capability is connected to the way a situation with a child is created by adults 
and children working together to maximize their capacity to be involved in 
decision making.
Adult perceptions of competence often underestimate the actual level of 
competence.
Seeing each child as an individual is important: responses based on inflexible 
generalizations or stereotyped assumptions are not useful.
Power relations are important to acknowledge and to try to work with as 
sensitively as possible.
Adult priorities are often challenged by children’s competence and involve-
ment, and adults may seek to use the issue of competence as avoidance.
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Table 4.3 Competence and capability: issues and directions

Issue Direction

Assessing children’s experiences primarily from 

adult perceptions

Assessing child-based outcomes that include and 

prioritize children’s, as well as adult’s, perceptions

Using parents as proxies and treating children 

of all ages as having the same concerns

Ask children directly for their views in ways that 

are developmentally sensitive

Our knowledge of children’s ability to under-

stand and act on specialized areas such as 

medical information is incomplete

Better understanding of children’s conceptualiza-

tion of particular areas, such as health and 

illness, will help resolve some of the legal and 

ethical debates about whether children of dif-

ferent ages and intellectual abilities can give 

informed consent

Adults often withholding information from 

the perspective of ‘protecting’ the child

Respect research fi ndings that evidence children’s 

desire to be informed

Many information sources do not take account 

of the different needs of children in relation 

to different ages, or issues such as learning 

disability, or are directed at parents 

Children’s ability to participate competently in de-

cision making and give informed consent can be 

improved by appropriate and specially developed 

information sources and appropriate ways of 

delivering material

Research into children’s ideas about health 

and illness has been dominated by an overly 

rigid Piagetian perspective

Work using methods such as ‘draw and write’ or 

role play, has begun to demonstrate children’s 

conceptualizations more aptly. These methods 

need to be used more extensively

Treat all children the same, as if their age was 

the only indicator of pre-conceived adult set 

standards of competencies

Respond to children whose experiences may facili-

tate the development of competencies beyond 

their chronological age. Better methods for 

assessing the competence of children of different 

intellectual abilities, including those who have 

learning disabilities

between children and adults. It draws on research and writing about practice 

in a variety of arenas and draws out directions.

The directions are informed by the new sociology of childhood in relation 

to competence. 

Activities

The following activities are designed to help reflect back on some of the key concerns 
over the chapter as a whole.
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Summary
This chapter has:

looked at the ways adult attitudes to capability in relation to children and young 
people can result in a vicious circle of stereotyping and conforming to stereo-
types of incompetence;

Activities—Cont’d

Chapter activity 1

A central idea is that ‘Competence’ is not a simple attribute that a child either possesses or 
does not possess: much will depend on the relationship and trust between those involved: 
children, parents and professionals.

How do you see this issue of trust and relationship present within the research in ‘Examples 
of research: children, divorce and separation’ and ‘Examples of research: power 
dynamics and believability’?

Chapter activity 2

By using whatever information they have, children will continually try to make sense of 
their situations. An incomplete ability to understand does not justify a lack of discussion 
with a child who desires involvement in his or her care and decision making (Kriecbergs 
et al., 2004). 

Review the research in ‘Example of research: decisions during hospitalization’.

Do you think this research supports the assertion that an incomplete ability to understand 
doesn’t justify discussion?

How do adults compromise or support the opportunity to help children ‘try to make sense’ 
of their situation within the reports of the research?

Chapter activity 3

Dixon-Woods, Young and Heney (1999) said: 

A key anxiety in creating partnerships with children is uncertainty about children’s 

competence and how it can be assessed in different ages and abilities. Despite the 

suggestion that children should be assumed to be competent unless demonstrably 

incompetent, it is easy to assume that children are competent only if they make the 

decisions doctors want them to make. The children’s rights movement might see this as 

paternalism, but it also reflects the fact that our knowledge of children’s ability to 

understand and act on medical information is incomplete. 

How do you see the relationship between the tensions described within this chapter view-
ing doctor’s and children’s competence in terms of paternalism or child rights?
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examined ways in which an emerging agenda challenges ideas and practices 
rooted in seeing children as immature or incapable;
looked at the relationship between research that offers insights into the ways of 
seeing children as capable and competent;
reviewed research that examined ideas and practices in medical and hospital 
contexts regarding the child as an active agent in their use of services;
reviewed research that engaged with children as capable critics of their school 
experiences; 
reviewed research that explores the idea of how practice can change to respond 
to children as capable and competent.

Further reading
Forrester, M. A. (2002) ‘Appropriating cultural conceptions of childhood: participation in conversation’, 

Childhood, 9, 255–76.

 Research into everyday conversations and the ways in which children position themselves within 

interactions with parents, grandparents and other children.

Graham, M. (2007) ‘Giving voice to black children: an analysis of social agency’, British Journal of Social 

Work, 37, 1305–17.

 Looks at the relationship between marginalization, black children and research concerning their 

lived experiences in social institutions. The paper looks at participatory approaches to involving 

black children in social care contexts.

Madge, N. (2006) Children These Days. Bristol: Policy Press, Chapter 4.

 Draws on research into children’s and adult’s perceptions and experiences of notions of compe-

tency and capacity. The chapter looks at issues concerning decision making, physical and biological 

maturity, the law, age and the concept of ‘growing up’.

Research details
Children, divorce and separation
Research by Mantle et al. (2006) looked at the issue of the ‘age of the child’ 

regarding welfare reports made in the context of divorce and separation by 

CAFCASS practitioners (Children and Family Court Advisory Service). These 

reports are made by practitioners working with the children. Those writing 

reports are obliged to establish the child’s wishes and feelings. The involve-

ment of children in mediation in such situations as well as parents and carers 

is an emerging area of practice. The research involved reviewing data of 

1586 children who are the subject of welfare reports and in-depth interviews 

with twelve law practitioners. The children were spread across different ages: 

25 per cent aged 4 or under, 42 per cent aged 5 to 9 and 32 per cent aged 10 
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and over. The researchers noted that within emerging practice, professionals 

‘make a number of assumptions about the child’s competence based on chro-

nological age’ (2006, 499).

Decisions during hospitalization
Peer-reviewed journal. The research (2002) followed twenty-four children 

between 5 months to 18 years in a hospital looking at the degree of participa-

tion in decisions concerning their own care. Different levels of involvement 

were agreed and the researchers used these to evaluate 137 individual interac-

tions between children, staff and families.

Power dynamics and believability
Peer-reviewed journal. The researchers (Duckett, et al., 2008) were approached 

by a Local Education Authority to help them understand ‘children’s sense of 

well-being in school’. This was linked to the UK National Healthy Schools 

programme introduced in 1999. The LEA had co-opted three local schools to 

become involved in a research project ‘to explore how school demoted and 

promoted pupil well-being’. The research team framed their approach as ‘to 

gain a rich contextualized understanding of pupils’ psychosocial experience of 

school life and how this was implicated in well-being and explore future ways 

of working with the LEA to implement positive social change in those schools’ 

(Duckett et al., 2008, 93).
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