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1.  Introduction
This report presents the findings of the evaluation of Child Protection Reform Project 32a – Interagency Early Intervention (“Project 32a”). Project 32a has established a model of collaborative and inclusive pre-birth planning meetings as well as a range of written protocols and resources to guide agencies and workers in its application.  

The project was undertaken by the Western Australian Department for Child Protection (DCP) in partnership with King Edward Memorial Hospital (KEMH), and other partner agencies. KEMH is the state's only tertiary maternity and gynaecological hospital and is the major referral centre for high-risk pregnancies.  

1.1  Other research and the adoption of ‘Signs of Safety’
The model established by Project 32a is an application of Family Group Conferencing. In the child protection context, a Family Group Conference is a meeting of family members, child protection officials, other professionals, and support people to plan for the safety of a child or children at risk of harm (Burford 2000). 
Family Group Conferences were first established in New Zealand, where the Children, Young Persons and their Families Act (1989) mandated the use of conferencing as the primary decision making process for child protection matters in New Zealand (Harris 2008). More recently Family Group Conferencing has generated considerable interest from policy makers and professionals alike. It has now been applied in juvenile justice and child protection systems in many countries including England and Wales, Sweden, the United States, and Australia (Ban 1996; Burford 2000; Daly & Hayes 2001; Gillian & Crow 1996; Hudson et al 1996; Levine 2000).

The approach represents a democratisation of the planning and decision making process (Burford 2000). The central principle is that families have both a right and responsibility to participate in the decisions that affect them (Hudson et al 1996). The key assumption is that families and children do better when child protection processes respect the family unit, seek to strengthen family and community supports, and promote responsibility (Burford 2000).

Family Group Conferencing challenges a natural tendency for child protection agencies to control information and decision making (Holland et al 2005). This may partly explain why professionals’ positive attitudes towards conferencing processes have not always resulted in actual implementation (Sundell et al 2008; Brown 2003). According to Ryburn and Atherton (1996) conferencing requires a recasting of the role of child protection professional from expert decision maker to that of expert facilitator. At a system level, the required shift 

is more profound; from the state as a controller of families, to the state working as a regulatory partner with families (Adams & Chandler 2004).

Despite these challenges, conferencing models are increasingly being utilised in a variety of child protection practice contexts (Merkel-Holguin & Wilmot 2005). Where implemented, these approaches have been shown to encourage the effective working relationships associated with more positive outcomes for children and families (Merkel-Holguin, Nixon & Burford 2003). 

Research on the use of Family Group Conferencing to plan for a child’s safety pre-birth is limited but promising. For example, case study based research conducted by Christenson and Maloney (2006) found that an inclusive pre-birth conferencing process can achieve positive outcomes that may not have been attained otherwise.

Concurrent with the planning for Project 32a, in 2008 DCP adopted the Signs of Safety Assessment and Planning Framework (Signs of Safety) as the basis of the consistent, evidence-based child protection practice (Department for Child Protection 2008). Signs of Safety was developed by Andrew Turnell and Steve Edwards (Turnell 1999). Signs of Safety is the framework used in the pre-birth meetings for Project 32a. 

Signs of Safety is used by DCP to determine:

· what supports are needed for families to care for their children;
· whether there is sufficient safety for the child to stay within the family;
· whether the situation is so dangerous that the child must be removed, and;
· if the child is in the care system, whether there is enough safety for the child to return home.

Central to the approach is the use of specific practice tools and processes where professionals and family members can engage with each other in partnerships to address situations of child abuse and neglect (Department for Child Protection 2008).

West Bershire Council’s Strengthening Families Program is of particular interest in the context of Project 32a as it provides a successful example where a Family Group Conferencing model has been used in conjunction with Signs of Safety (Griffiths & Roe 2006). Tools used in the evaluation of this program have been adapted for use in the current evaluation. 
1.2  Child Protection Reform Project 32a

The need for a new approach to pre-birth planning was established as a result of:

· a documented increase in the number of young babies that had been subject to protection or wardship orders in, and;

· a recognition that the working relationship between the DCP and KEMH was often problematic. 

Consultation occurred with other stakeholders including two interagency forums in the second half of 2007 and identified a range of issues. The December 2007 interagency forum identified the need for:
· a consistent response to early intervention with at risk new born babies prior to their birth; 

· improved coordination and provision of services to clients at an early stage of their involvement with agencies;
· increased confidence in user/referrer expectations of the Department.

· increased involvement by families and agencies in the early stages of assessment and decision making processes, and;
· improved data collection about services provided to these families, service gaps, and outcomes for babies and families.

The decision was made to collectively address these issues as a DCP Child Protection Reform Project. In June 2008 the Project Scoping Paper for the project was approved (note that some project activities had commenced prior to June 2008). The agreed deliverables for the project were:  

A. An early intervention pre-birth protocol developed in consultation with key external stakeholders that includes practice principles, referral pathways, formal linkages with Pre-adjudication Conferencing (project 32b) and uses the Signs of Safety Framework as the assessment and planning tool.

B. Shared definition of clinical events and outcomes, and development of a simple template for multi-agency data collection and sharing.  

C. Collaborative multi-agency implementation of the early intervention pre-birth protocol.

D. Evaluation of the implementation of the early intervention pre-birth protocol using action based research that results in improvements to the original protocol.

1.3  Target group

It was agreed that cases would be limited to where the expectant mother:

· is a child in the care of the CEO of the Department for Child Protection; and/or,

· has other children already in the care of the CEO of the Department for Child Protection.

Cases were also limited to mothers expected to deliver at KEMH, and it was expected that most, if not all cases would involve metropolitan DCP District Offices. It was agreed however, that if a mother from the country was expected to deliver at KEMH, that they could be included if they met the other criteria.

1.4  Project implementation

Project 32a has established a system of interagency pre-birth planning meetings that commenced in mid-2008. The meetings involve staff from the 

Department for Child Protection, King Edward Memorial Hospital, and 

mothers/family members. Other service providers are also encouraged to attend these meetings where they are engaged with the mother/family.

