Peer learning forum - 3rd November 
Systems/ service mapping and pathways
This forum looked at service mapping and the development of referral pathways. These activities were on the agenda for some emerging teams on the call. Others were here to share their own experience. We looked at a few mapping and pathway documents during the call and discussed.

1.    To kick us off we shared the Foundations recent work on Service Mapping in Wales. 
Discussion points:
What model to use to describe the different levels of service. I.e. whether to use the language of different tiers e.g. universal, targeted, specialised, risk focused. This reflects the current model of care. ‘escalator model’ of stepped care, where families are stepped up through increasing levels of intensity.
Risk focused      
Specialised
Targeted                                                        Family journey
Universal
However a recommendation has been made int the report to replace the escalator model of stepped care with the THRIVE framework, which has been developed by the Anna Freud Centre. The Thrive model is a more holistic model whereby high-quality parent-infant relationship assessment is available at the front door of services and a parent/infant dyad can access the treatment they need from the start.
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https://www.annafreud.org/mental-health-professionals/thrive-framework/

2. We then looked the draft of the Northwest pathway draft. This is a newly developed care pathway parents and infants under 5.   


Other examples under development:
· Self-referral pathways being developed by Bradford – which will include an easy read leaflet

· Healthy Little Minds in Nottingham – developing self-referral pathways – which includes an idea of a “containing call” for self-referrals.
We are looking forward to seeing these once they are completed. 
We have developed a new category in our resources library for teams and will be uploading all examples to here for reference. 
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Parent Infant Assessment Care Pathway NWC PMH Network_v1.pdf
Parent Infant Mental Health Assessment Care
Pathway (Conception to age 5) V1.2

NHS

North West Coast
Clinical Networks

This pathway should be used in conjunction with the supporting guidance document.

Always be aware of safeguarding issues that might need further enquiry orimmediate action; for example ongoing domestic
violence or new partners in the household. If you see them, enquire further, follow your organisation’s safeguarding processes

and refer into social care as necessary.

At each antenatal contact ask the mother, and at each postnatal
contact ask the primary carer & parent/partner about their
relationship with their baby, eg:

“How do you feel about your relationship with your baby?”
“Is your relationship with your baby how you would like it to
be?”

This subject should be explored at every contact with families.

From the answers given, observations or the vulnerabilities
factors (see appendix 1), is the parent infant relationship
affected?

Take account of whether
this is a face to face or
remote interaction

Take account of whether
the child has had a stay
on a neonatal unit,

Use assessment tools to gain insight into the relationship taking
into account the presence or absence of domestic abuse,
substance misuse &/or Significant Mental Health Issues.

Does the assessment/observation indicate concerns regarding
the parent-infant relationship?

Yes

Does the client wish for further support and has consent been granted
to liaise with other services.

Liaise with other agencies/professionals required ie — Specialist
Midwife / Health Visitor PIMH/ Parent-Infant Team

Outcome referral to
agreed service / plan of

regardless of duration.
This puts both parents at
increased vulnerability.

No - action Plan,

Consider how the
universal offer will
maintain good parent/
infant mental health. This
can include support from
the third sector or peer
support services for
example, not just health /
social care

not needed

No

care developed use as a
basis for future reviews

Deliver care inline with

action plan & feedback
accordingly
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Appendix 1 — Vulnerability factors to consider when developing the
parent-infant mental health care plan’.

M = mother F = father infant relationship

History/current alcohol and / or drug HEN Negative feelings towards L]

misuse baby

Serious medical condition 1] Physically punitive/rough []
towards baby

History / current anxiety or depression | [] | [] Lack of sensitivity to baby’s ]
cries or signals

Learning disability L] Lack of vocalisation to baby []

Single teenage parent without family | [] | [] Lack of eye-to-eye contact ]

support

Past criminal or young offender record | [ ] | [] Infant has poor physical care ]
(ie dirty / unkempt)

Previous child in foster care or HEE Does not anticipate or ]

adopted encourage infant development

Violence reported in family L] Lack of consistency in []
caregiving

Acute family crisis or recent significant | [] | [] Factors observed in infant

life stress

On-going lack of support / isolation HEE Developmental delays L]

Inadequate income / housing HEE Exposure to harmful ]
substances in utero

Previous child has behaviour L] Traumatic birth []

problems

Parental experience of bereavement | [] | [] Congenital ]

or loss, including perinatal loss. abnormalities/iliness

Background of abuse, neglect, lossin | [] | [] Very difficult temperament / []

childhood extreme crying / difficult to
soothe

Episode of being in care as a child HEIN Very lethargic / non- ]
responsive / unusually passive

Chronic maternal stress during HEE Low birth weight / prematurity | []

pregnancy or ambivalence about the

pregnancy

Disappointment or unrealistic RN Resists holding / []

expectation around the parent-infant hypersensitive to touch

relationship

Other (please describe) HEIN Failure to thrive / feeding ]
problems / malnutrition

1. Developed from a risk factor analysis “stress on the Caregiving
Relationship” by Robin Balbernie, Child Psychotherapist

Stay on a neonatal unit
regardless of duration

[]
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Summary of Chapter 2: Service Mapping 

We mapped all public and voluntary services across the CTM region whose work specifically supports the parent-infant relationship at a primary, secondary or tertiary prevention level. 

