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Daniel Bolton, Principal officer and responsible individual for children's residential services in Bridgend
Barney Huxtable, Behaviour analyst, The Behaviour Clinic, working in partnership with Bridgend 
The vision in Bridgend recognised the critical need for specialised residential provision that meets the needs of our children.
Description of Golygfa’r Dolydd (GD)
· Focusing on early intervention to compliment what is on offer in Bridgend, creating that physically safe environment to make it feel psychologically secure, to enable young people to thrive and receive individualised comprehensive care.
· Therapeutic model incorporating evidence based practice and embedding that model in the service. Trauma informed, integrative approach and having on-site therapy and clinical supervision.
· Highly skilled experienced leadership is also needed in the Responsible Individual. 
· It is a 7-bed home, split into two parts:
· One is a 4-bed assessment home, registered for support of up to 12 months, allowing to conduct an assessment to understand which long term placement would be most appropriate for the child. 
· The other is a separate unit consisting of 3 emergency beds available for children who need immediate short term care; children can stay for up to 28 days and this is usually due to placement breakdown or family breakdown.
How the home works with the TRIBE model
· Our goal is to work preventatively having children coming into the service much earlier. Historically children go into residential care in early adolescence when they have had multiple placement breakdowns, sometimes more than 10 before residential is considered. 
· The service aims to support children who are on this pathway but intervening sooner after between 2-3 placement breakdowns to break the cycle and to go back into foster care after their stay with us, reducing the need for long-term residential.
· We support two children between 6 and 17 using a trauma informed care model, guided by the TRIBE model.
· Homes managed by Bridgend: GD assessment and the emergency side, Sunnybank a medium/long-term residential, Hillsboro a single occupancy and Ty Mor for our care leavers between 18 and 21.
· These services complement each other using some of the eliminating profit grant money to extend the offer of a behaviour analyst up to four hours per week in each service.
· TRIBE is a model of therapeutic care, acknowledging the trauma that young people have experienced and how that plays out in the day to day, looking at today's behaviours and asking:
· How we take a reparative approach – to repair some of the missed experiences or missed skill areas that they may have developed through that
· How to repair some of the detachment difficulties
· It's intervention focused with an approach based on behavioural science – looking at what we are targeting, what we are trying to support that young person with, whether it's surface level behaviour or whether it’s deeper thoughts, feelings and experiences that they need to process and look at what interventions would best suit.
· Behavioural science is our theoretical underpinning, to design each evidence-based intervention, and consistently evaluating the work that's been undertaken with young people.
· We have a 5-day training for staff on this model, but to give you a quick tour of what it looks like (slide 7).
· Initially when a young person moves in we look at risk and behaviours. Are there any risks within their environment? We look at how we can mitigate those risks and how we can teach protective factors for that child, so that those behaviours or those experiences aren't so much a risk moving forward. 
· We then look at how we create stability for the individuals such as have they got access to education or to a safe physical environment? Have they got access to secure, consistent people that they can form meaningful and attuned relationships with? Have they got routines? Have they got enough stimulation through the day? 
· The layers in the tribe framework looks at how that child is secure and stable in an environment which promotes all of those things, managing risks. 
· How are we forming those relationships and what can we do as adults to promote that and to help them build trust with us. What skills does the child need to develop? 
· How do we help the child process trauma? These 3 things interlink - if they haven't got skills to label their emotions, then it makes it difficult to form relationships and it's difficult to process trauma or understand what's happened to them; so that's causing all these internal thoughts and feelings, which can potentially become external behaviours.
· Once we get past that layer, we then move into the developing cognitive insight and this is where the higher end therapy might start - cognitive behaviour therapy, DBT or other types of therapies looking at teaching the children to understand their thoughts and feelings. To learn to problem solve on their own and become more independent. 
· This goes hand in hand with self-managing. Where a child who's formed good relationships, they've built lots of skills, starting to delve into their trauma and process that. Once problem solving's better we would look at how are they managing their own lives? How do we teach them to keep diaries of thoughts and emotions? Can we teach them to manage their own feelings and behaviours. 
· Once we get to the middle we call this generalisation and we look at how can all of these skills, all these relationships, how can we generalise these skills across into education, to their community and to any other parts of their life.
Key interventions in TRIBE
· Implementing the model has created key interventions or components that are important to form a therapeutic approach (slide 8):
· The assessment of risk, in what helps them to feel safe, what skills they have.