Meetings have been facilitated by an ‘independent’ facilitator from DCP’s Case Support Advice and Best Practice team. The facilitator has not been involved in the day-to-day case management of the case. The purpose of the meetings has been to share information across agencies and specialists in order to inform collaborative decision making regarding the support to families and safeguarding new born babies.

Two key documents underpin Project 32a and the new system of pre-birth meetings; the Reciprocal Child Protection Procedures (November 2007), and the Interagency Pre-birth Protocol (April 2008).  

· Reciprocal Child Protection Procedures (November 2007)

The current document is a revised version of the procedures first established in 1997. It sets out the roles, shared responsibilities, practice principals, and process for the sharing of information between KEMH and DCP. Specific areas include relevant statutory powers contained in the Children and Community Services Act 2004, including those relating to provisional protection and care within hospitals, and the power to keep a child under 6 years of age in hospital.

The document also sets out in detail (with reference to the Interagency Pre-Birth Protocol) the agreed pre-birth planning process, including the pre-birth planning meetings at the heart of Project 32a.

· Interagency Pre-birth Protocol (April 2008)

The protocol sets out in detail the pre-birth planning process. Four meetings are set:

· Pre Birth Interagency Meeting (as close to 20 weeks as possible).

· Interagency Review Meeting (to be held at 26 weeks).

· Final Interagency Review Meeting (to be held at 30 weeks).

· Protection and Care Planning meeting (if statutory action is recommended – to be held by 32 weeks).

1.5  Links to Project 32b

Project 32b will facilitate use of pre and post application conferencing (incorporating legal representatives where possible and appropriate) both in resolving concerns for children who are, or are likely to become, in need of protection (pre-application), and with the assistance of the court, in resolving concerns for children who have been deemed by DCP to be in need of protection (post-application). 
It is acknowledged that Project 32a is significantly linked to Project 32b – Pre-adjudication Conferencing (pre and post application). The expectation is that findings from the evaluation of Project 32a may contribute to the development of the 32b model. Project 32b itself is expected to be evaluated at an appropriate time in its development.

As of February 2009 Project 32b is in the final planning phase with services expected to commence by 30 June 2009. It is envisaged once these conferences begin that a proportion of cases commencing within Project 32a, will progress to conferences established as part of Project 32b. It should be noted that it has been agreed in principle that a facilitator who commences a meeting process will follow the case through should it transition to a pre-application process.
1.6  Evaluation questions

The evaluation sought to examine and establish:
· What‘s working well? (about the pre-birth planning model)

· What are we worried about? (in terms of the pre-birth planning model)  and;
· What needs to happen? (as recommendations to improve the pre-birth planning model)
2.  Evaluation methodology
2.1 Summary

The evaluation was conducted by the Child Protection Reform team of DCP. Participants included professionals and families involved in the pre-birth meetings. Qualitative data was derived from interviews, discussions, and quantitative data was provided via a spreadsheet used to manage the implementation of the project.
An action research approach was chosen in order to drive the evolution and improvement of the model (including the Interagency Pre-birth Protocol and associated documentation) in an organised way. The intent was to create a process of iterative service improvement in line with the “plan, do, check, act” cycle found in most continuous quality improvement frameworks. 

2.2  Governance

The Project Steering Committee provided strategic direction Project 32a and the related Project 32b. This Committee is chaired by the Executive Director, Metropolitan Services from DCP and consists of a broad range of stakeholders including representatives from KEMH, DCP, Legal Aid WA, the Children’s Court, and the NGO sector. 

An Evaluation Task Group (ETG) was established to provide direction and to facilitate the collection of data. The ETG was chaired by the Executive Director of Strategic Services from DCP and consisted of the Evaluator, representatives from DCP, KEMH and Legal Aid WA. The ETG reported to the Project Steering Committee.

Both the ETG and the Project Steering Committee met on three occasions between July 2008 and February 2009 (the planning and data collection phases of the evaluation). 

Figure 1 overleaf is a flow chart that summarises the governance arrangements, data collection and reporting processes. It also illustrates the iterative service and model development mechanism built into the evaluation process.

Figure 1. Evaluation process flowchart
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2.3  Qualitative data collection

Participants who contributed to qualitative data included staff from DCP, KEMH, and NGOs and mothers and family members involved in pre-birth meetings. Participants were:

DCP Facilitators (2)

Mothers/family members (14)

DCP District Office Staff (7)

KEMH staff (8)

NGO staff (2)

DCP Legal Services (1)

Aboriginal Legal Service (1)

Qualitative data was collected by interview, facilitated group discussion, or in written form. The tools used were:

· Professionals interview schedule

A total of 21 professionals were interviewed either individually or in groups to examine their perceptions of the process in terms of issues such as information sharing, collaborative planning and practice, and the use of the Signs of safety approach. The questions were adapted from an schedule used by West Berkshire Council in evaluating their “Strengthening Families Framework” (Griffiths & Roe 2006).  The interview schedule is appended to this report. 

· Client (mothers/families) interview schedule and KEMH Family Care Planning Meeting client feedback form. 

The client/family interview schedule was also adapted from the interview schedule used by West Berkshire Council. The questions cover perceptions of levels of inclusion, respect and communication. One interview was held with a mother and a total of 13 Client Feedback Forms were completed. The KEMH Family Care Planning Meeting feedback form was developed by KEMH to be completed by mothers/families. 
· Facilitated group discussion template

Facilitated discussions were held after a total of six (6) pre-birth meetings, involving three (3) separate cases. Participants were the professionals involved in the pre-birth meetings. Participants reflected on meetings and the planning process more generally.  Discussion was facilitated around the three key questions used in the Signs of Safety approach: What’s working well? What are we worried about? What needs to happen? 

2.4  Quantitative data collection

Quantitative data was drawn from a spreadsheet maintained by DCP with input from KEMH. As of February 2008 a total of 36 mothers were identified on the DCP Spreadsheet as participants in Project 32a of February 2008. Data for these cases was included in the analysis and results for the current evaluation. 

Detailed information on each case was recorded, including demographic information, details of each pre-birth meeting including participants, case outcomes, and recording of the time spent by the facilitator in preparation and other activities associated with each case.

