Good Practice Forum for development of provision for children with complex needs
Meeting 3 – 23 July 2024

Sarah Skuse from Goleudy Service – Cardiff & Vale

Summary
· Cardiff has just over 100 children in residential care, a challenging market status of the fostering sector and increasing complexity of need in children.
· This means higher demand for solo placements and increased demand for therapeutic support.
· Goleudy service definition:
· a team that is able to therapeutically hold the child and has resilience to understand the child’s behaviours.
· Was named by young people and means lighthouse – as a symbol of hope and security for people during difficult or stormy times.
· Specialist clinical team: psychologists, mental health workers, occupational therapists and education specialists working together.
· CAMHS social worker in team – gets to know young people CAMHS are working with and encourages referral into Goleudy, translation between social care and CAMHS world, avoiding hospital admissions or discharge earlier and earlier Goleudy interventions.
· Trauma specialist approach, formulation driven, and attachment focused.
· Initially this was going to be residential service but after seeing matching difficulties and lack of housing available it changed to a multi-disciplinary team around the child and bespoke placement based on child’s specific needs.
· Young people were in unregistered provision due to multiple breakdowns as a result of extreme behaviours.
· 2 young people supported, and another young person has additional learning needs; all 3 young people hadn’t been in education for months but are back in a form of education now as a result of the support provided.
· Case study 1
· 10 year old girl in hospital with challenging behaviours including self-harm.
· Clinical setting not suitable for her; school was safe space, so Goleudy arranged secure transport and occasional stop for ice-cream in the park.
· Multi-agency team worked out what her safe discharge should be like.
· Worked with Housing to identify council property.
· Co-opted expertise of occupational therapist for equipment and environmental factors – to support regulation and help deescalate, to reduce need for physical restraint.
· Psychological formulation – helping to understand young person’s story, contain staff’s emotions, encourage reflection and support, training to ensure all staff working and responding in the same way.
· Physical changes to property – remove ligature points and electrical plug sockets to make it safe.
· Young person gave colour preferences – soft pillows, throws and cushions, sleeping bags and teepee tents to cocoon herself.
· Staff introduced in hospital to help to transition; initially 3 to 1 staffed but reduced to 2 to 1 after 8 weeks; trauma informed team who were emotionally available for her as they were supported by Goleudy.
· Her school was fantastic in helping us to get to know her; strategies used in school were replicated in the home.
· Young person was stable 4 months later, able to move to a registered setting and been settled since.
· Case study 2
· 11 year old boy known to social services for 7 years, whose behaviour was becoming increasingly difficult to manage at home and became looked after in 2023.
· He also has physical health issues requiring hospital treatment, and this was a trigger for him.
· He had experienced lots of changes, many moves between family members and several placement breakdowns due to extreme behaviours; there was significant damage to the home which meant only option was unregistered provision under a DOLs and being regularly restrained.
· New build property was suitable with minor changes, but his behaviour was extremely dysregulated, damaging plasterboards which created a risk.
· Team got back to drawing board to find solution: replacing damaged plasterboards with MDF wooden boards.
· Lower risk of damage meant he was restrained less, and staff were able to work with him, very slow process to get to know him, this resulted in less frequent incidents.
· Toll of staff leading to exhaustion, Goleudy meeting staff weekly to have time to reflect and think of world through his eyes, showing him boundaries at the same time as unconditional love.
· Incident free for 3 months and created bespoke educational arrangement; he’s also having contact with siblings and mum.
· Able to think of future goals and transition to placement with other children.
· Case study 3
· 16 year old lad with learning disabilities, global developmental delay and ASD having significant impact on his communication skills.
· He’s experienced significant trauma and a lot of moves in placements.
· After last home gave notice, only option as emergency was the respite centre, but this wasn’t right for him – ended up causing a flood and extreme damage.
· Used home that had become empty for solo placement, but more work was needed to make it right for him.
· Team got together looking at difficulties of physical environment that made it more challenging while making property as safe as possible; conducted a risk assessment of each room.
· Young person was fixated with pipes and taking things apart; water had to be readily available for him, to help him calm while ensuring it was contained and low risk.
· Changes made: all pipes in bathroom were sunk into walls, fitted Nova-Flow taps and wet room floor, also stop taps throughout the property.
· Privacy film in bedroom, cupboards in kitchen were locked, changed gas cooker for induction cooker, encased TV in safety cupboard, key controls in electric sockets.
· His behaviours have significantly reduced and he’s able to go out into community with staff; also medication has reduced, and no longer anxious to make small choices.
· He’d not been in education for years, able to secure specialist educational provision, worked a plan with psychology team and education provider, got to know education team at home first and slowly building up to now going every day.

