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1. Introduction.

The Evidence Scope

The evidence scope was commissioned by the NSPCCand Action for Children (AFC) to gather
material on provision for adolescents on the edge of care and their families. The remit
requested a particular focus on innovative approaches, includingan exploration of the use
of respite stays in residential units.

What became apparent from the start of our exploration was the surge in attention over
recent years around edge of care needs and provision within policy and research. This has
already been captured in a number of recent literature reviews and reports, two of which
provide comprehensive and informative discussions of the literature and research currently
available on adolescents on the edge of care (see ADCS, 2013 and Bowyer and Wilkinson,
2013). Given the availability of this detailed literature, the aim of this evidence scope was
to build upon the available evidence by drawing together some of the key learning fromthe
existing reviews and adding to this knowledge base by gathering new primary data from
policy and practice stakeholdersand leadingacademics on the ways that services can best
support this group. This involved carrying out surveys and telephone interviews with
children’s services providers and experts across the UK and internationally, to gather
practice evidence on the range of edge of care provision. This report, therefore, draws
together new data based on current practice and learning to enhance evidence from
existing sources. In doing so, we hope to furtherthe debate on how edge of care provision
foradolescentsis currently defined and utilised and to identify scope forits future potential.

The evidence scope took place from February to April 2015.



Report Structure

Chapter 1 introduces the evidence scope and the structure of the report.

Chapter 2 outlines the background of the evidence scope, describing the rationale for
commissioning the report and what it set out to achieve. The chapter outlines the high
numbers of adolescents entering care, the need to consider the reasons for this, and the
context for seekingalternative optionsto support young people. It providesa brief review
of literature on adolescence and the particular needs and challenges facing them as they
move through their teens towards early adulthood. A more detailed overview of the
literature on understanding adolescents, theirneeds, why it might be that adolescents form
the single most common age-group to come into care is providedin Annex 1.

Chapter 3 providesa brief overview of the aims of the evidence scope and methodological
approach to gathering and analysing evidence for the report. A more detailed description
of the three key work strands involved in gathering data and how it has been utilised
throughout the report is provided in Annex 2.

Chapter 4 examines how the ‘edge of care’ is described and defined. Itlooks at how the
term evolved and how it is being interpreted to develop and deliver services to young
people at risk of entering care and to identify edge of care service users. The chapter
explores how differentservices and local authorities vary in how they use and target edge
of care provision and considers the usefulness of the term, examining the complexities and
challenges associated with the definition and operation of edge of care support.

Chapter 5 Provides abrief overview of existing support for familiesexperiencing difficulties.
It reviews the developmentofinterventionsand initiativesforadolescentsand familieson
the ‘edge of care’ and the current evidence on effectiveness and considers the scope for
developinga differentapproach that incorporates a menu of responsesto need, including
respite /shared care (and within this, residential respite, foster care respite and kinship
respite).

Chapter 6 focuses on examples of the range of respite provision foryoung people. It brings
together some of the evidence of from national and international models of respite for
different groups of young people to consider what learning can be taken to inform the
developmentofits use to support adolescents on the edge of care.
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Chapter 7 uses case studies and practices examples of residential respite services to
highlight promising practice. It draws upon data gathered from interviews, focus groups
and reviews of service monitoring reports to provide an overview of the issues associated
with operation of the service, the target group and approaches to supporting the adolescent
and their family. In doing so it suggests learning points on the potential and challenges of
operatingsuch aservice.

Chapter 8 drawstogetherthe evidence to highlight key learnings and implications for future
policy and practice for supportingadolescents and their families.

Terminology and Definitions

Adolescents/ Adolescence: For the purpose of this report and consistency with existing
reviews, we have used the following definition: ‘Those roughly between the ages of 10 and
18. Early adolescence is seen as the period between 10 and 13 years of age; mid adolescence
between 13 and 16 years; and late adolescence from 16 into the final teen years’ (Hanson
and Holmes, 2014).

Edge of Care: The boundaries around care provision involve several points where transition
may occur. These include entry from home for the first time, returning home, or moving
on to independentliving. Forthe purpose of this report, we consider ‘edge of care’ mainly
in terms of going into care. Even so, this may include young people who have no prior
experience of beingin care aswell as those who have beenin care inthe pastand for whom
reunification attempts have failed. Definitions are discussed in chapter 4.

Respite/short term care: The terms used to describe short stays in care include respite,
short term care, short breaks, short stays and shared care. These terms are used
interchangeably throughout the report to reflect their usage in the literature and practice
evidence. Theygenerallyreferto the use of a fosteror residential placementoravoluntary
carer to provide a time limited short break or a series of short breaks from the young
person’s home with the long term aim of supporting the family and preventing family
breakdown.

Therapeutic: The term therapeutic has been generally used to indicate the presence of a
treatment-like intervention orapproach designedto have a beneficial effect on adolescent
and /orfamily wellbeing, functioning or personal circumstances. Insome instances, we also
refer more specifically to a particular therapeutic model, and provide a more precise
description of the approach.



2. Background:

adolescents on the edge of care.

This chapter sets out the rationale for the focus of the evidence scope on adolescents. It
outlines the evidence on care and post care experiences for older children who currently
enter care. It also summarises key evidence on the distinct needs and challenges
experienced by the adolescent group and the current service response to meeting these
needs. A more detailed overview of the literature on adolescence is providedin Annex 1.

Background and Rationale

The impetus forthe evidence scope arose from three key observations: 1) the distinct needs
and vulnerabilities of adolescents and the high numberthat come into care; 2) the tendency
towards pooreroutcomes foradolescent entrants to care; and 3) the need to develop more
innovative support for adolescents and their families as a means of preventing family
breakdown and entry into care. This chapter briefly considers current knowledge around
these issuesto set the contextfor the evidence scope.

Adolescents Entering Care

Adolescents make up the largest age-group within the care population at any single point.
This is a combination of the numbers who enter as young children and stay long term, the
group Sinclair and colleagues (2007) term ‘adolescent graduates’ and the number who
enter as older children ‘adolescent entrants’l. National statistics over the past decade on
the age profile of the care population confirm that adolescents aged 10 -15 make up the
largest age-group of young people withininthe care system (37%) (DFE, 2015).

Furthermore, 10-15 years is the most common age-range for entering care (28%), which,
coupled withthe recentrisein the number of young people aged 16 and over entering care
(15%) means that almost a half (45%) of entrants last year were adolescentsaged 10 — 17
(DFE, 2015). Though neglectis the most common reason for entry to care, evidence shows

Sinclair et al, 2007 distinguish between two groups of adolescents in care. Adolescent Graduates
are those who entered the care system before the age of 11 and are nowaged 11 or over. Adolescent
Entrants enter the care system aged 11 or abowe.
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that almost half of adolescent entrants come into care as a result of acute family stress,
socially unacceptable behaviour or when family circumstances reach crisis point and
breakdown (Godor, 2014).

Evidence also suggests that adolescent entrants are likely to have endured longer exposure
to family adversity and unmet needs. Research carried out over the past decade shows that
many adolescent entrants have been knownto social services for several years priorto care
(Biehal, 2005; Dixon and Biehal, 2007) and that around half are likely to be re-admissions
(Sinclair et al 2007), having therefore experienced one or more unsuccessful attempts to
return home to family. This ‘oscillation’ between home and care (Farmer et al, 2011),
combined with the difficulties that brought them to the service in the first instance means
that those who enter care as adolescents are likely to do so with more complex histories
and needs. Boddy et al (2009) found that compared to adolescents who entered care for
the firsttime, those re-entering as adolescentstended to spend less timein care, were more
likely to be accommodated voluntarily (Section 20) most often in a residential unit, and
more likely to be placed owing to family difficulties or problem behaviour than requiring
protection due to abuse. Perhaps not unexpectedly therefore, research carried out by
Wade, Biehal and colleagues (2011) on outcomes for young people who stay in care and
those who return home found, in accordance with earlier studies, that children who
experienced moves in and out of care or ‘unstable reunions’ were amongst those who had
the worst overall outcomes. This and earlier work carried out by Sinclair et al (2007)
highlights lack of support for the widerfamily to help them prepare for and sustaina return
home, as a key factor in the failure to resolve difficulties and avoid further maltreatment or
family breakdowns that resultin readmissions to care.

Statistics show that once in care childrenand young people tend to stayin care for relatively
short periods of time. Data gathered by government in 2013 show that 45% of those
ceasing to be looked afterhad beenin care for lessthan one year and around one third for
lessthan six months (DFE, 2014). Reunificationistherefore the most common outcome for
all children entering care. However, as noted above, sustaining return home requires
effective planning and support. Evidence shows that the likelihood of successful
reunification is enhanced where return home is gradual or ‘staged’ and supported by
specialist work with the young person and family to address the difficulties that brought
them to the attention of children’s social care in the first place. Importantly, proactive
planning and assessment to establish the parents/family’s capacity to change and sustain
that change prior to the child’s return has been found to be a key factor in successful
reunification (Thoburn et al, 2012; Hyde-Dryden et al, 2015 ). This is supported by Boddy



and colleagues recent research that reports: ‘proactive planning and work with parents,
plays a major role in the success or failure of reunification’ (Boddy et al, 2013). A literature
review carried out by Ward and colleagues to further understanding of the factors that
impact upon parental capacity to change, shows that assessing the needs of vulnerable
familiesand theircapacity for change iscomplex and relies ona number of variables. These
include the nature of the adolescent and parent difficulties, the family environment and
stressors, the level of post care support, and engagement with support, as well as the ability
of professionalstoform effective relationships with family members (Ward et al, 2014).

Outcomes for Adolescent Entrants

The picture for adolescent entrants, who do remainin care, appears somewhat bleakfora
considerable number who, after unsuccessful experiences of care, go on to experience
difficulties after care. Research shows that they are less likely to settle in their care
placements and thus experience greater placement breakdown, instabilityand anincreased
likelihood than younger children to be placed in residential care subsequentto foster care
breakdowns. Research suggests that, in this sense, residential care can often be seenas a
last resort and an option for more challenging young people. (Sinclairet al, 2007; Dixon et
al 2006; Biehal, 2008). Existing research on adolescent entrants transitioning to
independence from care shows that there is a highertendency to leave care earlierand to
do so with greater difficulties and poorer outcomes than those who enter care as younger
childrenand who find stability. Research on care leavers has shown that those who entered
care aged 14 and above fared worse than younger entrants in terms of educational
outcomes and preparation for independentliving. They were also more likely toleave care
earlierat 16 or 17, and were more likely to experience pooroutcomesin post care housing
stability and participationin post-16 education, employment and training (Dixon et al 2006;
Stein, 2012). In addition, research and practice evidence point to links between care and
custody for adolescents, Areview due to be completed by the Prison Reform Trust in 2016,
reports a need to understand why looked-after children aged between 10 and 17 are five
times more likely to be convicted, or subject to a final warning or reprimand, than other
children (see community care 2015 http://www.communitycare.co.uk/2015/06/23/lord-laming-
review-high-proportion-children-care-end-prison/)

Understanding and Responding to Adolescent Needs

(]
Pl
©
(6]
©
=]
C
()
2
(%)
(O]
-
S
4
>
©
+
(%]
S
[
[
+—
+—
[
o
=
(%]
G
(]
a0
o
Pl
Q
{=
(o

Supporting Adolescents on the Edge of Care.

—
1
(o)
1
—



http://www.communitycare.co.uk/2015/06/23/lord-laming-review-high-proportion-children-care-end-prison/
http://www.communitycare.co.uk/2015/06/23/lord-laming-review-high-proportion-children-care-end-prison/

(]
—
©
(8]
‘©
=]
C
(]
=
(%]
(]
—
=
w
>
©
+—
(%]
S
—
(]
+—
=)
—
o
<
(%]
Y—
(]
g
o
—
(]
Lo
—

Supporting Adolescents on the Edge of Care.

o :
=
o
[

| S—

In considering some of the reasons why adolescents form the most common age group to
enter care, research and practice evidence directs us to the changes and challenges that
occur during the adolescent life stage and the current service response to addressing the
particular needs. This section provides a brief overview of current knowledge of the
adolescence (see Annex 1 for a more detailed discussion). In doing so, it aims to
contextualise the particular needs of adolescents, especially those from more troubled or
complex backgrounds, and how, as discussed in following chapters, these needs might be
most appropriately addressed.

Existing evidence shows that the time around the teenage years, ‘adolescence’, can be a
time of considerable change and opportunities. It also shows that it can prove to be a
difficult period to navigate and an increasing body of research provides some insight as to
why this might be and why for some it can be a distressing and destabilising time for the
adolescentand their family.

There is a well-established understanding of the effects of physical development and
changes that take place during adolescence, related to puberty and the emotional and
behavioural impact of hormonal changes upon young people. Alongside thisis a growing
body of research on the development of the adolescentbrain and how these changes can
impact upon emotional and behavioural responses. For example, research suggests that
changes to the structure and functioning of the brain during early teens to early adulthood
predispose adolescents to risk taking behaviour, a lower capacity to self-regulate and
control reactions and the needto seek peer approval and succumb to peer pressure. This
goessome way to explaining what can be perceived as the more challenging characteristics
of the typical adolescent, which for some families, might prove difficult to cope with (see
Annex 1, Collins and Laursen, 2004; Hanson and Holmes, 2014; Blakemore et al, 2006 and
2015; Steinberg, 2010).

These developmentsand changes during adolescence can be amplified oraltered for some
young people who have experienced pasttrauma or maltreatment. Research that seeksto
understand the impact of maltreatment on the development of the brain, and also on
emotional and behavioural development throughout childhood and into adulthood, has
highlighted the potential impact of negative past experiences on continued vulne rability.
For example, coping mechanisms can lead to maladaptive responses , which either place
young people at further risk of harm by others ( see Dutton and Painter, 1993; DePrince,
2005 in Hanson and Holmes, 2014 p19.) or lead to angry or violent outbursts or ‘defensive
aggression’ (Farmeret al, 2011) that are perceived as problematicor antisocial behaviours.



Further evidence has drawn links between early childhood deprivation and trauma and
adolescentrisk behavioursuch as truancy, offending, substance misuse and running away.
Such: ‘adolescent behaviour that heightens risk is often part of an adaptive response to
maltreatment and adversity in earlier childhood’ (Hanson and Holmes, 2014).

Coupledwith a greater propensity to risk taking and challenging behaviour, are the growing
need and opportunities for independence and autonomy, which, researchers have shown,
are likely to lead to increased exposure to sources of risk and harm for adolescents than
might be the case for younger children (Rees et al, 2011). This can lead to a clustering of
risk and vulnerabilities during adolescence including substance misuse, gang involvement,
running away, cyber bullying, intimate partner violence and child sexual exploitation
(Hanson and Holmes, 2014). A heightenedrisk of harm from othersalsoincludesadolescent
maltreatment, most commonly in the form of neglect by parents, which a review of
teenagers who had died reported was more prevalent amongst 10-15 year olds than any
other age group (Brandon et al, 2014; Radford et al, 2011).

Despite these risks, current evidence suggests a lack of understanding and appropriate
response from servicesin respect of adolescent needs around neglectand risk (see Stein et
al, 2009). This might be a consequence of the complexitiesinvolvedin definingadolescent
neglect and in turn, the difficulties in detecting it and developing the necessary
interventionsrequired to prevent it (Rees et al, 2011). This is partially explainedinterms
of adolescents having different parenting needs as they mature, making it less apparent as
to whether a parental response is neglectful or an acknowledgment of the adolescent’s
increasingindependence.

A further explanation for what commentators describe as ‘service neglect’ of adolescents,
is the assumption that adolescents are more resilient and thereby require less protection
from maltreatment than younger children (Rees et al, 2011). This misconception can
impede detection of harm for adolescents and can even serve to justify a lack of
intervention (Reesetal, 2011; Interview with Professors Mike Stein and Nina Biehal, 2015).
Furthermore, some research in fact suggests that maltreatment in adolescence may have
more wide reaching and serious effectsthan maltreatmentexperiencedinearly childhood
(Thornberry et al. 2010).

Subsequently, the lack of understanding and focus on adolescent risk and neglect and
limited investment in adolescent safeguarding has also tended to reflect the targeting of
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scarce resources on areas traditionally considered to have greatest need and a greater
chance of impacting on positive outcomes; that beingearly childhood.

A greater understanding of the adolescentlife stage and the vulnerability to risk and harm
istherefore, importantto enable the development, funding and delivery of age appropriate
services. The current research and practice evidence around the impact of adolescent
changes and challenges suggests a greater need at policy level to invest in teen focused
services and options that provide more tailored support for adolescents and theirfamilies.
This mightinclude supportand interventionsin which adolescents themselveshave greater
participation in services design and delivery to ensure they receive the types and levels of
support at the time they are most needed.

Greater investment in and development of support options could both reduce, where
appropriate, the needfor full-time care, which arguably for some adolescents can be more
harmful than helpful, and provide more effective preventativeand reunification supportto
avoid family breakdown.

In all, therefore, there is strong evidence that adolescence can be a time of significant
change and exposure to risk and harm. Furthermore, adolescents on the edge of care and
entrants to care bring with them a distinctset of needsand many (though by no means all)
are vulnerable to a less positive experience of care. Whilst for some, care is the most
appropriate option, others may well benefit from alternative approaches to addressing
difficulties and meeting their needs as well as those of their families, whether prior to
enteringcare, on reunification or both. The recent Research in Practice evidence scope on
service response to adolescent needs, concludes that in knowing more about the risks
facing adolescents and what can buildresilience and meet theirneedsand the recognition
that, despite some examples of good practice, there is an overall ineffective and archaic
service response means ‘the case for system-wide change becomes compelling’ (Hanson and
Holmes, 2014). In the followingchapters we will build on this to consider how the needs of
troubled adolescents and their families are met, how best to work with adolescents and
their families when the challenges require intervention and what changes to the current
system mightbe required to accommodate more effective support. The report will focus on
the use of alternative approaches to care for supporting adolescents and their families,
including primarily, the use of residential care to provide edge of care respite alongside a
programme of family support as part of a preventative strategy.



Summary Points:

Adolescents aged 10 -15 make up the largest age-group of young people within the care
system (37%) at any one point (DFE, 2015).

The most common age range of new entrants to care is 10 — 15 years.

Evidence suggests that most adolescent entrants have had previous care episodesand
have been known to children’s service forseveral years, suggesting a history of need.
Research indicates that adolescentsin and leaving care tend to have complex histories
and corresponding needs.

Adolescence is a time of immense change in all areas of young people’s lives.
Consequentlyit brings with it a distinct set of needsthat require a distinctand service
response.

An understanding of the complexities of adolescent development and the pote ntial
impact it can have on emotions, behaviour and interactions can help parents, carers and
services better meet the needs and challenges of theiradolescents.

Research shows that despite (and in some case because of) theirgrowing autonomy and
developing maturity, adolescents are vulnerableto harm, either from theirinvolvement
in risk-taking behaviour or from those they encounter who may pose a risk, including
parental maltreatment.

For a number of reasons, including young people’s growing for independence and
perceived resilience, service responses frequently fall away as the transition to
adulthood approaches.

Evidence suggests a strong case for service investment in developing support for this

age group.
Whilst care might be the safest and most appropriate option for some adolescents,

others might benefit more from a whole family support package to smooth and sustain
livingat home.
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3. Aims and Methodology.

The Aims of the Evidence Scope

The evidence scope aims to:

1 eUnderstand more about adolescents on the edge of
care, their families and their needs.

eDefine the parametres of edge of care.

e|dentify existing evidence for effective interventions
3 and family support with a particular focus on the the
use of residential care as an edge of care service.

Our methodology was designed to specifically address the key questions raised in the
research tender.

The evidence scope comprised three interconnected work strands:

1. Evidence searches of literature, practice and key contacts in the field.

2. Primary data collection from practice, policy and research experts. This included an
electronic survey of strategic leads and managers for children’s social care across
local authorities, with a modified version for other agencies/organisations, to
explore the use of respite provision for adolescents on the edge of care alongside
family support. Telephone interviews with 20 key informants from policy, practice
and research were carried out in addition to two expert focus groups with
practitioners, managers and academics to gather more detailed information.

3. Developmentofillustrative case studiesto highlight examples of practice.

An evidence matrix was developedtoinclude the topics and sub-questions and was used to
ensure that relevantinformation was captured during the work strands. Each work strand
contributed a further layer of evidence for each question. As the matrix evolved we were
able to cross-reference this evidence (e.g. evidence from the literature review and survey
was explored during telephone interviews and expert focus groups). This triangulation of



the data provided a more detailed exploration of issues arising from the each stage of the
evidence scope.

Asthe evidence scope involved contacting local authorities, an application was made to The
Association of Directors of Children’s Services (ADCS) and approval was granted on 4th
March 2015. We also soughta review of our proposed methodology from a virtual meeting
of an ethics panel comprising research academics at the University of York. The panel
confirmed that they were satisfied with the research team’s approach and adherence to
research ethics. In addition, ethical approval was provided by the Ethics Committee at the
School of Health and Social Care, University of Lincoln. Contributors to the evidence reviews
were asked for permission to reference them directly. A small number preferred
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anonymity.
Evidence Source Number completed
e-survey (LA) 19
e- Survey (other organisation) 5
interview with practice expert 11
Interview with policy expert 3
Interview with academic/research expert 6
Focus groups (1 practice + 1 academic) 2

A detailed description of the full methodological approach is provided in Annex 2.

Summary Points:

e Primary evidence on practice was gathered via data collection from 36 respondentsto
an electronicsurvey (e-survey), telephone interview orfocus group discussion.

e |Interviews and focus group discussions were also carried out with 13 policy and
academic experts.

e Survey and interview data were subjected to thematic analysis to explore common
issues and experiences. Telephone interviews and focus group discussions were
recorded or noted in detail and subsequently summarised and analysed.

e Two ACCESS databases were constructed for data storage and processing. One was
created for contact detailsand a second recorded all evidence gained from the separate
strands.

e Informationon 14 examplesof current residential short breaks/respite was included in
the study.

Supporting Adolescents on the Edge of Care.

1
=
(2]
1




(]
ful
©
(6]
©
‘=
C
[}
=
wv
(O]
-
=
4
>
[
+
(%]
S
[
[}
+—
+—
[
o
<
(%)
G
(]
9
o
ful
()
Lo
-

Supporting Adolescents on the Edge of Care.

o :
=
(e)]
[

| S—

4. The Edge of Care.

As discussed in Chapter 2, the number of adolescents entering care is high, making up the
most common age-range within the care population. Yet many stay in care for relatively
short periods of time before returning to families. For those adolescent entrants who
oscillate between home and care and those who remain in care, the experience and
outcomes can be poor, characterised by instability and early and ill-prepared transitions to
independent adulthood and longer term difficulties (Sinclair et al, 2007.) In addition,
research shows that the adolescent life stage brings with it distinct needs and vulnerabilities
due to young people’sincreased susceptibility to shifting emotional and behavioural states
and exposure to risky situations or neglect (see Annex 1). Despite this, research suggests
that targeted adolescent support has traditionally been a neglected area of policy and
practice focus, resulting in the risk of unmet needs and a lack of policy and service
investmentand provision.

In all, this suggests a strong social and moral incentive to consider how best to meet the
needs and improve the experiences and outcomes for these young people.Thisis reinforced
by a financial imperative across local and national government to cut the costs of expensive
care placements, by reducing the numbers who enter care and reconsidering the nature of
that care. Taken together, these elements have served to reinvigorate the case for a wider
range and greater number of effective preventative approaches that can target young
people who are on the brink of care. But how do services accurately identify the edge of
care group? How do practitioners know which families and young people will most benefit
from remaining together and which would benefit more from a care placement?
Furthermore, how do services know where the edge of care beginsand ends? This chapter
draws together evidence on the characteristics of the edge of care group, what the edge of
care means in practice, and considers some of the opportunities and challengesrelated to
definingthe edge of care.

Policy Background for Edge of Care Support

Althoughthe termisrelatively recent, the principle of edge of care support has been evident
in policy and practice for many years, though it has not always been in favour. Literature
suggests that ‘edge of care provision’ is most commonly associated with support offered
underthe preventionumbrella. NinaBiehal’s work on prevention providesauseful outline
of the evolution of preventative provision in UK legislation and practice. The Children and



Young Person’s Act (1963) was the firstlegislationto lay down a statutory duty to provide
assistance to familiesto preventthe need foryoung people to entercare. This was followed
by the Children and Young Person’s Act (1969), which introduced ‘Intermediate Treatment’
and which led to a swell in preventative activity until criticism of its potential for labelling
childrenand families, and its net-widening effects, resulted inadecline in use (Thorpe et al,
1980). Although this was compounded by a series of high profile inquiriesinto child abuse
in the 1970s, which resultedin increased entry to care, there was a resurgence of interest
when policy placed an emphasis on prevention through the Children Act 1989, which laid
down a duty to offer family support (Department of Health, 1995). Edge of care and
preventative support has continued to receive policy attention throughout the decades
thereafter, including the Every Child Matters agenda, which proposed a three-tiered
strategy for services to support young people and families including, in the third tier,
services to support families experiencing difficulties (Department for Education and Skills,
2004). Additionally, the Care Matters agenda emphasised the need for servicesto support
young people thoughtto be ‘onthe edge of care,’ in order to preventthe need for themto
enter care in the first place or to rapidly return them to their families if they did enter
(Cabinet Office, 2006).

Over the past decade, however, the pendulum between prevention and care appears to
have been weighted towards entry to care. This in part has been driven by several high
profile cases and serious case reviews involving the deaths of children (e.g. Peter Connelly,
see DFE, 2010) and others who might have been considered on ‘the edge of care’. This is
sharply demonstrated by the current record high number of children in care in England,
which has seena 7% increase since 2010 and at 68,840 is the highestinalmosttwenty years
(DFE, 2015). In addition, the number of children in contact with social services has also
increased. Currentgovernmentfigures showeda33% rise inthe numberof children subject
to child protection plans and a 42% increase in Section 47 (child protection enquires) over
the past five years (Children and Young People Now, 2015) The high numbers, however,
cannot be explained solely by concerns around service failures to detect risk. The recent
economicclimate has impacted greatly on family life. The high number of familiesreported
to rely on food banks indicates the increased levels of need amongst the more vulnerable
sectors of society2and cut backs to both statutory and non-statutory services have included
a decline in family, child and youth support services, perhaps arguably more so for older
children.