· Incorporate a set of home values to create stability and to help improve their quality of life; that might be things like just saying hello, smiling, showing behaviours which are going to help them move forward in life. We reinforce those values within the home and the staff reinforce them by demonstrating these in themselves as well.
· Data collection and analysis is essential element, helps us to monitor what's working and what's not working.
· Activity schedules - many homes can feel vast with not much to do or stimulation, so having activities planned, lots of them to do and be exposed to many experiences.
· Clinical reviews are important element - we get the teams together 2 times a week, there's two options to attend with short meetings where we'll just discuss that young person, what interventions they've got in place, what the data's showing us, what's working, what's not working and that's led by one of the behaviour analysts.
· Not all children need therapy or for it to be straight away either, but that is important part of helping that child to process their trauma and also developing skills that's going to kind of protect them and help them improve their quality of life.
· In future relationships, people who struggled with relationships in early life can be very ambivalent. How we can form a relationship for that child's attachment style or what we need to do to build that child's trust depend on what they've experienced. 
· Protocols are part of creating stability and managing risk. How we might prevent behaviours from occurring, but we also know that you can put all the offensive interventions, but some young people have experienced so much trauma they are going to display behaviours that are of concern. Crucial part is consistent responding, with more than 10 staff members that can be quite difficult. Protocols help staff to understand how to respond, which the young people actually help write themselves.
· Base everything in positive reinforcement and avoid sanctions and negative consequences as much as possible; focus on what we want to see, what behaviours we want to promote and increase with these young people that's going to help them. 
· Skill development helps to process trauma and building relationships. What skills we need to help an individual develop.
· Adult communication is also key; if everyone's more consistent, if everyone's singing from the same hymn sheet, we're going to have more success for these young people, and we owe them that when they've come from such inconsistent environments previously.
How we have set the model up
· Staff training sessions about the model are essential; luckily GD all staff were newly recruited, started off with a two week training where RI and team completed standard onboard residential training. There was also five days of training which focused on trauma informed care and the principles of that and how that looks in practice.
· The training helps to recognise the resources and generic home wide interventions. Staff are part of identifying a set of values that the whole home could live by, being involved in setting up generic routines and structures around the home. 
· The Behaviour Clinic (BC) offer onsite support, to ensure there is embedding of the training into practise. The clinical reviews help to embed the approaches in the model including hands on modelling. Our behaviour analysts have good relationships with the young people in GD and with the staff. They do direct work with the young people, help them when they're feeling stressed. 
· BC offer clinical review, supervision and continued evaluation and monitoring. We understand that dynamics change all the time. Introducing new young people in matching will change things; young people go through the trauma recovery process and behaviours that we've never seen before appearing. Therefore continued evaluation and monitoring are really important.
· To continue to develop the strategies that we implement in the training, although similar in principle, these will move and change shape as the child goes through their growth.
· When a young person transitions into GD, the logistics can be difficult. We aim for 4 to 6 weeks, depending on what that child needs, to incorporate several overnight stays and exposure to encourage forming the relationships. However, that's not always the case and sometimes we do get a two week turn around. 
· We'll then complete a full assessment of needs which is done by the behavioural analyst and compiled into a report; that takes typically around about 6 weeks.
· From there, we'll start to design individualised and bespoke environmental interventions. Allowing for any changes or adaptations to the home, what things we want to target or focus on with that young person comes from the assessment. 
· Then we'll look at creating a direct work plan; depending on what skill levels they have across a range of areas, including emotional understanding and regulation skills. Staff are trained to support the direct work, on teaching different skills to the young person once they're ready for therapy. 
· We reassess every 6 months, which takes about 4 weeks. We'll either start that process again or we'll look at a long transition out to a foster placement maybe a step down residential home.
· From there on we offer a 12 week wrap around support, where the behaviour analyst visits where the young person is gone to; phasing out those relationships that we've built, but also help supporting the foster placement or the residential home that young person goes so they can have a similar and consistent approach. 
The case of young P, our first young person at GD 
· P is 8 years old and became care experienced when he was 4. Prior to coming to GD he'd had 5 different foster placements, experienced significant complex adverse childhood experiences and trauma. He transitioned into GD in September 2023 in a planned transition with day visits to GD; we also went out to see him. The assessment started prior to him even arriving.