Informal presentation of how Goleudy started and the learning that we took from what went wrong. If that offers any assistance to you in your future plans for delivery, then I'll be very pleased because there was a steep learning curve for us at various points in time.

Context for new service
Cardiff children services strategy as a quick way of introduction running from 2023 to 2026 containing a very ambitious accommodation strategy. We had a very small residential service that was doing some fantastic things, but not on the scale that we required to meet the demands.
Cardiff has just over 100 children in residential care currently which has grown in recent years, similar trend that other local authorities have experienced with the sort of challenging market status of the fostering sector as well as this increasing complexity of need that we see.

That has meant that there's been a higher demand for solo placements and a much increased demand for therapeutic support.

Defining a service that meets the child’s needs
What we've learnt in the journey is that it's not about therapy with the child or to the child; it's about having a team that is able to therapeutically hold that child and have the resilience to understand the child's behaviours and work with them.
Even when those behaviours can be really extreme sometimes.

How Goleudy works
Goleudy is a regional Cardiff and Vale of Glamorgan initiative. The name was chosen by young people, meaning lighthouse in Welsh. Lighthouses are a symbol of hope and security for people during difficult or stormy times. Things may be difficult, but actually they need that security to be able to stabilize and then flourish.

A specialist clinical team made up of psychologists and mental health workers, also supported by occupational therapists (OT) and specialists in education provision. That's been really important because the OT have helped with the environment that children need, and the special education coordinators have helped to work through the huge challenges we get with education provision for these young people.

Another key role in the Goleudy services is the CAMHS social worker link. Particularly during COVID and post-COVID, we were finding a lot of young people were going into hospital, getting admitted to hospital and then struggling to find appropriate safe discharge. CAMHS social worker role is employed by Cardiff but is very closely linked with the CAMHS team and is able to get to know some of the young people CAMHS are working with and to encourage referral into our service.

This role is also able to help with communication, almost translation between social care and the CAMHS world, so that when we have a child on the ward, we can have conversations about what that child needs and the level of staffing they need for instance and be able to understand sometimes why the levels of staffing in hospital are so different to what has been proposed in the community.

This key role has meant that lots of children have either not been admitted to hospital, been discharged much earlier than they would have done or have had intervention earlier from children services than they would have done before they've entered to crisis.

The model we've opted for is one that that focuses on the trauma specialist approach, which is formulation driven and attachment focused. It's about stabilizing young people within their environments rather than looking at purely a therapeutic input.

The young people were all originally in unregistered provision in Cardiff due to breakdowns from their previous placement arrangements. There were times when we never expected we would be able to get to a point of stability.

Two young people have been supported, the third young person has additional learning needs or learning disability and already had support through a different psychology service, so we've worked together with them to make sure that the team understand the young person's behaviours and needs and can respond.

A lot of these children and their future educationally was uncertain and some of them had no education provision and hadn't for a number of months. We've successfully got all three of them back into some form of education, which is brilliant. 

Case study 1
A 10 year old female child who was admitted to hospital with complex and challenging behaviours which included self-harm. She was fairly new to us in Cardiff. She'd moved to Cardiff from another local authority when she'd been living with her mother; she'd moved to be staying with her father. Maybe he was ill prepared for the complexity of her need and very quickly things became very difficult for them at home and the young person was at risk through self-harm and needed almost constant supervision. 

She ended up in hospital; her father took her to hospital one night when he was really struggling, and she actually spent four months in hospital. It was clear that clinical setting wasn't suitable for her, and we worked closely with the staff team in the hospital to successfully get her back into school, which was a safe place for her.
This required bending some rules since she was staffed 5 to one in the hospital setting. It meant transporting her each day by secure transport, but that actually worked phenomenally, sometimes taking her for an ice cream so she got a little bit of time in the park as well.