An additional 15 cases involving pre-birth planning meetings were identified as part of the Project but have not been included in the evaluation. Some of these cases did not meet inclusion criteria; some had planning meetings already underway; and others were mothers whose pregnancies did not proceed. These meetings were convened by facilitators from DCP District Offices. 

3.  Results
3.1  Quantitative data
· Of a total of 31 mothers who participated in meetings for Project 32a, 15 (48%) had delivered their babies as at 11 February 2009, with the remaining 16 (52%) mothers yet to deliver.

· Three (3) of the mothers were children in the care of the CEO, the remaining 28 had previous children in the care of the CEO.

· 16 (52%) of the mothers were Aboriginal, 14 (45%) of the mothers were non-Aboriginal, and one (3%) was unknown.

Figure 2. Number of cases by delivery status and Aboriginality
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Figure 3.  Number of cases by DCP District Office
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· DCP Cannington and Perth District Offices had the most number of cases with six (6). Armadale Office had the next most cases with four (4).  Of the Metro Offices, Rockingham District Office has had the fewest number of cases with one (1). The Goldfields was the only country District Office with any cases (2). 

· A total of 61 pre-birth meetings had been held up until 11 February 2009. Forty-five (45) of these meetings occurred in cases where the baby had been born. The remaining 16 meetings took place in cases where the mother was still to deliver.
· The average number of meetings undertaken in each case where the baby had been born was 2.35.

· First pre-birth meetings are scheduled for 20 weeks. In actuality in the 16 cases where the date of the first meeting was recorded, the first meeting occurred an average of 65.81 days after the 20 weeks date of the pregnancy (29 weeks and 3 days into the pregnancy – see figure 4). 

· Of the 15 cases where the baby had been born six (6) resulted in no statutory action, and nine (9) resulted in statutory action. 

· Of the cases where statutory action was taken, the baby went home with the mother in three (3) cases, and went home with a relative in two (2) cases. In the remaining four (4) cases the baby was placed in other care.

· The most common issues identified in cases progressing to statutory action include alcohol and drug (3), housing issues (3), and a lack of engagement with DCP or other services (3). 

Figure 4.  Planned (20 week) versus actual 1st meeting dates 
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Figure 5.  Statutory action and care outcomes for babies born
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· Facilitators spent a total of 356 hours and 20 minutes on all cases during the trial period. On average the facilitator spent 738 minutes (12 hours 18 minutes) on each case. This comprises ‘meeting’ (292 minutes), ‘paperwork’ (210 minutes), ‘travel’ (101 minutes), ‘planning’ (50 minutes), and ‘debriefing’ (35 minutes).

Figure 6. Average time spent by facilitator on case activities
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· In 17 cases, other agencies apart from DCP and KEMH were listed as involved in the case. In five (5) of these cases other agencies attended the pre-birth meetings. 
3.2  Qualitative data

The results of the qualitative data collected were organised into issues based around the three key questions of the Signs of Safety Practice Framework. Issues identified were:
What’s working well:

· Pre-birth meetings are well accepted by professionals and are seen as an effective process.
· All of the mothers and families who provided feedback thought the process was fair, that they could have their say, that they were treated with respect, and that they knew what they and others needed to do.
· Participants support the role of ‘independent’ facilitator, with the role consistently cited as a key element of the model, and crucial to its success. 

· Independence is seen to mean not having day to day involvement in the case and having a high level of skill and experience.

· Signs of Safety is well accepted, generally well understood and is being applied in the pre-birth planning meetings.

· Participants report that the new process is having a positive influence on outcomes for families, with results achieved in some cases that may not have been achieved otherwise.

· Participants report an improved relationship between KEMH and DCP.

· There is evidence that the new process is viewed positively by mothers/families. They feel more included in decision making, more respected, clearer about what needs to happen, and have more confidence in the process generally.

· The meetings have created a place and a time for decisions and planning to be done more collaboratively. 
· The meetings ensure that participants are held accountable for the things they have agreed to do.

· There is evidence that the new process is viewed positively by other support services. They feel better able to support clients within a process that they perceive as fairer and more likely to lead to good outcomes.

What are we worried about:

· The current arrangement to provide facilitators from the DCP Case Support and Best Practice team is not sustainable. The number of cases is significant and evidence so far suggests significant time is required to do the role well. A more sustainable model must be implemented if the service is to continue and expand.

· Late identification of mothers may not allow adequate time for the series of meetings and level of engagement required to do good safety planning (though it is possible that identifying and addressing other logistical and practice issues that improve response times will offset this problem on occasions).
· The meetings (particularly first meetings) can require the processing of large amounts of information. This may sometimes not leave adequate time to focus on the key issues that impact on the safety of the child.

· Mothers/families may not be well engaged with other services and may lack adequate support and advocacy during meetings.

· Mothers/families may not always be adequately prepared for pre-birth meetings.

· Professionals may not always be clear about the implications of the meetings where there are other children in care.

· The nature and extent of the role of facilitator may not be clear to all participants.

· Elements of the process of transition between a 32a and 32b process are unclear to some/all professionals.

· The documentation produced out of the meetings may not be adequate if the case proceeds to 32b and then to court.

· Mothers/families may not always completely understand that they can bring other support people to meetings.

· Mothers/families may not always completely understand what the ‘outcome’ of the process actually means in terms of what to expect from their further dealings with the Department.

· There is evidence that other services and clients would like a similar meeting process to occur not just pre-birth, but also after the birth of the baby, and in other cases where DCP has concerns about a child.

· Clients and other support services may not always be clear about how to access legal representation for a mother/family where this may be appropriate.

What needs to happen:

· Consider sustainable options for maintaining the ‘independent’ facilitator role beyond the current trial period.

· Consider what information and preparation is required for families participating in pre-birth meetings, including strategies to support the attendance of additional services/support people.

· Consider clarifying the role of the facilitator and the agreed definition to be included in any revision to the Interagency Pre-Birth Protocol/Reciprocal Child Protection Procedures.

· Consider revisions to the protocol/procedures to respond to the compressed timeframes where the mother is identified late in pregnancy.

· Consider processes for summarising and processing the often large amount of case information requiring consideration by professionals and family in each case conference. 

· Consider options for the recording and presentation of information during the meetings. 