2 people given three days emergency food supplies has risen from 61,468 in 2010/11 to 1,084,604 in 2014/15 (Trussell
Trust, 2015: : http://www.trusselltrust.org/stats ).
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‘Services for children and young people have also been reduced, including after-school
activities, holiday clubs, play centres and youth clubs — services which can be thought
of as at the ‘soft’end of preventative work.’ (Hastings et al, 2015.)

In such a climate, the increased numbers coming to the attention of children’s social care
may have few options other than to enter care — a situation that brings heavy emotional,
personal and economic costs to the young person, family and wider society. This has
brought a number of calls within the children’s social care sector for greater investment,
optionsandinnovationinthe way that services protect and support vulnerable children and
theirfamilies:

‘In the immediate future it is critical that government recognises that resource must
keep up with demand as well as encouraging further innovation. In longer term,
however, there needs to be a more fundamental rethinking of how as a society we
keep children safe from abuse and harm’ (National Children’s Bureau, see Children
and Young People Now, 2015).

As Biehal (2008) comments, therefore, ‘research and policy attention to the prevention of
entry to care has waxed and waned’. The recent focus on edge of care, demonstrated not
least by the DFE’s Children’s Social Care Innovation Programme (CSCIP) and related funding,
clearlyreflects a desire to boost the development of services and explore new approaches
to supporting adolescents thought to be at risk of care and once again this has become an
important feature of the policy and practice landscape. As we will see from the collected
evidence in this and subsequent chapters, to be most effective, preventative edge of care
services and interventions need to be clearly defined and accurately targeted, at both a
local and national level.

Complexities in Defining the Edge of Care

The term ‘edge of care’ has become general shorthand for defining children and families
with a high level of need, such that an immediate or potential risk of family breakdown is
presentand entry to care isimminent. Researchin Practice (RiP) has recently captured this
as:

‘Those children whose safety and well-being are at sufficient risk for the authority to
consider removing them from their current situation fortheir own protection’ (Bowyer
and Wilkinson, 2013).



This is reflected inan Ofsted survey that defined young people on the edge of care as:

‘Those young people ... for whom entry into care had been considered by the local
authority, either on a voluntary basis or through legal proceedings, but who had not
entered care’ (Ofsted, 2011).

Beyond those familiesinreal crisis, where breakdown is imminentand identification more
clear cut, there are, however, many more whose difficulties are significant, often chronic,
butlessobviousorcrisisdriven. Itis forthese families, that eligibility for ‘edge of care’ status
is much more difficult to determine and around whom it is very difficult to draw clear
boundaries for service intervention of any kind in the first place and beyond that, for the
appropriate level of service intensity.

This dilemmareflects the complexities of assigning a definition or set of criteria to edge of
care services and service users, and was a message loudly echoed throughout existing edge
of care evidence and alsoin the views of policy, practice and academic contributors to this
report.

Asmussen etal (2013) forexample, conclude more liberally than RiP, that the term ‘edge of
care’ can be appliedto all children who are receivinga variety of support services aimed at
preventingapermanent care placement. However, this potentially encompasses a range of
services that some local authorities would not necessarily define specifically as ‘edge of

care’.

In some instances, the blurring of the boundary is keenly apparent in comparison with
previous ways of working. For example, some adolescents already in care might be
consideredto be on the edge of care:

‘Actually, lots of the work that we used to do previously would be around reunification,
soactually children on the edge of care might have been children that we worked with
in our children’s homes that were actually then returning home and we would do that
family link, to keep the services running. That isn’t happening at the moment. | think
it will as people look at more creative and innovative ways of working again’. (Jill
Sheldrake, Service Director, The Together Trust - Interview, March 2015.)

The challengesinvolvedinlocatingthe edge of care are furtherarticulated by Mike Stein:
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‘It’'s complex, you can’t have an absolute definition....the definition to a large extent
would depend on the local authority thresholds for intervention and the criteria used
to inform those thresholds. In some local authorities there will be very little difference
between young people on the edge of care and thosein care....In our work on neglect,
in and out of care groups have very similar backgrounds, looking at family
circumstances, instability, chaotic lives.” (Mike Stein, Focus group discussion March
2015.)

In addition to varying area based thresholds, criteriafor receiving edge of care services will
alsobe influenced by local authority and age-related variation in access to supportservices,
such as CAMHS or other interventions:

‘Ayoung person with mental health problems might remain on the edge of care if they
have access to CAMHS yet in another area they may not have access to those services
and therefore care is used as an intervention. So in one area they will be out of care
because they have access and in anotherthey would be in care because of the lack of
access’ (Mike Stein, Focus group discussion March 2015).

This supports the findings of Ofsted inspectors, who in the course of conducting their 2011
survey noted that in practice, ‘edge of care’ was defined differently by different local
authorities. Ofsted noted a small number of survey respondents who had not been
seriously considered forcare proceedings were also provided with edge of care services, in
order to preventtheir situations deterioratingand reaching the stage where enteringcare
became a serious risk. This variation indicates the inherent difficulty of identifying a clear
threshold for edge of care services (Ofsted, 2001).

In additionto broader operational variation across local areas, there is evidence that access
to preventative and ‘edge of care’ provision varies within local areas dependinglargelyon
the individual service or support worker that first responded to the difficulty. Thisissue was
apparentin NinaBiehal’s research:

‘In my adolescent study, it could be whose door you knocked on first basically, so if a
parent was coming to social services because of [the] child’s behaviourand says ‘| can’t
have him, I’'m leaving him here’ then they become by definition ‘edge of care’, but if
they had gone to the police first he might be a young offender and go through a
different process, or perhaps they go through a GP or CAMHS route. It felt almost



arbitrary where they ended up getting help, if they got any at all, it was where they
presented or were picked up’ (Nina Biehal, Focus group discussion March 2015).

Attemptsto address the problem of differentroutesintoand around servicesfor child and
family difficulties is to some extent reflected in the development of specific teams within
local authorities, sometimes called adolescent support teams, and in the various examples
of multi-agency approaches that have appeared over the years, though these have often
focused on younger children (forexample, Sure Start). However, it remains contested as to
whether this has eased the process of identifying the edge of care cohort and addressing
theirneeds. There remains evidence of service drift or service hand offs where adolescents
and their families are passed from one service to the next, experiencing multiple workers,
repeated and numerous assessments and making little or no gain, until difficulties escalate
to crisis point (Biehal, 2005).

Current endeavours to avoid this scenario are evident within the DFE’s CSCIP initiative,
whichincludes a raft of proposed changes to ways of working with adolescents on the edge
of care (see Annex.5). Several programmes have developeda one door access pointto a
multi-agency hub, which, further to assessment, will allocate a single worker who will stay
with the adolescent and family from early intervention support through the various
pathways, whetherhome based support, specialistintervention programmes, entry to care,
reunification or transition from care to independent living. This was highlighted during
interviews with key stakeholders during the course of this evidence scope.

‘The new mantra is ‘one referral, one plan, one worker’ taking the child through the
pathway of intervention. We are reconfiguring existing staff and commissioning
structures to maximise this approach...so the police, mental health, social worker,
youth worker, Connexions worker, the strengthening families team, residential
worker, foster carer, all will be trained in social pedagogy and restorative practice
bringing the people together to form a new team...to give the right intervention at the
right time with the least changes of worker, maintaining consistent workers with each
family and young person so that relationships can be established, we recognised that
relationship is the most significant in making the effective changes in families * (LA
Anon 2, Head of Service interview, March 2015).
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‘Key aspects of our model...for 13 — 18 year olds... are a consistent lead professional
using an intensive relational model, ‘a team around the worker’ approach. We are
setting up multi-disciplinary pilot teams that have youth workers, youth justice,
Connexions, careers advisors, behavioural psychologists as well as social workers, all
in the same team and all working together to deliver the right intervention to that
young person’ (Interview with Marcela Phelan, Asst. Director Children and Families,
London Borough of Ealing, March 2015).

‘Having the same social worker from a very low level that will be involved with them
[adolescents] all the way through, actually somebody consistent whether you’re
involved in prevention or the CP system, whether you’ve moved into care, having a
consistent person in key because what you are not doing is having the opportunity to
slip through lots of hoops’ (Jill Sheldrake, Service Director, The Together Trust -
Interview, March 2015.)

Inimplementingthe redesigned service approach for adolescents and their families, some
CSCIP work will generate new evidence about which young people and families are best
supported by whichtypes and levels of intervention, thereby informing the debate around
edge of care. For most programmes, this will be a targeted part of their work, either
through the requisite evaluation or by work undertaken during set up to help define the
population who may benefitfromthe services and the cluster of potential risk factors that
may prompt early referral and intervention:

‘At the moment we are trying to define [edge of care] ourselves, define who these
actually are....fortwo reasons; firstly we want those families and young people to have
better outcomes, also because in the current climate of austerity the current ways we
are working are not sustainable nor are they necessarily the most effective’ (Interview
with Marcela Phelan, Asst. Director Children and Families, London Borough of Ealing,
March 2015).

There is certainly great potential for the relevant CSCIP projectsto bringincreased clarity to
what edge of care provision looks like and how it can be targeted. A working set of
definitions of edge of care has been circulated for the Children’s Social Care Innovation
Programme. Collated by CSCIP Team Leader David Chaters, the paper acknowledges the
complexities inherent in the term but attempts to guide the programme developers and
evaluators towards a level of consistency:



‘Edge of care, in common use, tends to refer to a narrower group of families where
entry to care is being actively considered as a likely option to meet that child’s needs.
Children and young people on the edge of care are often described as the most
challenging, or those with the most complex needs, though this is rarely explicitly
defined. Edge of care is used more precisely to describe children and young people who
are at imminent risk of becoming looked after or where this is a live option while
managing risk in the home placement (e.g. through a child protection plan)’ 3

The paper acknowledges the pressure for edge of care services to be offered to families
much further back from the edge, so to speak:

‘Making these judgements can be challenging, particularly as family circumstances
and behaviour can change rapidly. The pressures on the system mean that
interventions and projects aimed at those on the edge of care can find themselves
pressed to support a wider group where becoming looked after is a more remote
possibility’.
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The first round of evaluationsisdue to report back in March 20164.

In the meantime, evidence from services and practitioners involved in this evidence scope,
indicate a degree of consensus albeit somewhat broad, as outlined below.

‘[For edge of care] we have children who are due to come into the looked after
population due to issues around their risk of significant harm and then [those] who are
likely to come in. Young people involved in criminalised behaviour, now classed as
looked after, so working around preventative support for avoiding criminalisation, lots
of [school] non-attendance .....also the complexity around disability of the young
person and the family’s ability to manage, especially with autism as they hit puberty
age they become more complex for the family to support’ (Jill Sheldrake, Service
Director, The Together Trust - Interview, March 2015.)

Supporting Adolescents on the Edge of Care.

3 Unpublished paper by David Chaters, CSCIP Team Leader, Department of Education, for the Children’s
Social Carelnnovation Programme 2015 ‘Innovation Programme Projects working with children and
young people on the ‘Edge of Care’.

4 For further information on CSCIP and the individual programmessee:
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https://www.gov.uk/government/publications/childrens -services-innovation-programme

http://springconsortium.com/about-the-programme/ [accessed 24th June 2015]



https://www.gov.uk/government/publications/childrens-services-innovation-programme
http://springconsortium.com/about-the-programme/
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How is the Edge of Care Group Defined in Practice?

Our e-survey of local authorities and other organisations working with adolescents and their
families found that the age and characteristics of the group were broadly interpreted. We
asked respondents to describe the characteristics of those using or beingtargeted for edge
of care services. Although most edge of care provisionin our survey appeared to be aimed
at childrenwithinthe sevento 18 age band, some reported working with a widerage range
(from new-bornsto young adults) in order to address emergingdifficulties that could lead
to family breakdown.

One exampleincluded offeringemergency beds to adolescentsaged 16 to 23 years of age
who are homelessand vulnerable (with a priority for those aged 16 and 17) together with
the offer of family mediation and housing support (Org Anon 1, e-survey, March 2015).
Another example included short breaks in foster placements for 0-17 year olds with and
withouta disability. See Annex 4.

‘Short Breaks in Stockport was the first LA to provide a service for children with and without
disabilities and to my knowledge remains the only one to do so’. The local authority provides
foster carers and child minders for the 0-17 years target group. ‘We work with children and
families either where there is a need for a ‘breathing space’ during a difficult time to prevent
breakdown and the needto become LAC. Also to provide support to enable parents to engage in
services to address issues which could cause family breakdown’ (Pat Bugaski, Short Breaks
Manager, Stockport MBC, e-survey March 2015).

The range and level of needs and difficulties of the young people and families accessing
edge of care support from our practice evidence was equally broad, reflecting the diversity
of the types of provision (or vice versa).

In some cases the net was cast wide with edge of care services incorporating an early
intervention remit, offering support at the point that indicators for future risk and
difficulties became apparent:

‘It would be those young people where we can see the profile building in terms of
disengagement with school, problems, behaviour at home...the potential for referral
to be made higher up the threshold in social care’ (LA Anon 2, Head of Service interview,
March 2015).



The criteria for services, as discussed further in chapter 7, varied from school non-
attendance, family poverty, young person’s physical or learning disability, young person’s
antisocial behaviourin or outside of the family home and family conflict (with or between
parents and/or siblings).

‘Children referred may have issues with disengagement from school, problems at home
and/or behavioural issues that parents are not able to manage. Parental difficulties in
the target group include drug, alcohol, domestic abuse and mental health issues. 2 or
more risk factors, including: ‘at risk of gun or gang crime, exploitation, the edge of care,
social exclusion, 15-18 year olds who are homeless, frequently missing from home/
school...”(LA Anon 2, Head of Service interview, March 2015).

Some local authority contributors commented that services would be aimed at a level three
threshold (e.g. based on the common assessment framework, see figure 4.1).

In some cases this had required introducing a further stratum to add some flexibility in
allocating support:

‘We have a 3a and a 3b here before we hit 4 so these young people would be our 3a-
3b interchange, above targeted but not quite into specialist’ (LA Anon 2, Head of
Service interview, March 2015).

To ‘prevent tier four.... we’re dealing with the non-existentthree and a half tier, where
they are either on the edge of going in or they’ve been in and are coming out and the
families aren’t ready, able to manager that behaviour’ (Lynne Bennett — Team
Manager, Children’s Services, Wigan - Interview March 2015).
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Figure 4.1 Common Assessment Framework Windscreen Model
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Continuum of Needs
(Commonly known as The Windscreen)

Priority, in some areas, was given to poor parenting, young people going missing, youth
homelessness and more acute issues with family mental health and/or substance misuse,
domesticviolence and concerns around serious and imminent risk associated withgangand
gun crime and child sexual exploitation. Services also included adolescents involved with
offending within their sphere of activity, offering support to young people either on the
edge or care or custody.

‘We work with the families of young people aged 11 — 17 where their anti-social
behaviour across several settings leads to them being at risk of care or custody’ (LA
ANON 5, E-Survey, March 2015).

In many respects, characteristics matched those of their ‘in care’ peers and, as discussed
above, their edge of care status often came down to the availability of wider provision to
divertor delay entry tocare. Some services therefore highlighted working with adolescents
literally on the edge of care, where families had already reached crisis point leading to
adolescentsrequiringan unplanned oremergency care placement. This has resonance with
previous research on preventative services, including that on adolescent support teams
carried out by Biehal (2005 and 2008) and the use of respite care (Dixon and Biehal, 2007),
both of which found that such services were often working with families and adolescents
alreadyin considerable distress and difficulty and where family breakdown had occurred. A
recurrent scenarioin the latter study of the use of respite care was the need forimmediate
support and in some cases accommodation:



‘Icouldn’tcope any longer with her aggressive defiance and stealing. I left her at social
services andtold them to keep her’ (mother of 14 year old).

In the 2007 study the characteristics of the service user showed that young people had:

‘Multiple and severe difficulties....abuse, domestic violence.... which were long
standing...abuse was evident for a quarter of the sample and was clearly linked to
current behaviour......over a quarter ...had been known to social services for three or
more years’ (Dixon and Biehal, 2007).

The varying levels of family crisis that brought them to the service were outlined by the
parents and adolescents:

‘I wanted to get away.....I came to [the service] because of my mam’s boyfriend
punching me in the face’ (15 year old boy).
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‘I wasn’t happy that nobody was in the house for me, | had to see to myself at 15...
and was having difficulties with dad, | couldn’t have a conversation, | ended up
shouting which led to arguments’ (15 year old girl)’

‘It was really bad, she was smashing the house up...fighting with her sisters, had a
knife to me, her sisters saw everything’ (mother of 14 year old).

..... after two and a half weeks [living with his dad] his dad rejects him, all he knows
he gets put on a train and from the train he gets picked up by social services, [and he
had] been rejected off me. Social Services brought him back here and he proper went
for me, there was just so much anger in him, but it was confusion more than anger,
had to be’ (mother 13 year old).

Overall, our review of research and practice evidence found a high level of need, which
indicated relatively entrenched family difficulties with a history of contact with various

Supporting Adolescents on the Edge of Care.

support services and previous care episodes, where services had hithertofailedto address
the difficulties. This raises the issue of early intervention, or rather a lack of prior effective
support that might have prevented the adolescent and their family reaching the edge of
care.
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Identifying Needs and Intervening to Prevent Entry to Care

Early intervention refers both to providing help when children are youngerand importantly,
earlierin the development ofthe problem, whatever the age of the child. As discussedin
Annex 1, adolescents in need may have been struggling with family difficulties, including
neglect, for several years, or may be sufferingthe effects of more recent adverse changes
in theirfamily circumstances. It isnow widely acceptedthat earlierinterventioninthe life
of the familyin need orthe development of the difficulties is both more productive interms
of outcomes as well as more cost effective (Allen, 2011 a. and b.).

Certainly, there is increasing evidence from children and families themselves that earlier
intervention would have been more helpful. For example, in consultations held in three
major cities with young people who were in care or care leavers, 43% believed that they
would not have had to come into care if there had been more support available for their
families at an earlier stage (Morgan, 2011). The view was expressed that it is not enough
for social workers to say that a family needs help and support, and to refer them for this,
unless access to optionsisfeasible. The research noted that if a family needs urgent helpto
keep a child out of care, it can be a long time after a referral is made before help actually
happens, and things can get worse in the meantime: ‘help needs to come quickly’ (Morgan,
2011).

Similarly, around two-thirds of parents in focus groups conducted across nine local
authoritiesin 2013 stated that they would have liked help sooner (Easton et al, 2013). Both
practitionersand families feltthat more help should be offered tofamilieswhenthey have
‘low level’ needs to prevent their needs escalating. Some parents said they were not
sufficiently aware of the organisations that could help them. Others felt that they were not
beinglistenedto orthat services (particularly education and children’s social care) were not
acting quickly enough to helpthem. As one parent explained:

‘I should have been offered it at the time when everything was going on, but | wasn’t.
| was offered it weeks and weeks after when things settled down ...we should have
been helped from day one’ (Easton et al, 2013).

Thematic inspections by Ofsted of early help and neglect found compelling evidence that
young people living in complex and damaging circumstances were often waiting too long
for help. If high thresholds for further investigation of concerns were not met, then it was
often the case that families were offered no help at all (Ofsted, 2015a). In Action for



Children’s third annual survey of child neglectinthe UK, 26% of social workers thought that
the pointat which they could intervene was too high (Burgess et al, 2014).

These pointsshould raise a cautionary flag for edge of care servicesandis one that isreason
forconcern in other countries where preventative family support models have been utilised
far more intensively thanin England, and that show that a focus on the family can detract
from meetingthe child’s needs efficiently:

‘In Sweden we use a family service perspective so we have a lot of focus on
preventative measures and supporting families.....but | think that sometimes it takes
away the focuson the child. It hasbeen a debate in Sweden for some years now that
we wait too long before taking a child into care, they are too old when they get to
care. My view is that we have been very focused on working to prevent children from
goinginto care at all and sometimes I think we wait too long with the interventions so
when children go into care they have had such hard experiences thatit’s hard forthem
to adjust ...because they are so damaged’ (Ingrid Hojer, Professor of Social Work,
University of Gothenburg, Interview April 2015).

Similarly, pressures on foster care services are increasingin Norway due to the commitment
to long-term preventative interventions resultingin:

‘....placing children in foster care that are extremely damaged and you will wear out
lots of foster parents because they don’t want to use residential care because that's
too expensive’ (Elisabeth Backe-Hansen, Research Director, NOVA (Norwegian Social
Research), Interview April 2015).

The Challenges for Edge of Care Provision

Evidence from local authorities and other organisations gathered during this study, though
modest in scope, showed that a range of criteria was applied for accessing edge of care
provision. This reflects the findings of existing evidence thatitis difficultto pigeon-hole the
edge of care group. Ofsted’s 2011 report found that there was no requirement on local
authorities to provide data on a distinct edge of care cohort. Though no doubt such data
would be useful for service planningand delivery, without a clear and consistent definition
this would prove a difficult task.

(]
Pl
©
(6]
©
=]
C
()
2
(%)
(O]
-
S
4
>
©
+
(%]
S
[
[
+—
+—
[
o
=
(%]
G
(]
a0
o
Pl
Q
{=
(o

Supporting Adolescents on the Edge of Care.

1
N
(o)
(Y




(]
—
©
(8]
‘©
=]
C
(]
=
(%]
(]
—
=
w
>
©
+—
(%]
S
—
(]
+—
=)
—
o
<
(%]
Y—
(]
g
o
—
(]
Lo
—

Supporting Adolescents on the Edge of Care.

1
w
o
1
| —

There is some discussion, however, thatapplyinga more prescriptive definition to the edge
of care could be unwelcome or in even detrimental to troubled adolescents and their
families:

‘There are lots of different edges that you could see and one of the things that seems
to come through consistently is that where you have those service interfaces,
thresholds and gaps, that’s where problems arise and that organisations that are
doing better are trying their best not to really think too much in boxed elements of the
system but trying to think in terms of continuums and the journeys of children and
young people and get a joined up picture of things going through’ (Susannah Bowyer,
Research and Development Manager, Research in Practice, interview March 2015).

The current blurring of the edges around ‘edge of care’ support might allow servicesto be
more responsive to the needs of theirlocal populations. Applyingtoo rigid a definition,
meanwhile, could introduce a further edge to cross in order to access support services,
meaningthat some might fall short of the threshold. Conversely, by keepingamore liberal
definition, services may be open to claims of net wideningand labelling at one end and at
the other end, worse still, delaying entry to care for those who needit.

Respondents highlighted a number of caveats associated with the concept and with
becomingtoo focused on edge of care or using it for cost saving reasons:

‘The term is problematic, that concept is not used in Europe as they don’t see such
sharp thresholds — it suggests the idea of falling off a cliff of care and they see it much
more as a continuum. The cynical view is wanting to reduce costs by reducing the care
population, so edge of care services become a way of reducing placements rather than
looking flexibly at each child’s individual need’ (Janet Boddy, Professor of Child, Youth
and Family Studies (Education), University of Sussex, interview April 2015).

It’s a worrying concept because it’s so ill defined.... it’s something that has been
brought to bear in a reactive manner to reduce the numbers of children in care. It’s
created a holding area for young people, there are some places where it’s used
constructively, but it’s used little for reparative work, it’s mainly about containing and
‘justintime’...... Edge of care doesn’t have a conceptual framework of care and means
there are more steps to get a young person to where they need to be. They may have
to go through edge of care first.... (Jonathan Stanley, Executive Officer, The
Independent Children's Homes Association - Interview, March 2015)



In the longer term, intensive intervention may be more cost-effective and suitable for
some young people:

‘Actually it could be a really stabilising period for a young person to have six to 12
months in a residential placement that actually enables them to be reunified back
home, or into a fostering placement, rather than using every other alternative to, and
then having a very expensive final three years while that young person is in a home
butisn’t settling and moving from place to place and actually their outcomes will be
far worse at the end of it’ (Jill Sheldrake, Service Director, The Together Trust -
Interview, March 2015.)

The tendency to regard edge of care services as a panacea may resultin the positive
value of intensive services being overlookedforyoung people with particular difficulties,

for whom entry to care would offer constructive opportunities:

‘Early intervention is not the answer to intensive placements, we will still need those
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and [will need] a targeted spend’ (Jonathan Stanley, Executive Officer, The
Independent Children's Homes Association - Interview, March 2015)

At timesitis deemed necessary to move away from seeingcare as a ‘last resort’, towards
a more beneficial view:

‘....making the case for care in a way, because what tends to happen in these
conversations is this sort of veering between one extreme and another, of ‘let’s not
get any of them into care’, when actually for some young people that is the right
choice......... [there is a] powerful case actually for care being a jolly good option for
children and young people, especially where emotional abuse and neglect is an
ongoing issue’ (Susannah Bowyer, Research and Development Manager, Research in
Practice - Interview March 2015).

This reinforces the point made in Annex 1 from the research by Stein et al (2009), where

Supporting Adolescents on the Edge of Care.

family relationships may be too poor to permit preventative interventions occurring for
adolescents. Indeed as Jones points out, entry to care, where appropriate should not be
seenas aservice failure (2009):
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‘We have to acknowledge that ... some families are simply untreatable. These cases
do notrepresentfailure, butinfact successful professional practice, to the extent that
a sustainedfocus on child welfare has been achieved (Jones, 2009).

Additionally, the case for a whole systems approach to utilising care in conjunction with a
range of locally delivered provision that includes edge of care services is arguably more
useful than developing new dimensions of servicesinisolation:

‘more promising approaches [are] where there is something about a whole systems
shift to think about principles and values behind quite a range of work that’s going on’
(Susannah Bowyer, Research and Development Manager, Research in Practice -
Interview March 2015).

Such a shift represents a flexible approach to children’s services, which accommodates
fluctuations in needs. The allocation of a single worker to build a lasting relationship with
the adolescent and family, no matter their legal status or pathways through services, as
discussed above, would play a part. Additionally,comprehensive and accurate assessments
would play a fundamental part in addressing needs over the longer term:

‘Better social work assessment would identify needs and meet these the first time
around (Jonathan Stanley, Executive Officer, The Independent Children's Homes
Association - Interview, March 2015).

Assessment of need is of course essential to identifying the most appropriate support or
intervention and thereby the edge of care group. Assessments exploring child and parental
difficulties, family functioning, the risk of future harm and also the parent’s capacity to
change are considered key elements in informing professional decision making (see
Shlonsky and Wagner, 2005 in Ward et al, 2014 p50).