It was very clear to us that traditional placement wasn't going to meet her needs.
She's a child under 11, the number of placements for 11 year old children are often less, and she was going to really struggle being placed alongside other children.
We had to think creatively and quickly about a bespoke home for her. Multi-agency team were meeting regularly to work out what that would look like to ensure her safe discharge. Fortunate to have close relationships with housing to identify a council property that we could take over. We started thinking about what type of physical environment that this young person would need.

We co-opted in the expertise of an OT to think about the equipment and environmental factors that the young person would need. Trying to support her regulation and helping her deescalate when things were getting difficult, to reduce the need for physical restraint as much as possible, because that seemed to escalate things rather than deescalate things.

The service became involved looking at psychological formulation, helping everyone who was looking after this young person to understand her story. Trying to contain everyone's emotions and encouraging reflection and support. There was initial training for staff as well so that everyone was working in the same way, responding in the same way.

A number of changes were made to the property and some fairly standard, removing any potential ligature points, all the banner spindles were covered up and we removed ceiling pendants and fitted safe lighting, made sure the shower curtain rail was attached to the ceiling, easy fit blinds were set to windows, so they were non-hazardous and fixing locks to cupboards in the kitchen.

We also removed electrical plug sockets from the young person's bedroom, and we found ways then of charging the electronic devices that she might need. And we covered radiators when necessary as well.

We also involved her in planning for her home space, so she was asked about the things and the colours she liked. These preferences were born in mind and the recommendation from the OT was also important. There was an abundance of soft pillows, throws and scattered cushions.

She had sleeping bags and teepee tents so she could find herself a safe area, and blankets so she could cocoon herself to be rolled up as a hot dog. Physical and emotional regulation strategy was on hand in every room. Everything was calm. Items like a fan or a night light, her electronic devices were all USB chargeable, so there was no wires or sockets for her to hurt herself with and instead of curtains, privacy film was on the windows. It went well and the young person settled quickly.

The staff team were introduced to her in hospital and then she transitioned with them into the home environment and initially she was three to one staffed, but this reduced to two to one just after 8 weeks and having that strong trauma informed staff team who were supported by Goleudy, their emotions could be held, which meant they were more emotionally available for the young person.

The key role of the primary school was fantastic helping us to get to know her because dad has struggled to understand her needs but she was settled and able to access her education at school. The strategies they were using in the school the Teepees and the sleeping bags, were things that we were able to replicate in the home. Learning from everyone within teams around the child was really important.

And just four months later, after a period of stabilization, the young person was able to move into a registered setting and has been happy and settled since. 


Case study 2
He's 11 years old and social services had known him for the previous seven years. His behaviour had become very difficult to manage at home to the point that he wasn't able to remain at home and he became looked after in 2023.

One of the complicating factors and challenges was that the young person had physical health issues that required hospital treatment to prevent future sight loss, and the young person was really struggling to cope with that treatment. It was a trigger for him.
He had a lot of changes in his life, although he hadn't been looked after for very long compared to some children, he had moved between family members - up about 57 moves in his fairly short life.

We couldn't stabilize things for him. He'd had one admission into care with lots of different placements, some of them emergency and registered placements, placements that broke down and the decision was made to try and support him again at home. But that resulted a few months later in him coming back into care.

He initially entered one of our new small inhouse residential provisions when he came back into care, but his behaviours were extremely challenging. There was significant damage to the home including setting a fire in his bedroom, causing damage inside his room.
After that period of very difficult behaviour we could not find placements that felt they were able to match him alongside any of the young people or able to match him with the staff given the level of risk. He was once again placed in an unregistered provision. We went back into court for a DOLs because that was the only way that we could safely manage and care for him at that time. He was regularly being restrained in order to keep himself and others safe in the home.

At the time we were looking at small provision and we had managed to purchase 2 new build properties and so he had one of those, which is a two bedroom property. We made some minor changes and to make it comfortable for him. But despite it being a solo placement, he still had behaviours that caused us challenge in looking after him and he was extremely dysregulated.

