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Executive Summary

Context

The rise in concern about sexual exploitation and the difficulties of keeping exploited
young people safe in the community has resulted in more referrals of sexually
exploited young women to secure accommodation. However, depriving young
people of their liberty on welfare grounds is a contentious issue, particularly given a
lack of evidence of its effectiveness in improving outcomes. Within this context, the
central question being tested by this pilot was: can secure accommodation provide a
therapeutic environment, engage sexually exploited young people with appropriate
therapeutic support and support their transitions into a safer life in the community?

Key Findings
Development of the pilot:

e The pilot project was efficiently established and, by June 2015, staff for the
specialist house were appointed and trained and the first young women were
admitted.

e A strong core team was created which included Barnardo’s and Odysseus
staff working alongside residential workers. A shared ethos was developed,
although in the first few months, consistency of approach was sometimes
impeded by under-staffing and reliance on cover staff.

e Over the course of its implementation the planned model of working has
evolved with a number of changes made to its original design:

o The step-down facility was not pursued;

o Individual trauma-focused therapy was not provided for most young
women;

o After a brief period of education being provided in the house, almost all
young women attended Aycliffe’s main provision.

However, the biggest difference between what was planned and what occurred
related to the source of referrals. Rather than coming mainly from the north east,
referrals came from much further afield and this has a major impact on the
sustainability of the transitional and throughcare support that has been provided.

Outcomes for young people:

e Over the course of the pilot period, eleven young women have been resident
in the specialist house, mainly referred on 3 month orders (with some
extended to 6 months). Ages have ranged from 13 to 17 years.

e Most of these young women had extremely troubled backgrounds, often
including major experiences of violence and abuse. In most cases, the



precipitating factor for seeking a secure order was frequency of missing
episodes, placement breakdowns and serious concerns for the young
women’s safety.

The development of positive relationships with staff was a key objective of the
pilot and staff succeeded in developing some very postive relationships.
However, the attachment difficulties of the young women have presented
major challenges. These have been compounded by the time-limited and brief
nature of the secure placements as well as the mix of young people in terms
of age and need.

There is some evidence for an increase in the young women’s understanding
of the impact of child sexual explanation (CSE), although this has varied
between individuals.

There is also some evidence of improvements in the mental and emotional
well-being of some young people during their time at Aycliffe. However, the
project has been unable to address the complex underlying difficulties
affecting many of the young women referred in the short time available to do
SO.

Some young people have engaged well with education while at Aycliffe
although there has been uncertainty about how best to accommodate
education alongside therapeutic needs. Planning for future education or
training has been limited by the difficulties of achieving well planned
transitions to suitable placements.

In most cases, positive transitions into suitable placements have not been
achieved. Local Authority planning has been poor and placements difficult to
find. Placements have often been identified only very shortly before young
women have been due to move. However, the project has involved families
well wherever possible and, despite many placements being far-flung,
workers have provided considerable support to young people during and
following transitions.

Outcomes for Aycliffe

Staff report increased knowledge and confidence in relation to working with
CSE affected young people. 100% of staff have completed a 5 day training
course on trauma, attachment and CSE which was very positively received.

There is some early evidence that a more therapeutic culture is emerging
across Aycliffe and this can partly be attributed to the Innovations project. The
introduction of clinical supervision has been welcomed by most staff and is
making a difference.

There is evidence that sustaining relationships across transitions from secure
accomodation into the community is appreciated by young people, parents
and social workers.



Implications for policy and practice

In recent years, we have developed a growing awareness of the complexities often
associated with sexual exploitation. There is a strong concern to keep sexually
exploited young people safe and provide them with the right support to regain control
over their lives, but the challenges of achieving this for some young people within the
community often seem insurmountable. Consequently, despite its costs and disquiet
about its use on welfare grounds, secure accommodation continues to be used for
sexually exploited young people. In this context, the pilot attempted to test whether
secure accommodation could play a positive role in the lives of young people by
providing a more therapeutic environment where they could gain an increased
understanding of the impact of CSE on their lives, engage with appropriate
therapeutic support and be supported into a safer life in the community.