· Consider the process for the transition from 32a to 32b, including how best to summarise information for the new participants and how to address potential issues with the use of the Signs of Safety planning document as the primary element of the affidavit for use in court. 

· Consider and clarify what impact the 32a and 32b processes have on cases where the parent(s) has other children, particularly where they are in the care of the CEO.

· Include in the written preparatory information to DCP staff, clients, and other services the process for engaging legal representation.

· Consider what further information/clarification can be provided to mothers/families once a decision is made about how to proceed that outlines what to expect in terms of engagement with DCP and other services once the baby is born.

· Consider how the model may accommodate further interagency meetings after the birth of the baby. 
3.3  Comments from participants

Mothers/families:

· “Felt good when I left the meeting.”
· “I was scared but I realised at the end that there was no reason. I initially thought everyone was against me.”

· "Before it was just me and the DCP worker. I felt like I could not speak-up and they were not listening. Sometimes I would get angry and then decisions would just get made. People were listening to me and I had support too. These are the best meetings I have ever had with the Department."
· “I was positive and confident.”

· “Went well but still not a lot come out of it.”

· “Not as nervous as when have had dealings in the past. More at ease now.”

· So I know where I stand. Everyone had a say and lots of communication.”

· “We did not know what it was about till that day.”

· A very good meeting and covered a lot of ground for future.”

Professionals:

· "The process is a big improvement, we can now get together earlier and work more collaboratively, which has enabled us to keep mums and babies together where previously we may not have been able to."

· The process is great for case planning.”
· The scaling question gives the parents something to take away and makes the professionals think about the case in a different way. It surprised me that the scaling question was not always used in the meetings.
 

· "The relationship between DCP and KEMH has improved significantly. Communication channels are open and the process keeps everybody accountable and focussed on the key issues. Having the 'independent' DCP facilitator run the meetings has also changed the dynamic and allowed for a more constructive and inclusive process."

4.  Discussion

4.1  Summary of findings

The key conclusion that can be drawn is that Project 32a has established a well regarded and supported service model. Professionals and mothers/families regard the system of pre-birth planning meetings to be a more effective and more consistent process. 

Further, it appears that the project is having a positive impact on practice beyond the narrow range of cases identified for the project.  KEMH in particular report that as DCP and KEMH workers are exposed to the 32a process that improved communication and planning is occurring in other cases not part of the current Project 32a cohort.

The question of whether the project has had an impact on outcomes for mothers and families is more difficult to answer definitively. It should be noted that the pilot group were likely to be more complex cases given the previous history of their involvement with DCP. Mothers either had previous children in care, or were themselves in the care of the CEO. 

During the trial period 11 of the 19 babies born were subject to protection and care orders. However in several of these cases the baby still went home with the mother either via a protection order (supervision) order, or protection order (time-limited).

Importantly, professionals involved did report that in several cases the outcome achieved was more positive than they had expected based on their previous experiences.  It was also reported that while the immediate surface ‘outcome’ may have been no different, that the process had laid better foundations for future work with the family.

Clients consistently reported that the process was fair, respectful, allowed them to have a say, and led to clarity about what they and other people needed to do. Despite the positive feedback, clients did occasionally indicate some confusion about the process itself. 

Another important challenge is the difficulty in identifying and engaging with a mother early enough in pregnancy to be able to allow adequate time for the pre-birth planning process. The results of this evaluation showed that generally due to late notification, the first meeting scheduled for 20 weeks into pregnancy actually occurred on average 29 weeks and 3 days into the pregnancy. The model however has proven to be flexible, with positive outcomes achieved even in cases where there was limited time available. Despite this flexibility, in some cases the first meeting did not occur until shortly before birth, making effective planning very difficult. 

While the model does require some normal revision and development, it is considered a sound and worthwhile initiative that has improved practice. Therefore, the first and most important recommendation is that the model be continued and in the first instance extended to other women DCP and KEMH work with who have not met the criteria to date.  The model should then be expanded to hospitals where significant numbers of babies are delivered. Such expansion should include regional areas, with consideration for how the ‘independence’ of the facilitator can be maintained.

4.2  Role of the facilitator
The role of the ‘Independent facilitator’ was consistently identified as perhaps the key factor in the success of the model. 

Other research has indicated that to be effective the facilitator should not be an employee of the relevant child protection authority (Ban 1996). However the current evaluation found that the perception of ‘independence’ (as well as its benefits) can be achieved as long as the facilitator has sufficient ‘distance’ from the case and is not involved in day to day case management.


In summary, participants reported that the facilitator promoted constructive discussion; allowed participants to focus on the key issues in line with the Signs of Safety approach; and enhanced the accountability of all participants, including DCP staff. Other research has also identified the importance of this role in facilitating partnerships and promoting respect and responsibility (Burford 2000). 

It is therefore recommended that the critical ‘independence’ of the facilitator role be maintained as a priority as the service develops. Any significant dilution of this role is likely to jeopardise the continued success of the service model. It is recognised that this is likely to pose the biggest challenge in regional areas where the availability of suitable facilitators without connection to the case may be difficult.

It was found that each case on average has required a total of 738 minutes (12 hours and 18 minutes) of facilitator time. This is consistent with other research that has found that significant time is required by the facilitator to prepare effectively (Ban 1996). This issue is significant and needs to be either recognised in the role, and/or options explored to harness other resources to reduce the time required. For example discussion has already commenced to explore options to reduce the preparation, planning and logistics burden on the facilitator. Further issues around the preparation of participants are addressed under item 4.6.

Facilitator workload during the meetings is also an issue. Currently the facilitator runs the meetings and is also responsible for producing the Signs of Safety Assessment and Planning document for distribution to participants. The consistent view was that it would be preferable for the record to be produced during the meeting and provided to participants at the end of (rather than some days after) each meeting. 

It is therefore recommended that at a minimum a dot point record of agreed actions is produced and given to participants at the end of the meeting. Distribution of the full Signs of Safety Assessment and Planning document can then be distributed as soon as possible following the meeting.