His behaviours were unpredictable and often caused danger to himself and others. Goleudy got involved to support the staff team to understand this young person and to understand his story and his experiences and start to show him that unconditional love that he was desperately seeking.

This was still going to be a long journey; there had been extensive and at times extreme damage to property. At that point every piece of furniture was damaged beyond repair and even when we moved him into the solo placement, he was causing significant damage to plasterboard walls, making it unsightly. But the main concern was that this was exposing electrical wiring and pipes, which was a risk to himself and others in the home. Because there were risks within the environment, he was needing to be restrained to keep him and others safe.

We decided to go back to the drawing board and tried to work out how we could make the physical environment safer for him: plasterboard – we sought to find a different solution which was to line the walls with MDF wooden boards, which looks pleasant and is a much more robust surface than plasterboard.
When the young person was now hitting and kicking it, it wasn't breaking and he wasn't exposing electrical sockets and pipes in the wall. He may cause harm to his hand or his foot but that was something that, you could treat afterwards. It wasn't electric shock which would have been an extreme risk to him.

This allowed the home to be resistant to damage, more importantly it also meant that he was being restrained less and staff were able to work with him in a different way. He did remain on a DOLs for some time, and it was a very slow process of getting to know him and slowly we had less frequent incidents of unpredictable and challenging behaviour, albeit that sometimes they would then spike again. We know changes of staff team really unsettle him, but we were seeing less restraint being used.

This had taken a toll on staff, having experienced physical assaults and injury which led to exhaustion so it was really difficult to maintain a staff team around him.
But with support from Goleudy, meeting with the staff team on a weekly basis, allowing that time to reflect, encouraging to think of the world through his eyes and also trying to find ways of showing him those boundaries whilst also showing him unconditional love, seems to have been small but a success factor and we're really pleased now to say that he's been incident-free for over three months. 

At one point before things got better, we put in a secure application, and it took many weeks for that to come up with an offer, but we actually declined the offer because things had settled so much, and we've now withdrawn that search.

Even more surprising to us now this young person started to attend education three times a week. We've looked at a bespoke education arrangement for him, not in a school setting, but he's really engaged in educational activities, learning and being able to experience that learning. And he's able to have contact with the siblings and his mum now, which previously were a significant trigger to escalating behaviours.

And beyond our aspirations, we can see the progress that is being made and we're tentatively thinking about future goals of him being able to transition to a placement with other children in the future as we settle into education and build upon on that success.

Case study 3
He is a 16 year old who has learning disabilities with a diagnosis of global developmental delay and ASD that has a significant impact on his communication skills. He’s also in his life experienced significant trauma, despite coming into care at very young age he had a number of placements, including residential and a stable foster carer where he stayed for seven years. When his foster placement broke down and then residential placement broke down he’s had a lot of moves to contend with. 

His last placement was a residential home setting with a number of young people that did a fantastic job of looking after him for a long time. They managed periods of emotional and physical dysregulation that might go on for weeks and weeks. No apparent trigger and nothing really seemed to help to settle him.

Once that home eventually gave notice, we were struggling to find any other placement that would meet his needs. We had to come up with something in-house, and the only thing that was suitable at the time was an emergency arrangement with our respite centre. It wasn't the right environment for him, so he was struggling because it wasn't equipped to meet his needs. There were lots of young people coming and going, and his peers had dysregulation, so he ended up causing extreme damage to the property, creating a flood which was costly to repair. In addition young people were missing out being able to access a respite break while the centre was closed to them. 

We started looking at a solo bespoke placement for this young person, using the home that had been vacated by the young girl. Having learned a lot from looking after her, we knew this home as well wasn't the right physical environment that would be quite right for him. There was more work needed to make it right for him.

We got the team together again with social worker, manager of the home and the staff team; looking at what the difficulties of the physical environment were, how did the physical environment make it more challenging to look after this young person and making the property as safe as possible. The aim was to make it so that staff can be a lot less hands on with the young person because the risks are minimized. There was a careful risk assessment of each room and looking at how we mitigate risks at every point.