From the evidence so far, there are good indications that it is possible to create a
more therapeutic culture in a secure environment and the combination of intensive,
whole-staff training and reflective supervision look promising. It is also possible for
staff to develop positive relationships with sexually exploited young people and for
these relationships to be sustained during a period of transition. However, for a
secure placement to do more than care for a young person for the length of the
order, it needs to be part of an integrated long-term plan by the placing authority.
Such a plan would need to incorporate a really thorough appraisal of young people’s
needs; an ongoing relationship with a worker - preferably prior to, during and after
secure accomodation; transition planning in place from the start of the order and
appropriate residential, foster care and independent living options being available.
For the period in secure accomodation to be an effective part of this package, it
would need to offer more in terms of assessment and facilitate the start of
therapeutic relationships which could continue in the community and provide
transitional support to parents and carers as well as young people. Realistically, this
is far more difficult if young people are placed from a long distance away.

The fundamental difficulty for these young people is a lack of appropriate long-term
placements. For most, a series of placement breakdowns was a major factor in them
being placed in secure accomodation. But a secure placement, however good,
cannot positively affect outcomes in the absence of long-term solutions.



1. Overview of project

1.1 What was the project intending to achieve ?

The ultimate goal of the Aycliffe innovation was to improve the mental health and
well-being of sexually exploited young people and enable them to build lives free of
sexual exploitation.

The intended outcomes for young people were: reduced risk of sexual exploitation;
improved emotional well-being; stable living situations; supportive relationships —
including positive family relationships being rebuilt; awareness of rights and risks and
being able to make positive choices for themselves. (The findings around outcomes
for the young women are discussed in section 3.1) For Aycliffe Secure Centre itself,
the outcomes included: fewer re-referrals to secure accommodation (as a result of
the improved outcomes for young people); a stable, skilled workforce with a
consistent trauma informed approach; and evidence of an effective, replicable model
for secure provision influencing commissioning and placement.

The original milestones the project hoped to achieve by March 2016 were as follows:

1. The pilot established to timetable with a good description of the model

developed.

Increased knowledge and confidence amongst project staff.

A strong project team with a consistent trauma informed approach

A more therapeutic culture in Aycliffe overall.

Young people will have positive relationships with staff, their emotional well-

being improved, there are fewer incidents/emergencies.

Young people have a greater understanding of the impact of trauma in their

lives and have reduced trauma symptoms.

7. Young people have greater understanding of CSE and its impacts; there are
reduced risk factors for CSE.

8. Young people are more engaged in education and plans for their future.

9. Step-down is being used and positively experienced by young people

10. Transitions are well planned.

11.Young people are well supported in making the transition from Aycliffe and
have more confidence and skills in managing their lives.

12.Families feel supported and are better able to support young people in the
community.
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1.2 What was it intending to do to achieve these outcomes?

The original project design involved opening a specialist unit at Aycliffe Secure
Centre (referred to here as ‘the house’) to focus on working with trauma in sexually
exploited young people. This was to be accompanied by a 2-3 bed step-down facility
and the provision of up to 12 months follow up support in the community. The project
was developed in partnership with Barnardo’s and the Odysseus mentoring project.
It was an intervention made up of 4 elements: a period of 3-6 months



accommodation in a secure therapeutic environment during which trauma focused
support would be provided and relationships would be developed with Barnardo’s
project workers delivering a CSE intervention, and with an Odysseus mentor. The
same workers would then continue to provide support post-Aycliffe. Barnardo’s
workers would provide transitional support for up to 3 months and facilitate young
people’s engagement with longer-term therapy and CSE work in the community
where required, while mentors would continue supporting their mentees for up to a
year after leaving Aycliffe. Where young people were moving to new care
placements, or returning to family, the workers would also ensure continuity of care
by providing input to family and carers. Older young people, preparing for
independence, would be able to spend time in a step-down flat on site before moving
on into the community.

Figure 1.The original project model
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In addition, all staff at Aycliffe were to recieve 5 days training in trauma and sexual
exploitation, and group and individual clinical supervision, to ensure a centre-wide
approach to a new way of working.