Some other conferencing models in operation utilise either a note-taker or co-facilitator to assist in the recording and dissemination of information. While the presence of a dedicated note taker is not recommended, it would seem feasible for the facilitator to nominate another participant (most likely a DCP worker) to note actions as they are agreed. In addition, other practical approaches such as the use of a lap-top and projector should also be tried where possible.
4.3  Aboriginal mothers and families

A significant proportion (50%) of the mothers who participated in the pilot identified as Aboriginal. It may therefore be a concern that in the majority of these cases the Senior Officer Aboriginal Services (SOAS) was not present at the pre-birth planning meetings. 

Other research suggests that Family Group Conferencing approaches could be especially useful in working with Aboriginal families (Ban 2005). Work has also been done to propose ways of increasing the cultural responsiveness of conferencing approaches for minority groups in the United States (Waites et al 2004).

Given the significant proportion of Aboriginal families likely to be involved in any expansion of the current service, and the potential the approach has to improve engagement and outcomes for Aboriginal people, efforts to involve Aboriginal staff in the planning and delivery of these services, and to increase the capacity of non-Aboriginal staff, is of special importance.

It is recommended that in each case where the family is Aboriginal that the relevant SOAS is involved in case planning and attends the pre-birth meetings. This requirement should be reflected in a revision to the Interagency Pre-birth Protocol and Reciprocal Child Protection Procedures documents. It is also recommended that DCP Aboriginal Engagement and Coordination provide input into ways of increasing the cultural security of the service model. 
4.4  Relationship between DCP and KEMH
It was found that Project 32a has significantly improved the relationship between DCP and KEMH. All staff interviewed that had previous experience of the relationship reported this improvement. 
Specifically, the relationship is now characterised by more open communication, flexible avenues to quickly identify and resolve issues, improved case planning, and improved accountability. The commitment of senior staff with DCP and KEMH to the process is considered critical to the improvement made so far and to sustaining it as the model develops. 
4.5 Participation of other agencies, family members and support people

The Interagency Pre-Birth Protocol (April 2008) lists a range of government agencies and NGOs as partners in the pre-birth planning process. Despite this, the participation of other agencies in pre-birth planning meetings has been low. In 17 of the 31 cases other services were listed as having some involvement, however in only five (5) cases did other services actually attend pre-birth planning meetings. Agencies that have been involved include Parkerville, Saranna (Cyrenian House), Djooraminda (Centrecare), and Next Step (Drug and Alcohol Office).

Other research has found that a lack of knowledge about the process can be a barrier to the participation of other agencies. An investigation in the UK of the experience of Health Visitors found that they were unsure about how to approach aspects of the process (including information sharing) and that while supportive of the approach they were unsure about how to put it into practice (Gallagher & Jasper 2003). 

In many of the cases there was very little attendance of extended family or other support people at the pre-birth meetings. The literature on Family Group Conferencing typically describes large meetings with a number of support people present. In contrast the majority of Project 32a meetings were attended primarily by professional staff from DCP and KEMH.

It is recommended that strategies be implemented to engage with other services to encourage participation by developing awareness and knowledge of the process. While it is acknowledged that clients may often lack family or other support, it is recommended that options are examined for increasing the participation of extended family and other support people who are likely to contribute positively to the meetings. Such options may include factoring in more preparation time for the facilitator to engage these potential participants.

It should be noted that significant work is already occurring to increase other agencies awareness and knowledge. Visits have occurred with organisations including Ngala, Best Beginnings, Djooraminda (Centrecare), and the WA Network of Alcohol and Drug Agencies (WANADA).

4.6  Preparation and development needs of participants

It was found that participants at the meetings, particularly those not familiar with Signs of Safety or conferencing processes, may not have understood the process well enough. This issue was identified quite early in the evaluation process, and in line with the action research approach significant work has been undertaken to address this issue. Resources either implemented or in development include:

· Preparation sheet for professionals.

· Practice principles for DCP staff, other agencies and families.

· Facilitator checklist.

· Information pamphlet for families and participants (in draft).

It is therefore recommended that ideally all professionals involved in meetings should have had at least introductory training in the Signs of Safety approach. Signs of Safety training has been made available to other agencies, and some of these staff have attended this training. It is important that these efforts are continued to promote training to agencies likely to participate in pre-birth planning meetings. 

In the meantime as a minimum, it is recommended that all staff receive at least a short briefing on the key elements of the approach and process before their first meeting. In addition, consideration should be given to what other preparation/training may be useful for staff and mother/families attending pre-birth meetings.
4.7  Other children in care

Participants, including mother and families identified that the pre-birth meetings, although focused on the unborn child, did inevitably raise issues about the circumstances of other children already in care. It is clear that mothers and families do expect that there will be implications for the other children in care from the 32a pre-birth planning meetings.

It is noted that the Project has maintained links with the Family Inclusion Network of Western Australia (FINWA). FINWA provides advocacy for the parents and grandparents of children in care. Communication has also regularly occurred with DCP District Directors and Senior Practice Development Officers to facilitate review of cases where appropriate. 

It is pleasing to note that in at least three cases, the meetings have led to a reassessment of the circumstances of the other children in care. In one case the process led to the expedition of reunification of the other children. 

It is recommended that while the needs and safety of individual children is primary; the process promotes where possible an integrated approach that considers how the meetings might impact on the circumstances of the family as a whole, including other children in care. 
4.8  The role of lawyers and Project 32b

Participants identified a lack of clarity around the transition to the inclusion of legal representatives in the meetings. Whilst lawyers were only involved in two of the pre-birth planning meetings, different views were held about the circumstances under which lawyers should be involved, how this involvement should be triggered, and what role they would assume during the meetings. 

While 11 of the cases appeared to progress to statutory action, legal representatives were only present in one (1) of these cases. The results do indicate that the process of ensuring timely legal representation (and possible transition to a 32b process) could be improved.

Complicating this issue further was that Project 32b model, which is developing a system to conferencing pre and post application, was in development during the time of this evaluation. It can now be noted that as the model for the 32b conferences is finalised that issues around the transition from the 32a to 32b meetings are likely to be resolved also. 

4.9  Further development and sustainability

Consistent with the finding that the model is worthwhile and should be expanded, planning is now underway to present options for its further development. At the Project Steering Committee meeting in January 2009, a proposed plan for the next phase was tabled. This plan will expand the range and scope of the current service progressively over the next 15 months. 