Summary Points:

e Edge of care is currently most commonly associated with prevention, rather than
reunification.

e |n practice, the definition of edge of care, and thereby eligibility criteria, varies across,
and potentially within, local authoritiesand other services working with troubled young
people and theirfamilies.

e |t can be driven by thresholds for entry to care and to other services; the level of and
availability of resources, both financial and in terms of access to mainstream and



specialist support; the presence of intervention programmes, some that include their
own fixed eligibility criteria; and by the needs of the local population.
Existingevidence suggests that whilstthere is some attempt to address lowerlevels of
need or interveningas indicators of future difficulties becoming apparent, most edge of
care provisionistargeted at adolescents and families that have high levels of difficulties
and risk and are thereby much closer to the edge.

The range of difficulties experienced by the edge of care group include young people
with:

- emotional and behavioural difficulties

- issues around risk of significant harm

- physical or learning needs

- criminalised behaviour.

There is some consensus that edge of care is an unhelpful term and concept that can be
cynically used to focus on cost savings rather than meeting needs.

That said, commentators have also highlight edge of care as representing a more fluid
and responsive approach to meeting adolescent and family needs that forms a
continuum or broader menu of options.
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5. Supporting Families & Adolescents.

This chapter briefly explores some of the key developments over recent years aimed at
supporting families and young people in difficulty. It outlines some of the main national
policies and programmes, their aims, approaches and, where possible, key insights into
theireffectiveness. It considers some of the implications forthe continued development of
support for adolescents on the edge of care and theirfamilies.

Key Policy Developments

Over the past ten years, state support for familiesin difficulties has been characterised by
a shift in focus from the universalist approach epitomised by the Sure Start programme
towards a more interventionist, targeted approach aimed at a more selective cohort of
families with particularly complex needs (Featherstone, 2013). Labour’s Respect Agenda
provoked renewed efforts, and funding, to selected local authorities, to improve the
integration of adult and children’s servicesin order to provide a more holisticresponse to
such families.

Family Intervention Projects (FIPs) were introduced in 2006, initially to work specifically
with families identified as anti-social. These were predominantly families with older
children therefore, who were manifesting much of the anti-social behaviour. The aim of
the intervention was to prevent these families from becominghomeless and their children
beingtaken intocare. Together with 20 Intensive Intervention Projects (lIPs), an extension
of the model implemented as part of the Youth Task Force Action Plan in 2008, FIPs were
subsequently rolled out to target families living in poverty and affected by inter-
generational unemployment, as wellas families with children at risk of offending —the latter
of which became by far the dominant type (Lloyd et al, 2011). The intervention was
characterised in particular by a ‘carrot and stick’ approach, whereby sanctions could be
applied if encouragement and support alone was resisted — an approach that has been
maintained as interventions with this cohort of families have developed (see below).

Areview of the FIPsin 2010 (DFE, 2010a) reported that this challenge and support approach,
appeared to be effective (in combination with broader enabling factors, such as strong
leadership across the relevant agencies), and contributed to positive results, including



improved edge of care outcomes (e.g. 37% reductionin child protection concerns amongst
familiesinvolved inthe programme).

However, evaluations of these interventions have generally been limited, not least because
the monitoring systems only collected quantitative data such as the number of contact
hours, with the result that very little is known about the actual content of any of the
interventions (Lloyd etal, 2011). Also, in 2010, the Coalition Governmentremoved the ring-
fence for its Early Intervention Grant funding to local authorities, which was the prime
source of funding for Family Intervention Projects. In line with this, the specific grant
conditions that included a requirement for local authorities to complete data returns on
theirfamilyinterventionservices were also removed.

The number of FIPs and IIPs began to dwindle following the removal of the ring-fenced
grant, which the charity Catch 22 identified with regretin a 2011 report (Catch 22, 2011).
The report described whole family support, such as FIPs and IIPs, as ‘smarter’ support and,
in the light of what it perceived as the government’s ‘short-sighted’ focus on early
intervention with young children (see Allen, 2011a and 2011b), it urged authorities not to
overlook support for families with olderchildren.

‘Nobody would disagree with the concept of early intervention but early isn’t just
aboutage; families can face challenges at any time.” (Moseley, in Puffett, 2011)

FIPs were designed around the assignment of a dedicated key worker and it is perhaps
unsurprising therefore, that the key features Lloyd et al (2011) identified as critical to the
success of these interventionsinclude:

e Having a dedicated key worker who works intensively with each family

e Recruitmentand retention of high quality staff

e Small caseloads

e Stayinginvolved with a familyfor as long as necessary.

FIPs, along with fifteen Pathfinder pilot projects, were part of an evolving Think Family
agenda launched by the Labour administration in 2007 which, in its later stages, included
funding to support and encourage local authorities to re-design their services towards a
more holisticmodel, interms of both a whole family focusand a joiningup of the different
services that a family might need. In 2012, following the removal of this ring-fenced
funding, the coalition government launchedtheir own Troubled Families Programme, which
targeted the recently estimated 120,000 most problematic families in England and, in
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keepingwiththe ‘carrot and stick’ description of FIPS, was described as deliveringa ‘tough
love’ approach (Aiken, 2011).

In areview of the evidence base for this type of family intervention, to underpinthe design
of the Troubled Families Programme, the Department for Communities and Local
Government (DCLG) concluded that five key components characterized the most effective
interventions:

e Adedicated worker, dedicated to a family

e Practical ‘hands on’ support

e A persistent, assertive and challenging approach

e Consideringthe family as a whole — gatheringthe intelligence

e Common purpose and agreed action

(DCLG, 2012)

Othertargetedinitiativesthathave been developed orimplementedinrecentyearsinclude
Family Group Conferencing (FGC) and the Family Drug and Alcohol Court (FDAC). The idea
of the FGC, which originated in New Zealand, was introduced in the UK in the Children,
Young Persons & their Families (CYP&F) Act 1989,which aimed to encourage a more
participatory approach between professionalsand familiesinthe decision making process
relating to potential care proceedings. The initiative depends on the involvement of an
independent co-ordinator, whose task is to ensure that the views of all parties are heard
and considered equally, including those of the children, and that the interventions
ultimately agreed upon represent a genuine consensus. Increasingly, FGCs have come to
be seen as part of a restorative approach to social work, alongside restorative justice
approachesbut, as Frost etal (2014) point out, FGC has made slow progress because it relies
on referral by social workers, many of whom have continued to opt for the more
conventional, professionally led process of the Child Protection Conference.

Evaluation of the effectiveness of FGCis weak as relatively few studies internationally focus
on outcomes and those that attempt to do so suffer from significant methodological
problems (Frost et al, 2014). However, Frost et al.’s comprehensive review concludes that
the process evidence is overwhelmingly positive, and that familiesand children feellistened
to and valued.

The Family Drug and Alcohol Court launched in 2008. Financially assisted by a group of
government departments, thisinitiative was inspired by the commitment of a District Judge,
Nicholas Crichton, who had seen the model working successfully in the US where it
originated, and was concerned to improve the failings of existing care proceedings in the



UK, such as late intervention, excessive duration of proceedings and poor parent and child
outcomes. It differsfrom ordinary care proceedings in three key ways; judicial continuity,
fortnightly court review without lawyers, and a specialist multi-disciplinary team attached
to the court that provides both therapeutic and practical support to the families.

The evaluation conducted by Harwin et el (2014), albeit a modest sample, demonstrated
improved substance abuse cessation and reunification rates compared to outcomes from
ordinary care proceedings in families with fewer problems aside from their substance
abuse. However,in familiesstruggling with a particularly complex set of problemsas well
as their substance abuse, the FDAC rates of cessation and reunification showed no
statistically significant difference (see Harwin etal, 2014). Nevertheless, the FDAChas won
a number of awards and considerable praise forits work, and the Departmentfor Education
has recently announced a limited rollout of the model to other parts of the country, as part
of its Children’s Social Care Innovation Programme (see below).

The most recent policy initiatives in family support have stemmed partly from the Munro
Review (2011), commissioned in the wake of the death of baby Peter Connelly, and partly
from a review of the children’s care system by the Association of Directors of Children’s
Services (ADCS, 2013). Taken together, these reviews conclude that the care system in
particular and family social work in general require a radical shift away from compliance
and risk avoidance towards more innovative, child-centred approaches. Thus, the two
principle aims of the recently launched Social Care Innovation Programme are i) to promote
a re-thinking of social work in relation to children and families, and ii) to promote new
initiatives foradolescents onthe edge of care (see furtherbelow).

Key Therapeutic Developments

The precise nature of a family intervention, as indicated above, has not always been
carefully documented. However, alongside funding for particular policy develop ments
around family support over the past decade, governments have also funded the
development of particular treatments. These may be delivered as the principle content of
a particular policy package, or they may simply be on offer as part of the general family
support service a local authority provides.

As the pressure to improve standards of evidence has grown, a number of family
interventionsoriginatinginthe US have been adoptedinthe UK, which are highly structured
and therefore easier to subject to more rigorous evaluation, including Randomised
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Controlled Trials (RCTs). Whilst much of the evidence base continues to come from the US,
strong, home-grown evaluationis also now accumulating.

In summarising here the principal therapeuticdevelopmentsforadolescents of the edge of
care, two recent evidence reviews are particularly relevant — one concerns models of
adolescent care (Bowyer and Wilkinson, 2013), the other reviews intensive interventions
suitable for children on the edge of care (Asmussen et al, 2013). The two interventions
identified in both reviews as having the strongest evidential base in the UK are Multi
SystemicTherapy (MST) and Functional Family Therapy (FFT).

Multi SystemicTherapy (MST)

MST was first introduced in 2008 by the Department of Health (DoH), in partnership with
the Youth Justice Board (Foxand Ashmore, 2014) on the basis of a small-scale trial carried
out in North London between 2003 and 2008 (see Butler et al, 2011). It is designed for
familieswith childrenaged 12 — 17 who are ‘at risk of coming into care due to serious anti-
social behaviourand/oroffending’.

The MST model draws primarily on ecological theory and family systems theory and sees
the young person’s caregiver(s) as the primary agent(s) of change. The MST therapistison-
call 24 hours a day, seven days a week, and provides intensive support in homes,
neighbourhoods, schools and communities, overa period of three to six months. Fidelity to
the programme is important and the originators have developed very strict treatment
protocols (DfEa, undated).

A number of methodologically rigorous RCTs have been carried out in the US by the
developers, which have found that MSTis significantly more successfulthan normal services
in improving family relationships and reducing both the short and long-term rates of re-
offending amongst serious young offenders. Studies have also shown that MST is cost
effectiveinthe long-term (see Bowyer, 2009).

An independent RCT has recently been carried out in England with an ethnically diverse
sample of 108 families who were randomised to either MST or the usual Youth Offending
Team services (see Wiggins et al, 2012). Results showed that, compared with the control
group, at 18 month follow up, MST significantly reduced non-violent offending, youth-
reported delinquency and parental reports of aggressive and delinquent behaviours.
Qualitative interviews carried out with parents and young people assigned to MST
approximately three months after the interventionfinished were also positive.



Fox and Ashmore (2014) have reviewed the evidence for MST and summarised both the
strengths and the weaknesses of MIST as a potential intervention for children on the edge
of care. It is of note, from the point of view of thisscoping study at least, that the authors
identified animportant limitation, namely thatit is not compatible with the offer of respite
care.

‘The emphasis [of MST] is on building up informal social and family supports, and
decreasing the involvement of statutory agencies and formal inputs such as respite
care.” (Foxand Ashmore, 2014 p38)

A more recent variant of MST has beendeveloped for familieswhere thereis evidence of
child abuse and/or neglect (MST-CAN), which has also shown positive results from an RCT
in the US, demonstrating significant reductions in abusive and neglectful parenting
behaviours, as well as out-of-home placements. In addition, parents participating in MST-
CAN were significantly more likely to report improved mental well-being and increases in
theirinformal family support networks in comparison to families participatingin the control
group. Significant improvements for children included reductions in post-traumatic stress
disorder (PTSD) and other anxiety related symptoms (see Asmussen etal, 2013).

Functional Family Therapy (FFT)
FFT was also originally developedinthe US in the 1970s and was pilotedinitiallyinthe UK
(Brighton) in 2007 (Prevention Action, 2009). It isconsidered appropriate for families with
children aged 10 — 18 who are ‘engaging in persistent antisocial behaviour, substance
misuse and/or youth offending’.

The FFT model draws on a wider range of theoretical sources for its therapeutic content,
including family systems theory, social learning theory, ecological theory and cognitive
behavioural principles. It is not as intensive as MST, being structured around discrete
weekly sessions rather than 24-hour on-call support, and a key feature of the intervention
is the therapist’s ability to match evidence-based strategies to the specific needs of each
family (DfEb, undated.) As with MST, however, the young person must be living at home
forthe duration of the intervention, which raises similar difficulties forits compatibility with
an offer of respite care.

Most of the evidence base for FFT relates to families with a child in the criminal justice
system, as this is the population it was originally designed for. The states of Washington
and Florida have been applying the intervention to young people on the edge of care for
some years but, as yet, the evidence is confined to monitoring data and a small scale, non-
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random comparison study (Asmussen et al, 2013). Both have demonstrated positive
results, with the comparison study recording fewer out-of-home placements among the
group receivingthe FFT interventionthan the comparison group. Asmussen et al describe
the evidence base for young people on the edge of care, therefore, as ‘promising,
compared to ‘strong’ for families with achild inthe criminal justice system.

The first UK RCT is currently being conducted by Kings College (Institute of Psychiatry,
Psychology and Neuroscience) in partnership with Brighton and Hove Youth Offending
Services (see the SAFE research project, Kings College London, undated).

MST and FFT are the two intensive interventions backed by government funding. Otherkey
therapeuticdevelopmentsinclude the following:

Strengthening Families Programme 10-14 (SFP 10-14)

Again emanating originally from the US, this programme has been practised in the UK for
the past 15 years, particularly in mental health settings but also in social work settings.
Unlike MST or FFT, it is based on group work and is intended forfamilies and their teenage
children consideredto be at a less serious stage of difficulty. It was originally developed to
increase resilience and reduce risk factors for alcohol and substance misuse, depression,
violence and aggression, delinquency and school failure in high risk children and their
substance misusing parents (Coombes et al, 2006). In the UK it has been made available to
parents inany kind of potential difficulty with children aged 10 — 14, to help improve family
functioning.

SFP 10-14 also draws on a variety of theoretical sources including the biopsychosocial
vulnerability model, which encourages the development of family skills and resources to
‘buffer’ other stresses, the resiliency model, which helps young people manage their
emotions and behaviour, and the family process model, which considers how economic
stress can negatively affect parenting behaviours (DfEc, undated; MoJ, undated). Itis not
an intensive intervention like MST or FFT, but it is more compatible with an offer of respite
care and indeed is used, for example, by residential staff in the Blackburn with Darwen
respite service (see Chapter 7, Case Study 5).

Much of the evaluation evidence has been conducted by the developers themselves (which
is also true of MST and FFT, although to a lesserextent now that more recent independent
studies have been conducted) and, as Velleman (2009) points out, there is considerable



evidence that more positive research findings are produced from evaluations conducted by

the initial developers of an intervention. Nevertheless, key outcomesinclude:

Reduced substance misuse on the part of both parents and children
Fewerconduct problems at school
Improved child managementand education skillsinthe parents
Improved self-management skillsin parentsand children
Improved family relations.

(Velleman, 2009)

The first (independent) UK RCT is currently being conducted by researchers from the

universities of Cardiff, Swanseaand Oxford Brookes (University of Cardiff, undated)

Social Pedagogy

Social pedagogy is a setof principles ratherthan a programme as such and, whilstvery well

established in Europe, has only recently been piloted in the UK. As an approach most

commonly used in residential settings it is thus relevant to the provision of residential

respite care.

The essence of social pedagogy, as described by Hamaldinen (2003) is:

‘... to promote people’ssocial functioning, inclusion, participation, social identity and

social competence as members of society. Its particular terms of reference apply to

the problems people have in integration and life management in different phases of
the lifespan.’ (p76, cited in Berridge et al, 2011)

As the term suggests, practitioners are theoretically trained to at least degree level, but

they are also taught practical, organisational and communication skills. Petrie et al (2006)

summarise the key principles of pedagogic practice as follows:

e It buildson an understandingof children’srights, focussing on the child as a whole
person, and supportingthe child’s overall development

e Relationshipsare at the core of the approach. Practitionerssee themselvesasin
relationships with the child or young person and theirtraining preparesthem to

share in many aspects of children’sdaily lives

e There isan emphasison team work and on valuingthe contributions of others,
such as families, community and other professionals

e Pedagoguesare encouraged to constantly reflect on theirwork and to bring both
theoretical understandings and self-knowledge to the process.
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Though the international evidence for social pedagogy is strong (Boddy et al, 2009),
evaluation evidence of the initial piloting of social pedagogy in the UK has documented,
amongst many other implementation difficulties, the skills gap in particular between the
pedagogues brought in to disseminate practice and the existing residential staff (Berridge
etal, 2011), highlightingthe disparityin professional qualifications between UK residential
workers and those in other countries. In summary, Berridge et al question whethersocial
pedagogy is a valuable way forward in residential care settings, which currently occupy a
more marginalised position of lastresortin the UK compared to those in Europe. However,
Bowyer and Wilkinson (2013) found that interest in social pedagogy had been stimulated
by the pilotand its evaluation, and thatitis beingadopted orfurther developedinanumber
of areas (see Bowyer and Wilkinson, 2013).

Where next for family and adolescent support?

The development of family and adolescent support programmes overthe past two decades
or so has, therefore, seen a myriad of approaches and interventions being developed and
introduced to address the multiple needs of troubled and vulnerable parents and their
children. Most of these programmes have a common goal, the aim to help families stay
together by addressing their difficulties as a family unit, whetherthese involve emotional,
behavioural, social or practical difficulties — a holistic family approach. In the recent
economic climate, the potential for family distress and breakdown has heightened and, as
discussed earlier, the number of families coming into contact with social care has risen
sharply (see Childrenand Young People Now, 2015). As the needfor preventative support
increases, so too will the search for access to a range of options to meet increasing and
diverse needs. As Ward etal note:

‘.where parents are facing complex, multi-layered problems, an integrated package
of support may be required, tailored to meet the needs of each member of the family’
(Ward etal, 2014).

A key theme in the latest government initiative for adolescents on the edge of care is to
help services become more integrated and flexiblein orderto provide a more diverse menu
of interventions that could be better adapted to suityoung peoples’ needs as well as those
of their families. Several such approaches have been introduced under the CSCIP funding
stream (see Annex 5.). An example is Action for Children’s innovative Step Change
Programme, which represents the first UK programme to bring together three separate
evidenced based interventions; Multi Systemic Therapy (MST), Functional Family Therapy
(FFT) and Treatment Foster Care (TFCO) within one overall programme. Step Change



operates across three London Boroughs to provide adolescents and families with access to
the most appropriate intervention from the three on offer, whether that is intensive
support within the family home or time limited entry to specialist fostercare. Importantly,
the programme provides a dedicated worker (step change advisor) to support the
adolescentand family through the programme.

The development of a more diverse and needs led menu of options under the current
initiative ‘would include a more fluid use of care to provide respite while the intensive work
with families and young people is undertaken’ (DfE, 2014 a) p11).

As the above overview of policy and therapeutic developments indicates, there are
challengesto this objective when the consequences of decisions about funding streams and
the pre-requisites of particular interventions are both taken into consideration.
Interventionsare vulnerable to the ebb and flow of funding and the requirements of some
interventions, particularly those described as ‘intensive’, might rule out their use with other
potential offers on the menusuch as respite.

One questionto be drawn from this, therefore, is whetheran intensive intervention could
be designed that would be compatible with respite care. If not, then either respite care
should be considered as unsuitable forthose on the edge of care, or the term ‘edge of care’
perhaps becomes unhelpful to describe the group of young people and their families that
respite isable to help.

Two further questions are also raised. One concerns the standard of evidence required
before interventionsare rolledoutand, related to this, are the potential —and the unknown
- effectsof any interplay between interventionswhen they are used in conjunction with one
another orindeed the cumulative effect (on recipientsand also on evaluation outcomes) if
used sequentially. Itis beyond the brief of this scoping exercise to examine the complex
relationship between evidence and practice, but it is nonetheless the case that the more
prescribed and tightly controlled the intervention, the more possible it becomesto evaluate
it by means of an RCT, which is the standard of evidence that is increasingly looked for. It
may be, therefore, that the desire for more flexibility and interaction of treatments raises
very real challenges for a determination of what works, for whom and in what
circumstances.
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The next chapter looks specifically at out of home support using short term or respite

approaches that combine with family interventionsto provide a holistic package of edge of

care support.

Summary Points

In recent years, government policy has supported interventions using a ‘tough love’
approach to target families deemed to have particularly complex and anti-social
difficulties.

Evidence of the effectiveness of these programmes is often patchy and of varying
quality. The clearest message to emerge from evaluations is the importance of a
dedicated, well qualified, key worker who works closely, and in partnership with, the
family for as long as is necessary, providing continuity and therapeutic, as well as
practical, support.

Alongside these policy driveninitiatives, there has also been agrowing use of imported,
manualised therapeutic interventions that can be, and have been, more rigorously
evaluated. Thereis scope for greater use of independent evaluations.

So far, only one of the therapeuticinterventions mentioned here, MST, has been subject
to a UK based RCT. Findings demonstrate significantreductionsin aggressive adolescent
behaviour and improved family functioning. UK based RCTs have been commissioned
for FFT and SFP 10-14, but are yet to report.

Social Pedagogy is a child-centred approach, which also emphasises the importance of
social functioning and participation. It is commonly used in residential settings in
Europe, but has only recently been piloted in the UK. An evaluation, which documented
significant implementation difficulties, has highlighted the status of residential care in
the UK as the place of ‘lastresort’ rather than part of a continuum of care, as it is more
commonly treated on the continent.

The latest government initiative for adolescents and their families aims to develop
greater flexibility of service provision so that interventions can be customised from a
menu of options to suit particular needs.

There is a need, however, to understand more about the interplay between the more
intensive, manualised, therapeuticinterventions. Arguably, by their nature, they might
prove to be less compatible with this ‘pick and mix’ approach, and it is perhaps the less
intensive interventions, therefore, such as SFP 10-14 that might prove more conducive
to beingused in conjunction with the offer of respite care.

A landscape of more customised, multi-packaged interventions raises very real
challenges for teasing out and understanding their effects.



e Furthermore, as Ward et al caution: ‘many intensive programmes are still relatively
new. They may well prove to be effective but many have not yet been adequately
validated in the UK and are notavailable in all areas of the country’ (Ward et al, 2014).
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6. Keeping families together?

The use of short-term care.

The previous chapters have outlined the challengesfacing both the care system and family
support services in meeting the diverse and complex needs of adolescents and families in
distress and difficulty (see also Annex 1). They have also considered some of the ways in
which services and interventions can impact on positive outcomes. This chapter considers
the evidence and prospects for an approach that brings these often separate pathways
togetherto establisha common ground; the use of short stays in care withina programme
of wraparound family intervention.

Respite and Integrated Family Support

Evidence of poor outcomes for adolescent entrants to care and the failure of care to effect
a positive change within the family environment for some who return home through
reunification or when ageing out of care, signposts a need for combining direct work with
young people with targeted work with theirfamilies before, duringand aftercare. This will
require greater integration of care placement and family support services.

There is a range of available evidence onthe development, use and effectiveness of family
and adolescent support services, as discussed in the preceding chapters. In comparison,
however, evidence on the use of short term care placements is somewhat limited. That
which exists tends to focus on children and young people with disabilities; young people
who are homeless; and less formal options such as drawing upon the support of extended
family and friends to provide a break away from home.

The origins of short term care, though most often associated with the Children Act 1989,
actually date back to the post war children’s departments of the late 1940’s, where short
term fosteror residential placements were arranged on a voluntary basis for families under
stress due to disabilities, as part of social work intervention orfor ‘bringing temporary relief
fromthe drudgery of living in permanent poverty’ (see Aldgate and Bradley, 1999). Although
the 1989 Act, and it regulations and guidance, acknowledged the potential of respite or
short term out of home placements to widen the range of support for all children in need
‘a wide variety of services including short-term out-of-home placements, may need to be



employed in order to sustain families through particularly difficult periods’ (DoH, 1990),
evidence of putting thisinto practice appears limited.

Such planned short term placement options (known variously as time out, shared care,
short term care, short breaks and respite care)> have, therefore, until relatively recently,
been less apparent within the policy and research literature on preventative support for
non-disabled young people at risk of family breakdown. Nevertheless, as this chapter
shows, evidence of their use with other groups of young people, nationally and
internationally, suggest that they could provide an innovative and creative approach to
providing planned relief from the difficulties that lead to family breakdown, whilst
facilitating work with adolescents and their parents in the home environment. In doing so,
as our practice examples demonstrate, such integrated respite and family support models
might offer potential for diffusing crises, dissipating difficulties and enabling young people
to remain, where safe to do so, with their families (Dixon and Biehal, 2007; Webb, 1990).

This chapter considers the range of current options, for which evidence is available, for

offering short term / respite care. Examples include family and friends care, voluntary
carers, mainstream and specialistfoster carers and residential options.

1. Informal and Family Based Respite

Informal and Formal Kinship Support

An area we know little about, despite its prevalence, is the impact that informal care by
family members can have on preventing family breakdown and young people entering care.
In most families, whetherthere are significant difficulties or not, havingthe opportunity to
spend time apart when children go off to a grandparent, aunt or uncle for a weekend or
duringschool holidays, can provide a welcome breathing space within family life for parents
and children. For some, this might prove essential during times of difficulty, illness oracute
family stress. Research on young people who are in care or homeless, shows that many
vulnerable adolescents have spent periods of time staying with other family members. In
some cases this might mean sofa surfing, until circumstance break down and services
become involved.

5> We have tended to use the term respite to refer to the range of short term options but use other terms
accordingly to reflect therange of programmes and models.
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In addition, research shows that informal family support is also used for longer term care
with around 165,000 childrenbeingbrought up by relativesonan informal basis (Selwyn et
al, 2013).