This young person was fixated with pipes and appliances, he loves taking things apart, but in doing so, unintentionally did cause significant damage. We had to make sure that we reduced the risk of him having access to pipes and making sure that water was readily available for him because it was something that helped him calm, but also that was contained so it doesn’t become a risk.

We came up with solutions: we made sure that all of the pipes in the bathroom were sunk into the walls. There were no pipes around the shower so that he could have that privacy and time in the shower that he needed.

We made sure that if the bath was filled because he needed a bath, he enjoyed the stimulation of having a bath, being around water. We didn't want to take the bath away from him, but we had to make sure that we had control over the amount of water that was being used. We had the Nova-Flo fitted to the taps, which meant that as soon as the overflow started taking water, the taps would shut out. That reduced the risk of flood.

We also put in a wet room so the floors were made as watertight as possible and there was a drain put in the bathroom floor so that if there was water on the floor it drained away quickly and safely without causing damage to the rest of the house.

In addition, we made sure that there were stop taps installed throughout the property that were easily accessible to staff so that if they did become a problem, they could turn sections of the water off without having to resort to turning the whole water off through the stop tap under kitchen sink.

When the young person was trying to calm themselves, would often disrobe and take all their clothes off. Their bedroom window had privacy film on it, so he wasn't exposing himself to anyone outside. All of the cupboards in the kitchen were locked so he couldn't get access to anything that was unsafe in the kitchen.

It previously had a gas cooker which was replaced with an induction cooker so that the heat on top of the cooker was kept to a minimum at all times. We wanted him to have a television, but he had caused a lot of damage in the past for taking them apart, looking at how they worked. We encased the TV in a safety cupboard that looked like the rest of the furniture.

We made sure that that radiators weren't something that he was going to cause himself harm with, made sure all the pipes were boxed in the property and also reduce the risk from electrical sockets by having key controls on them. It seems like we got it right.

The young person appears to feel comfortable and stable in the house and he now refers to as his home, and we've seen his behaviours significantly reduce and he now is able to request to go out into the community with staff and he really struggled at first with this, but now he enjoys going for long drives and walks, and he's even tolerating staying inside shops and takeaways at KFC while he's waiting for his food, which are a huge step because for a long time he just wasn't able to access anything outside in the community.

He's much more stable and settled at night, resulting in some of his medication being reduced, and he's no longer anxious about making small choices. He hadn't been in education for years and we were able to secure a specialist educational provision for him. However it was apparent to us that this could not happen quickly and had to slowly build that up.

We worked together with the psychology team and the education provider and the staff team to work out what that needed to look like. It was felt that the young person needed to get to know the education team within his safe space, which was his home. So they came to visit him at home and the residential staff when they were taking him out for long drives would just start going closer and closer to the school.

Introducing the idea of school and driving onto the school site, not stopping. Next time then stopping for a little while, and then he was able to access the education provision for just 10 minutes. Over the weeks that's increased, and he's been in every day for at least 90 minutes which is huge and makes such a difference to him.

Comments from the registered manager: modifications in the home have significantly enhanced our residents daily living experience and overall wellbeing and the wet room design is easier and safer which means that he can be left. There's less need for staff to intervene so he's able to regulate his own emotions better. Changes to the bathroom, concealed pipe work, I cannot overstate the importance of these adaptations in improving his experience, quality of life, the conversion of the home to suit his needs has been transformative.

Ensuring that he has the best possible environment to thrive in. Not without expense, but I think the expense of doing the alterations for these young people has paid back in the reduction in the staff ratios that we've been able to achieve.
End of presentation

Question
1. This is a joint endeavour, clearly with significant health input in relation to the support functions; can you tell us more about the origination of the buy-in from health and other key colleagues?
2. In the schemes you've outlined, you've acquired several properties to adapt for bespoke solo placements. Can you give us an indication of the time frame for some of that in terms of purchase and refits that you've outlined in your presentation?
3. It’d be useful to understand how the costs of a bespoke service like this compared to specialist placements out of Wales, has there been any analysis of that?
3. Have you had any registration issues in terms of bringing the schemes into being.
4. You've outlined designs and different internal arrangements in the properties. Do you have a design brief or outline to support other people in this kind of process?
5. The scope of the of the Goleudy scheme. How many children does it support and how many children could it support?
This is truly a wraparound service you're describing. Very encouraging and positive outcomes from the case studies you've given us this morning. I think all of us would agree you're showing us some impressive successful outcomes.