The overall approach emphasised the importance of relationships, and rather than
focus on one-to-one therapy, placed the relationships between young people and
project staff (particularly residential workers) at the centre of the intervention as the
primary facilitator of change. The training provided was based on theory about the
effects of attachment, disruption and trauma on self-regulation, adaptive traits and
developmental competencies (Perry and Pollard, 1998; Kinniburgh et al, 2005). It
drew on the ‘therapeutic parenting’ approach to the fostering and adoption of abused
and attachment disordered children expounded by Dan Hughes (2004) and Kim
Golding (2007).



1.3 Changes to the project’s intended outcomes or activities

There have been no changes to the project’s intended outcomes, but there have
been changes in the activities the project has actually undertaken from those in the
project plan summarised below:

1.3.1. Local or national referrals

The original model was predicated on referrals to the unit coming primarily from local
authorities in the North-East. This has not been the case and the unit has accepted
referrals from Yorkshire, Lincolnshire, Derbyshire, the North-West and London.
Budget and staffing were based on this ‘local’ model and it soon became clear that
the wider range of referrals would impact on the continuity of care that could be
provided:

“The whole project is simply not viable if we are not getting north-eastern young
people. The continuity ... it has to be the same workers following through or it’s just
not what was intended. They can’t send therapists out all over the country from
Barnardos when they’re only working 2 72 days and Odysseus uses local mentors.”
(Baseline)

The pilot project has succeeded in providing considerable outreach support for those
young women who have moved to placements across the North and Midlands, but
this would be difficult to sustain in the long term.

1.3.1. Therapeutic input

The original project plan included employing 2 part time counsellors to work
alongside residential staff on the unit. However, there was some confusion as to their
role (whether they should be providing individual therapy or offering less structured
support to the young women and consultation to staff). A room in the house was
originally designated as a therapy space but this was recognised to be inappropriate
and an alternative room in the education block was identified. In the first couple of
months the young women were mostly reluctant to engage with formal one-to-one
sessions (whether designated for therapy or CSE work) and the therapists struggled
with working more informally and with different expectations. These posts were
subsequently discontinued, although one young woman who had immediately
engaged with one of the counsellors has had weekly therapy throughout her time in
the project and this has continued into a local placement in the community. There
are also arrangements in place to ‘spot purchase’ therapy from a local Barnardo’s
service where this is required.

“The design was originally that B’s therapists would integrate themselves with the
workers on the house, but | am not sure this happened.... The therapists were
expecting a more structured approach but the young people couldn’t take

that.... There were different expectations of the project across the staff team at the
start.”(T1)



1.3.2. Step-down

The step-down facility has not been developed as planned. This was initially
because the CSE affected young people referred to the project were much younger
than was anticipated — 13 and 14 rather than 16 plus and approaching
independence. In addition, there were a number of practical barriers over the
designation of the available accommodation as secure/non-secure which could not
readily be resolved within the timeframe. The accompanying milestone is therefore
no longer relevant although the step-down flats have been used to enable young
people to spend quality time with family members.

1.4 The context within which this innovation has been taking place

Aycliffe Secure Centre is a purpose built Local Authority Secure Children's Home run
by Durham County Council and currently able to accommodate 32 young people
across 4 houses. It accepts referrals for young people who satisfy the "welfare"
criteria specified within Section 25 of the Children Act 1989 as well as providing
Youth Justice Board places for 12 to 14 year-olds sentenced to custody, girls under
17 and boys aged 15 or 16 with particular needs. It has been rated ‘good’ overall by
Ofsted. Services include a mental health in-reach service - The Kolvin Service - a
Consultant led multidisciplinary adolescent forensic mental health provision
commissioned by NHS England. A range of intervention programmes are delivered
including on substance misuse, anger management, self-harm and emotional
literacy.

The use of secure accommodation for young people who are sexually exploited is a
contentious issue, with critics questioning the use of ‘welfare grounds’ to deprive
young people of their liberty. However, secure accommodation continues to be used:
research suggests that while managing risk in the community is generally preferred
by local authorities, it is sometimes considered impossible because of lack of
appropriate placements and services (O’Neill, 2001).

It is recognised that while secure units frequently offer ‘evidence-based’
interventions, these have usually been designed and evaluated in relation to a
largely male population of young offenders. Access to individual therapy or
counselling — in which sexual exploitation, abuse and family relationships could be
expected to be addressed — is variable.