Afurther 9,000 or so childrenand young people, meanwhile, are living with extended family
members on a formal basis under kinship foster care arrangements. Research evidence on
the use of kinship care tends to be mixed. Studies have shown that outcomes for children
looked after in kinship arrangements tend to be better on a number of levels (behaviour
problems, wellbeing, placement stability etc. ) than young people looked after by foster
carers or inresidential care (Ward et al., 2014). Evidence also shows that kinship carers are
often poorly supported by services and receive less resources and access to specialist
supportto helpthemto care foryoungrelatives when parents are unable to do so. Research
by Selwyn and colleagues (2013) showed that kinship carers can suffersignificant hardship
as a consequence, and yet despite this, many local authorities do not have a consistent
approach to family and friends care. Forexample, MacMillan etal (2009) found that kinship
carers had less access to caseworker and post placement support than unrelated foster
carers, and received lessfinancial support and lower or discretionary payments (Selwyn et
al, 2013).

Our evidence scope found some examples of approaches to increase support for informal
and formal kin carers, as a means of preventing breakdown of arrangements and entry to
care. One model being used in Ireland is provided by a charitable organisation that works

with young people, familiesand communities:

‘In relation to a general population of older young people on the edge of care, Extern
(all-Ireland wide) provide a range of early intervention and support programmes for
young people to help reduce the risk of kinship placement breakdown and include
short residentials for young people at risk of abuse or harm® (Berni Kelly, Senior
Lecturer, Queen’s University Belfast, interview March 2015).

Anotherexample of support for kinship carers was found in one local authority that already
offered a range of preventative support, including short breaks. The local authority has
secured DfE CSCIP funding to enhance their service and extend the amount of support
available to preventing adolescents coming into and remaining in care. This included
acknowledging and buildingupon the role of extended family. The manager explained:

6 See http://www.extern.org/



http://www.extern.org/

‘Most young people who end up coming into the care system in adolescence have
usually bounced around the family a bit beforehand. So what we are going to bring
into the model is a fostering social worker who will work to support family members,
where a child is not with their primary family. We’re going to put in a fostering social
worker to work with that family as though they were foster carers on the basis of if
the support was provided to the adults caring for the adolescent is that
a significant factor in making a difference? So we’ll do that, have social workers in
there who will do the doing not the referring, moving away from a referral culture, the
adult mental health worker will go and do the work with mum, if needed’

(LA ANON 2, Interview, March 2015).

In addition to informal support from family members, there was evidence of projects
offeringrespite with voluntary carers or hosts. One example of non-statutory arrangements
for providingrespite to families struggling and at risk of escalating difficulties, was a model
of unrelated family based respite that sits outside of formal foster care. Safe Families for
Children (SFFC) beganin Chicago 10 years ago and was recently introduced inthe north east
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of England with start-up funding from the Vardy Foundation. SFFC has since received
further support through CSCIP, to develop the model further and expand provision across
the UK.

Practice Example — Safe Families for Children’

Safe Families for Children (SFfC) is a volunteer organisation that gives supportto families
in crisis, including short breaks with host families and befriending. The model
originates in Chicago, where it began in 2003 and is now operating in 65 cities across
the USA. SFfC is a faith based organisation built on the ethos of compassion and
hospitality. The organisation began in the North East in 2012 and is currently
expanding across England (as part of the Innovation Programme), together with
developing services in Wales and Scotland.

Supporting Adolescents on the Edge of Care.

Volunteer hosts and befrienders are recruited from the church community, but all
applicants who share the ethos of the organisation are welcomed. There is a rigorous
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7 See https://www.safefamiliesforchildren.com/ for more information.



https://www.safefamiliesforchildren.com/
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recruitment and training process, after which applications are presented to a panel
within the organisation, to assess their suitability to work as a volunteer and/or to
provide host services. Once a volunteeris approved the organisation will try to find out
what situation they are comfortable with and will match volunteers with the families.

The aim of the organisation is to work with families in crisis/families that are isolated,
in order to reduce the number of children entering care. The organisation works with
families who have at least one child under 10. Referrals are made from identified local
authority social care departments.

The services offered are predominantly befriending for the parents and children
and/or hosting and short-breaks. On referral the organisation will look to see what
other formal and informal support and services are available to the family, e.g. the
extended family or friends. If the family has no alternative support SFfC can offer
practical and emotional support, daytime activities for the children and/or the hosting
service as appropriate. The short-breaks service may be offered as a one-off night up
to a maximum of 28 days. Children may not be known to statutory services or may be
CIN or subject to child protection plans. Goals are set in partnership with the family
and the volunteer(s).

An example of a hosting situation: ‘A recent hosting we did, involved children aged 10,
12 and 14. A single mum who had to go into hospital for an operation. So they were
hosted by a family for2 nights in order to give the mum a chance to recover and then
the volunteers actually helped the mum in terms of preparing meals and went in to
ease things after the operation.’

‘Ifyou didn’t exist what would have been the option forthis family? That is something
we always look at...We look at what other support the family has. We look at what
would be the alternative if we couldn’t help. Where there is other support, in terms of
maybe extended family, anyone else that can help, we would always encourage the
family to look to that first. So we actually know there is a real need. We look at families
that are isolated. Some families have no family support at all and no extended
friendship network or anything like, so that is an ideal family for us to support.’

‘Anything that will reduce the isolation, reduce the pressure on the family, we will look

at.
[Family Support Manager]



Currently the organisation is working with Dartington Social Research Unit to monitor
and review the organisation, including referral processes and cost savings for the local
authorities using the services of SFfC.

The main benefits of the services were identified as:

e An alternative to care for isolated families

e Services are provided by volunteer families rather than statutory authorities so
families may be more willing to take up hosting and befriending

e [t provides vital respite and supportto a parentwho is only justcoping.
Challenges were identified as:

e Occasions where families disengage from the organisation

e Managing volunteer expectations around whatit is possible to offer.

‘Hard to measure the results but would hope we are saving the families from crisis.
Sometimes we are offering a service there is no other substitute for.’ [Family Support
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Manager]

Source: Telephone interview with Family Support Manager plus review of website
and secondary sources.

Other forms of respite and short breaks provision identified during the evidence scope
included models that were targeted at specificgroups of young people.

2. Respite for Young People Who Are Homeless

Young people who are homeless and young people on the edge of care are in many

Supporting Adolescents on the Edge of Care.

instances one and the same, however, they may have different entitlements to access
targeted schemes. A number of examples of therapeutic respite to emerge from the
literature search included those provided in the USA by services foryoung homeless people,
where there is a well-established form of provision, across many states, typically known as
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placement shelters. The following two examples, include models that involve access to
family support and mediation.




Youth and Family Alternatives Inc. (Florida)

Shelter Services are provided as part of the Florida Network of Youth & Family
Services, Inc. and include: 24-hour availability, youth supervision, food and clothing,
life skills education, crisis counselling, individual and family counselling, recreation
and leisure activities, and case management services.

The eligibility criteriaforthe serviceis
‘Youth age 10 through 17 who ....need short-term respite or crisis placement due to
family conflict (amongstother reasons)’
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The primary goal of the program is to empower families and youth to address these
behavioursand provide a safe transition back into the home or alternative placement.

Source: http://www.yfainc.org/services/runaway-homeless-youth-crisis-shelters

A similarapproach required family membersto participate in at least one family mediation
session per week to establish plans for resolving difficulties.

Haven Youth and Family Services (lllinois)

Haven collaborates with two local group homes to offer adolescents emergency

Supporting Adolescents on the Edge of Care.

housing. The temporary shelters accept boys aged 12-17 and girls aged 12-18. In
situations where emergency housing for a young person is deemed appropriate,
permission of a guardian is necessary to proceed. A housing agreement requires
families to attend aminimum of one family session per week with aHaven counsellor.
The majority of youth are housed in a shelter to provide temporary respite. This
establishesa ‘cooling off’ period, which allows familymembers to regroup and engage
in productive family communication, under the direction of Haven counsellors.
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http://www.yfainc.org/services/runaway-homeless-youth-crisis-shelters

‘As a police department, we rely on Haven to provide emergency housing for our
youth. This service is important to our community since it helps to deescalate the
crisis that takes place between parents and teens. Most importantly, Haven’s short
term placement of teens prevents them from needingto be placedin the larger DCFS
[care] system. Our police department has benefited from their programfor years and
we look forward to working withthem for many more in the future.’

Source: http://havenforyouth.org/pages/emergencyHousing.html

We found a small number of UK examples where therapeutically supported respite had
been offered to adolescents (necessarily aged 16+) who presented as homeless (e.g.
Quarriers in Scotland, and previously St Basils, Birmingham — see below). Thisroute, which
originally worked on the basis that homeless young people could be accommodated
temporarily on a voluntary basis, is likely to have changed in light of the Southwark
Judgement?, which clarified the law on homeless young people aged 16 and 17, who should
now be formally accommodated as looked after children.

Two UK examples of support for young people aged 16 to 18 at risk of or experiencng
homelessness, came to light during our e-survey.

Practice example: Barnardos Youth Homeless Service, Swansea. A restorative
practice model to prevent family breakdown; including a supported lodgings service
for 16-18 year olds, family mediation, home support and a social worker specialising
in practice with 16 to 18 year olds. The Youth Homeless Service social worker will sign
post young people to in-house and external services such as: supported
accommodation, home support work with families to meet their needs, drug agencies,
Careers Wales, Barnardos mediation service, DWP, Trehafod Child & Family Clinic,
Info-Nation advice Centre for 11-25 year olds and GPs.

Source: e-survey.

8 See
https://england.shelter.org.uk/ data/assets/pdf file/0005/231269/G_v_Southwark_briefing revised_Nov
11.pdf
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http://havenforyouth.org/pages/emergencyHousing.html
https://england.shelter.org.uk/__data/assets/pdf_file/0005/231269/G_v_Southwark_briefing_revised_Nov_11.pdf
https://england.shelter.org.uk/__data/assets/pdf_file/0005/231269/G_v_Southwark_briefing_revised_Nov_11.pdf

Practice example: Org Anon 1 — a national Not for Profit Organisation providing
emergency and support services for 16 to 23 year olds in two towns in the North
West of England.

‘In the [Town A Scheme] we have an emergency bed which is used by our mediation
service. In [Town B] we have an emergency bed used by the local authority and EDT.
(Emergency Duty Team) These are both based within our 24hr staffed supported
accommodation projects.” ‘Usually the services are for 16 and 17 year olds, but
sometimes a little older. The young people are almost always section 17 — homeless
and vulnerable. The emergency bed in [Town B] accommodates section 17’s and 20’s
primarily, but will also take young people on a full care order.’

Org Anon 1 also has a Nightstop service in [Town A] and a number of longer stay
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housing options with floating support. The duration of the breaks is from one night (in
the Emergency beds and Nightstop) to longer more settled accommodation, if the
young person cannot return home (generally up to a year).

Org Anon 1 provides a mediation service funded through the local authority and DAT
[Drugs and Alcohol Team] for young people struggling at home. ‘We can give a couple
of weeks respite in the Emergency Bed at our 24hr staffed Project in [Town A] whilst
mediation work is being done. Usually young people will then return home. However,
if relations have broken down, we can assess them and bring them into the [Scheme]
where there are various levels of supported accommodation and supported lodgings
available.’

‘We do not have the funding for therapeutic approaches. Our work is mainly about
housing related support, however, alongside this is a lot of emotional support for the
young person and help to move them on to the most suitable accommodation;
whether this is back home or to their own independent accommodation.’ It was

Supporting Adolescents on the Edge of Care.

reported that young people often do return home from the emergency beds.
Source: e-survey.

Despite the limited evidence of developments of therapeutic respite for homeless young
peopleinthe UK, we found a clear recognition of the need for such provision. For example,
to offer ‘time out’ or breathing spaces alongside support to the widerfamily:
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‘We heard from those working with young people in supported accommodation about
the importance of respite... according to the young people themselves, a break from
the situation for both them and their parents could have stopped the escalation of
emotions getting completely out of hand and prevented [them] from getting into the
vicious cycle of homelessness’ (Scottish Parliament, Equal Opportunities Commission
2012).

‘Greater Investment should be made in timeout projects to allow some space for young
people and their parents to rebuild relationships before it gets to crisis point’
(HomelessLink Policy Team, 2014).

Research carried out by Debs Quilgars and colleagues on homeless youth in the UK also
identifiedaneedforthe furtherdevelopment of this approach, particularly where provided
in conjunction with family intervention work:

‘Oneof the clearest messages arising from the research was a call forthe development
of ‘respite’ arrangements, whereby young people could move to safe, high quality
accommodation fora short period of time to give them and their families a ‘breather’,
and provide a supportive environment for all parties to rebuild their emotional
resilience and renegotiate relationships. Such respite arrangements could be highly
cost-effective if, for example, a two week stay could remove the need for a young
person to leave home in an unplanned way and become homeless’ (Quilgars et al,
2011).

Quilgars et al. reported that the idea of therapeutic respite was raised unprompted in two
of their case studies, as well as by a number of the national key players. They also found a
rare example of such a service having been developed in Birmingham. This service was
followed up during this evidence scope, however, we learned, from ourown interview with
the prevention services manager that the service no longeroperates. See St Basil’s below.

St Basil’s Time Out Project

(]
Pl
©
(6]
©
=]
C
()
2
(%)
(O]
-
S
4
>
©
+
(%]
S
[
[
+—
+—
[
o
=
(%]
G
(]
a0
o
Pl
Q
{=
(o

Supporting Adolescents on the Edge of Care.

1
(0]
(U]
(Y




Priorto the implementation of the Southwark Judgement 2010 (see below), homeless
services for 16 and 17 year olds had a two week window before a formal homeless
application had to be made. St Basil’s had beenrunning a mediation service for some
time and they combined this with the offer of up to two weeksinasupported housing
scheme, during which time they carried out intensive mediation work with the family
and the young person. There was no legal or statutory underpinningtothe provision
of accommodation to the young person. Arrangements were informal and based on
the consent of the young person and their parents. The scheme was funded by a
homelessness grant, and monitoring procedures recorded that 78% of young people
utilisingthe provisionreturned to the parental home.

The Southwark Judgement imposed a legal obligation on councils to provide
accommodation and to prioritise services under Section 20 of the Children’s Act
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before consideringa homeless application under Part 7 of the Housing Act 1996. The
statutory basis for accommodating a young person thus had to be formalised
immediately. This introduced additional costs and administrative duties, which
proved prohibitive for St Basils, affectingthe ability to continue the service.In 2011,
followingrestructuring across the authority as a whole, the service was replaced by a
more restricted Crash Pad scheme, which was itself then replaced, from September
2013, by a Supported Lodgings arrangement,.

The Prevention Services Manager at St Basil’s expressed regret that the more
formalised regulatory framework, albeit one that offers greater protection and access
to statutory support to homeless young people, had meant that the Time Out model
was no longer viable within the local authority.

Source: Telephone discussion with prevention services manager and review of
websites.

Supporting Adolescents on the Edge of Care.

3. Short Breaks for Children and Young People with Disabilities

In the UK, the use of respite or ‘short breaks’ has a firmer footing within services for
children and young people with disabilities. This model of short breaks has been widely
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developed across UK local authorities and Northern Ireland Trusts and there is consensus




that itis an effective, well established provision (Dowlingetal., 2012). Short breaks away
from home is essentially provided to give the parents (or carers) a break, and does not
normally provide them with any therapeutic family support work — the presumption being
that the family is functioning well except for the stress of coping with the practicalities of
the child’s disability. Services available to the young people while they are being looked
after are typically organised around activities that may contain a therapeuticelement, but
this is generally targeted at the improvement or management of the disability for the
duration of the out-of-home stay.

The short break can be provided in foster care and residential unit settings. Children and
young people with disabilities accessing such services in England are classed as V3 or V4 in
the government statistics to underline the fact that they do not become looked after
children and, as a result, the provision conforms to certain requirements (e.g. a pre-planned
12 month programme of breaks, which do not exceed a maximum number of days per visit
or a maximum number of daysin total duringthe year). We found a number of examples of
the use of this type of short term care for children and young people with physical
disabilities and, some that also included young people with learning difficulties (See Annex
4.).

Slough Home from Home Scheme

A programme operating in Slough Borough Council provides a short break scheme
with respite foster carers for children and adolescents aged 0-17 years who have
‘disabilities and/or learning difficulties and who are, in the main, not Looked After
Children’. The Home from Home scheme offers family based care for children
currently living at home with parents or family members and can offer respite in a
host family setting from a few hours per week to weekly overnight stays. Source:
Correspondence with Selena Makepeace, Family Placement Service, Slough Borough
Council.

The extent to which these short break models provide much needed services for disabled
young people and their familiesis demonstrated by the followingexample which reported
a lack of capacity to meetdemand.
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St Helen’s Council

St Helen’s Council offers a short breaks service, the House Fostering Service, which
provides short breaks provision. It includes 13 foster carer families and a residential
respite facility for up to four young people with disabilities. The council report that
both services are well utilised and that the residential unit reached 95% occupancy in
2013 — 14. The council note insufficient capacity to cope with peak time demands
(weekends etc.) and that an increasing number of young people with learning
disabilities are accessing the service, suggesting the need for a broader range of
provision to meet short break needs of this group, as well as those with physical
disabilities.

Source: St Helen’s Council, document review March 2015)

A similar model of short breaks for young people with disabilitiesis Shared Care. The main
difference appears to be the voluntary nature of the carer relationship with the child and
family. This model is becomingincreasingly evident within UK services for children with
disabilitiesand theirfamilies. Volunteercarersreceive trainingand support to provide short
breaks within their homesas well as an allowance to enable access to a range of activities.
Evidence suggests that local authorities providing short break support have identified
considerable need.

Although short breaks provision for young people with disabilities is mostly focused on
offering a break and could be considered to reduce the likelihood of family breakdown,
some r provision foryoung people with disabilities has amore explicit remit to prevent entry
to fulltime care. One respondent to the e-survey described theirapproach to supporting
disabled young people with complex needs by using short breaks withina residential unit,
alongside family based support.

Thameside Metropolitan Borough Council



The residential unit provides short break care for young people aged 11-18 years,
who have complex needs arising from disability. Young people using the services
generally access respite for one night per week on average and do so as part of an
agreed package of support, under either Section 17 or 20 of the Children Act. The
service is integrated with health (speech and occupational therapists, complex
needs, learning disabilities nursing) and education. In addition to the provision of
short breaks, home based interventions, including a behaviour therapist, take
place withthe young person’s family.

The Service Head outlined some of the benefits of the respite and family support
provision: ‘Enhanced respite provides a breathing space for parents to recommit to
the young person. Support is provided on return home to enable the young person
to continue to live within the family foras long as possible. For those young people
going through transition it supports families and them into independent living.
Provides a stable environment for assessment purposes related to long term
planning forthe young person.’

The challenges of the service were the ‘risk of increasing dependence on services’
and the young person being unable to return home and therefore needing a full
time care placement.

Source: E-survey provided by the Head of Integrated Services for Children with
additional Needs. See Annex 4 for detailed practice example.

Research carried out by Berni Kelly onyoung people with disabilities, highlights some of the
factors that contribute to the effectiveness of short breaks provision foryoung people with
disabilities and identifies possible learning points for the expansion of the model to young
people without disabilities;

‘Short breaks should benefit the young person as well as offering a break for their
parent/carer. The timing and nature of the short break is important for the family.
Consistency of family carers or the residential staff has also been highlighted. In
addition, support with the management of challenging behaviour or complex needs is
valued. | expect all of these themes from research on short breaks fordisabled children
would be relevant to the development of a short break model of care for adolescents
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on the edge of care’ (Berni Kelly, Senior Lecturer, Queen’s University Belfast,
interview March 2015).

Kelly and colleagues (Dowling et al., 2012) further note the need for more capacity within
this type of provision to meet demand for disabled young people. They point to existing
research that outlines the key benefits of short breaks for young people with disabilities
and their family, which include: parents having a greater sense of control and feeling
refreshed after having time to recoup theirenergy; reduced carer distress and depression;
improved family functioning; an increased sense of 'normal’ family life; and an opportunity
to focus on other family members (Nankervis et al., 2011; Damani, et al., 2004).

Importantly, research in this area concludes that;

‘One of the key contributions of short breaks is that they may enable parents to
continue caring fortheir son or daughter at home rather than seeking an out-of-home
placement. Further investmentin short break provision to extend the service available
for families in need and, in particular, those on the [section] 47 ‘edge of care’ may
prove both cost effective in the longer term as well as supporting the life chances of
disabled children and young people at this critical stage in their development (see
McConkey et al, 2004 in Dowlinget al, 2012)

Whilst the overall aim of short breaks for young people with disabilities (i.e. to prevent
family breakdown by providinga breathing space) is ultimately shared with such provision
for non-disabled young people there are clear differences in broader objectives. For
example, short break care for young people with disabilitiesisless likely to focus on young
people and parental behaviour management unless it forms part of the disability, and is
unlikely to work with families around parenting capabilities and family functioning. Short
breaks for young people with disabilities might also form a long term feature of the child’s
life, offering support throughout childhood rather than a time limited interventionto carry
out distinct work with the family, asis the case with edge of care short breaks. The literature
also suggeststhat effective short breaks enables and empowers parentsto ‘take the lead in
defining both the duration and mode of delivery in respite services they need’ (Aldgate and
Bradley, 1999). Whilst short breaks care has the potential to empower and work in
partnership with young people and families, that used for the edge of care group is less
likely to offerthe level of flexibility in delivering the short breaks provision. It mightalso be
the case that edge of care short breaks is more goals orientated as the level of risk to the



child and thereby risk of removal from the family home islikely to be greater than that for
young people accessing short breaks related to theirdisabilities alone.

Nonetheless, the research evidence on the effectiveness of short breaks provision foryoung
people with disabilities carries some important messages for developing the model for
other groups of young people (see Aldgate and Bradley, 1999; Dowling et al, 2012).
Important featuresinclude:

e consistency of carer for building a strong, trusted and supportive relationship and
offering stability

e short breaks of one or two nights work betterthan all-week breaks

e age-appropriate activities and matching helps increase engagement with short breaks
services

e embedding short breaks within packages of support that include other services to
maximise effectiveness

e ensuringshort breaks provisionis planned and reviewed to avoid slippage; recognition
of individual needsin planning the package of support

e providing a local service to ensure the child can continue to attend school and other
regular appointments and activities duringthe short break stay.

A key benefit that also transfers across the different recipient groups, and was echoed

throughout the literature, was that time apart offers benefits for the child receiving the

short breaks service who might gain from experiencinga positive care environment, as well

as for the parent/carer and widerfamily as parents can focus on theirown needs and those

of other children or family members whilsttheirchild is benefiting from care in a safe and

supported environment. That said, the literature also cautions that steps needto be taken

to minimise the negative impact of short breaks. Aldgate and Bradley draw attention to

studiesthat have highlighted ‘poor respite care arrangements and practice’, and stress the

needfor:

e assessment and supervision of respite (short break) homes, whether foster or
residential settings

e recognising the importance of managing the potential consequences of separation
(howevershort term) on young people

e beingaware of the potential for drawing familiesinto a culture of dependence.

The needfor good preparation, matching, planningand review was highlighted asa means
of mitigating against this (see Aldgate and Bradley, 1999, p2-3).
4. Respite for Young People In and On the Edge of Care
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The use of respite models, eitherin foster or residential care, for non-disabledyoung people
at risk of family breakdown is more firmly established in other countries than in the UK.
Research carried out by Janet Boddy and colleagues on preventative support for young
people and families across four European countries, for example, found that both respite
models and therapeutic interventions played a less prominent role in the English care
systemwhen compared to Denmark, France and Germany (Boddy et al, 2009).

Further examples of preventative respite models internationally include ‘Shared care’
schemes in the USA and the contact family service in Sweden, which provide alternative
approaches to care by offering family support alongside respite provision (Andersson,
2003). Such examples have mainly been usedto support families with younger children.

In Israel, a model of specialist short term foster placement was used to provide a time
limited opportunity to carry out a full assessment of childrenin crisis to assess whether they
can remain at home or may needto be receivedintocare. This short term option provided
placements at the point that difficulties had escalated to the point where it was felt
necessary to remove the child to provide an opportunity for full assessmentand treatment
and though time-limited involved entering the foster placement full time during the
assessment period.

The service is for children from birth to the age of 8 who are removed from home
by emergency court decrees when they are inimmediate risk of harm or coming into
care.

‘The purposes of those families are first to protect the child and provide his/her needs;
to diagnose the physical, developmental and emotional status; to diagnose the
parent-child dyad. The result of those diagnose is a written report that will enable the
committee which decides where to place the child to take an informed decision. A
return back home is one possible result of this process with a therapeutic support to
the child and the family during the child's stay at home. It could also be decided to
place the child in public care if that's the picture that emerges from the process of
diagnose. The questionis.... whetherat all and underwhich conditions the child could
go back home. The child's stay in the respite care familyis about three months....to
usually about six months.



Another situation that could happen is that a child is in a regular foster care family
placementand thereis a crisis and he will be placed for a short time period in such a
respite care familyin order to dig out what isthe best solution forhim/her.

The diagnosis is made by paediatrics, developmental doctors (if needed),
psychologists (specializingin young ages) and sometimes psychiatrics. Sometimes the
intervention and diagnosis demands the intervention of a psychotherapist, it depends
on the diagnosis needed.

Inaddition, the fostersocial workeris responsible on the diagnosis of the relationships
betweenthe child and the parents and the parents' ability to benefit from the dyadic
treatment provided, all along the period the child stays in the respite care family.

The foster parents that belong to the respite care family are not also doing regular
fostercare. Children are coming inand out and it wouldn't be appropriate to mixlong
term foster care children with those [respite] children. The regular foster care family
should provide the children with permanency and belonging, and therefore those are
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separated kinds of families.

To conclude the above, this special form of foster care is designed to enable the
understanding of the situation (functioning) of the child and the ability of the parents
to benefit from treatment that can lead to a change in their functioning and, if they
do improve, the child goes back to them.

We do not have exact percentages to report but, estimates that about 30% of the
children go back home afterstaying in such a treatment.’

Source: Correspondence with Dr Shalhevet Attar Swartz and Shalva Leibovitz (See
Annex 3).

Supporting Adolescents on the Edge of Care.

Respite Foster Care
Until recently there was relatively little UK research and policy evidence on the use of

1
(o))
w
(Y

respite provision for non-disabled adolescents. One of the earliest UK studies focused on
younger childrenbeingplacedin respite fostercare (Aldgate and Bradley 1999).
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The review of evidence for the current study found a number of examples where respite
foster care was used to provide short breaks for young people on the edge of care as well
as those alreadyin care. For example, respite fostercare was used when existingfosteror
residential carers were unable to care for the child temporarily (duringillness or holidays
forexample) orwhenabreathing space was needed to prevent care placement breakdown.
This model has also been extendedto young people as a step down approach from care to
home (e.g. as part of reunification support), where the young person’s care plan includes
gradually reducing the number of days per week spent in care towards full time return
home.