· Initially we met with his social worker and other professionals working with him, his family, his school. We had a set of questions that we run through to find out as much information as possible about P.
· We completed 3 direct therapy assessments where we assessed his emotional skills, his ability to problem solve. We're big believers that problem solving skills together with regulation skills can be a good vehicle for a young person to be able to manage.
· P’s behaviour is a bit better, we’re at his understanding of his own history and his core beliefs and values, and we also look to incorporate what he wanted to work on and involved him within the whole process. We set up some observations and evaluations. We collected data on behaviours that he had highlighted and wanted help with, to do more at home and school. We took ABC data collection to work out what different functions and why behaviours may have been occurring.
· We also completed some psychometric scales, a core assessment to measure how he may be feeling internally as well. A report with recommendations was compiled, and some were around the placement. 
· We identified 2 options for P: one was that he spent 12 months in GD where he could access all the support he needed; the second was a search for a solo foster placement with a long transition and lots of training for that placement. 
· It was clear that if the right placement for P wasn't found, we could extend that time at GD because we felt it was crucial that he didn't have any further placement breakdowns or further disruption into his home life and that when he moved from GD, he was moving to somewhere which would be able to keep him safe and meet his psychological and physical safety needs.
· Direct work identified we need to work around sleep and general personal hygiene, teaching him ways of communicating his needs; challenges came from that, and we introduced him to a programme called the preschool life skills. 
· The therapy was to work with P on how he developed his emotional understanding, his awareness of his own thoughts, feelings. How different things in his environment might affect that. What his comprehension of those were, also what strategies he had to manage those. How he could stop the point where he was becoming physically aggressive or hurting people. 
· Once he was ready, moving into the repeated life story to help process what had happened to him.
· We created a set of values that he participated in setting and were really specific to him as well. For example, using kind hands and feet so anytime P used kind hands and feet like shaking people’s hands, waving, or smiling, those would be reinforced and praised for, to instil those values within him.
· Routine, we noticed he had so much inconsistency, making sure there was consistent routines in place for all the times of day, especially times that he found difficult. 
· We introduced incentive systems or a token economy to engage him so he could earn various points and or buttons. He chose to engage in certain behaviours that he was in control of, and he wanted to earn the tokens for. 
· We looked at creating protocols for all staff, to create consistency when we saw behaviours starting to bubble or we knew there was a trigger that may cause him to feel stressed and upset. Staff were able to de-escalate that and follow the same steps to do so. We looked at what reactive strategies we needed when we did see behaviour of concern occur, that there was consistency and making sure we were debriefing with P after every single incident, but also debriefing with the staff as well. That was building relationships and creating stability through your routines and consistency while helping to manage risk.
· Staff were amazing, starting on direct work with him, on his bedtime routine, as that was something that was highlighted in the report and also teaching him how to tolerate sharing adult interaction. He loved having adults around him, and as other young people came into the home, he started to find that more difficult. We worked with him on being able to use a strategy in the moment to stay calm and wait for people to be available, ask nicely or just tell them how he was feeling in a more appropriate way.
· Looking at how he interacts with peers, we moved onto working on personal hygiene, had issues around bed wetting so we had health and medical professionals involved. 
· In the future, we're moving into a programme called the preschool Life skills, which is looking at tolerance and friendship, making sure that all of these skills that we teach are maintained. 
· Therapy wise, helping him to label his emotions and to apply strategies and skills to allow him to calm or take deep breaths and walk away from situations.
· We then moved into basic psychoeducation with him, to link his thoughts and his behaviours and his feelings to things that have happened to him in the past and to what is happening to him now. Moving into that life story work, all of this won't get done within the 12 months. It's likely that it will be an ongoing process, at the moment he's not quite ready for that life story work.
· Once he's settled into a long term foster placement that we come back and revisit that. We feel it will be helpful for him to do therapeutic lifestyle work.
· For developing skills and starting to process trauma for P, we take information on some behaviours which we feel are of concern and that are affecting his quality of life and look at how often we're seeing these occurring throughout the day. 
· Staff will monitor these behaviours and at the start we saw what we called the honeymoon phase; then we saw escalation during the assessment and the initial intervention phase when a 7 year old moved in just before this escalation, which tells us that P is best to be placed with an older teenager. When a teenager moved in we saw his behaviour increased around going back to school, we also tracked behaviours which were going to enhance his life. 