In each of the three areas, there are public and voluntary sector services offering effective parenting, family support and wellbeing services. 



		Bridgend

		Merthyr Tydfil

		Rhondda Cynon Taf (RCT)



		Specialist therapeutic services for parent-infant relationship



		None found. 

CAMHS: the local CAMHS teams do not currently work with very young children.

Perinatal Mental Health Team: referral criteria relate to the mother’s mental health. The PNMH team provide interventions for moderate or severe perinatal mental health difficulties but don’t currently offer any evidence-based interventions for the parent-infant relationship. 



		Specialised statutory services (in addition to children’s social care teams)



		Baby in Mind (referrals where mum is 16-26 weeks pregnant and baby is at risk of being removed into care)





		Supporting Change (pre-birth-18 years, intensive interventions for children known to children’s social care, with a new pilot for pre-birth assessment) 

		Miskin Team (0-18 years, intensive risk support for any family working with children’s social care)

Intensive Family Support Team (IFST, pre-birth - 18 years, for parents working with children’s social care, with particularly complex needs such as DV, substance misuse, adult mental ill health)

Therapeutic Families Team  (TFT, straddle statutory and early help, for all families working with children’s social care, 0-18 years and offering consultation to RFS )



		Targeted or enhanced pre-statutory services



		Flying Start (0-4th birthday) a range of geographically boundaried, enhanced family support services including childcare, parenting, early language support, and enhanced health visiting & early years advisors 

In Bridgend only, there are also regular GroBrain groups for all families in Flying Start.



For families who live outside of Flying Start areas there are: 

1. Early Help Hubs (0-18 years, Grobrain their main approach for parent-infant relationships, KB to check interview by Martha)

2. Families First (outside of FS geography, limited offer of family support – indiv and group, handful of Family Support Workers). IN Merthyr FF, there is a specialist HV who has expertise in parent-infant 



Check assessment models – TAF (Merthyr operates a OPOR called the Early Years Forum run by the Early Help Hub) 

		Resilient Families Service (RFS), a comprehensive early intervention service (pre-statutory) for all families pre-birth to 25yrs. Wide range of services including early language support, parenting and specialist health visitors. 



		Home start (recently launched in Bridgend). Check Babies in Lockdown groups across Wales (Home start)

		Home start (generally for older 4+)

		Valleys Kids offer informal workshops commissioned by RFS parenting, some groupwork 



		Educational Psychology (12.5WTE, offer psychological family support 0-25 years as part of a 3-tier stepped care model.  Input also via RFS in RCT and Supporting Change in Merthyr Tydfil, some staff trained in VIG, strong appetite to do more parent-infant relationship work and have just recruited a new EY EP, but currently don’t have any specialised therapeutic interventions for the parent-infant relationship beyond VIG)



		Universal parent-infant support



		Health Visitors (offer Healthy Child Wales mandated contacts (HCW), caseloads capped at 250). 





		Health Visitors & Nursery Nurses. HV caseloads capped at 175. All offer HCW plus FRAIT tool, one extra antenatal visit, plus Schedule of Growing Skills assessment at 20 months.



		Midwifery: CTM UHB has approximately 270 midwives & 30 nursery nurses. Community midwives give all families the Bump & Beyond Book which includes a section on the parent-infant relationship, plus leaflets/resources at midwife’s discretion e.g. baby apps, the Wonder Weeks. Some midwives are trained in Solihull Approach, some have additional knowledge on brain development.










 CTM has many skilled practitioners who can effectively help families with the risk factors which affect the parent-infant relationship, such as family conflict, social isolation and concerns about their baby’s behaviour or development. There are also three specialist health visitor posts (two in Resilient Families Service in RCT, one in Families First Merthyr) with additional expertise in parent-infant work at a targeted level. 