Lancashire Intervention for Families Team (LIFT) - Foster Carers Mentoring Families:

e Aimsto facilitate a mentoring scheme whereby foster carers work with birth
families when children come into care for a short period and where rehabilitation
home is the plan.

e Allfostercarers are already approved. Foster carers who volunteerreceive training
— Level 2 Solihull training (see link
http://www.lancashirechildrenstrust.org.uk/resources/?siteid=6274&pageid=45365

Models also encompassed whole family respite support.

The Save the Family charity? was set up to provide whole family respite
accommodation and family support. It reports success, incase studiesand feedback,
in diverting children away from care over many years but its residential offer is
currently being squeezed out by the diversion of funds to the Troubled Families
Programme (CSJ, 2014).

Respite support schemes are also available specifically for adopters, to provide supported
short breaks to young people who are adopted to address their particular needs and to
directly or indirectly relieve family stress and reduce the chance of adoption breakdown.
For example the DfE funded therapeuticshort breaks for adopted adolescents delivered by
the charity After Adoption (See afteradoption.org.uk) and also The Open Nest, which also

9 See http://www.savethefamily.org.uk/aboutus/



http://www.lancashirechildrenstrust.org.uk/resources/?siteid=6274&pageid=45365
mailto:fundraising@afteradoption.org.uk
http://www.savethefamily.org.uk/aboutus/

offers short breaks for adopted children and their families, (see
http://theopennest.co.uk/support-services)

The existing evidence base suggests that the most common example of edge of care respite
support in the UK is Support Care. Support Care, which utilises foster care, has been
operating, since the early 1990s, and estimates suggest that, with the backing of The
Fostering Network, around fifty models were in operation by 2011. The model is
characterised by offering preventative short breaks from home, tailor made to suit the
needs of the child and family. Existing research on this model, by Brown and colleagues
(2005), has helped to promote its benefits and uses (as outlined below).

Support care has also been examined in terms of its costs benefits. One study carried out
by the team at Loughborough University estimated that the annual cost of support care for
a single child was just over £10,000, compared with an annual LAC cost of over £45,000,
making it lessthan a quarter the cost of becominglooked after (Holmes et al 2010).

Support Foster Care

In April 2004, the Fostering Network was awarded a government grant to promote
the development of support care in England. Research based on this initiative found
positive results and produced recommendations on why and how support foster care
should be developed. ‘Support care sits at the interface of fostering services and
family support services, offering a preventative intervention that avoids families
becoming separated’.

The provision offers planned, time-limited, short breaks away from home in
conjunction with family support focused on promoting change and resolution of
stresses.

‘Resources offered are flexible and tailor-made to suit family circumstances, providing
day, evening, and overnight or weekend breaks that meet the needs of individual
families. The flexibility of schemes allows the service to be responsive to families'
needs and provide practical intervention when it is needed most’.
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The authors note that ‘Fostering departments constantly struggle to recruit sufficient
full-time foster carers and they rarely have the capacity, within existing mainstream
carers, to offer planned short breaks to children and families in need. Support care
offers the option to foster part-time and is attracting both a new population of carers
and carers who no longer wish to foster full-time’.

Source: The Fostering Network https://www.fostering.net

The authors concluded that 85% of completed support care placements surveyed were
judgedto have metthe aims of the placementinfull orin part. Key factors associated with
success included:

e having, at strategic and operational level, a clear commissioning strategy; well-defined
strategic aims, financial commitmentand pro-active senior management support.

o effective communication between fostering, social work, family support teams and
support carers.

The author’s also highlighted the importance of wraparound family support, recognising

‘that support care is not a stand-alone short-break service, but an integral part of planned
family support work.’ They stressthe needtowork in partnership with families to empower
them to retain parental control and choice and importantly to provide opportunities for
regular consultation with young people and theirfamilies to enable the service to meetthe
needs of the young person and theirfamily. (Greenfield and Stathum, 2004; Brown, Fry and
Howard, 2005).

An increasing number of schemes around the country offer a series of respite foster
placements over a period of several months for young people considered at risk of family
breakdown. One of the earliest examples of a short breaks service can be found in
Stockport.

Practice example. Stockport Metropolitan Borough Council Short Breaks


https://www.fostering.net/

Stockport’s Short Breaks Project is a well-established, integrated service offering edge
of care short breaks with foster carers, as well as respite services for children with
disabilities. ‘We work with children and families either where there is a need for a
‘breathing space’ during a difficult time to prevent breakdown and the need to LAC.
Also to provide supportto enable parents to engage in services to address issues which
could cause family breakdown and the child becoming LAC if not addressed.’

The manager described the origins of the service;

The original short breaks service was an in-house service set up in 2001 and, as such,
possibly one of the earliest in England. The original referral criteria was children
without disabilities, aged 0 —17 years with an allocated social worker. In August 2005
the Short Breaks service remit was expanded to include work with children with
disabilities by bringing in-house the respite service previously provided by a voluntary
organisation.

The Short Breaks Project predominantly works with children under Section.17 but will
also support Section.20 placements when living with family members on a care order.
The procedure forsetting up shortbreaks placements is as follows:

Referral from social worker (following a comprehensive assessment to check suitability
for Section. 17 placement)

Visit to the family in need, including: “Ensure they are ok with us sharing information
with carer and understand that we work as a team”

Risk assessment

Matching up carer with the child, ensuring the carers are equipped to meet the needs
of the child: “Consideration is given to family’s needs and carers’ skills sets,
personalities and areas of interest and availability”

Introductory visits to carer’s home for child and parents

Placement agreement meeting

Individual safer caring plan to ensure that the child’s specific needs are being met
Assessment of training and support needs of the carers: “The training and support
needs of the carer are given consideration and plans made on how these are met. For
example, if a child with complex medical needs is placed and has mobility issues we
would need to look at whether we need to arrange bespoke training around moving
and handing and administering some medications. The carer supporting a teenager
may need more support and advice on how to engage the young person and work to
improve their awareness of risk and how to promote their confidence, self-esteem and
ability to make decisions to keep them safe and develop positive plans forthe future.”
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The Short Breaks Project Manager comments on the characteristics of referrals: ‘Older
children and teenagers are often referred due to their parent’s inability to meet their
needs and/ormanagetheir behaviour. There may be a history of [Domestic Violence],
Child Protection issues, substance misuse, mental or physical health issues, poverty,
relationship breakdown and changes in the family, loss and separation, CSE, poor
parenting etc.’

The Short Breaks placement aims and objectives involve a range of tasks to work
towards supporting the child and the parents. The frequency of the breaks is usually
‘occasional’ overnights, i.e. two per month but, where there is a need, breaks can be
as often as weekly. “We aim to move children through so that we have a transient
population. Whilst we try to increase support when families need it we also try to
decrease the level of support when things are improving. We work to end placements
when families’ situations have improved in order to free up the placement for children
in greater need. We therefore work to review placements on a regular basis and
remain clear of our aims and objectives with each case.”

The role of the carer includes developing relationships with the child and family,
building support, monitoring progress on the child’s development and abilities to
socialise and feeding back: ‘The carer is a useful source of information, not only on
how the child is doing, but they can also feedback on how the parent presented and
engaged with them, which is often useful in the monitoring of cases where there are
a very high level of concerns.” It is noted that carers may be perceived as less
threatening to parents than social services staff: “The carer’s role will be to develop a
working relationship with the parents and work sensitively to provide them with help
and support to develop their skills and awareness. Sometimes parents will not listen
to professionals involved but will be more open and take advice from the carer.” Given
the importance of the relationship between the family and the carer(s), the Short
Break Coordinators “need to be mindful of this and ensure that carers retain
‘professionaldistance’, adhere to boundaries and have clarity of role.”

The amount of time carers commit to the Short Breaks Project varies: “Some carers do
other full time or parttime work outside of the home and only provide limited support
to short breaks —i.e. 2 or 3 weekends a month and may only be linked with one child
or sibling group. Others carers work full time for the project and will be linked with
several children who may be worked with on a one to one basis orin groups depending
onthe outcome of therisk assessment and the carers experience, wishes and abilities.”



Note - children under 8 tend to have day provision with a registered child-minder or
foster carer.

The Short Breaks project has included services for children with disabilities since 2005.
Funding has been acquired from Aiming High to develop The Home from Home service,
specialist foster services for children with complex needs; carers are employed on an
intensive basis and their homes may need to be fully adapted.

Numbers and outcomes: As of 13/08/14 ‘84 children currently in Short Breaks
placements (of these there are approximately a third of children in each of the three
age groups —under-5years, aged between 5 and 11, and over 11 years of age).” Of the
70 placements that ended in the financial year 2013/14, twelve of the children who
had received placement had a LAC status. This included five children who had begun
the placement as a looked after child, i.e. only seven went on to be looked after having
received Short Breaks services.
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Source: E-survey response, Short Breaks Manager (March 2015) including
supportinginformation.

Evidence from a recent costs benefits analysis of the Stockport model, separately
undertaken by IMPOWER, showed that the model was delivering positive results in the
years prior to our case study data above. The costs evaluation studied edge of care cases
(i.e.excludingthe disabilities services). It found that between April 2011 and March 2014,
189 interventions had been completed, of which only 20% (35) had since entered care full
time by 2014. The research also reported that the scheme had worked with 15 adolescents
who were already LAC and of these, 27% had been supported to return home by the time
of reportingin 2014.

The cost benefit methodology appliedinvolved the following approaches and limitations,
as reported by IMPOWER:

Supporting Adolescents on the Edge of Care.

stage approach caveat
Calculatecosts | ¢ Identify aggregateyearly costs forthe Overheads have not been forensically
of providing service, includingmanagementand calculated —manager estimates used - 69 _]
supportcare corporate overheads, referral, reviewand
closure processes andservices that would
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notbe commissioned if the childor young
person was accommodated

¢ Divide by number of service users per year
to establish unit cost

¢ |dentification of wrap aroundservices
/ costsreliant on managers viewpoints
—no data available

e Wherean average, top-down unit
costhasbeen used this doesn’t show
the widevariationof costs between
cases

Determine ¢ |[dentify evidence of status and future ¢ Dependent on service manager views
likelihood of journey of childbefore support care and estimates as thisis counterfactual
supportcare intervention

users otherwise | ® Develop conservative assumptions with

entering/ service managers as to proportion otherwise

remainingin destined for (continued) care placement

care

Establish * Review outcomes data for completed

effectiveness of | supportcarecases
supportcare
intervention

Calculate cost
benefit

¢ Calculateimpact based on outcomes vs.
likelihood of requirement of alternative

¢ Calculate benefit based on cost of
alternative

e Subtract/divide by costfor net benefit/
ROI

The costs of the Stockport model were estimated as follows:

Total cost to the
authority of
delivering support
care (per year)

Average unit cost
of delivering

Headline prevention rate - %
of non-LAC cases who would
support care have entered care, and
intervention didn’t

Total gross saving per
LAC placement
avoided (cumulative)

£277,400 £3,963 47% £205,799

(Source: Thompson and Hammond, March 2015. North West Expanding Foster Care Consortium, Support Care Cost
Benefit Analysis, IMPOWER.)10

The authors estimated that this equates to return on investment of 348% from support care for
Stockport Council.

Anothersuccessful example of using short breaks in foster care that was foundinthe south
of England. The service included in house and independent respite foster placements for
adolescents, funded from the fosteringbudget. Again, a key area of work involved focused

10 permission to include information from Will Hammond, April 2015. For further details contact:
whammond@impower.co.ukiMPOWER Consulting Ltd enquiries@impower.co.uk  www.impower.co.uk. The authors
note some of the limitations oftheir research: ‘It isimportant to highlight that, due to the availability of data within the
project timeframes and because savings calculations are based on counterfactual outcomes without randomised control
trials, a number of averages, assumptions and estimates have been applied to which the outcomes are sensitive’.



mailto:enquiries@impower.co.uk
http://www.impower.co.uk/

work with the family, including a range of specialist interventions provided by a specialist
team. This model placed emphasis on an early intervention approach to ensure that
adolescents and families received the most appropriate type of response to meet their
needs. The team aimed to reduce the number of adolescents entering care but also
increase appropriate entriesto care. A review of the service reported positive outcomes for
the majority with most beingappropriately diverted from care.

Practice example. LA Anon 4 - Intensive support for adolescents on the edge of
care, including short-breaks in foster care - Council in the south-west of England

The dedicated team [HYP] has been providing an intensive response to supportyoung
people on the edge of care to stay at home, or with wider family and friends and in
their community, since September 2014. [HYP] focuses on early intervention with
‘new’ families and/or pieces of work with existing cases held by other teams.
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‘Aims of the service

1. The primary aim of [HYP] is to work with young people and their families on a
consensual, Child in Need basis, to reduce the number of unplanned and emergency
admissions of adolescents into care. A furtheraim of [HYP] is to increase the number
of appropriate and planned admissions of adolescents into care. Admissions of this
nature will be planned with a good understanding of needs and a high level of
understanding of the young person’s views which have been fully incorporated in the
planning. All other options will have been assessed and tested (if appropriate)
including FGC and kinship care.

2. [HYP] works with young people of secondary school age 12-15 for a period of 3-6
months with the aim of achieving positive and sustainable family and community
based outcomes. The focus is primarily on young people aged 13-15 displaying
difficulties that occur in adolescence. Practitioners involve multi-agency partners,
including Health, Education and the voluntary sector to reduce the pressure on young

Supporting Adolescents on the Edge of Care.

people and their families. The work is highly influenced by the Functional Family
Therapy (FFT) sessional model and processes. It also uses the same model in terms of
maximum benefit being achieved within 6 months. FFT provides a clear evidence base
forengagement, work and endings including step down within the 6 month period.
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3. A range of interventions and approaches are to be used, including Signs of Safety,
Motivational Interviewing, Restorative Justice, Family Mediation, and Functional
Family Therapy (FFT). FFT will constitute a third of the work of [HYP]. FFT is a home
based intervention which supports families to have a greater understanding of their
situation and helps them to look at ways in which tensions can be reduced. FFT focuses
on engaging with adolescents and their families to reduce negative interactions. By
using the strong emotionalforces often present in these families as motivating factors,
FFT seeks to reduce oreliminate the problematic behaviours and accompanying family
tension by creating individualised behaviour change interventions [FFT not
appropriate forall families].” (Report to Senior Management Team, January 2015)

Referrals to HYP come from three routes: multi-agency referral unit, social work

assessment and resource and care panels. Priority is given to working with young

people who are at risk of being admitted to care and are exhibiting the following risks:

1. Areinanunplanned oremergency admissions to care, particularly those occurring
out of hours and those who may have had such admission to care in the recent
past

2. May be in unstable arrangements e.g. ‘sofa surfing’ (homeless 16yr and 17yr olds
are worked with using current joint agency housing/social care protocol via CIN
and 16+ teams)

3. Where there is evidence of the following risks:

e Going missing from home (especially frequently and for prolonged periods and
whereabouts not known)

e Chronic and serious non-schoolattendance

e Serious anti-social behaviours, offending, self-harming, alcohol and substance
misuse, risk of child sexual exploitation.

Foster care short breaks are provided for 11 — 16 years olds in-house and
independently as part of the HYP service, as appropriate. The care plan and package
of respite is tailored to individual needs. The funding for the short-breaks comes from
the fostering /agency budget.

The service requested an evaluation, including feedback from service users, staff and
partner agencies. The Report for Senior Management Team (January 2015) concluded
the following about the initial referrals: ‘...The vast majority of which have achieved
positive outcomes and the young people’s circumstances have been stabilised and the
young people have been successfully and appropriately diverted from care.’ The report



discusses referral on and the challenges of the exit strategy: ‘[HYP]’s involvement will
taper off gradually recognising that the ending of relationships can itself present
challenges to young people and families. [HYP] is also mindful of the need to end
interventions in a way that maximises the potential for service users to come back to
[HYP] if they have not been able to sustain the changes.’

Source: E-survey response by senior manager (March 2015) accompanied byin-house
report, dated January 2015.

The use of longerterm foster care to provide preventative respitesupport can offeracrucial
alternative to care for those young people and their families who might benefit from a
breathing space, time to diffuse an immediate crisis and embark on a programme of work
to resolve difficulties. As such it might constitute a valuable resource and option for those
familiesforwhomitis safe toremaintogetherandalsoforlocal authorities, that can benefit
by reducing the numbers coming into care and ensuringthat those who do come into care
are correctly assessed and placed. Whist it represents considerable potential there are also
challenges.

Whilst respite foster placements can provide a useful and suitable option for some
adolescents on the edge of care, problems associated with the recruitment of foster carers
could limit the potential expansion of this type of respite provision. Estimates from The
Fostering Network suggest a shortfall in the region of 9,000 foster cares in the UK. In
addition, managingthe logistics of arranging short term stays forseveral young people using
one foster placement could present obstacles for the local authority and the fostercarers.
This suggests that alongside the benefits of respite foster care, there is both scope and a
need to expand the range of respite options to include residential options.

Furthermore, foster care is not always preferred by many older adolescents who need to
come into care. A recent study of multidimensional treatment foster care (MTFC) for
adolescents found that when asked about previous placements, though 50% of adolescents
said they preferred fostercare, 30% expressed a preference for residential care. The latter
highlighted the group setting as being less intimidating ‘/ cope better in residential, | get
stressed out living with a stranger’ and the desire to avoid replicating a family or a parent
figure ‘I already have a family’ (Biehal et al 2012).
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Research also suggests that residential care may provide a more effective base for
delivering short term therapeutic programmes of support to adolescents at risk of coming
into care. Studiesindicate that goodresidential care has the potential to betteraddressthe
more challengingand complex needs of adolescents and is better able to tolerate difficult
behaviour, than foster care (Biehal, 2008, Cliffe and Berridge, 1991). This may reflect the
types of approaches used within residential care. The recent evaluation of MTFC for
adolescents in England, for example, reported that ‘on the surface, there was a lot of
similarity between the support available in MTFC and in residential care, particularly in
education and behaviour management [programmes}. The greatest contrast was with
ordinary foster care where the structured programmes of support were not available’.
(Biehal etal 2012).

This reflects cross national research carried out by Boddy and colleagues. They foundthat
in France, Denmark and Germany residential care was often the first choice, and
emphasisedits potential as ‘an intervention for young people with complex and challenging
needs that needed greater professional expertise than could be offered by foster care’. The
authors report that this approach very much emphasises some of the key differences
between English and other European care systems, perhaps most strikingly inthe usesand
ethos of residential care. In particular the authors note that the use and effectiveness of
residential care ‘in part reflects the presence of a professionalised social pedagogic
residential care workforce’ and rather than being viewed as a last resort, it is seen as ‘a
specialist intervention for young people whose needs cannot be met in family placements’
(Boddy et al, 2009 and 2013). Theirresearch also suggests that residential units were more
conducive to the working with family members, and noted that the involvement of birth
families ‘was seen as less challenging when children lived in residential settings than if they
were placed in fostercare’.

Taken together this suggests considerable potential for harnessing the benefits of
residential care for delivering innovative approaches to working with adolescents on the
edge of care. Indeed residential options might prove particularly appropriate, ‘since
adolescents at risk of family breakdown typically have serious emotional and behavioural
difficulties’ (Biehal, 2008, 2005; Sinclair, Garnettand Berridge, 1995; Triseliotis, Borland, Hill
et al., 1995).

5. Residential Respite Care




In contrast to Europe, where there is evidence of extensive use of respite or short term
placement options in foster and residential care for children at risk of entering the care
system (DCSF, 2009), the extentto which residential respite care is available foradolescents
on the edge of care in the UK is difficult to ascertain. There is no single source of data in
the UK that providesinformation on the prevalence of planned residential respite orshort
term preventative provision, either withinthe independent orlocal authority sector. During
the course of this evidence scope, however, we located a number of examples of edge of
care residential respite models operatingorbeing developed across the UK. Nevertheless,
there has been limited policy and research attention to this area, so the current evidence
base is thin. We might surmise, perhaps, that in contrast to other European countries this
is a relatively untapped area in the UK, as suggested by Janet Boddy in discussing her
European research:

‘I was really struck by the lack of residential options compared to the other countries
in the study — in all the other countries, the study found a version of emergency
residential accommodation for children of any age with professionalized therapeutic
support...In Europe (e.g. Germany) the emergency accommodation is a specialist
service — well advertised, and the staff are specialists in crisis work, which is all they
do. The provision is widespread so that, e.q. if you’ve got a family where the parents
might go on weekend benders, the child might be OK in the home during the week, but
then needs somewhere to go that’s local at the weekends, and these services are set
up for this kind of need’ (Janet Boddy, University of Sussex — Interview, April 2015).

Examples of short term residential care in other countries include:

e The use of weekday only residential provision for children that include an
opportunity for parents to visit during the week to participate in therapeuticfamily
work with their child and return home for the child at weekends (Germany)

e The use of boarding school provisionfor children on the edge of care!! and

e Emergency accommodation with counselling services for young people running
away (Germany, France and Denmark) perhaps akin to the services available to
homelessyoung people described earlier.

11 Note - a similarapproach is being piloted by Calderdale councilas part of their CSCIPfunding. Early findings
will beavailable from March2016.
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The research evidence suggests that such provision can provide a beneficial and useful
option within an overall framework of support and menu of options (Boddy et al, 2009). An
important factor withinthese types of modelsisthe scope for sustainingand building upon
family relationships by involving parents in direct work, whilst focusing on the needs of the
young person. Involving respite carers in carrying out direct work with families, as Boddy
and colleagues have observed, requires specialist skills. Intheir European work, they found
that residential staff in particular, had higherlevels of qualifications compared to residential
workers in England, often educated to degree or masters level in fields such as social
pedagogy, family therapy or psychology (Boddy et al, 2013).

One of the few English studies to date to look at the use of residential respite care found
promising results.

Integrated Residential Respite Care

A model of an edge of care service offering residential respite for the adolescent as
part of a package of support tothe whole family was identified and evaluated by Dixon
and Biehal (2007).

The research examined one local authority’s preventative approach, which brought
together three services; social work, the community support team and an in-house
residential unitto provide anintegrated package of supportforadolescents who were
onthe cusp of goingintocare. Theservice, basedin County Durham, provided a series
of stays of between one to three nights per weeks over a planned period of timein a
four bed unit, alongside focused work with the adolescent while staying at the unit
and also within the family home. A parallel package of support was undertaken with
the parent(s). A range of approaches were undertaken, including positive parenting
around boundary setting and communication skills, behaviourand risk management
and positive activities for adolescents. The model, which continues to operate, is
describedin more detail in the following chapter.

The study focused on a sample of 25 adolescents aged 12-16 years, who received this
preventive service inresponse to a perceived risk of imminent placementin substitute
care. Data was gathered from adolescents, parents and the assigned worker from



each of the three key agencies at baseline when adolescents began the programme

of respite care and at follow-up nine monthslater.

The key findings from the research include:

The prevalence of high level difficulties and needs of the adolescents and their
families usingthe service. Most adolescents and parents had multiple and severe
behavioural and emotional difficulties, often long-term. Domestic violence,
parent and adolescent substance misuse, truancy and running away featured in
many cases.

The importance of flexibility across the three professional teams in undertaking
the programme of work with the adolescent and their families.

Whilstthe immediate crisis that brought the adolescentand family to the service
was diffused, the more entrenched difficulties remained overtime. For example,
some difficulties associated with adolescent or parent behaviour or mental health,
might have reduced but were still apparent at follow-up. The difficulties did
become less severe and qualitative data showed that many adolescents and
parents felt that the respite and support service had contributed to this
improvement. Nevertheless, most remained above the clinical threshold for
emotional and behavioural difficulties on the Strengths and Difficulties
Questionnaire (SDQ).

What often made the difference, however, was the ability to manage that difficult
behaviour, demonstrating that improved parenting, communication skills and
behaviour management skills for both the parent and the adolescent had
improved coping strategies and relationships, thus avoiding family breakdown.
At follow-up, the majority of adolescents had been diverted from care and
remained at home with their parent(s).

Importantly, as many as two thirds had spent time away from home in addition to
the respite service over the follow-up, e.g. staying with other family membersor
entering care ‘full time’ for a short period of time.

One fifth of the sample (five young people) had subsequently and appropriately
entered care longer term; this appeared a positive outcome, as all had
experienced rejection and emotionally abusive parenting over a long period of
time.

Factors that indicated likelihood of success included where families had
successfully engagedin the programme of support and where parenting style had
been characterised as weak and inconsistent.
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An important issue that emerged from the Durham study was the immense value of
taking a step back from the edge of care, not only to have an opportunity to work
towards resolvingthe crisis, but also for servicesto get to know the adolescent(and
family) inamore gradual and holisticway sothat assessments and approaches can be
more accurately achieved rather than being based on crisis presentation.

‘Douglas presented with multiple difficulties, including truancy and offending at
referral to the service’. His social worker believed that attending ‘Hilltop’ had
made a huge difference: ‘He was very well behaved there. He was very positive
and the staff there gave him some excellent positive feedback that he wasn’t
getting at home. They even reinforced...that deep seated belief in himself, that
he was a really nice young person, intelligent, hardworking and it was a very
positive experience. Praised him to the hilt and he took it on.’
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Having a cooling off period and time to readjust or at least cut through the anger and
frustration that accompanies crisis, can prove invaluable to young people and their
outcomes, whetherthey remain at home or move into longterm care.

Source: Dixon and Biehal, 2007.

The integrated respite model

Over the ten years since this research was carried out, there appears to have been limited
policy or research attention to this approach. That said, interest is increasing, perhaps
incentivised by the DfE CSCIP initiative and related funding and the need to consider more

Supporting Adolescents on the Edge of Care.

effective, creative and cost effective approaches, including respite:

..”A broader, more effective response to families reaching crisis point would include a
more fluid use of care to provide respite while the intensive work with families and
young people is undertaken... There should be flexibility for young people to access
residential support in a crisis or as a form of respite’ DfE Children’s Social Care
Innovation Programme Rethinking support for adolescents in or on the edge of care
(DfE, 2014a).
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In addition the DfE recently highlighted the current situation where entry to care in some
cases amounts to unintended respite provision, where many entrants to residential care,
(and indeed foster care) return home to families within a matter of weeks anyway. The key
difference being that they do so without the level of child and family intervention that
planned preventative respite could offer.