· All of those things which overall are going to help, we've seen those increase over the weeks when comparing behaviours of concern versus life enhancing behaviours, there is good evidence to suggest that it has been effective. 
· P was assessed against TRIBE framework in September for managing risk and creating stability section. In October 2024 he’s had a reassessment in terms of meaningful and attuned relationships with certain staff members, starting to process his trauma and also developing skills which will help him in life.
· Next steps are to continue to develop skills through guided direct work, moving into trauma process and life work. Once he's ready, retesting and reassessing the measures to be led by the evidence we're seeing and identify an appropriate move on placement. This is to make sure those carers are also trained so P has a therapeutic and hopeful transition, offering wrap around support afterwards.
GD service in figures
· Age of children: over 10 years old in the assessment side and over 12 in the emergency.
· Average number of placement breakdowns: 5.5 in the assessment unit and 6.3 in the emergency side 
· Average stay: 234 days in the assessment and 72 days over the emergency
· Time to full capacity: 12 months and 3 months in the emergency side; this changes in emergency because you could have 3 one week and none or one in another week – of the 7 young people who transitioned from emergency unit, only one has experienced a placement breakdown due to carer illness; one young person who was in the emergency moved across into assessment.
· Costing: average of £4,674 per week, which is just under that 243,000 per child each year; this means that if used correctly as an early intervention, it would save the local authority almost £1.3m over the young person’s childhood by coming in for a short time in GD and moving into foster care or reunification with family.
Challenges and successes
Challenges
· Increasing construction costs – building was going up around COVID so higher costs including materials; the first construction company went into administration; when the building was ready, the construction company also went to administration.
· Design and registration - when the building was designed, the thinking was having the placements team on site, but it became clear that was not going to ride with CIW. We use that space now for staff training and the young people use that space as well.
· Culture change in the social teams for a child coming into residential with no clear pathway. In GD we know what the plan is for a child after GD because 12 months can go quickly. Move on efficiency with difficulties in finding the right foster placements.
Successes
· Staggered opening - we decided we could grow the team up to 20 staff instead of waiting to have full complement; we wanted to become operational while supporting children and to become a resource of Bridgend.
· Additional support for staff and the young people from The Behaviour Clinic with the funding we have available.
· Zero turnover of staff since becoming operational, which is tricky in our sector.
· Positive feedback from staff and young people, who are buying into the model.
· Young people being involved in the local community in rugby and football clubs.
· Emergency beds have helped us avoid using costly private providers and often out of county/country.
Questions & Answers
Q: We hear a lot about the challenges of getting the right workforce so you can have a great building, you can have a great model of care. What are some of the challenges about getting the right trained residential staff?
A: Yes, it's that values based recruitment in terms of how we recruit staff. In interview process they might not have experience but if they've got the right values and you think they can buy into the model that you're trying to achieve. It's not all about just the qualifications and experiences. They come from all sorts of different sectors and professions, but we're having that values based recruitment.
Comment: Windmill farm in Gwent, things didn't work as well as we had hoped at the beginning, but it was important to set the values at interviews and having a team that bought into trauma based interventions. We matched on the skills, and we had the specialist camps team within other residential settings because the building wasn't ready with delays of at least 6-9 months in handing over the keys. That helped us to actually train the staff really well. Values are key and the training can come alongside it. But there are challenges in recruiting and retaining in terms of support workers and health workers.
Q: Is there anything you do differently if you deliver this project again? And in terms of therapeutic interventions, what have you looked at in terms of interventions that can happen in the garden? I saw some growing areas; are these being used and what benefit does that have on the children?
A: I came after the construction stage, so everything had been designed and was built. If I were around doing the design phase, I would have softened the exterior and how it looks. Especially as we look to grow more now, I wish it looked more homely. While I try and say to myself it's not a forever home for these young people, but temporary for an assessment, I certainly would have liked to have been involved during the design phase.
Q: Firstly, congratulations it looks a brilliant provision. Just a couple of questions operationally how do you manage the needs of more stable at the home for four young people for a longer period of time and then that emergency accommodation, so as that you find that potentially coming in a crisis, and how that impact on the main household, if that makes sense?