Securing young people in response to sexual exploitation is, by definition, a short
term solution and regarded by secure unit staff as being only one stage in a much
longer process. Its effectiveness is thought to be dependent upon young people’s
needs being adequately addressed once they have left the unit. However,
throughcare and aftercare are frequently considered poor and any benefits that
might accrue from the secure experience are sometimes cancelled out by a lack of
effective follow through (Creegan, Scott and Smith, 2005). This was clearly
recognised in the development of the Aycliffe Innovation.

In this context the Aycliffe Innovation project represents an attempt to test the
possibilities of secure provision in providing a therapeutic environment, meeting



sexually exploited young people’s therapeutic needs and supporting their transitions
into a safer life in the community.

1.5 Existing research relating to this innovation

There is research identifying the complex and multi-layered issues that may need to
be addressed with sexually exploited young people including:

Drug addiction

Trauma, depression and self-harm

Lack of qualifications and training

Lack of family support and positive social networks

Relationships with abusive partners/pimps/boyfriends/family members
(Research in Practice, 2015; Harper and Scott, 2005)

There is good evidence on the features of residential care that best promote the
mental and emotional well-being of children and young people:

“Differences within ordinary care can be a powerful influence on well-being for
children in residential and foster care, as well as providing the context for any
additional interventions. In residential care, the degree to which the head and staff
agree on their approach, establish ‘warm’ relationships with residents and have
clarity of expectation about behaviour and education are key to the impact of the
home..” (Luke et al, 2014)

The evidence on mentoring schemes with looked after children suggests that they
can be of benefit to their social and emotional well-being. Mentoring may work best
when it provides a consistent, personal relationship, with frequent contact over an
extended period, and includes good support for mentors as well as those mentored.

Barnardo’s work with high risk young people affected by CSE has been evaluated
and found to be effective in reducing associated risks in community settings (Scott
and Skidmore, 2013). In addition, Aycliffe had collected psycho-social outcomes data
for 19 young people with a proven history of sexual exploitation in the community (or
strong evidence to suggest this) who had completed the Barnardo’s CSE programme
on a 1:1 basis during their secure placement in 2013/14. There was good
improvement in these young people’s self-esteem and their knowledge of risks
associated with going missing and sexual exploitation which — combined with
positive feedback from the young people themselves — was considered to be
attributable to the intervention (Maclnnes, 2014 Internal report).

There is an evidence base for interventions to treat trauma symptoms, depression
and self-harming behaviours in adolescents (NICE Guidelines include group and
individual CBT, EMDR for PTSD and DBT for self-injury’ — see also MacPherson et

! See also the Trauma and Self Injury (TASI) programme co-developed with adult women in forensic
services http://www.nice.org.uktasi
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http://link.springer.com/search?facet-author=%22Heather+A.+MacPherson%22

al, 2013). There is also some good evidence of the underlying principles that should
inform any residential care intended to improve young people’s mental health and

well-being (Luke et al, 2014). However, there are few evaluations of initiatives with a
specific focus on the needs of looked after young people who are sexually exploited.

There is evidence of effective interventions for adult women who have experienced
similar patterns of child abuse, sexual exploitation, addiction and abusive
relationships with partners (Scott and McNeish, 2014). These have been developed
in community, mental health and criminal justice settings and there is a current wave
of interest in these in the UK (Allen, 2016). In 2015 Stephanie Covington toured
women’s prisons in England and Scotland delivering training on trauma-informed
practice and there was a 5 week pilot of her Healing Trauma: A Brief Intervention for
women delivered at HMP Holloway (Burke et al, 2008; Covington and Bloom, 2006;
Covington, 2004).