‘The DfE’s Innovation Fund (CSCIP) prospectus acknowledges that, currently,
residential care frequently operates as a large, expensive, and often unplanned respite
service, as one in four adolescent entrants are looked after for less than eight weeks
and, in the worst instances, young people may return to homes and families that look
little different from thosethey left a few weeks before’ (DfE 2014a).

Our review of the policy literature found increasing reference to the value of respite in
principle for adolescents and familiesin crisis as shown inthe excerpts below.

A report by Homeless Link advocated a single integrated service gateway, jointly delivered
and/or commissioned by Children’s Services and Housing which would offer, inter alia,
therapeutically supported short-term accommodation if needed (Young and Homeless,
Homeless Link’s 2014).

Respite for adolescents, as part of a wider package of support for families, also received
attentionin a report by Equal Opportunities Commission (Scotland) 2012:

‘Mediation, respite and education are all vital elements of prevention and we
recognise the extensive mediation work already being undertaken. We note that,
whilst the value of respite was recognised by some, we heard much less aboutit. We
believe that respite should be integrated into the mediation approach, as an option
where mediation alone is unsuccessful’.

Opportunitiesfor respite to be made available more widely were also advocated by young
people. Responses from 110 young people, eitherin care or care leavers, in consultations
around the UK were reported by OFSTED:

‘We heard that respite care, giving everyone a break from a difficult family situation,
could keep a family together. The child or young person could go to a foster home or
a children’s home for a short period’, and ‘respite would give all the people in the

(]
Pl
©
(6]
©
=]
C
()
2
(%)
(O]
-
S
4
>
©
+
(%]
S
[
[
+—
+—
[
o
=
(%]
G
(]
a0
o
Pl
Q
{=
(o

Supporting Adolescents on the Edge of Care.

1
~J
(o]
(Y




(]
—
©
(8]
‘©
ES
C
(]
=
(%]
(]
—
=
w
>
©
+—
(%]
S
—
(]
+—
=)
—
o
<
(%]
Y—
(]
g
o
—
(]
Lo
—

Supporting Adolescents on the Edge of Care.

1
00
o
1
| —

family a break — so they won’t explode’ (OFSTED Children on the Edge of Care (young
peoples’ views) 2011 (p9)).

The greater use of respite provision within a family support model also finds favour with
The Association of Directors of Children's Services (ADCS). In a position statement on
adolescentcare, the ADCS recommended that a model of shared or ‘part time’ care which
‘deconstructs the binary care system’ should be considered:

‘Shared care may help to address some of the negative impacts associated with
reunification, particularly repeated reunification attempts. This shared care model
should be designed to help adults improve their parenting whilst providing an
appropriate placement for the young person concerned. Shared care modelled on
Special Educational Needs and Disability provisions, where care is provided within and
out-with the family, and in a respite context, can allow a young person to maintain a
level of connectedness to home and family particularly if the responsibility for care is
shared with a supported kinship carer’. (ADCS, 2013)

Challenges to practice included managing supply and demand, managing capacity and
vacancies and avoiding empty beds, matching the group and, planning and reviewing
provision. European research also highlights the need for a well-qualified and trained
residential workforce to ensure high quality respite support. Importantly, thereisa needto
define what respite is and should look like, who it might best work with and in what
statutory capacity, and at what stage does respite become something more akin to full time
care or somethingelse. For example, as Holman et al (1988) in Aldgate and Bradley, 1990)
argue that after a month or so, short —term respite becomes ‘shared care’.

In the following chapter, we present examples of current models of residential respite care
in more detail.

Summary Points

e Respite (alsoknown asshortterm care, shared care, short breaks and time -out) can take
many forms, including informal arrangements with family and friends or voluntary
carers, as well as planned short stays in foster and residential placements for children
already in care, those moving out of care, adopted children, young people with
disabilities as well as children and young people considered to be on the edge of care.



Evidence suggests that respite care, including that provided within residential care, is
more firmly embedded within international (particularly European) children’s social
care systems.

Much of the existing literature on the use of short term care for young people and
familiesinthe UK relatesto young people with disabilities and to the use of short term
foster care.

In terms of the use of short term residential respite for edge of care provision, there
appears to be little published or systematicevidence on the prevalence of such models
inthe UK and less still onits effectiveness. However, ourown evidence scope has found
a number of respite models operating across the UK, some of which have come about
fairly recently and others that have been operating for several years to some extent
under the research radar.

Evidence from the review of existing models suggests that respite offers a variety of
timely opportunities to support troubled adolescents and theirfamilies including: ‘time
out’ todiffuse the immediate crises orrelieve high levelsof distress and tension . extend
the scope to fully assess and understand the difficulties and thereby the needs of young
people and the means of addressingthem without immediate entry to long term care,
which can exacerbate distress and difficulties; reducing the numbers subsequently
going into longer term care and increasingthe number of those for whom longer term
care isthe most appropriate option.

There is emerging evidence from a few small scale evaluations and local authority
internal monitoring reviews that short term respite options can represent cost savings
to local authorities by reducing the numbers coming into full time, longer term care.
To be most beneficial, however, the current examples suggest that respite should not
operate in isolation, but as part of a planned programme of family and adolescent
support to ensure that the safety of the child and support needs of the whole family are
addressed.

Evidence from the use of residential care per se suggests that it might provide a good
base for undertaking short-term, intensive work both with young people and their
families, including the use of evidenced based therapeutic approaches and outreach
work. It is therefore possible that, for those more troubled adolescents, placementsin
residential respite care may be particularly helpful.

Given the risingnumbers of adolescentsin and on the edge of care and the evidence of
poor outcomes for adolescent entrants to care, thereis a need to develop and test such
methods of working with adolescents at risk of long-term placement.
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The use of respite can facilitate a move away from a binary system of beingin care or
out of care in which care is often seen as a last resort, towards a continuum or menu of
optionsto meetimmediate need with a view to addressing longterm outcomes.

Given the indications that good residential units are often betterat addressing difficult
behaviour than foster care, residential placements may provide an appropriate option
for some ‘difficult’ adolescents, particularly where therapeutic or systemicapproaches
are used to work with young people and their families.

The need forgood quality preventative supportto meet the particular needs of troubled
adolescents and their families, however, highlights the importance of well trained and
qualified carers. Research carried out on European preventative services found that
professionals tended to be qualified to degree level in areas such as family therapy,
psychology and social pedagogy (see Boddy et al 2013). Providing respite alongside
family and child support will require a diverse skill set and UK respite carers (whether
residential orfoster cares) will need high qualitytrainingand support to deliver effective
preventative approaches.



7. Residential respite care in practice.

In this chapter we focus on current models of residential respite within a programme of
family and adolescent supportforyoung people onthe edge of care in the UK. We will refer
to such models of integrated residential respite care and family support packages as
integrated residential respite.

This chapter showcases five examples of current models from our primary data collection.
It is worth noting that a broader range of approaches emerged from our review of the
literature and from the responsesto our e-surveyand telephoneinterviews andthese are
describedin Annex 4. These include anumber of models already operatingor proposingto
operate integrated residential respite provision. Interestingly, given the lack of information
readily available, some of these programmes are well established, having been operating
for some years, below the radar of general research and policy knowledge. The chapter
draws upon these examples (14 currently operating and 1 proposed) to explore the
development, key components, delivery and perceived benefits and challenges of
integrated residential respite models, including the rationale, aims and target group for the
services. It concludes by highlighting some key factors for consideration in the further
development of this type of provision.

1. Durham County Council

Case Study One. Durham County Council ‘Moorside’ Residential Respite and family
support service.

Overview:

Durham County Council provides a respite service for adolescents as part of a comprehensive
preventative strategy. The council has provided respite for adolescents on the edge of care using
residential units for the past decade. Moorside, operates as a dedicated respite unit. It provides
respite for adolescents at risk of entering care and will also provide respite for young people looked
after who might be returning home orrequire a break to prevent a care placement breakdown. The
respite service involves an integrated package of support for the young person and their family,
including access to respite, support from the community support team (CST) and the social work
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team. The council also offers respite via the fostering team, mainly for young people with disabilities
and for young people looked after in foster care where holiday respite is needed.

Rationale and history:

Moorside, was opened as a respite facility in 2004 following the closure of a local authority
residential unit. The council identified a local need for creative options and made use of the closure
of the unit to draw upon the expertise of the experienced staffteam to reconfigure the remit of the
unit towards offering respite. The service represents an early intervention approach, in picking up
families with difficulties and acting quickly with a range of options ‘the sooner you get out to the
family, the sooner they get the help and support and you’re more likely to resolve something’.

There is a strong ethos of flexibility and responsiveness to best meet the needs of adolescents and
their families.

Description of the service:

The residential respite provision is embedded within an integrated adolescent and family support
service. Approaches to working with the adolescent and the family group include family group
conferencing, mediation and restorative practice. The service comprises a multidisciplinary staff
base with workers within the CST and Moorside bringing a range of expertise including youth work,
mental health and substance misuse work and experience of working with young offenders.

The CST includes a manager, two team leaders and 18 community support workers; one of whom
deals solely with family group conferencing, one leads on delivering and co-facilitating mediation
and one worker leads on child sexual exploitation work. The wider remit of the CST covers pre-birth
to 21 years of age.

Respite is provided at Moorside, a six bed local authority run unit, with a staffteam of 12.5, including
the house keepers. The respite unit has increased in size by one extra bed during its operation, to
meet demand. One of the beds is generally kept as an emergency bed, if capacity allows it. The
manager noted that the unit runs ‘quite flexibly to meet needs....so we don’t have a set percentage
of emergency beds’. Respite is offered for one to three nights per week with the same nights each
week being agreed in advance to ease planning and consistency for the service and the family. The
duration of the respite component will usually last for 12 to 16 weeks ‘so the work remains focused’
though there is scope to extend the respite offer.

Staff from the residential unit will undertake outreach work by maintaining contact with the
adolescent and family on days away from the unit.

Support from the CST continues beyond the respite provision to facilitate full reintegration of the
adolescent and family and to continue support around working through difficulties and to assess



whether the family has the capacityto change. ‘I would say its normally six months but it can go on
significantly longer than Moorside, sometimes we’ve been involved for a year where there has been
neglect’.

The social worker retains responsibility for the care plan and case but has less input ‘it was hoped
that the social worker would be able to do more direct work but they haven’t been able to’. The CST
worker takes responsibility for drawing up the work plan and three objectives are identified to
address need. The work plan and objectives are agreed with the family and adolescent and shared
with the residential worker. Though the nature of the work is clearly set out, there is a high degree
of flexibility and responsiveness in who will carry out the work: ‘everyone will be clear about the
work they are going to do, it might be that the child doesn’t engage with my [CST] worker and we
might pass it over to the [residential] key worker to do, but we would build on it anyway’.

The service has access to a range of family interventions and parenting programmes including
mediation, restorative practice, family group conferencing and group work under the strengthening
families programme. Direct work with adolescents includes anger management, communication
skills, building safe relationships, including work around CSE and grooming and online safety. In
addition, accessto education support and positive activitiesis available to ensure a holistic approach
to supporting the young person. ‘Moorside will focus on the young person’s talents and strengths
and their interests and hobbies’. The manager noted that this required careful planning to ensure
that activities were accessible on return home tothe family (and to other siblings). Review meetings
for the respite service are held every fortnight.

Referral routes:

From the outset, the three teams operate jointly. A worker from the CST, the residential unit and
the social worker will visit the family to discuss the respite option. Referrals to Moorside tend to
follow two routes, either as a planned response (see below) or on an emergency basis, when the
family is at crisis point and the young person is at risk.

‘if was this child is in danger of being accommodated today that we would step in and offer a
crisis response to the family home, which we would then do together, one of the unit staff the
CST staff and the social worker go out and in that case you talk to the parent about the local
authority’s policy not to accommodate and how can we support you, and they will be
explaining community support, Moorside, family group conferencing, mediation and all the
things that we can offer but giving a clear message to the family that we are not just going to
take Jonnie into care to day’ (CST service manager)

The more common route is via a planned response tofamily difficulties as part of a broader package
of support. The service operates a single assessment process and team around the family (TAF)
approach. Areferral to the respite service would usually occur after the first TAF meeting and 10
day assessment when some initial intervention had taken place via the CST. The placement panel
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meets every two weeks so there will be some time after referral to undertake initial assessments,
to unpick what has happened and what services have been accessed, and if at that stage the child
can’t stay at home, at which point they either go into care or if there is scope to work towards
keeping the child at home, with intensive family support, respite will be suggested.

‘it might be further down the line when maybe community support have been involved for
quite some time and you realise just how difficult things are for the family and suggest
Moorside’ (service manager)

Characteristics of the target group:

The age range for the respite service is ‘12 up to the age of 18. There are occasions when we could
take younger people but that happens very rare. It’sreally about safely matching groups on board,
we have pondered over whether we need a similar facility for younger children but we haven’t got
the capacity to do that at this point really’ (manager 1, Durham)

The services tend to work with adolescents with ‘high end’ difficulties and needs. The reasons for
referralto the service include:
‘It would be around boundaries/ground rules broken down, parents inability to manage the
young person’s behaviour, it might be that they’re on the cusp of being excluded from school,
education, often CSE, they might be on the edge of criminality child sexual exploitation... Often
it’s an offence against the family, stealing from a family member or something like that that
causes that outburst of conflict really.’

The most common reasons for coming to Moorside are ‘currently we’d say it was family
relationships .... causing conflict sometimes, explosions of aggression either way with girls it tends
to be them being aggressive to parents, with boys it often the other way round’

The legal status of young people using the service is most often Section 20 (520), though on occasion
young people are a Section 17 (S17 children in need) or on a full care order. The team explained that
S20 provides some additional leverage. It is used to ensure a robust framework as young people
will be subject to the usual looked after reviews aswell as accessto other resources for looked after
children such as local looked after children education services, if it was felt that a particular young
person would benefit:

‘...with LACreviews you’ve got a broader view of the needs, their health and education. We’ve
got certain services that can’t get involved unless a child is a S.20’.

The service manager noted that the LA’s monitoring systems allow them to calculate the looked
after children figures excluding those young people involved in the respite service. This meant that



the figures on placement movement and numbers going in and out of care were not affected by
respite stays!?.

Effectiveness

The effectiveness of the integrated respite and family support service is evidenced by the demand
for the service and extent towhich it is achieving itsaims. The service was estimated to have worked
with around 1800 young people since it began in 2004. The council’s own monitoring report for
2012-2013 showed that 82 young people had used the service that year and, of these, 37 had
returned home and did not become looked after (some of the 82 were already looked after young

people).

The council’s data shows that the number of children in foster and residential care is
decreasing... thisis cost effective, Durham has always had a strong invest to save strategy, always
put in money in the front with the will to saving at the back end, and it does work.” The cost benefits
also reflected positively on the service. Funding comes from the general children’s services budget.
A 2013 monitoring report showed that the annual running costs of Moorside stood at £542,000.00
‘a breakdown of how much money | believe we had potentially saved from having Moorside is
£5million’.

The benefits:
In terms of the added value of the respite, in addition to the family support service, the manager
summarised the key benefits:
‘I think it gives the family space and it helps young people to broaden their horizons....if they’re
in conflict at home or issues around neglect, they come here and they go to school and it’s a
different life. If they are accessing Moorside, it helps them to see a different life...introduces
them to something in their local community or someone who can be a role model’.

The manager also noted one of the key benefits of offering respite within a residential unit:

‘Some young people just aren’t interested in another family...it’s not that foster carers can’t manage
the behaviour, it’s sometimes the young person won’t invest in family life’. In addition to this,
managersagreedthat it might be unrealistic for the level and range of work to be undertaken by a
foster carer, however skilled they might be. For example, the residential workers will carry out work
with the family in the family home and will work closely with the school, as well as having access to
a range of resources.

A further benefit of respite was for those young people who did go into longer term care, did so in
a planned way, which increased placement stability: ‘everyone who had moved onto residential care
from Moorside, stability has been 100%. We haven’t moved anyone or had a placement breakdown’.

12 Department of Education guidance on submitting SSDA903 returns state that young people using respite
should berecorded as V3 or V4 (see DfE, 2014c).
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The challenges

The main challenges of running the respite provision involved coping with the level of demand ‘the
phone never stops ringing. It’s really busy, so keeping on top of activity is challenging’ There is also
anincreased level of statutoryand administrative procedures to process when working with a large
group of young people using the residential unit, and the flow in and out each week including risk
assessments, which are completed before the first respite stay and are updated weekly as staff get
to know young people and issues become more apparent. There might also be a need to increase
staff levels if some young people have a higher level of risk and require more one to one support.

Operating the service across a large county could also incur some challenges, particularly around
transport chargesto get the young person to and from the residential unit and the young person’s
school or family home.

Why it works?

Senior management and structures

Durham has managedto maintaintheir front line services within the current economic climate.
The team also noted the impact of having strong and supportive leadership: ‘we’ve been encouraged
over a number of years to think creatively about how we offer services and our senior managers have
welcomed ideas and support them...We’ve got a head of services that believes very strongly in
Moorside and the benefits, it’s a working way of preventing a child becoming looked after’

Engagement with family and young people

The team emphasised the importance of building relationships with the family and getting them on
board with the provision. A strong message to the parents is that they too need to work alongside
the services to resolve the difficulties: ‘respite is not a sticking plaster — it has to be part of a longer
term package of family and adolescent support ‘it’s about giving parents a clear message that we
acknowledge that you’re having difficulties with your child...and we can offer you some respite, but
whilst you’re accessing that respite we want to have someone work with you too..., so respite...it
won’t resolve unless you work with the CST and you must work alongside the key worker allocated
to your child from Moorside’.

To facilitate engagement, considerable effort is put into direct contact with the family from the
outset, including visiting the family and arranging a visit to Moorside prior to the first respite stay to
reassure the family group. ‘I think young people and families have a stigma around being in a
children’s home and taking that initial step is hard for families’

It was also felt that having access to a more diverse staff team who were not social workers might
also facilitate engagement in the early stages, even making the process less adversarial or
intimidating:



‘..We will be creative about how we introduce them to Moorside. ‘It might be that the social
worker isn’t the best person to take the young person for a visit...the fear of the young person
if they go with the social worker, so a CST worker might take them’.

2. North East Lincolnshire

Case Study Two. North East Lincolnshire Vulnerable Young People's Project

The North East Lincolnshire Vulnerable Young People's Project has been established since July 2009.
The VYPP is an in-house 3-bed residential respite/short-breaks unit funded by the local authority.
The residential unit is registered for young people aged 8 to 17 years old of both genders. Two beds
are for planned respite and the third bed is for young people in more acutecrisis, i.e. due to a care
placement breaking down or referred by the police due to family breakdown. The service aims to
provide a breathing space for young people and their families on the edge of care and to those
young people who may oscillate between their birth family and care. The unit booklet for the young
people says the following:

‘[VYPP] is a three bedded short term respite service offering sleepovers for young people that
need some time and space to themselves. The unit is run by North East Lincolnshire Council to

provide respite care for young people aged from 8 to 18 of either gender, who for
whatever reason have chaotic and hectic lifestyles.” (Welcome to the Vulnerable Young
People's Project, 2012)

Planned referrals are predominantly from social workers and may be to prevent re-entry tocare, in
addition to first entry to care. All of the young people are S17 CIN and/or on child protection plans
and there has tobe a minimum of three agenciesinvolved in the young person's life. Referrers must
prove that they have explored all avenues prior to respite being requested. The planned respite
includes careful matching based on extensive referral paperwork. Parallel family support is provided
by the Family Resource Service, working within the Children’s Assessment and Safe-guarding Service
(CASS).

Respite startsat 3pm every day and ends at 8.30/9am the next morning during school term-time.

During school holidays it operates 24 hours a day. The provision offers activities, trips and helps
young people to develop independent living skills and positive relationships with adults. Most
respite stays are for 1 night a week and respite could go on for some months or years, depending
on the needs of the young person. In summary, the package of support, respite frequency and
duration, and exit strategy are needs led. The number of nights of respite/year is also dictated by
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legislation, i.e. avoiding young people being eligible for looked after status (reported by the Unit
Manager as being a maximum 75 nights per year).

‘...Part of the referral process...there is a clear bit at the bottom that clearly says ‘Why does
the young person need respite?” We really make the social worker elaborate as to what their
needs are, whether it is self-esteem or nurturing or whatever it is...From an Ofsted point of
view they want a baseline of where the young person is at when the young person comes to
us and thenthey want to see the progress we have made. So we clearly record all progress as
well.” (Unit Manager)

‘We don’t drag young people kicking and screaming here. It’s got to be something they want
to do and want to engage in...sometimes we invite them once week just for an hour for a tea
visit and then the next week for another tea visit and then the following week they may go on
an activity with us and maybe the other young person here. Then eventually it gets to the

point where they are asking us if they can stay’ (Unit Manager)

The unit was previously rated as outstanding by Ofsted. The internal progress and outcomes report
for the ten month period April 2014 to February 2015 states that family breakdown was judged to
have been prevented for 62% of those young people receiving planned respite (13 out of 21
individuals). Five individuals (24%) did enter care, two remainedin their long-term foster placement
and one went into independent living.

‘..there are afew that do come into care, but some children need to come into care. There is
no point in us trying to prop something up and sort something that is not right.” (Unit
Manager)

The NE Lincs VYPP also runs term-time alternative educational services for young people who have
been excluded from school. These are pastoral services and taken up on one or two days a week by
the young people.

Source:

Planned and recorded phone interview with Sandra Snell, Unit Manager (March 2015) plus reviews
of service documents and outcome data.

3. Shropshire County Council

Case Study Three. Shropshire County Council Havenbrook Short Breaks



Havenbrook opened as a ‘short breaks’ provision in June 2014, initially as a planned short breaks
facility for children who had been identified as vulnerable children in need and at risk of family
breakdown. In September 2014 the provision of emergency short breaks was incorporatedinto the
scheme for children experiencing an immediate crisis.

A key principal of the service is early intervention. According to the ‘Shropshire Council, Havenbrook

Short BreaksPlanned & Emergency Pilot Evaluation Report, June - December 2014’ (January 2015)

the provision is part of the wider Looked After Child strategy which has the following principals:

e To prevent children and Young People needing to come into the Local Authority care system
where it is possible and to support them to remainin their family care where itis safe to do
so.

e To deliver services with flexibility and using innovative approaches to provide a range of
services tochildren and families to provide the right service at the right time.

e Toensure that where children need to come into LA care assessments and care planning are
progressed without undue delay, achieving permanent and stable outcomes as soon as
possible.

Havenbrook is an in-house four-bed unit that originally operatedas an assessment unit for children
entering long-term care. Alongside the short-breaks facility, family support is offered, including
parenting programmes focusing on teenagersand Family Group Conferencing. Currently Shropshire
is investing in outreach services as part of the residential redesign.

The target group for respite provision are those children and families that do not have an informal
network of support to help through the family crisis (e.g. extended family or friends). Children can
be referred aged 8 to 16 years. Characteristics are broad, but predominantly children with
behavioural challenges and relationship difficulties with parents and/or siblings. Further difficulties
include substance misuse, learning difficulties and violent behaviour. The majority of referrals are
through social services and the families are likely to have had previous contact. Referrals may also
be made by lead professionals in education or health. Social work and early help assessment tools
are used todevelop intervention plans. Usually children enter the service as Children in Need under
Section 17, but some will revert to a targeted early help plan once the short breaks intervention is
in place. Those families in crisis that do have an informal support network are likely to be offered
family support services and Family Group Conferencing.

‘At first there’s an element that’s down to that professional assessment and professional
judgement, but we believe without the resources and without the intervention that the child’s
family would break down and would need to go into LAC. We would still work with children’s
families who are experience problems under section 17 or in early help that are not the edge of
care because their own family and friends can be their network of support, with working family
group conference. It’s those that we are working with who don’t have that network of support,

(]
Pl
©
(6]
©
e
C
()
2
(%)
(O]
-
S
4
>
©
+
(%]
S
[
[
+—
+—
[
o
=
(%]
G
(]
a0
o
Pl
Q
{=
(o

Supporting Adolescents on the Edge of Care.

1
(Vo)
=
(Y




(]
—
©
(8]
‘©
ES
C
(]
=
(%]
(]
—
=
w
>
©
+—
(%]
S
—
(]
+—
=)
—
o
<
(%]
Y—
(]
g
o
—
(]
Lo
—

Supporting Adolescents on the Edge of Care.

1
Yo}
N
1
| —

or they aren’t in a position to offer help and support with the needs of the child’. (Head of
Children’s Social Care Services and Safeguarding)

Short breaks are for a duration of 4 days. Initially a social worker can book in 3 periods of respite at
Havenbrook before the care plan is reviewed to see if the child’s needs have been met. The
frequency of stays varies from just one visit to a succession over the year. The maximum available
is three per month. Where children are using Havenbrook on a planned basis the staff are able to
pay attentionto matching.

‘So those that have short breaks on a regular basis (maximum monthly 3) the unit are able to
match those children. If they come and theyreally get along with someone and they’re planned
to come for another break we will match them to come together. Or if two haven’t met yet and
we know them we might think those may get along well together, we not had anybody who
doesn’t get along’. (Head of Children’s Social Care Services and Safeguarding)

Staffing levels are equivalent to those residential units for children looked after: 7.5 res social
workers, 3 shift leaders, a deputy and a registered manager. Havenbrook offers children a break
from the difficulties they may be experiencing. Activities offered build on their current interestsand
leisure pursuits, but also look to spark interest in new occupations, e.g. swimming, walks in the
countryside and car mechanics. Parents are then encouraged to set up equivalent activities within
their own community. If the child is attending school they will be taken by staff.

‘..it’s just giving young people time, attention, sometime it’s just a break from a very busy or
stressful family life, time for them to clear their heads and have some time out. Equally the
parents the [at the] other end who [are] spending time with other siblings, whilst knowing their
other child is having a great time. The biggest thing that works for us, is that has been said by the
children and the parents, that they haven’t been put in care, and that feeling that the parents
have put their kids in care, they can’t cope any longer so they’re going to put them in care.
However desperate the parents feeling at that time, children feel rejected and the parents feel
guilty and what we know as Children’s Services is that we have to then work with a whole lot
more problems and emotions, and challenges that have come about because the child has been
put into care. They don’t have to rebuild relationships as they haven’t broken down’. (Head of
Children’s Social Care Services and Safeguarding)

Havenbrook staff offer consistent approaches to behaviour and aim to support children to break the
cycles of negative behaviours. ...Havenbrook s a great chance to rewrite them... (Head of Children’s
Social Care Services and Safeguarding). The new outreach staff will be working with parents on
behaviour management as part of their remit, using approaches adapted for teenagers that have
proved successful in the past. Funding for the short-breaks provision is from the placement budget
(residential), i.e. local authority core funding. Havenbrookis also used toaid reunification where the
care plan has identified that short-breaks will aid rehabilitationfor the child and family.