Answer
I guess one of the factors we had that assisted the buy-in from health was the fact that we had a number of young people in hospital for extended periods of time.
I think at one point there may be two or three children with delayed discharge from hospital, and there were multiple other children that were in and out a little bit quicker.
We were able to have those conversations about specific children and explain to them that we can't do this on our own and we should also share care. There may not be a diagnosable condition for these young people requiring a health service, but our staff needs that psychological input to be able to meet that child's needs.
It was very clear that these children weren't ready for therapy and may never get to the point where they can access therapy, but the staff team needed to be therapeutically informed and support them in their trauma recovery.

We had the benefit of the figures adding up for health. They needed to come around the table with us, because otherwise children were going to be stuck in hospital and we were all agreed that was not the right place for them.

But neither was it correct to agree discharge into placements that were not safe, and they wouldn't have been safe without the input of psychology, and because we would have continued to have high staff turnover as a result of exhaustion and injury so we wouldn't have got these children stabilized. That's how we were able to get that true buy-in and there were also the Welsh Government grant monies that we've been able to use through the Regional Integration Fund (RIF).

The vision we started with right at the beginning of the project isn't quite where we've ended up with. We've had to rethink as we've gone through; initially we thought we would have Goleudy as a residential service shared between Cardiff and Vale and that would accommodate a number of young people. This would be able to respond to high intense support needs and stepping down and then maybe stepping children back into the community.

But we realised that finding a property that met Cardiff’s and the Vale’s demands was challenging. Actually being able to match young people alongside each other was impossible. Hence we needed them in their own bespoke solo placements initially; that's been an iterative process probably getting on for 18 months now.

We've had challenges in being able to attract psychologists to the position, we lost our clinical lead at one point as well. But the clinical lead now is the lead we have in Enfys service. Goleudy and Enfys services, although they have different models of delivery now come together under the same clinical lead, which works really well, and health have been able to recruit more psychologists to the service more recently.

At points in time, we only been supporting two or three children in Cardiff, similar numbers in the Vale, and we're able to see now that we'll be able to increase that over the summer. To date we've had young people at crisis point and hopefully we can take half a step back from absolute crisis and start doing some preventative work to prevent placements breaking down rather than having to build placements up.

It's not cheap to renovate and it's not cheap to repair the properties and we are fortunate in Cardiff. With such a large city we've got new build properties coming on board that we've been able to be able to purchase and our housing department have been buying back homes. We've been able to take our pick of those and use the general housing market to purchase properties. We've used the Welsh Government capital grants for those purchases.

The running costs would be over £10,000 a week, even when we're doing it in-house because we’re still having to rely on agency staff, but our own residential staff team is growing, although not at the pace that we need them to and that has posed difficulties. It's sometimes been a daily task to manage agency staff and we've only achieved it by putting our own registered managers into those homes.

The difference when you've got a child placed out of area and perhaps in England and the provider is telling you they have to be 3 to one staff 24/7. It's very difficult to evidence that differently, whereas when it was our own registered managers working together, we were able to understand what was needed and when. We could tailor the care service to that child's individual needs.

When these placements were initially unregistered, one of the challenges for our young people was having the inspector in to register the property, because having a stranger in their home was very difficult for them. We had to really plan around that. Also trying to get the inspector to call at a point when the damage to the property was at its least was really difficult, because as quickly as we were repairing it was getting damaged.

We're probably in the early stages of developing a design brief capturing what we've learned in regard to panelling the walls, the stop taps, etc. We're starting to put in as standard now into any of the properties that we are developing because they make sense.

The scope of Goleudy is still very small and it is only working with a handful of our children. This is limited by the number of psychologists health have been able to attract the service.

Question
It's so informative and I just wanted to share, I think there's similar things going on in the challenges that you're describing. It's really helpful to hear how other regions, local authorities, health boards are managing.

