Good Practice Forum – Meeting 12 – 22 October 2025

Bwythyn Y Ddol – Conwy and Denbighshire Family Hub and Home for children with complex needs

Bwythyn Y Ddol (BYD) is a tri-partite initiative of Conway, Denbighshire, and Betsi Cadwaladr Health Board. In this talk we will detail all good and bad practice, highlighting what we have learned along the way.

Context and early stages
· In 2019 through grant funding we recruited the Multi-disciplinary Team (MDT): 5 members of staff, 1 psychologist, 2 social workers and 2 family workers.
· We didn't have the centre from the start, so we worked with families who needed support at a more intense level, in collaboration with the strengthening families team and the intensive support team.
· We broadly used the IFSS model with additional specialist assessments because each family was unique, some needed neurological or sensory assessments. 
· For some families, it was hard to work with them while they still lived together with daily trauma. 
· Identified a beautiful site that had knotweed, badgers and was on three levels. This caused delays in its development.
· Therefore we had to find a temporary site in 2023 which was not an ideal building at all, but we made the best of it. 
· We started the recruitment of residential staff, and a residential team manager, underestimating the challenges of trying to recruit for a 24/7 centre. By November 2024 we were able to move to our centre.
· The team has become a team of 30 with all the residential staff. The Health Board are fully committed to the service but have a much slower recruitment process than social services.
· We now have all the people in the right places and in the right building; our first chance to test the model fully, to review it and make tweaks and changes to make it work.

Challenges: 
· Making sure that we have sufficient residential staff.
· Tackling IT issues when you're trying to bring together 3 organisations, needing to have access to each other systems and health still primarily paper-based, but we're about to sign off the Information Sharing protocol. 
· The grants from Welsh Government to make this happen, with various times-scales and different outcomes for us to report on. 
· CIW required 3 registrations due to their different purposes. We had input from our health colleagues about layout, fixtures and fittings. However we had to stick with our original purpose of being a family centre.

How the service works
· We have 3 buildings on the site:
1. the Assessment Hub, which is primarily where the MDT is based for working with families.
2. Bwythyn y Ddol is our residential home.
3. Eryri is our emergency home for families in crisis, resulting from broken down placements, or police removing children and for children with parents not engaged in current support.
· The primary focus is ensuring that where it is safe to do so that our children and young people have the opportunity of returning home if those families are committed to making the necessary changes. 
· In the hubf we have a family room and an open space for families to be together. There is a room that can be used for video interaction guidance. 
· The children and young people have an allocated worker. Our focus is to assess and support them, either going back home to the family, to foster carers or to an appropriate placement that we have assessed and supported.

Out of scope
· We do not work with children that are in the PLO process because the courts decide where they are moving to. 
· Any families going through specialist assessments for court.
· Children with unstable mental health needs and those children with long term profound physical disability.
· Children or young people needing 136 assessments who have continued mental health needs.

The referral process
· The partners have different referral routes. When the referrer emails a document, we arrange an initial consultation with the MDT manager, the residential manager, the child’s social worker, and our psychologist to confirm whether the referral meets our criteria.
· If it doesn’t, it goes to back to the referrer. It could be that we require further information to enable us to make an informed decision.
· If not meeting our criteria, we look at tools or resources that the appropriate worker can use to work with that family. They may need community intervention only and not require a residential element.
· If they require a bed but none are available, it will go on our priority need list.
· The priority scoring tool was designed by partners for deciding between several suitable referrals where we have less beds. This guides the decision-making: firstly ensuring we have the correct and up-to-date information and secondly as a step-by-step guide to how we prioritise referrals. 
· We'll look at safeguarding concerns, up-to-date information which will support the decision. If agreement cannot be reached, the responsible individual makes the final decision.
· This was added to ensure all partners are satisfied that there's a fair and reliable method to decide who is most in priority. Priorities can change daily so it must be a dynamic process.

Emergency placement admission
· We’d need any medical needs and allergies, any significant safeguarding issues and who their next of kin is.
· During day-time hours, we do a brief compatibility assessment that MDT check within 24 hours alongside the residential staff. If we can’t accommodate, we need to decide quickly to identify where they can be moved on or perhaps MDT can work with them where they are. 
· The options are to return home, move to the BYD home, or they need short-term assessment. We would do a move on plan within 72 hours if we couldn't meet this young person’s needs. 

Transition into BYD
· Between weeks 1 and 2, it'd be about engaging the family and assessing where they're at. Providing a leaflet about our service, about what to expect; completing a checklist, to get to know all about the child and what's important to them. 
· The MDT workers start with the family, setting out where they may be on each element. The family come in to view BYD, to do a planned transition.
· We have alignment meetings to be clear with the family, our workers and with the young person, about what can be expected. If a family can’t sustain it when they go back, it’s not going to prepare them. Good open conversations about pocket money, free time, check in time, bedtime routines. We mirror those expectations so it's clear and consistent for the young person.

Phase one in BYD
· This is up to the 8th week, with regular review meetings between BYD and the therapeutic worker in the family. 
· MDT work intensively, meeting with the young person every week and the family home visits at BYD so families spend time together, cook a meal and they can use these quiet spaces to have conversations.
· The residential team do Daily Record of their observations. That information is key to the MDT's overall assessment; it’s an engagement and relationship building process that informs formulation. 
· The clinical psychologist is overseeing that, and we may use tools from IFSS model, measurement tools or weekly mood ratings with the young person.
· We have a daily handover, from MDT and residential workers who meet every morning to hand over to the next staff member on how the night was, how the child's feeling, what they have on that day. 
· For specialist assessments, like neurodevelopmental profiles, we work closely with health, getting the records and looking at any tools that are successful in helping inform our assessments, for example an eco-map, strengths cards and sensory questionnaires.
· We felt that weekly meetings were too much as they already have child looked after review meetings. We have meetings every 3 weeks but if there's something significant, we do organise meetings sooner than that. 
· Referrals are based on the social workers assessment and understanding, and sometimes it's not clear where the family are at in terms of their capacity to change. 
· Many children are attending school, so we work closely with schools. 

Phase 2 in BYD
· This would be passed week 8, meeting with the young person, what they have done with the MDT team. 
· Also incorporating daily observations and support from the residential team such as meaningful conversations primarily not sat opposite each other, but while making a meal together or in the car travelling.
· These things help inform action planning at multi agency and MDT levels.

Getting ready to move on
· We will be looking at interventions if a young person is getting ready to go back home:
· What will going home look like?
· What can the family achieve?
· Alternatively does the child need to transition to a different care placement.
· We’ll do a SWOT analysis of what's been working well, what is still needed to get this family to a safe point that they could go back home.
· If the family hasn't engaged at all, aren't ready or are unable to change this time, or if we may be still waiting on statutory assessments to inform the decision, we'll repeat baseline measures. We’ll continue to update our reports.

Transition and closure
· There are different options and reasons for what happens after a short stay in BYD about where children and young people move on to.
· In some circumstances even after going back home young people still require a check ins. The service is not here forever, but they may need top up sessions because they can feel themselves slipping back, using the same tools and measures previously used.

Thank you to Kath and Nicola for an informative presentation and subsequent discussion.

Next meeting is on 9 December at 12pm, invites have been sent. This will be a workshop around the matching process, hearing from everyone about things they’ve learnt along the way. Sharing what works very well, what didn't work to start with and what you've tweaked as a result.

We’re also looking for a working group to define the Good Practice toolkit that will be housed in the Exchange platform. If you are interested in looking at its structure and how we want it to look and feel please e-mail Ana.laing@gov.wales.