Benefits identified — the short breaks and outreach provision adds to the range of options beyond
full-time care. It is estimated that the prevention through Havenbrook saves at least four months
costs of residential care. Entering care can add a secondary layer of issues for the child and family
to address, in addition to the primary concerns. The respite and family support model means that
the primary difficulties can be addressed.

“sometime when your child has come into care and gone into another environment, either a
residential or foster care, all of the emotional things that come with that, none of those things
are todo with the actual reason that the family broke down with in the first place, they’re all
new problems and challenges and problems because that child has come into care, and to be
able to take those away is amazing’. (Head of Children’s Social Care Services and
Safeguarding).

Challenges identified — Weighing up best value against the wider picture. Not feeling that a bed has
to be filled by an inappropriate referral just to fill it. Balancing the resources with the individual
needs of the children using the service and maintaining the flexibility required, e.g. not every child
needs a monthly short break. Paying very close attention to risk assessments and plans of those
coming in on a crisis basis.

Outcomes and evaluation - ‘Shropshire Council, Havenbrook Short Breaks Planned & Emergency
Pilot Evaluation Report, June - December 2014’ (January 2015) reported that of the 29 children
taking up planned respite in the 6-month pilot period: 27 remained with family, 2 went into care. Of
the 27: 10 continued to have short breaks on a regular basis, remaining 17 only required respite on
short-term basis, e.g. on 1 occasion only. Of the 13 young people who received a crisis short break,
six went on to be received into local authority care, six went home to parental care (including 4 who
continued toreceive short-breaks) and one moved into a 16+ supported living arrangement. Parents
contributing to the evaluation talk of the family situation being calmer due to having a breathing
space and children’s responses indicate positive outcomes, including the majority feeling that
Havenbrook helped them with difficulties at home.

The report concludes: That the provision of short breaks for children on the edge of care and at risk
of family breakdown achieve positive outcomes for the child and family which have been sustained
for up to six months...The threshold for ‘edge of care’ is applied and therefore the evaluation
evidences a reduction in demand (33 children) for LA care although this needs to be seenin the
context of rising demand for social care and LAC care in Shropshire, regionally and nationally.

Source: Planned and recorded phone interview with Tina Russell, Head of Children’s Social Care
Services (March 2015) and review of Safeguarding, Shropshire County Council plus in-house
evaluation report.
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4. Wigan Council

Case Study Four. ‘The View’ Short Breaks Service, Wigan Council

The View 'Edge of Care' service has been in operation since November 2013. It offers a 'dual
purpose service to support young people and their families where there are risk areaswhich could
lead to family breakdown inevitably leading to the young person becoming looked after by the Local
Authority'. The service uses 'arestorative, asset building approach with families'.

Rationale and history:

e Growing number of adolescents with challenging behaviours entering care. ‘Over the last
seven to eight years, we’ve got...more young people coming in to care around 14, 15 and
even 16 yearsof age, the late entrantsreally, all with quite challenging behaviours and many
of them were around families managing those behaviours...once they come into care so late
you’re not going to affect massive changes and young people just drift in care.’
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e Exploration of MST approaches, in addition to the use of residential short breaks. ‘/ was
asked, can you do something — clearly there’s a need in Wigan, where young people are
coming into care late, but then going home quickly as well — is there something we can be
doing better, to support families, to prevent these children from becoming looked after
children? So that was the model we tried to look at, and we came up with a template and
that was how we set up The View.’ Moving away from the one size fits all model of through-
care services.

e Closed down anin-house residential unit and operatedthe short breaks and family support
service with the existing staff.

Registered for five beds: four beds for planned short breaks and one for emergencies.
Emergency provision:

e For young people on police protection orders or children subject to the Police and Criminal
Evidence Act who have been abandoned or emergencies where there’s no primary carer

Supporting Adolescents on the Edge of Care.

available.

e For a period of up to 72 hours, by which time the service will have either managed to get
the young person home with the family or an extended family member or a further decision
will be made by a placement social worker that a longer period of accommodation in
fostering or residential is required.

e Ifthe stayis for over 24 hours the legal status is automatically Section 20.

Planned short breaks:

1
(e}
r
-

e Most young people take up planned short breaks on a Section 17 basis. Those entering
emergency respite for over 24 hours automatically become Section 20.




e Preventative, planned social work intervention which usually lasts around six months. The
plan may or may not involve short breaks, depending on the needs of the family and
whether the breaks would help to relieve some of the pressure.

e ‘Wedon’t do more than two or three nights a week, on a planned basis, the idea being that
if they have a short break, it starts off quite high and then by the time we’re readyto close
the case they’re not having breaks at all, we step it down, and they [the family] become able
to manage that young person themselves, within their own family.’

Characteristics of the young people and families:
e Teenagers
e Some atrisk of CSE.
e Risky behaviours, e.g. substance misuse
e Challenging behaviour.

Referralsfrom: ‘It usually comes via the SW, who will have reached the point where they’re really
struggling with a family and they would do a template referral and most of them do get accepted.
It’s very few and far between that we say no, we’re not going to go with this. We’ll then have a
placement meeting where we’ll discuss what is it that the family need...build a plan and then we’ll
have an introduction, the family will come and visit, we’ll show them the resource and what to
expect, and then we’ll have regular weekly meetings, where each keyworker is aware of everyone
else, so that if they’re on shift they know what’s happening with each family; a bit like the MST
model.” Contractsand expectationsagreed between the family, young person and service.

Family Support: ‘each worker has a caseload of around four or five young people. They do planned
interventions, it can be anything from activity based in the community; getting them to engage in
things. It can be giving parents strategies in how to respond to young people in a certain way. It
could be self-esteem work, it could be working on safe internet use, whatever really is identified in
the referral as a need for that family. We also use Family Group meetings. We have a team of staff
that work very closely with The View, they will go in and help build on the strengths within that
family. They look at asset-building, what are you good at, what do you do well, where’s your family
support, and then help them build up their own network.’

Multi-agency working: YOT (including restorative solutions), substance misuse team, Brook (sexual
health) and healthy living trainer. Looking to obtain funding for an EET worker, as many of the young
people have issues with poor school attendance and employment. Virtual School is only for LAC.

Stepping down/exit strategy: ‘When everyone agrees that there’s less concern about whatever
brought the young person into the service, there would be a meeting and there would be support
literally on outreach only, and then we would close the case. What we’re hoping to do, we’ve only
just been fully functioning for just over a year, we’re going to track those young people at six months
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and 12 montbhs, after the case has been closed, to see whether improvements have been sustained
and how the families are coping.” Only a couple of re-referralsto-date.

Current funding: Existing children’s homes budget.

Benefits:
e Reduction of the number of young people coming into care.
e Reduction in cost of long-term care and leaving care services.
e Better outcomes for young people through maintained relationships with their families.

Challenges: The negative aspects of the mix of young people staying in the short break service,
particularly around escalating high risk behaviours. This was addressed via group work with young
people and support provided to parents to help in addressing high risk behaviours and CSE in
particular.

Lessons for other local authorities thinking about setting up a short breaks residential unit:

‘Certainly about the mix of young people - to get that right. To be clear in referrals about the
characteristics - it certainly can have a massive impact on the productive work. | think having
confident staff, because initially we didn’t have any training for the staff, they were just the
residential workers, and it was about sourcing the right sort of training that gave them
confidence, like the restorative solutions that was really helpful for staff [from YOT].’

Innovation fundingand new developments:
e Edge of care residential short breaks for young people with mental health and behavioural
difficulties (e.g. self-harming) — for adolescents on either edge of a secure setting.
e Specialist wrap-around service with CAMHS — including outreach and support.
e Safely furnished and refurbished in-house residential unit —in addition to “The View”.
e 4 beds - 3 planned short break beds and 1 emergency.

Represents a longer term, planned reduction in residential care with an overall shift away from
residential provision towards family support.

‘It’s a balance of having quality residential placements which will always be needed... we're
investing in a clear system provision for the long-term children’s homes, but also moving the focus
to edge of care, so we do preventative...It just felt the natural way to go really. It just seems the
next stage really. It was done out of goodwill and it seemed right, and we just got on with it.”

Source:



Planned and recorded phone interview with Lynne Bennett, Team Manager, Wigan Council, plus In-
house Scrutiny Report, March 2015.

5. Blackburn with Darwen Council

Case Study Five. Blackburn with Darwen Adolescent Support Unit

Prior to 2006, services for adolescents in Blackburn with Darwen included a number of children’s
homes and a therapeutic support team doing outreach. The children’s homes provided full time care
for adolescents who had to be looked after, and the therapeutic team worked Monday to Friday
during office hours. There was a recognition that neither was set up in a way that was as user
friendly as it could be. Full time care was not suited to some young people’s needs, and the outreach
teamwas not flexible enough.

Together with the influence of an Invest to Save initiative, managers came up with the idea of
therapeutic residential respite care both to improve provision and reduce residential costs. The
success of providing respite care to families with disabled children was also part of their thinking.

The residential unit consists of 4 beds 3 of which, in principle, are allocated to planned and ongoing
respite needs, and the remaining bed is kept back for emergencies. Overnight respite care is
available up to four nights per week from Friday to Monday inclusive. The unit is open until 10pm
Tuesday to Thursday. The young people/staff ratio is always at least 2:1, and the manager can call
on additional support if any of the young people are particularly difficult to handle, though this is
rare.

Staff in the unit are experienced residential workers who have either developed good, if informal,
skills in mediation, or who are trained to deliver the Strengthening Families Programme. Part of
their remit is to provide outreach, and to work with the families in their homes to try and prevent
family breakdown. If necessary, specialist staff can be brought in for particular therapeutic needs.

A Panel is held every Wednesday to consider referrals, which all come through social workers. The
target age range for the service is 11 — 16. They will consider and have worked with quite a few
families with 10 year olds, but they won’t offer the young person respite accommodation until they
are 11. They will also continue working with young people past the age of 16 if they need it.

Two of the biggest challenges are the practical logistics, and the need to ‘match’ the young people
in the unit.
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‘If there isn’t an emergency, we can allocate the 4th bed to whoever we think needs it — or,
sometimes we have 3 —4 emergencies and have to prioritise. Friday afternoon can be a little bit
manic sometimes ... depends on the individual plan — some young people don’t have any
overnights, some maybe have 2 nights a week over a period of time. Some we need to work with
intensively at the beginning — they might come for three nights, some come for one. We have
worked with 45 — 50 families at a time, but some of them only need outreach maybe once or
twice a week. Some of the families we’ve been involved with for quite a time and they just need
a bit of a maintenance programme, maybe see them once every couple of weeks once we’ve got
them stable ... Maintenance is really important because otherwise things could go pear-shaped
again... It’s all individually planned, no set rules at all ... If we get a 14 or 15 year old with
particularly risky behaviour, we have to be very careful about who we would put that person with
—so we have to think about matching, or maybe getting an extra member of staff in —we do work
extremely flexibly.’ (Residential Services Manager)

Statutorily, the young people can be either S17 or S20 Children Act referrals. The manager reported
that, at one time, the young people would have had to have been formally accommodated the
minute they came in, but now there is the time to do some work with the family first — ‘we can give
them that time out’.

At a national conference workshop in October 2014, it was reported that, as a result of the unit’s
work, the numbers of teenagerscoming into care fell from 47 to only 18 in 2013/14.

The new service (which began in 2014) has attracted press interest, including the Guardian
(http://www.theguardian.com/social-care-network/2014/oct/29/blackburn-innovative-support-

unit-residential-care) and recently hosted an open day that attracted visitors from a number of local
authorities and service providers.

Source: Planned and recorded phone interview with Sandra Martin, Unit Manager plus
Survey Monkey response, service documents and press articles.

What Can We Learn From The Models Of Integrated Residential Respite Provision?

Qualitative analysis of the 15 practice examples gathered from our e-survey and telephone
interviews (see case studies above and practice examples in Annex 4) was conducted to
explore some key themes around components of service developmentand delivery and the
characteristics of service users.

1) Service rational and aims


http://www.theguardian.com/social-care-network/2014/oct/29/blackburn-innovative-support-unit-residential-care
http://www.theguardian.com/social-care-network/2014/oct/29/blackburn-innovative-support-unit-residential-care

Inexploring how and why the integrated residential respite provision had come about there
were a number of keydrivers, includingimproving services and outcomes for adolescents,
making more efficient use of existing resources (such as care homes) and financial
incentives aroundreducing the numbers coming into care.

There was a strong recognition across the models of the distinct challenges and difficulties
experienced by older children and young people who come to the atte ntion of children’s
social care and the desire to better meet their particular needs. This included a common
aim to make greater use of preventative strategies to work with troubled and vulnerable
adolescents and their families: ‘we try really hard to keep the family together’ (Swansea
Family Support Service, Deputy Manager). This aim appears to be driven by a number of
different factors (either individually or combined). For example, a number of the models
specifically state the aim to reduce the high number of adolescents going into care, either
as a means of improving individual outcomes for young people and families (e.g. a chance
to address the primary difficulties for the young person rather than the secondary
difficulties that can arise from coming into long-term care, as noted in case study 3 above)
and/or to reduce the financial costs to the local authority of entryto care:

‘The rationale was based on the national figures that for ...young people who went
into the care system over the age of 14, 1 in 4 go home in 8 weeks to families that
haven’tchanged, and many of those come back into the system as well. We know that
the outcomes of the young people who enter the system late are not good. When we
looked at ourown figures we were 1in 2 not 1 in 4. It was costing us a lot of money to
basically offer short term respite, in the sense of removal from home’ (LA ANON 2,
Head of Service).

Some of the models were driven by a desire to explore more flexible, creative or tailored
options to meetthe individual needs of troubled and vulnerable adolescents and families.
Equally, integrated residential respite was also seen as a means of addressing difficulties
earlier and more effectively, thus diverting the crisis that could often result in entry to
longerterm care: ’ the sooner you get out to the family, the sooner they get the help and
support and you’re more likely to resolve something’ (Durham Focus Group). For example,
the provision of planned and supported short term entry to care was seen as an opportunity
to provide a breathing space for young people and their families, during which further work
to identify and assess needs could be undertaken and further plans put into action
accordingly, including, a more planned and supported admission to full time care where
needed:
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‘Even if children eventually are looked after | think you can say actually we have done
everything we can to really look at if this will work to keep the child at home and hand
on heart could we say that now for all children and families...Sometimes all parents
need is the ability to have a break, have some time out, have some additional
support...and some intensive work to have been done with the child as well as the
family’ (LA ANON 3 — Group manager).

Further motivation for developing an integrated residential respite model included
recognition of the benefits and successes of short breaks schemes for children with
disabilitiesoperating across the country, as was the case fora proposed model (see LA Anon
3) and case study 5 above.

In around half of the examples explored, the need to reconfigure staffing and resources
after restructuring or closure of long-term residential units was highlighted as the impetus
for developingresidential respite provision. The development of the model was viewed as
a good use of vacant residential unitsand importantly an opportunity to retain residential
staff teams and make maximum use of their skills and experience of working with older
childrenand young people:

‘..originally we closed one children’s home and we developed strengthening
families...intervention with young people and their families within the community to
preventthe need to go into the care system and this has been very effective’ (LA ANON
2, Head of Service).

2) Characteristics and referral criteria
There was some variationincriteria foraccessing the integrated residential respite models,

though all focused on the adolescent age group. The age criteria ranged from eight to 17
years at the point of referral, with most receivingyoung people aged 10to 17. In some local
authorities it was stated that the associated family support services worked with children
younger than eight, which in some case could include the younger siblings of the young
person initially referred tothe provision.

Contributors to the study offered broad terms to describe the characteristics of the families
and young people fallinginto the edge of care target group, such as:

e Atrisk of family breakdown

e Onthe ‘cusp of care’ including those needing emergency accommodation

e Considered at risk of becominglooked after



e Familyin conflict/in crisis
e Having ‘high end’ difficulties
e The young person has a hectic and chaotic lifestyle

e Familyknown to the service/has had previousadmissionsto care and experiencing
continued crisis

e Known as ‘troubled families’.

More specifically, young people and families with a high level of need and a range of risk
factors were described. For the young person this may include characteristics such as:

e Emotional and behavioural difficulties

e Challengingbehaviour, sometimes of a violent nature

e |nvolvementin criminality

e School disruption, absence and exclusion

e Running away / absence from home

e Substance misuse

e Risk of child sexual exploitation.

In addition, the young person may be subject to neglect or domesticviolence in the home
and/or the parent/s may be unable to parent due to substance misuse, mental health
difficulties orthe demands associated with the young person’s behaviour.

There were a number of examples of additional criteriabeing attached to planned referrals,
in order that the family qualify for residential respite and the wider edge of care services.
Qualifying circumstancesincluded one or more of the following:

e The young person has two or more risk factors
e Familysupport services such as FGC have beentried
e Extended family/kinships options orother forms of informal support have been
tried or are not available
e There are a minimum of three agenciesinvolvedinthe young person’s life
e Allother avenueshave been exhausted.
As discussedin Chapter 4, definingthe needs and characteristics of service users tendedto

reflectthe local population needs and the range and availability of support options available
withinthe local areas and therefore varied across local authorities.

3) Referral routes and assessment
Referrals for planned integrated residential respite were predominantly internal, i.e. from

Children’s Services team members, but could also be made by other professionals via multi-
agency hubs, e.g. education, health, police, youth justice professionals. Some practice
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examples emphasised the needfor extensive paperwork at referral, to enable assessment
by the family supportteams and/or referral panels to assess whetherthe adolescent/family
reached the threshold for services and the appropriateness of residential respite, and in
order to develop appropriate packages of support. The contributor from North East
Lincolnshire for example, highlighted the need for obtaining detailed information about
young people beingreferred for respite in order to understand their needs at baseline and
thus to be able to identify progress and outcomes. Gathering detailed information also
aided matching (see below). Some practice examples stressed the importance of teams
working together at referral so that a needsled packages of support could be devised and
relationships built with families from the outset, as was the demonstrated by Durham’s
approach. A key theme was the development of contracts and care plans in consultation
with the family and young people, with clearly defined programmes of work, goals and
respite periods.

Some local authorities, as discussed earlier, had (or were in the process of developing) a
single referral pathway or ‘one door’ approach for assessing, allocating and in some cases
supporting adolescents throughout the various pathways, whether into care or into
preventative interventions. Thisapproach, designedto provide a streamlined multiagency
needs led approach that enables allocation of a consistent support worker, isa key feature
of several interventions being tested by the DfE CSCIP projects (see Annex 5).

Many of the residential unitsincluded one bed that had been assigned foremergency/crisis
interventionin addition to beds for planned referrals. Inthe case of Swansea, the residential
respite provision was devoted to crisis entry (see Annex 4). Crisis beds were for young
people who had been thrown out or abandoned or had run away or lefthome and were at
immediate risk of entry to care due to family breakdown. In these situation referrals were
made by the Police, Emergency Duty Team or social work teams.

4) Duration of respite provision

The duration and frequency of respite provision was dependent on the number of factors
including capacity. The residential unitstended to be small group homes with the number
of beds available forrespite varying fromthree to six across the different models with most
including at least one bed for crisis/emergency referrals. Staffing and resources also
impacted upon different levels of provision, for example. Blackburn with Darwen offered
overnight respite from Friday to Monday inclusive, whilst Durham provided respite seven
days per week.



The duration and frequency (availability allowing) was, according to most respondents,
tailored to the individual needs of the young people and family:

‘The provision varies and is tailored around the young person/family’s needs, in some
instances it can be for a period of a number of short breaks whilst working alongside
the family within the home’ (Kingston-upon-Hull, Assistant City Manager).

‘The majority of young people who use this service do so as part of an agreed package
of support. Packages vary in frequency but the average number of nights is 4 per
month’(Thameside Metropolitan Borough Council, Head of Integrated Services).

Models tended to gradually decrease the respite intensity as the intervention progressed
and some were able to offer respite to re-referrals or increase the duration of respite
provision beyond the usual timeframe, where needed. There was considerable variation
across the different practice models, ranging from a one-off stay of one to three nights; a
series of overnight stays ranging from one night per week over the course of one month to
one night per week over a year (e.g. North East Lincolnshire); up to three nights per week
overa fourmonth package (e.g. Durham) or overa package of up to six months (e.g. Wigan);
to providing a continuous respite stay for up to 12 weeks, depending on the model and
programme of work (e.g. Swansea). As discussed above, the frequency and duration of stays
is closely tiedinto legal status and guidance as to the definition of ‘respite’ orshort breaks
placements (see DCSF, 2010).

The respite provisioninvolvedinitial assessments and planning and review meetings. Most
modelsreferredto carrying out reviews of respite stays at set intervalsand buildingin exit
strategies within the care plan, and buildingin plansforreferrals to furthersupport options,
whether mainstream services or entryto full time care. For example, inone local authority
a tailored 12 week package of supported respite was provided, which included a planning
meetingonce referred to identify needsand plan the nature and level of services; assisting
young people and parents with behaviour difficulties; putting strategies in place to work
towards resolving difficulties; clear communication of a set of agreed goals, 12 week
maximum duration and exit strategy and sign-posting to other services. The work is
reviewed after six weeks and again at 12 weeks at which point it will be assessed as to
whether adolescents and families require continued support within the service and/or
would benefit fromreferral onto other specialist services (LAANON 1).

5) Legal Status
The legal status of children and young people entering respite varied both within the

residential unit/family support provision and across the local authorities. There are some
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examples of young people receiving residential respite under Section 17 (Childrenin Need)
e.g. see North East Lincolnshire above. Alternatively, other edge of care services were
making use of Section 20, including ‘Moorside’ (Durham County Council) where it was felt
that this provided access to a greater range of servicesand to the cycle of reviews. Whilst
the nature of the package of respite offered by Swansea, i.e. up to 12 weeks, classified
young people underSection 20.

Some practice examples described the legal status of young people as ‘having a child
protection plan’ on entry to residential respite or Section 17 (CIN), which then converted to
a ‘targeted early help plan’ once in the unit (see Shropshire above). A number of the units
received referrals from young people who were already accommodated or living with their
parent of family on a care order and the placement had broken down or was at risk of
breakingdown.

As the practice examples show, the duration of respite provision and the legal status of
young people accessing the provision varied across the practice models. This reflects the
degree of diversityinhow local authoritieswere interpretingthe guidance on using short
breaks and respite (DfE, 2014c) and inhow they were definingtheir own types of provision.
This perhaps highlights an issue that requires further exploration and clarification. The
duration for short breaks set down by the Children Act was revised after the introduction
of new legislation in 2012. The statutory guidance now states that each short break (or
respite stay) must include at least one night away from home and should not exceed 17
continuous days or more than 75 days of accommodation away from home under a single
agreement in any twelve-month period. The guidance also states that short stays/respite
should be classed as section 20 and coded as V3 or V4 for the purpose of monitoring to
avoid the associated administrative burden of registering each respite stay as an entry to
care. The legal status of young people accessingthe service (e.g. asection 17 or section 20)
carries wider implications for regulations around planning and reviewing provision and
accessing broader statutory services (DfE, 2014c).

6) Matching and managing the respite group
A key feature of residential respite provision is by its nature, the frequently changing

resident group. Not only will differentyoung people stay for different durations each week
but each young person’s stay might change week by week as the intensity of their support
decreases according to need. Matching might also need to take into account staff rotas to
ensure consistency of key worker and support. For a number of the models, this
necessitated careful and thoughtful planning not only to introduce a degree of consistency
and stability but also to ensure that the group worked well together. Matching of young



people taking up the planned residential respite was highlighted as a key factor in the
success and smooth running of the provision by a number of contributorsto the survey. The
factors that were taken into consideration included: age, the level of need and behaviour
of the young people, consistency of staff and peers and, for large county councils where
there was a need to arrange transport to collect young people, geography. In the main,
minimising the age variation was feltto be important for safety and compatibility, however,
it was noted by two contributors, including LA ANON 1, that the personality of the young
people was often the deciding factor, for example, in cases where an older young person
had displayed nurturing qualities and might prove to be a positive role model, it could be
useful and appropriate to match them with younger children (see Annex4).

A key challenge arising from residential short breaks was concern about the potential
negative impact on young people if the mix proved not to be compatible, particularly
around escalating high risk behaviours. In addition, where young people are referred to
residential respite on an emergency basis, matching will not be possible and the potential
for disruption may be greater.

Though matching, where it was possible to do so, might go some way to ensuring that
respite stays were well planned and managed, consistency and stabilityand insome cases
negative group dynamics are neverthelessimportantconsiderationsfor respite provision,
whether within residential or smaller foster care settings. For example, one contributor
offering short breaks in foster care for adolescents onthe edge of care noted:

‘Challenges could be faced in bringing young people together who are in similar
situations which could create a negative influence’ (Head of Service, London Borough
of Lambeth).

7) Approaches to adolescentand family support
Unsurprisingly, given that many of the models had developed inisolation and in order to

accommodate local need and settings, service provisionacross the models varied to some
degreeinterms of service user characteristics, referral routes, as noted above, and also the
types of provision and approaches offered to adolescents and families as part of the
integrated package of respite support. Nevertheless there were also a number of common
features across the practice examples.

In broad terms, most of the models described the needfor holisticand flexible approaches
that could be tailored to address the individual needs of adolescents and their families.
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There was an emphasis on rapid and timely responses to difficulties providing the ‘right
intervention at the right time’ for the family. Common features included work on
relationship building thatincluded supporting young peopleand parents or carers to rebuild
and strengthentheirrelationships with each other. Importantly, there was also an emphasis
on the need to foster positive, consistent and trusted relationships between adolescents,
familiesand the professionals supportingthem:

‘We’d recognised that you know that a relationship is the most significant in terms of
making effective changes in families and for young people’( LA Anon 2, Head of
Service).