I'm manager within Gwent HB and we've got the five local authorities that we work across, and we've had similar issues where we've needed to get homes and do them up for children who are dysregulated, with damage to property and progress very slow. I think there is something about recognizing across Welsh Government that this expense can wipe your budgets out in just a blink of an eye. 

We're also in tentative stages of creating a bespoke accommodation that has both local authority social care aspect and CAMHS as intense therapeutic support for children. We still got lots of work to do in terms of the criteria for those children and the educational element I just wanted to tap into because some of our children's ability to cope and we've really struggled with that.

I see the benefits of this, they're small numbers at the moment but there is with CAMHS, the different teams trying to do the upstream work as well, to avoid getting into that degree of dysregulation and struggles.

Answer
The education response needs to be very individual as well and creative. 
For example the one young male, I spoke about is very much into cooking. His education centres around cooking and planning and shopping. You can bring into that all the maths, but he's doing it without being aware. He's not having to sit down on a Chromebook and do his lessons. As he's getting more confident in his learning time, it might be physical activity has really helped settle.

Another young person was good at trampolining and bouncing actually helps her regulate so that it was something that we looked at.

Replacing the surge of adrenaline they would get through the dysregulated behaviours with an activity that was a bit scary, like rock climbing or sailing or water sports is also really good for them because they're able then to understand and overcome fears and that fight-flight-freeze response.
It’s about being very creative for a lot of our young people and not trying to fit them into what already exists sometimes because it usually fails.

Question
My name is Debbie Gordon. I'm working for Conway and I'm the transformation lead for children looked after residential services and whilst we're all building these homes and developing them, I wondered if you'd started to think about or have a process in terms of what we do with those permanent staff once the staffing ratios have been reduced, so are you recruiting to a service or to bespoke specific homes?

Answer
The homes have predominantly been staffed by agency staff, so as we haven't needed staff, we stepped them down. That's something as we start to grow the service that we're looking at and reflecting on perhaps having staff who, who can be flexible and who can work across different homes at different times.
Whilst all obviously balancing that with stability because our children need to know their staff and so you don't want to take one member of staff at detriment to another home.

Just like as we start to think about our young person leaving his bespoke placement, actually the staff who work well with him, we’re starting to ask ourselves if they move with him and stay part of his team. As we grow our own provision, it gives us opportunities.

The other model in Cardiff we're testing out in the market is whether we should actually commission providers to deliver a service in part rather than have providers do the whole service. That means we keep control over the child's home and if the provider wants to pull out, the child doesn't have to move, so we're also exploring that option as well.

Question
This has been a working collaboration, and members are wondering whether health has contributed financially, or have they just contributed by bringing people into the team?

Answer
So the project is entirely funded through RIF including the direct care provision to children as well. Health is not contributing financially but they are contributing through continuing care but it's more difficult when there's not a recognized learning disability to get continuing care off the ground and we continue to try and push the envelope on that and open up the conversation.
And because the complexity of these children's needs, and not just social care responsibility, they have to be jointly met with health and education. We do try and look for tripartite funding, but it's still something that we're struggling to get.

Question
What happens with the children's transition to adult services as you've got a 16 year old?

Answer
We did have a another young person who transitioned from social care about 50/50
Social care and Health responsibility, who had a huge care package, albeit mostly at home, and the plan was to step them out into a provision.
We struggled with that, but we did end up doing bespoke for them also and the plan at 18 was that they remain in their bespoke provision and transitioned to 100% continuing care healthcare as an adult and that did happen, although the person ended up as an adult and needing hospital admissions so there is no longer in an arrangement.
It's something we've spoken about a little bit in regard to our second young person and it would depend very much on what that transition looks like.
If it's going to be continuing healthcare, then it's possible that their need could be met in the property that he's currently in. It is however a 3 bed property, so from a social care perspective it's financially not going to work for adult services, but if it's health potentially he could remain there.
So we've not actually thought it all the way through yet, but we have thought it's a possibility.

Thank you to Sarah Skuse for her presentation to the forum and time in answering questions.

Next meeting is pencilled in for Thursday 26 September, agenda to follow with the invitation - initially Ty Nyth service in Mold is presenting and Windmill Farm residential service is to be confirmed.


Page 2 of 24