In the original design, the project intended to draw on the experience from Rossie
Secure Children’s Home in Scotland of introducing an adapted form of Teaching
Recovery Techniques (a manualised programme of evidence based psycho-
educational work for children and young people traumatised by war and disasters?).
A pilot initiative had been funded by the Scottish Government and evaluated by the
University of Dundee. http://www.rossie.org.uk/index.php/news/69-trauma-recovery-

training.html

> The original programme consists of 5 sessions to help children deal with intrusive thoughts and
feelings, arousal and avoidance. They are introduced to distraction techniques, dual attention
techniques (similar to some EMDR techniques), and various imagery techniques. They are helped to
schedule their activities, develop better sleep patterns, manage frightening, repetitive dreams and
practice coping self-statements.
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2. Overview of the evaluation

2.1. What were the evaluation questions?

The key question for the evaluation was whether the project has achieved its
milestones by March 2016 and is it on track to achieve its longer term outcomes. In
addition, we were concerned to explore the learning from the project and its
implementation — in particular:

e \Whether a consistent and coherent intervention/model of service was
developed

e The barriers and facilitators to providing a therapeutic response to sexually
exploited young people within a secure service

e The impact on staff skill, confidence and culture

e Whether the service was seen to be helpful by young people, their families
and social workers

e How transitions into the community are managed and ‘follow-through’ support
provided

2.2. Methodology

The evaluation began with an evaluation workshop on 21 May 2015 involving key
staff from the project partners in which we sought to clarify how the trauma focused
model of working in the secure unit, step-down and community service contexts was
intended to lead to the desired outcomes for young people and for the wider system
in Aycliffe.

Following this, we produced an evaluation framework to represent a ‘road map’ of
the project journey over the course of the pilot year and setting out the contribution of
each element of the programme and how achievement of these would be assessed
(see Appendix 5).

A pre-post survey of Aycliffe staff was undertaken in July/August 2015 and in
February 2016 to assess work satisfaction, resources and support and the impact of
the innovations project.

Our evaluation of outcomes for young people utilised a repeat risk reduction
assessment based on Barnardo’s outcomes framework (at admission, at 3 months
and/or pre-discharge). In addition, a psycho-social assessment utilising the following
measures was intended to be undertaken at the same time intervals:

e Strengths and Difficulties Questionnaire (SDQ) — measuring symptoms and
peer issues

e Vulnerable Attachment Style Questionnaire (VASQ) — measuring
insecure/mistrustful and anxious elements
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e Trauma Symptom Checklist for Children — post-traumatic stress and related
psychological symptomatology in children ages 8-16 years who have
experienced traumatic events, such as physical/sexual abuse or witnessing
violence

e Teenage Attitudes to Sex and Relationships Scale (TASAR) — attitudes to
‘sexting’, pressure to have sex, gender roles and equality in relationships

In addition we have drawn on information routinely collected by Aycliffe and its
partners including:
e An assessment of Pupil Attitude to Self and School (PASS) conducted at
entry and exit

e Assessments of confidence and life skills undertaken by the Odysseus
mentoring project

e Performance analysis re critical incidents
e Records of staff absence

Evaluators also reviewed the training materials and the evidence base for the model
being promoted; observed delivery of 3 days of the 5 day training course; and
analysed post training questionnaires. We supplemented this with a focus group on
the therapeutic model involving Barnardo’s staff.

Observation of project development has involved evaluator attendance at project and
‘team around the child’ meetings and sessions led by the Spring Consortium coach
which has helped capture the learning of the project during its implementation.

We have evaluated progress against the project milestones through 3 rounds of
interviews as follows:

Table 1: Interviews conducted

Interviewees Baseline July 15 | T1 October 15 T2 Jan/Feb 16
Aycliffe staff 13 11 12

Barnardo’s staff 1 2 2

Odysseus staff 1 0 2

Young women 2 2 2

Parents 0 0 2

Social workers 0 0 )

As far as possible, we interviewed the same staff on each occasion and 8 key
members of staff were interviewed at all 3 time points and a further 8 at 2 time
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points. All staff interviews were digitally recorded. Our approach to interviews was
that of ‘appreciative enquiry’ which emphasises the expert and experiential
knowledge of those involved in developing and delivering programmes and their
desire to learn from their experience and share it with others. All interviews were
conducted by one of two researchers in order to develop trust and rapport between
informants and the evaluation team. (Topic guides are included in Appendix 6).

Brief interviews were conducted with a total of 6 young women while they were
resident on the unit. None of these were recorded (at the young women’s request).
They were known to the evaluators by a unique identifier and have been given
pseudonyms in this report. However, given the small numbers involved and the
unique nature of the specialist provision at Aycliffe, we have taken the precaution of
not including case studies in the published version of this report.