In several examples, this involved utilising the skills and experiences of the residential
workers themselves, or in some cases upskilling staff, to provide outreach support to
families to carry out support to prevent family breakdown and deliver some of the
approaches outlined below. This also encompassed work to fully reintegrate young people
and families after the respite provision had ended. Work with young people within the
residential unit (and in some cases residential worker outreach support) tended to be
delivered in parallel to support from a separate team of family and adolescent support
workers carried out with the family home.

Most of the models shared common goals, these being to resolve difficulties by improving
family relationships, addressing problem behaviours, maintaining education participation,
and promoting empowerment and positive youth and family activities and increasing skills.
Work to signpost future sources of help, activities and information was also undertakento
ensure families sustained positive progress beyond the programme of respite and family
support. The strategies and approaches to achieve these goals, however, tended to vary
according to the menu of programmes and approaches available tothe local models. A full
exploration of the types of programmes delivered by the models was not possible within
the remit of this evidence scope, often because our interviews were carried out with
residential mangers rather than the family support team managers who were responsible
for deliveringthe programmes of wider family support. Behaviour and anger management
programmes and communication skills were frequently mentioned as was youth
empowerment and participation opportunities such as leisure activities, car mechanics,
outdoor pursuits and locating and establishing networks and opportunities in the young
people’shome locality:



‘It’'sabout how can we link a child into whatis going on in their local community. How
can we get involved, whether that’s sports, leisure, arts clubs...how can we get them
linked back in to their local community and build those sort of support networks
around them’ (LA Anon 3, Group Manager).

Examples of more structured support and evidence based practice models, where available
to local teams, included parenting programmes such as Triple P, Family Group Conferencing
(FGC), restorative practice, mediation, asset building and strengthening families’
approaches. Some models provided or brought in specialist or therapeutic services and
workers to address particular needs:

‘...challenging behaviour is a key trigger for parents to question their ability to
continue to care for the young person. Behaviour Therapists will provide practical
support in the home and across the range of settings the young person accesses’
(Thameside Metropolitan Borough Council, Head of Integrated Services).

One example involved therapeutic services based on motivational interviewing, solution
focus thinking and signs of safety techniques to help families through crisis situation (see
Swansea Family Support Service Annex 4).

8) Monitoring and evaluation
Data on service impact and assessments of outcomes for adolescents and families were

limited across our practice examples. That which was provided verbally or via hard copy
related mainly to internal monitoring reports or reviews of the numbers referred to
adolescent support teams and respite services. Only a few models referred to external
evaluations (e.g. see Durham and Stockport). Verylittle monitoringinformation was made
available forthis evidence scope but data gathered during the course of the interviews and
viathe e-surveysindicated a high degree of satisfaction amongst service managers and staff
with the delivery and impact of services to date. This was mostly expressedinterms of the
numbers considered to have been diverted from entering full time care, at leastin the in
the period soon afterintegrated residential respite had ended. Internal dataand evaluation
reports commented positively on the reduction of adolescents going into care and some
were able to provide data on the associated cost savings to the local authority. There
appeared to be a lack of detailed and longitudinal exploration of the different modelsand
theirimpacts at organisational level and importantly from the perspectives of service users,
highlighting the need for robust evaluation. Those services receiving funding through the
CSCIP programme, however, welcomed the opportunityforexternal evaluation, as required
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by the programme. As noted earlier, the first round of evaluation results will be available
in spring 2016.

Potential for change.

Our data suggests potential benefits associated with the development of respite support
that involves direct work with young people and isaccompanied by work with their families,
with the goal of preventing family breakdown and entry to care.

For young people, respite services can provide a stabilising environment, where
opportunitiesfor comprehensive and gradual assessment of theirimmediate and surfacing
needs can facilitate better planning and long term support. Respite also offers an
opportunity for interventionsto take place withyoung people directlyin a supportive and
in some cases, less intimidating environment, where resilience, self-esteem and family
relationships can be strengthened through positive engagement, targeted support
packages alongside maintainingthe relationship between adolescents and their families.

An integrated respite approach also offers benefits and gives opportunities to families
themselves. Respite care offers opportunities for a breathing space to reduce relationship
pressures and to decrease a sense of isolation in coping with difficulties. In addition, a
common message arising from the data was the benefits of providing a less adversarial
approach that can promote a more positive working relationship between families and
professionals. For example, the provision of non-statutory outreach provision might be
more appealing and therein foster a more productive relationship between parents and
professionals where support with improving parenting skills and behaviour management
techniques are embedded withina whole family intervention package of. Respite can also
avoid the negative impact or ‘shock’ of a sudden entry to care, providing a smoother
transitioninto a placement, whethertemporary or for those who need to remain in care.

Respite also brings benefitsto services and local authorities. Service managers emphasised
the needforrespite services to be embedded within a package of family supportto be most
effective. Thisrequired astrong multi-agency strategy and one that can operate fluidly yet
robustly, with clear and agreed objectives. There was also evidence that this type of service
offers an opportunity to work with the complex needs of young people and familiesin a
cost-effective manner that could prevent the need for long term care placements. This
could bring about reductions across several areas. For example, inthe numbers of looked
afterchildren;inthe costs associated with residential care; andinthe costs associated with
having to address unmet needs for young people transitioning out of care as young adults.



It is important, however, that cost savings and reducing the numbers in long term care do
not blurthe widerbenefits of the approach. Thereisa needto more fully understand if and
how this option improves outcomes and how it might fit within the overall offer to
adolescentsand families in difficulties and distress.

Our review of the practice evidence demonstrates innovative approaches utilising
residential respite to support adolescents on the edge of care as part of an integrated
package of family support. The practice models discussed illustrate the potential for
broadeningthe menu of preventative options and offering scope to meeta widerrange of
family and adolescentneeds. For this to happen effectively thereisa needto review how
care isusedinthe UK. Ascommentators have noteditistime to reconsider how care is both
viewed and delivered and to move away from a delineated model of ‘in care or out of care
support’ where care, and residential care more so, isseenas a last resort. The examples of
respite provision discussed in this report (whether in residential or foster settings)
demonstrate a more creative and flexible approach and show that the sector is already
taking steps towards the ‘continuum’ approach. It seems timely, therefore, to consider a
comprehensive policy review of how such options might operate most effectively alongside
rigorous evaluations to understand how and with whom the various options work best. The
current innovation programme (see CSCIP summariesin Annex 5) will demonstrate the ways
in which local authorities and service providers are making changes to the way care and
edge of care support is delivered. The resulting practice and research evidence carry the
potential to greatly inform developmentsin future policy and practice.

Summary Points

e The scoping study has provided evidence on a range of established residential respite
models. These varied interms of the packages of support they offered adolescents and
families.

e Evidence from the practice examples suggests that respite can make an important
contribution to offering appropriate and timely support. It can provide an all-round
‘breathing space’ —for young people, fortheirfamilies and forservices to be able to gain
a deeperunderstanding of need over time rather than at the point of crises.

e For those who are assessed as needing longer term care the gradual steps into care
might facilitate a more successful adjustmentto moving from home to care, improving
stability and longer term outcomes by avoiding or minimising the sudden jolt of going
directly into full time care during crisis.
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Using residential respite, ratherthan respite foster care, might prove particularly useful
in addressing some of the logistical issues of respite stays (e.g. residential units offer
scope for several young people making use of short respite stays each week and can
prove less disruptive as they come and go than might be the case within a family
environment) and can meet the needs of older adolescents with more challenging
behaviours.

Experts caution against parachuting in another approach to the current system. They
call for greater fluidity in responses to adolescents in need of support, which should
break away from the view of care as a last resort and from a binary system of in care or
not. This would require moving towards a continuum in which full time, part time, long
term and short term care forms an option withina menu of complementary elements,
intervention and approaches (that can be mixed and matched) to best support the
young person and family.

A number of factors were identified by contributors as being key to effective respite
provision. These include rigorous referral and assessment mechanisms, appropriate
matching of young people, the need for tailored, needs led packages of support.

The variation in approach suggests a need for greater clarity and review of the legal
status of young people accessing respite and the current regulations governing respite
stays.

Furtherresearch is necessary tounderstand if and how the use of respite combined with
family support can improve outcomes foradolescents onthe edge of care. Thisincludes
scope to understand what changes might be required at policy and operational level to
facilitate the effective use of this option and what the longer term impacts upon
adolescents and their families are, e.g. does it divert adolescents from care or delay
entry to care.

Care will be necessary forsome young people at some pointintheirlives, but a proactive
approach todealing with needs can ensure that if and when it becomes necessary it can
be used effectively and efficiently to achieve the best outcome.



8. Supporting adolescents on the edge of care:

opportunities and challenges.

Messages from the review

The three aims of the evidence reviews included:

eUnderstanding more about adolescents on the edge of
care, their families and their needs.

¢Defining the parametres of edge of care.

¢|dentify ing existing evidence for effective interventions
and family support with a particular focus on the
potential of residential care as an edge of care service.

Adolescence is a vulnerable age and far more so for those who are in or on the
edges of care due to risk, trauma, neglectand family distress. The number of childrenand
youngpeopleincare is currently higherthan any time inthe past twenty years. Adolescents
make up a significant proportion of those currently in and at risk of entering care. Early
adolescence (10 -15 years) is the most common time to enter care. The evidence
demonstrates that older care entrants tend to have more entrenched and complex
difficulties, which can be related to their long term exposure to maltreatment, difficult
home circumstances and their own increasing vulnerability to risk and behavioural
difficulties associated with the adolescent life stage.

Alongside this, there is a continuing pressure on local authoritiesto provide sufficient care
options coupled with a shortfall in the number of foster carers and in other options due to
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the costs and closures of residential units. This has to be juggled with the pressure to reign
in the costs of expensive care placements by reducing the number enteringcare.

Despite a raft of legislative changes and practice developments focused on improving
experiences and outcomes for care experienced young people, recent research continues
to echo over two decades of findings that many young people leaving care do so with a
range of continuing difficulties and inadequately addressed needs, placing them at long
term disadvantage and in need of support services. The rates of homelessness, mental
health problems, offending and non-participation in education, employment and training
are higher incomparison to same age young adults who have not beenin care.

Furthermore, ‘adolescent entrants’ to care are less likely to settle in care and therefore
more likely to move on from a care placement to independent living early, aged 16 to 17.
They tend to do so with a higher number and level of difficulties, which in part might be
connected to a lack of opportunity for the assessment of needs and receiving appropriate
support whilstin care, due to placement movementand earliertransitions to independent
living.

Care statistics also show that entry to care for adolescents can often be shortterm and crisis
driven, and many will return home withina few months, often to families where there has
been no change in circumstance or support to resolve the difficulties. Evidence of longterm
contact with children’s services priorto entry to care and, also of previous care episodes for
adolescent entrants, suggests a history of failed attempts to return young people home
safely.

While recognising that in some instances, care is the most appropriate option for some
young people for whom remaining at home is not safe or possible, there are groups for
whom the needfor entryto care is less clear cut and for whom care should not be the only
option. There is scope, therefore, to give more focused attention to the needs of these
adolescents onthe edges of care. Agreater consideration of their particularlife -stage, their
vulnerabilities, the complex and various ways that past experiences will manifest during
adolescence and the particular ways in which older children and young people might cope
with and react to trauma and change. Of course adolescentsare not all the same — though
there is a growing body of research that has identified patterns that suggest that certain
emotional, behavioural and social traits and risks can be attached to adolescence. Whilst
certain evidence, such as that around brain development, are relatively new and attract a
level of caution, drawing upon the full evidence base could nevertheless be more effectively



utilised to plan and deliver a wider range of age and need appropriate options for
adolescents who can’t rely on family networks alone to help them navigate through, what
experts have called ‘that difficult age’.

A consideration for services, therefore, is whether policy and service developments are
operatingcreatively and effectively enough to best engage with and support adolescents.

Edge of care is commonly understood to refer to prevention strategies aimed at
avoiding family breakdown and the need for entry to care for children and young people.
The evidence on defining the edge of care suggests that itis complex, difficultto locate and
varies accordingto different local authorities and services. Furthermore, there are concems
that the concept unhelpfully implies (and even creates) further thresholds for families to
cross in order to access support. Thereis also the concern that it emphasisesthe view that
care isa last resort, reached by ‘falling off the edge .

A further concern is that edge of care provision is driven by cost savings in its focus on
reducingthe numbers going into care instead of focusing on the needs of the young person
and family.

There are (and have been) a considerable range and number of national and local
programmes aimed at supporting troubled families and young people, who might be
considered to be at or moving towards the edge of care. This has been accompanied by
substantial investment - at leastat programme start up.

Reviews of the practice evidence and the respective evaluations of the family support
interventions, report some positive findings on effectiveness (e.g. the number of service
users experiencingimprovements, numbers being diverted from care or custody etc.). They
also highlight factors that contribute to effectiveness at both:

e an operational level (multi-agency working with clear roles and responsibilities,
effective leadershipand commonly, the allocation of a dedicated worker to support
the families through the various service pathways)

e anindividuallevel (types, intensityand duration of the difficulties, willingness and/or
ability to engage with the programme etc.).

There is an increasing use of evidence based practices and new attempts to reshape
services. Most, however, operate fixed eligibility criteria, which might limit their ability to
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reach certain groups e.g. based on age, type and level of difficulty, type of circumstances
etc. So, whilst there appears to be evidence of positive outcomes, the geographic or
eligibility driven patchiness in availability means that it is not always an option for
adolescents and families in difficulty. A further obstacle that might affect availability, as
seenfrom previous programmes, isthe funding stream for programmes, which can dry up
or be diverted as national orlocal government priorities change orevidence based practices
come in or go out of favour.

The current CSCIP funding stream has served to reinvigorate the attention on developing
creative approaches to supporting adolescents and their families, and includes a focus on
edge of care provision. The evaluation programme, which will report back in March 2016,
should provide an opportunity to gather more detailed evidence on how edge of care
provision is defined, targeted and operated, and in what ways it can make a difference to
the outcomes for young people, theirfamilies and services.

Data from the practice examples and case studies gathered during this brief
evidence scope demonstrate some benefits associated with the development of respite
services, which aim both to support young people and to work with theirfamilies, with the
goal of preventing family breakdown and entry to care. As discussed in the previous
chapter, these levels of perceived gain —young people, family and local authority services —
are the central drivers for the reconfiguration of support for young people. For young
people, respite services offer access to a positive and potentially stabilising environment,
where robust assessment of their needs enables effective long-term planning for their
support. Respite also affords the opportunity for interventions to take place with young
people directly and to focus on strengthening self-esteem and resilience through positive
engagement while maintaining the relationship with their families. Additionally, respite
was thought to helpinsupportingyoung people to ‘break the cycles of negative be haviours'.

For families and parents, respite care offers opportunitiesto reduce relationship pressures
where these are escalating and to decrease a sense of isolation when handling difficulties.
Additionally, non-statutory outreach support presents a potentially more appealing
relationship with professionals, where parenting styles and behaviour management
techniquescan be developed and the prospect of keeping family memberstogetherseems
to be achievable with tailored support. Respite can also reduce the potentially damaging
impact, or even shock, of goinginto care, providinga smoothertransitioninto a placement,



evenforthose who needto remain in care: ‘sometime when your child has come into care
and goneinto anotherenvironment, all of the emotional things that come with that.. they’re
all new problems and challenges ... because that child has come into care, and to be able to
take those awayis amazing’.

With the benefits to services in mind, it was apparent to participants that respite services
present an integrated opportunity to work with the complex needs of young people and
families in a cost-effective manner which could prevent the need for long term care
placements. Potentially, this results in three major reductions: in the numbers of looked
after children;inthe costs associated with residential care; and in the costs associated with
leaving care. Furthermore, keenly felt service advantages were seen to lie in families
retaining responsibility fortheirchildren.

While the above advantages of respite provision seem hard to dispute, there are challenges
presentedin bringing aboutthis shiftinservice direction. Ata verypragmatic level, respite
services need to retain under-occupancy and this may be difficult to sustain in the face of
the needto fill beds to maximise cost efficiencies. Ina similarvein, the issue of needingto
retain flexibilityin service delivery is set against the need to planaservice. Firmagreements
for multi-agency support need to be negotiated. Importantly, the move towards
preventative work with young people and families was seen to require overall commitment
at all levels of an organisation and concomitant, coherent leadership to bring this about.
Our respondents emphasised that a singular approach to this development was unlikely to
be successful: ‘just launching into something in isolation like that isn’t going to get you to
where you want to be’. The value of informed leadership was thought to be fundamental,
where a whole systems approach was used in bringing about this change. This involves a
nuanced understanding of the purpose and function of all forms of care, as distinct from
simply alternating away from support for residential care towards a preference for
preventative work. Much depends on the influence of elected members and senior
managers, and time and attention needed for establishing theirunderstanding, clarity and
support.

A fundamental concern liesin the issue of positive engagement of young people and their
families: ‘it’s got to be something they want to do and want to engage in’. For those
services with experience in work of this nature, there was an awareness that engagement
could be difficult to secure: ‘where the families, although they’ve signed up to the work,
they haven’t engaged, they’ve avoided and we’ve had to close some of the cases because
clearly it’s notright forthat family’. Avital aspectinthisrespectwasseento be the strength
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of the agreement made with families: ‘it’s about giving parents a clear message that we
acknowledge that you’re having difficulties with your child...and we can offer you some
respite, but whilst you’re accessing that respite we want to have someone work with you

7’

too".

A counterbalance to potential lack of engagement was seen as the potential for increased
dependency on services and also an accompanying opening of floodgates or net widening
effect: [thereis] ‘certainly a cycle where you might get increased pressure on services where
you’re identifying more families who need help, if you’re doing early intervention
effectively’. There was acknowledgement that this brought with it a need for assessments
to accurately identify the levels of need whilst ensuring the availability of appropriate
support to meet those who required it. Alongside this came the awareness that returning
home after a short break may be difficult to achieve at times, as a positive direction in
relationship developments was not straightforwardly accomplished.

The demands placed on respite staff could be difficult to manage, particularly where
residential staff were being moved towards providing outreach services or particular
therapeutic interventions. Improved staff training and skills and a willingness to work
alongside otherservice professionalsto achieve the best outcomes forthe adolescent were
thought to be essential. Much of the potential forgood practice wasseento dependon the
accuracy of ongoing assessments within the respite service, particularly in terms of crisis-
drivenadmissions. Just as livingin residential care brings with it the potential for negative
associations, respite breaks were thought to offera chance for negative influences to take
hold, and again, these present challengesto staff, young people and families. The needfor
regular risk assessments, as issues come to light and for careful matching of the young
people to manage risk and group dynamics were discussed as ways around some of these
challenges.

Reflected in our data was the abiding and intractable difficulty with the move towards
family-based preventative services. This was the lack of potential for respite services to
address the needs of those young people in situations where poor family relationships lie
at the root of the difficulties that young people experience: it’s not simply a matter of
everyone’s better off at home, because quite clearly they’re not’. For some adolescentson
the edge of care, difficulties of this nature are likely to form entrenched aspects of their
everyday lives and preventative approaches might prove ineffective orindeed detrimental
if they delay entry to care.



This brings us back to the issues of whole system change, where prevention and entry to
care form a more integrated part of a child and family support system, along the lines of
European models, rather than care being seenas a last resort and therefore somethingto
be avoided. Where thereisa needforlongterm care, the process could be better managed
and less delineated. Equally, the need for high quality and effective care placements
remains, and developing other options should not divert from investment in good quality
fosterand residential care for those who needit.

Asdiscussed, whilstrespite care appears to present many opportunities and benefits within
the wider edge of care menu, it isimportant that cost savings and reducing the numbers
going into care do not obscure the need to more fully understand if and how this type of
support might contribute to better outcomes for adolescents and their families. Our
practice examples suggest that the frequency and quality of measurement and
performance data is currently variable and often limited to internal monitoring reports.
There is a need for further research to unpick how this option might improve the chances
of successful family reintegration or offer a smoother and more stable transition into (or
out of) care. The recent DfE CSCIP funding stream explicitly acknowledges the potential
benefits of therapeutic residential respite for edge of care adolescents and their families
and it will offer scope totest out thisapproach more widely. Thatsaid, a longterm external
evaluation to explore how such provision is operationalised and if and how it can achieve
its goals to safely prevent entry to care and produce positive long term outcomes for
adolescentsand theirfamilies, is essential for establishingarobust evidence base.

Key Messages
The evidence scope raises a number of considerations for the use of residential respite or

‘short breaks’ to support adolescents on the edge of care:

Policy Makers
= Qur review of existing evidence found support for a restructuring of the care

system to facilitate a wider and more responsive and age appropriate menu of
options for troubled adolescents and families, including the use of residential
respite. Some commentators have suggested a move away from a binary system
where adolescents are eitherin care or out of care to one where care is no longer
a lastresort but an option within a continuum of child and family support.

=  Within such a system, the dual purpose of respite would include providing an
opportunity to undertake therapeutic work with adolescents and families in
order to prevententry to care and equally, forthose forwhom care is considered
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the most appropriate option, afford the opportunity for a more detailed needs
assessmentand a planned and smoother transition into care.

Policy makers should continue to considerthe scope for using residential respite
as part of innovationsin adolescent provision to expand and improve the current
range of accommodation options for young people aged 16 and over. For
example, the development of further options for residential ‘Staying Put’
accommodation for care leavers aged 16+, such as staying close models being
piloted in Calderdale’s Right Home Project, under the CSCIP funding (see Annex
5).

The wider development and use of respite residential care could benefit from a
review of existing national policy and procedures on respite provision to explore
how it might best address the needs of adolescents on the edge of care. This
might include further clarity on how residential respite is defined in terms of
duration and frequency, the legal status of service users and their entitlements
to reviews, assessments and other support.

The further development and use residential care options, crucially depends on
the skills and status of the residential workforce. As European models have
demonstrated, this is particularly the case when working with young people and
their families and where residential workers are often trained in specific
therapeuticapproaches.

Given the considerable variation in how the edge of care group is defined and
therefore how edge of care servicesare developed and delivered, thereisaneed
for greater understanding of how these young people and families are currently
identified, assessed and supported across local authorities.

Commissioners and Strategic Leads

As discussed above, thereis variationin how local authorities (and services within
them) are definingthe edge of care group and how close to the edge adolescents
need to be in order to access services (e.g. do services represent early
intervention orcrisesintervention?). Greater clarity on the criteria and eligibility
for accessing services will ensure efficient and effective service development,
targeting and planning.

There has been a growth in support services and interventions for families and
young people experiencing difficulties and distress. Thisincludes the introduction
of a range of national programmes as well as a variety of evidence based
practices. Some of these have restricted inclusion criteriaand not all have been
fully tested within a UK context and with particular groups of adolescents. It is



important to understand if and how different provisions sit together and the
potential impact they might have on each other as well as outcomes for service
users..

= Existing research suggests that good residential care can provide a more suitable
option than foster care settings for certain young people who are older or with
more complex or challenging behaviour. It also indicates the potential for
residential units to provide a more appropriate level and type of support and
approach to working with such young people and their families, for example using
therapeutic approaches within the residential setting and offering outreach support
within the family home.

= Residential respite provision relies on the availability of residential units and
often within a reasonable distance of the young people’s home base. Many local
authorities no longer have residential provision; therefore residential respite
might not be possible or economically viable in some local authority areas. Our
practice examples were making use of in-house residential units and staff to
provide a cost effective service. In some cases this had involved making use of
units that had been or were about to be decommissioned and redeploying
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residential staff to provide family and adolescent support. We were unable to
find evidence of residential respite provision foradolescents onthe edge of care
within the independent care home sector, though Sefton Council was in the
process of putting out a tender for residential respite under the CSCIP
programme. Whilstthere might be potential forthistype of provision within the
independent sector, managing capacity and referrals is likely to raise different
challenges for commissioners.

= Managing the flow of respite referrals to fill vacancies and achieve capacity can
prove challenging, particularly in residential units, and will have costimplications.
Careful planning and management of referral criteria, referral routes and
demand is required. Several of our practice models had developed systems to
manage this whilst also maintainingan emergency bed. Raising awareness of the
service and maintaining a degree of flexibility in service use (e.g. offering
preventative respite as well as reunification /step down respite) were amongst
the strategies employed to manage occupancy rates.

Supporting Adolescents on the Edge of Care.

Residential care

= The practice examplessuggest that small four or five bedded units dedicated to
respite stays worked well. Most were able to retain one bed for emergency
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admissions, though there was recognition that this could be difficult to sustain
financially.

= Careful planningand matching of the respite stays offered stability familiarity and
scope for young people to engage in positive group work during the respite stays.

= Residential workers were often involved in outreach work with adolescents and
their families as well as direct work with adolescents during the respite stay.
Placing residential staff at the frontline of preventative work raises the
importance of specialisttrainingand a robust and varied skill set to maximise the
potential for positive outcomes. Our practice examples showed that residential
staff were using restorative practice, beinginvolved infamily group conferencing
and undertaking other therapeuticapproaches when working with young people
and families to improve communication, rebuild fractured relationships and
address anger and behaviour management.

= The provision of respite within a package of family support required negotiation
of joint working procedures as well as relationships, roles and responsibilities
with other key professionals. Contributors to this evidence scope noted the need
for flexibility in approach to avoid duplication of work, minimise the number of
workers involved and to facilitate a consistent supportive relationship.

= A common factor withinthe practice exampleswasthe aim to provide bespoke,
needs-led packages of support for adolescents and families. Services identified
the needto establish shared goals with the adolescentand family, a framework
forassessmentand review, exit strategies and opportunitiesforre-referrals. This
could involve identifying wider sources of ongoing support to address education,
substance misuse or health needs and increase participationin positive activities.

The evidence from the literature on preventative strategies and our practice examples show
creativity and flexibility in how edge of care provision can be used. A particular focus of the
evidence scope was to explore how residential respite support might contribute to this area.
Respite itself can offer a breathing space, a chance for the immediate crisis to dissipate,
difficulties to be addressed and prevent family breakdown and entry to care. It can justas
readily provide an opportunity for planned and detailed assessment and the gradual
transitionintoalongerterm care placement forthose who cannot remain at home or a step
down out of care for those returning to family. There is emerging evidence from some
service providers that residential respite has proved effective in reducing entry to care,
increasingthe number of appropriate entries and delivering costs efficiencies. Its potential,
however, reliesonitbeingembedded within a package of family support and within amenu
of options. A key challenge lies in establishinga system that can support a variety of



approaches and innovative provision that can address the complex needs of adolescents on
the edge of care and theirfamilies.
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