In summary, this plan includes:

· Training a pool of DCP facilitator/conveners.

· Transition to facilitation of meetings by DCP District Offices with the current facilitators moving to a support role.

· Expansion of the current target group to include all pregnant women where child protection concerns exist.

· Expansion to other hospitals including regional.

· Utilise the new network of trained facilitators/convenors in the piloting of Project 32b.

· Continue the process of action research/evaluation to assist in the development and refinement of the model.

4.10  Conclusion

The key finding of this evaluation is that the system of pre-birth planning established is effective and represents a significant improvement in the practice that existed prior to its implementation. The key challenge will be to sustain and strengthen the key elements of the model at the same time as moving to expand the services provided. 
5.  Recommendations

Sustain and expand the model

1. Continue and expand the system of facilitated pre-birth planning meetings. This will require the development of a sustainable model for expansion involving integration into core Departmental business.

2. Continue an action research based evaluation process to inform and assist the further development of the service model. 

Strengthen the role of facilitator

3. Consistent with Recommendation 1, ensure that the role of ‘independent’ facilitator/convenor is retained and developed.

4. Define the tasks and responsibilities of the facilitator role in detail and ensure adequate training is provided to those nominated to be facilitators. In summary, the role of the facilitator includes:

· Running the meetings using the Signs of Safety approach;

· facilitating the participation of other agencies and support people;

· facilitating agreement on action and holding people to account for actions agreed, and;

· where necessary agreeing a plan for further support, action, review, or case management at the conclusion of the 32a process (this will include consideration of impact on any other children in care).

5. Ensure that the significant time required of the facilitator role is acknowledged and accommodated in the service model.

Revise and clarify meeting processes

6. Ensure a dot-point summary of actions is available to participants at the conclusion of each meeting. This could be achieved by having the facilitator appoint another participant to record each action item as it is agreed.

7. Examine other practical options for improving the way information is presented during meetings e.g. lap-top and/or whiteboard.

Revise the Interagency Pre-birth protocol and Reciprocal Child Protection Procedures

8. Establish a process for the revision of the Interagency Pre-Birth Protocol and Reciprocal Child Protection Procedures. It is noted that such a process is due to commence in April 2009.

9. The agreed role definition for the facilitator/convenor to be included in revising the Interagency Pre-Birth Protocol/Reciprocal Child Protection Procedures (see recommendation 4).
10. Clarify and include in revisions to the Interagency Pre-birth Protocol and Reciprocal Child Protection Procedures the transition process to the process established under Project 32b. 

11. Revise the Interagency Pre-birth Protocol to accommodate the compressed timeframes involved when the mother is identified later in pregnancy. 

12. Streamline and clarify the process for triggering the involvement of legal representatives in the pre-birth planning process. 
Improve meeting preparation and participation

13. Finalise resources to assist families and professionals prepare for their participation in pre-birth meetings (it is noted that significant progress has already been made against this recommendation).

14. Continue existing strategies to develop the knowledge of professionals from DCP, KEMH and other agencies likely to participate in 32a meetings in both Signs of Safety and the conferencing process.

15. Strengthen existing strategies to engage key agencies beyond DCP and KEMH in the pre-birth planning process. This should include a follow-up to the forum held in December 2007 with all agencies named in the Interagency Pre-Birth Protocol.

16. Continue and strengthen strategies to support the engagement and attendance of additional support people (see also recommendation 4).
Further develop cultural security for Aboriginal families

17. Where the family is Aboriginal, ensure that the relevant Senior Officer Aboriginal Services (SOAS) is involved in case planning and attends pre-birth planning meetings.

18. Ensure that DCP Aboriginal Engagement and Coordination and other key Aboriginal Stakeholders are actively engaged and provide input to develop and strengthen the cultural security of the service model. 

Implications for core practice
19. Consider the impact the 32a and 32b conferencing process has on cases where the parent(s) have other children, particularly where they are in the care of the CEO (see also recommendation 4).  

20. Clarify review processes for cases that have been through the 32a pre-birth planning meetings (see also recommendation 4). 

21. Ensure that DCP Field Worker Guidelines and other relevant documentation and training provides clear guidance for DCP staff participating in pre-birth planning meetings.

22. Ensure that information is provided to DCP and KEMH staff, mothers/families, and other services on the process for engaging legal representation. 
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7.  Appendices

Appendix A.  Post case conference discussion form

Evaluation CPR Project 32a and 32b

Post case conference facilitated group discussion with professionals
	Case conf (wks):
	20
	26
	30
	32
	32b process


Client name:…………………………………………………………………………..

Date of case conference:………………………

Weeks pregnant:……………….. or age of newborn (wks)……………………….

Case conference attendees…………………………………………......................

…………………………………………………………………………………………..

…………………………………………………………………………………………..

Post case conference discussion attendees ………………………………...........

…………………………………………………………………………………………..

…………………………………………………………………………………………..

Reflective processes are at the heart of Signs of Safety and build ‘practice depth’ within the office and the agency as a whole. These processes enable staff to gain confidence in their work and enable DCP to deliver services that are valued more highly by service recipients. 
Essentially the interviews are based around three key Signs of Safety questions.

What worked well?

What are we worried about?

What needs to happen?

Appendix B.  Letter to client and families
Information for client and families
Service evaluation process

To be sent as a letter to client after last pre-birth case conference:

“Dear Mr/Ms…..

The Department of Child Protection is involved in a project with King Edward Memorial Hospital. We are working together to support pregnant women and their families. We would like to ask for your feedback on the service you have received from the Department of Child Protection in relation to your unborn baby and the support you were offered during your pregnancy.  

You recently went to a meeting with The Department of Child Protection and King Edward Memorial Hospital. The meeting was to talk about worries the department has about your unborn baby. You may have been to more than one of these meetings.  I would be interested in talking with you to find out how you thought these meetings went and whether you thought the meetings were useful for you and your family. 

This can be done in an interview and will take about 30-45 minutes. You may like to bring your partner, family member, or support person with you. The interview is completely voluntary and you don’t have to participate if you don’t want to. 