A: Yes, definitely. As the RI you are making decisions with an impact risk assessment and is it going to have an effect on the children living in. The good thing about the design is emergency is completely separate and they don't have access. They've got their own living accommodation and a completely separate home with their own similar outside space as well. But you have to take that into consideration as well if you think that they are going to need to go into assessment. We've been quite lucky that it hasn't really occurred, but you've got to take that into consideration when we're matching children in that they wouldn't be affected.
Q: Just looking at your revenue there in terms of the cost per young person per week, it seems very reasonable and obviously it's very intensive intervention. You mentioned 20 staff, so would you be willing to have a chat later about your operational modelling a bit more so we can understand because obviously we're looking at models across the region at work?
A: Yes, definitely. That number is taken from when we are fully occupied so that would fluctuate depending on how many are in the emergency and the assessment. But if there's seven children in there, that would be the cost. But I've got quite a handy document I'm willing to share, which is an Excel document which changes the cost.
A: I think we could do more at the minute. We're probably 12 months in and we've got so many plans for a vegetable garden. We've got little beach huts, and we've used those for each young person has their own beach out and they can make it look how they want, like using it for art. I think we could probably do more from just like a therapeutic approach with looking at different sensory elements that we could use out of those spaces, and that's definitely plans for the next probably 12 months.
We have turned 1 into a shop. We've got an intervention where the young people can earn different buttons for their different target kind of behaviours that they're working on. And then a couple of times a day, they can go up to the shop and spend those buttons on things that they might want to buy, and they've designed that all themselves.
Q: About the joint planning commissioning. I was just interested in knowing what your project, how it was commissioned and your relationship with health because in Gwent Windmill farm is 50-50 health and social care. To compare this model and the model in Windmill farm which is similar in terms of the emergency and the long term but has different commissioning, to understand the pro’s and con’s.
A: Jade's not here who’s our commissioning lead. So I've little information on the funding aspect.
Comment: If it helps, the next meeting is pencilled in for the 29th of November and it will be about Windmill farm model, so that will be interesting because, 
Comment: in my role, I do a lot about the linkages between children's services and health and mental health, particularly because we know there can be some very long waiting list for children on around mental health and actually they can go to the bottom of the list if they do move local health boards. So that's something that we're sorting out at the moment with Matt Downton, my opposite number in mental health.
There's been issues in the past around eligibility and assessment and pathways and all manner of things, and I think one of the things that came out in a report we had commissioned a couple of years ago was the importance of joint planning and commissioning. Our regional partnership boards, which are where health and local authorities come together and it's how they work on commissioning and planning services for young people. Under the social services and well-being act, we're also strengthening part 6 guidance on corporate parenting to the better link in health into this. 
Q: What is the partnership between the behaviour clinic and the local authority? How does it work and how did it start? 
A: The Behaviour clinic was working close to Bridgend already during the commissioning for the MAPPS project and we were working in Bridgend’s residential homes. It started with Ty Mor, a care leavers home which BC was consulted to help to set it up which was a real success.
Q: I appreciate your views on the children young people coming through when they are neurodivergent, what's your experience of that? Are you experienced or have these children been recognised before they come to you? How do you recognise if that’s the case and adapt your practice. Do you have any external practitioners that you would engage with or is it early days with that yet?
A: We are probably seeing young people without diagnosis coming through GD, Sunnybank and Hillsboro, all the homes for care experienced young people and more often than not, they could do with assessment or potentially could meet criteria for diagnosis, which is difficult when trauma and ASD are present. Very similarly, Bridgend also have two homes set up specifically for children with ASD and another for children with learning disabilities. The practice looks vastly different, but essentially is the same. We use the same science, same theory. The skills that we're trying to work on, such as functional communication we may work more 1 to 1 from an environmental approach. Behaviour analysis was initially set up for people with learning disabilities. It's early days so will tend to Commission the psychological assessments for neurodivergence or down the NHS route.
Comment: I'm interested in how you would look to adapt your practice so it might be an opportunity for me to speak to you outside the meeting about how we do that. Also on expediting young people that come to you that you think might need an assessment and we all know the waiting lists are long, but if those children need extra support and expediting how we meet that even be on a national basis.
Thank you to Dan and Barney for the presentation and Q&A
Next meeting has been pencilled in for Thursday 28 November at 1:00 - 2:00 pm and we will be hearing from Windmill Farm children’s home in Newport.
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