For families supported by statutory services, there are a variety of teams and projects which offer more intensive intervention regarding the risk factors which affect the parent-infant relationship.  These include Baby in Mind (Bridgend, mums 16-26 weeks pregnant), Connecting Families and Rapid Response Team (Bridgend, 0-18 years), Supporting Change (Merthyr, 0-18 years but including a fast-track for babies on a section 47), Miskin (0-18 years, RCT), and Integrated Family Support Team and Therapeutic Families Team (RCT).  Baby in Mind and the baby fast-track in Supporting Change both adopt a welcome relational approach for very young children, and the Integrated Family Support Team and Therapeutic Families Team (RCT) are based on relational practice. There is 2.5WTE systemic psychotherapists in statutory services in RCT and some Video Interaction Guidance capacity in Educational Psychology.  

These valued teams can be considered ‘specialist but not specialised’; in other words, they offer intensive pieces of work for a range of issues but without parent-infant specific psychological or psychotherapeutic interventions necessary to treat the most complex parent-infant relationships.  So whilst they are an excellent foundation from which to build, we are recommending a strengthened local offer by recruiting psychology or psychotherapy staff with parent-infant qualifications and clinical experience. The Association of Infant Mental Health UK (AiMH-UK) Competency Framework will be helpful for workforce planning. 

The local CAMHS and perinatal mental health teams do not provide any therapeutic parent-infant relationship support and are not seen as part of the network of support for the parent-infant relationship.  There is no relevant voluntary sector therapeutic service. In children’s social care, specialist parent-infant work is being spot purchased at high cost. 

We discovered good commitment across practitioners and managers to continue to improve support to babies in all parts of the system.  The antenatal period is a particular gap. Whilst midwifery and neonatal services promote good bonding practices, they are asking for more training in identifying parent-infant relationships at risk and in knowing how to support. They report low prioritisation of the parent-infant relationship in operational and strategic plans.

Locally, health visiting is seen as the main workforce to deliver parent-infant relationship assessment and intervention. COVID has exacerbated pressure in health visiting and this is compromising relationship support.  However, we know from our workforce analysis that local health visitors have benefitted from good investment in attachment-related training and many will offer families some form of parent-infant relationship advice or intervention.   

Flying Start is a valued programme but many practitioners and managers felt geographical inequity was a barrier for families accessing the right help and the right time. Other inequities identified were support for dads and peer support.

The biggest barrier for families accessing parent-infant support is stigma and their fear of having children removed or of being judged.  This is exacerbated if intensive parent-infant support is only accessible at a statutory level, which appears to be the case in Bridgend in particular.  Some families appear to be drifting between separate statutory and pre-statutory services depending on transient family pressures. 

We heard evidence that the ‘escalator model’ of stepped care, where families are slowly stepped up through increasing levels of intensity, can delay families reaching specialist services quickly enough, leading to frustration on both sides and increased family disengagement. 

Interestingly, lack of funding was not frequently mentioned other than in respect of the impact of austerity across all services.  In our experience, this is an uncommon finding and is to the credit of local and national commissioners. In fact, some respondents said new short-term funding opportunities were unwelcome.  Short-term funding cycles in particular were experienced as distorting the work and exacerbating recruitment and retention problems. A lack of parent-infant qualified staff is an issue locally, regionally, across Wales and across the UK. 

High staff turnover and worries about attrition in the workforce due to retirement and lower than usual training numbers was a big concern for managers and practitioners alike.  These factors were described as interrupting continuity of care, destabilising services, increasing pressure and lowering morale.  There was a strong theme of wanting an end to short-termism and a return to long-term planning and funding. This was seen as a way to support a better long-term vision for services, to support sustained transformation and quality improvement, to drive good practice and to build sustainability and stabilisation.

The impact of COVID has led to vastly increased pressure on staff and services both during and after lockdowns. More families are now being referred and they report a trend of increasing case complexity. We know from our own research that babies have been disproportionately disadvantaged by lockdowns.   Staff are working extremely hard, morale is low and there is increased worry about vulnerable young children and their families. 

Despite all these challenges, people are keen to learn more and do more about the parent-infant relationship, particularly in terms of a greater focus in service design and delivery, workforce training and access to specialist interventions and consultation. 

There was strong support for the first 1000 days agenda and many interviewees talked about older children for whom “things would have been different” if earlier intervention had been provided.  Some interviewees were alert to the tensions between early and late intervention, not least due to the lack of services for parent-child relationship problems in middle and older children. 

Encouragingly, GPs were identified as being a helpful entry point in signposting families to the health visitor for parent-infant relationship support.    The early language service is also seeing a high number of babies who might be manifesting signs of a parent-infant relationship difficulty, and this may be an untapped opportunity for identification and support. Other development opportunities include perinatal mental health services and families referred to services regarding older siblings.

Finally, attachment relationships, at their core, are about trust, so families struggling with attachment relationships are also often struggling to trust professionals. They may find services “hard to access”.  Hence, informal routes into services, via activities like baby massage, play groups and peer support, are an essential mechanism for families to build trust over time. 