I will telephone you in the next few days to talk to you about giving feedback In the meantime if you would like to contact me my telephone number is 9222 2919.

Yours sincerely

Appendix C.  Interview schedules

PART A.
Outline interview schedule used with families

1. Process
Follow-up questions:

What was good about the meetings? 
What worked well?
What didn’t go well in the meetings?  
What were you worried about?
What do you think needs to happen to improve the meetings?  

2. Respect

Follow-up questions:
How did you think you were treated by the professionals (workers)?

By the facilitator?

Were you listened to?

Did you think that you were able to have a say in what happened?
Do you think that the process treated you fairly?  
Were any aspects of your culture disrespected or ignored?

3. Participation

Follow-up questions:
How comfortable were you participating in the planning meetings? 

On a scale of one to ten where 10 means you felt really comfortable and were able to talk and 1 where you felt really uncomfortable and you didn’t want to say anything 

What were the things that made you feel comfortable? 

What were the things that made you feel uncomfortable? 

Did you invite other people (family members or support people) to the meeting?
What could have been done to improve you or your support people’s participation?
4. Clarity

Follow-up questions:

Describe what happened at the first planning meeting

What did you think was the purpose of the meeting?

By the end of the planning meetings were you clear what the Department was worried about? Were you clear what you needed to do?  

What would have made it clearer?

5. Overall, how would you rate the meetings?   On a scale of 1 to 10 where 10 means you thought the meetings were fair , your were given the opportunity to talk and give your point of view and 1 where you thought the the meetings were unfair, no one listened to you and you weren’t able to give your point of view. 
6. Is there anything else that you would like to say?

Close – areas to cover: 
Mention that follow-up interview available if required – give name and contact number. Their feedback will be recorded and sent in the mail 

PART B.
Outline interview schedule used with professionals
1. Process

Questions:

Did you know what to expect at the meetings?

How were you able to prepare for the meetings? 

Did you find the prep sheet useful?

Were other people or agencies invited to the meeting?

How does the meeting compare with your previous practice?

Do you feel more confident in the process or less confident?

How do you think the meetings have affected your ability to case plan?

2. Information sharing

Questions:
Do you think that the new style of conference has altered the process of information sharing? (Better/Worse/No different)

3. Risk Assessment and Outcomes

Questions:
Signs of Safety is the practice framework being implemented across DCP, and is the approach endorsed for use in these meetings:

· Can you describe what you understand to be the key features of this approach?

· Did the meetings proceed in the way you expected, given what you knew about the Signs of Safety approach?

Do you think that the new style of meeting has altered the process of risk assessment? (Better/Worse/No different)

Does the process make you feel more confident or less confident in assessing risk?  
By the end of the meeting, was there a clear set of outcomes? (Yes/No/DK)

Do you think that the change of style has made any difference to achieving outcomes? (Yes/No).
Do you feel more confident or less confident in the decision making process?.
4. Feedback and comments
Questions:
Have you received any direct feedback from families about the meetings (provide detail)? How have the meetings affected your relationship with the client?

Is there anything else that you would like to feedback about the meetings?

Answers to be qualified with detail and specific examples if possible

Feedback will be typed and distributed 

Date:
Participants:

	What worked well?
	What are we worried about?
	What needs to happen?

	
	
	


Appendix D.  Summary of quantitative data collected via spreadsheet
Data elements collected via DCP/KEMH spreadsheet

	Mother's Details


	Surname

First Name

Mother's 
CCSS ID



	Father's Details


	Father's Full name

Father's CCSS ID



	Birth Details


	Estimated date of delivery

Actual date of delivery



	Practice Leader Facilitator


	PLF

PL

Lead Role



	DCP Details


	Date Allocated

DCP Office

DCP Caseworker



	Agency Details


	KEMH Worker

Other Key Agencies

Legal Aid

DCP Legal



	Estimated & Actual Meeting Dates & Notes
	Pre-Meeting Notes



	
	20 Weeks
Estimated

20 Weeks Actual



	
	20 Weeks Notes



	
	26 Weeks
Estimated

26 Weeks
Actual



	
	26 Weeks Notes

	
	30 Weeks
Estimated

30 Weeks
Actual



	
	30 Weeks Notes

	
	32 Weeks
Estimated

32 Weeks
Actual



	
	32 Weeks Notes

	Outcomes


	Statutory Action

No Statutory Action

Comments



	Time Report (in minutes)


	Total Time Taken

Total Planning Time

Total Meeting

Total Reporting

Total Debrief

Total Paperwork

Total Travel

Other (please specify)




Appendix E.  Preparation sheet for professionals

Project 32a Interagency Early Intervention: At risk newborn babies

Context and purpose
To support pregnant women and their families/communities to ensure the safety of their newborn child

To work effectively with the birth hospital and other service providers to promote safety
To engage the family/community, the department and other services providers in a timely planning process
	What are we worried about?
	What’s working well? 
	What needs to happen?

	The family won’t come

Has everyone been invited? Who does the family want to come? What about the father? Where is the best place to have the meeting? Does the family need transport? A taxi voucher? Will the younger siblings need to be considered?

Service providers won’t attend to support the family

Are other agencies clear about the purpose of the meeting and DCP’s concerns? Are they clear about what support they can provide?

The information isn’t clear

Does the family know what DCP is concerned about? Do you have enough information about the family? Does the previous case manager need to attend? Are you clear about the concerns? What has the senior district psychologist recommended?

The meeting won’t be helpful

You will get a copy of the Signs of Safety documents, you don’t need to take any notes

Don’t think the process is an end in itself. Lots of great work can be done in between meetings.

Parking at KEMH can be a challenge 
	When families and communities are clear about the purpose of the meeting before they come

When the field officer knows the family well and is clear about what needs to happen

When the field officer has completed a genogram before the meeting

When families and communities are prepared with their own solutions and responses to the concerns

When everybody’s attendance is confirmed When dad comes to the meetings

When lots of family members come to the meetings

When the birth hospital social work department are consulted

When the other agencies are clear about what the meeting is about and what they can provide

When the field officer follows up on the outcomes from the meetings

When the family knows what they need to do

When everyone gets a copy of the Signs of Safety documents from the facilitator

When the birth hospital is kept informed
	You need to identify cases early 

You need to speak with the birth hospital social work department 

You need to be aware of the protocol between KEMH and DCP 

You need to be transparent and open with information in line with the protocol

You need to invite a team leader or SPDO to the meeting

You need to invite a SOAS when appropriate

You need to consider if a DCP psychologist should attend

You need to think about a referral to Best Beginnings

You need to discuss legal representation with the parents when appropriate

Everyone attending needs to be aware of the Signs of Safety model and what they will be asked.




Appendix F.  Facilitator checklist

32a Checklist for Facilitator

1. Welcome/Introduction of people/Facilitator role/Purpose of meeting
a. If other children in care. Today’s focus is on [Baby/Child’s name]
b. Signs of Safety process 
i. Family tree/map

ii. Share information and talk about our views on things

iii. Look at what’s working well (safety/strengths) and what we’re worried about (harm/danger/risk) and explore what needs to happen (next steps)

iv. We won’t necessarily “solve” everything in one discussion

2. Clarify constraints 

a. Mobile phones, car parking, and childcare. 
3. Clarify role of facilitator, family members and support people and solicitors (if there) 

a. Families encourage to “seize the day” speak their mind, this is their opportunity to have their say

b. Lawyers (if there) are there to provide legal advice and support

c. Facilitator there not as the decision maker but to control the process

d. The Department workers there as the child protection authority 

4. Explain confidentiality as far as the law allows

a. Free to be honest

b. The only document to come out of the meeting is the Signs of Safety map. It is a departmental document so it will be kept on file and could be used in a court process.

c. Show map. Can draw on the white board on paper on the table.  Everyone gets a copy. 
5. Guidelines

a. Listen respectfully without interruption (only facilitator can interrupt)

b. Be polite, respectful

c. Don’t use jargon, summarise any reports don’t read from them
d. You can ask for a break from the meeting

6. Aim

a. To listen to each other and hear what everyone has to say 

b. To come to a shared understanding of harm and danger, strengths and safety and next steps

c. To work together so [NAME OF CHILD/ YOUR BABY] is safe and healthy (best interests of the child)

7. Any questions?

Appendix G.  Practice principles for DCP staff, other agencies and

                       families

Principles and practice guidance

Principle 1 Families have the right to clear, appropriate information.

Practice

a) Families must be given clear information about what a Signs of Safety meeting is and why they are attending.

b) Information must be exchanged in a way that meets the needs of the family.

c) All family members invited must be told who they can contact, if they have any questions about the process and about how they can make a complaint.

d) All participants will receive a copy of the Signs of Safety assessment and planning document in a timely manner.

Principle 2 Families have the right to be involved in the planning of the meeting.

Practice

a) Facilitators should be respectful of the families’ religious beliefs, cultural traditions and other lifestyle issues that may influence how the family operates.

b) A facilitator who is independent will work with the family to arrange the meeting. ‘Independent’ means that they have not and will not be involved in making any decisions about the child.

c) The meeting will take place at a time, date and place agreed with the family.

d) The facilitator will work with the family to decide who needs to be at the meeting.

e) Adults and young people will be aware that information held by agencies will be shared at the meeting.

e) The facilitator may decide to exclude individual family members from the meeting if there are concerns that their presence would be a risk to anyone’s safety.

Principle 3 Family members have the right to be acknowledged as decision-makers in the meeting process.

Practice 

a) The agency that referred the family for the meeting must be clear about what decisions, if any, they may be unable to support and must give reasons for this.

b) The family must be given relevant, factual and jargon free information about the agencies’ concerns and the resources available.

c) Family members will have the opportunity to share their concerns and have their questions answered before and at the meeting.

d) Family members unable to attend for any reason will be supported in contributing in other ways.

Principle 4 Families have the right to have safe plans agreed and resourced.

Practice

a) Every effort should be made to respond and resource the plan at the meeting consistent with the best interest’s of the child. 
b) All family members and agencies who attend the meeting will receive a copy of the plan. The plan will include details of what resources the family needs and how the proposals in the plan will be carried out and monitored.

c) The family, DCP and the facilitator will agree how the plan will be reviewed, whether a follow-up review should take place, and who will be responsible for making this happen.

Appendix H.  Information pamphlet for families and other participants

The Department for Child Protection

There is nothing more important than the safety and welfare of our children.
The Department for Child Protection (DCP) uses the Signs of Safety Assessment and Planning Framework as the basis of its consistent, evidence-based child protection framework. 
The Signs of Safety meetings encourage engagement with families and caregivers to work in partnership with the Department and other relevant agencies to keep children safe. You may be asked to attend a Signs of Safety meeting as part of the DCP risk assessment process. You may have been asked by the family to come as a support person, or you may know the family as a community member or be a service provider. 

In the meetings three key questions are asked and everyone is able to contribute

1. What are we worried about in relation to the child and family 

2. What is working well in the family and 

3. What needs to happen to ensure the child is safe.

If you are a service provider you may be asked what services you can offer to support the family. 

You may also be asked to scale the level of safety for the child. A scale of 10 means that you have no concerns about the child and you think the Department can close the case with no further involvement. A scale closer to 0 means that you are really worried about the child and have concerns they could be harmed if the department doesn’t intervene. The scaling question is another tool that is used in the meeting to assess information and determine judgements.
A safety plan is an important result of the Signs of Safety meetings and is constructed to clearly identify dangers and plans for safety. It must be endorsed by the Department workers involved in the case as the child protection authorities. The safety plan can be refined and revised over time and all family members, caregivers, service providers and child protection workers are included. In the meeting you may be asked to be involved in the safety plan by providing support to the parent or child.
Another important aspect of Signs of Safety involves engaging children and capturing their views. In the assessment and planning process it is crucial to give the child the opportunity to talk about what their worried about, what makes them happy, and what they would like to see happen. If appropriate a child might be involved in the meeting or someone might speak about the child’s views.

A meeting using the Signs of Safety framework gives you the opportunity to clearly identify what is working well in a family and talk about what is worrying you. Ultimately, it provides you with the opportunity to support a child who may have been harmed or vulnerable and at risk.
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