2.2.1. Changes to evaluation methodology from the original design.

There were no significant changes to the methodology but we had intended to repeat
the risk reduction assessment and the psycho-social measures at 3 months post-
discharge and to interview parents (where young people had returned home) and
carers (where the young person was being looked after). Two parents have been
interviewed but further follow up has not been possible due to the highly problematic
nature of young people’s transitions from Aycliffe back into the community. The
trauma symptom checklist (TSCC) was administered by an appropriately qualified
staff member but was used as a one off rather than a repeat measure®.

% In the evaluation design the TSCC was linked through the theory of change to the provision of
trauma-focused counselling and was intended as a pre-post measure. As such counselling was not
provided by the project there was no clear rationale for the evaluation to use the measure in this way
and it would therefore have been unethical to have done so. Where it was administered at baseline
and the test indicated a clinical threshold had been reached, this was referred to the Kolvin Unit team
to consider further assessment/intervention.
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3. Key Findings

3.1. How far the innovation has achieved its intended
outcomes

The original theory of change framework identified 12 milestones for March 2016
(see Appendix 5). These were adjusted to remove the milestone related to step-
down provision. We therefore report progress against 11 milestones as the key
findings of the evaluation.

3.1.1. Milestone 1: Pilot has been established and there is a good
description of the model of working.

By June 2015 the pilot project was well established. The model has evolved
over the course of its implementation with a number of changes made to its
original design.

The pilot was established with great efficiency and a residential staff team was
recruited — from within Aycliffe and externally — by May 2015, with the first referrals
being received the following month. However, the speed of implementation allowed
little time for the new unit staff to develop their understanding of the new model of
working, and the process of appointment created some resentment across the wider
staff team. At baseline interviews there was widespread agreement that the pilot had
got off to an uncertain start:

“The first few weeks has been a really lonely time. | don’t think the initiative is that
well received by the rest of Aycliffe — and some people can’t wait for it to go wrong.
[We] felt very much on our own and we were panicking and scared at times. The
wheels seemed to fall off the staff. They just forgot that what they had been doing
previously on Lumley — [the house that previously tended to accommodate CSE
affected young people] was fine and they just needed to keep doing it. Nobody knew
what the programme was about. | didn’t know until | attended the evaluation
presentation. It had all been a big secret and we didn’t even know what the jobs we
were applying for entailed. ... Then four young women arrived rather quickly and
people wanted to give them everything. Staff was scared they were going to cock up
and were not at all clear about expectations — they’d never been briefed....The
training was wonderful but has left people uncertain about whether they are doing it
right. They are much more self-conscious, self-critical and that can be for good or
bad. The team should have been chosen long before and fully involved in the
development of the project. They all should have been at the evaluation meeting for
example.” (Baseline interview)

The initial project team was seen to have both strengths and weaknesses:

“We actually appointed 9 2 staff out of 30 applications because we wanted the right
people even though 15 is the full complement. And they’re all RSW’s [Residential
social workers], we have no seniors appointed and | now think it'’s a gap as we need
a good organiser on each shift.” (Baseline interview)
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However, the initial staffing was seen to have some advantages:

“On the unit there’s a good flow: it feels natural and allows practitioners to be drawn
into their natural strengths and that shines through. What goes on is less regulated
by team leader allocation. However, cover staff from other units coming in can’t cope
with it — they struggle with the lack of structure.” (Baseline)

Project leads described “psychological conversations with young people getting
behind behaviours [and] creating different narratives” as fundamental to the model
and the different ingredients identified by residential staff were:

e An ‘open door’ policy in relation to free movement around the house and into
the garden

e Individual safety contracts rather than blanket rules

e No behavioural reward system

e Stronger representation of the girls — through a NYAS [National Youth
Advocacy Service]advocate

e Key workers being matched to needs rather than randomly assigned

e Clinical supervision for all staff

e A house rabbit — and later a hamster

e FEducation and therapy to be available on the house

e Barnardo’s CSE workers and Odysseus mentors to be part of the staff team
A number of these ingredients were changed over the first few months of the project.

First, there was some debate about how best to provide education. The original
proposal was for a continuum of provision from solely ‘on house’ to full integration
with Aycliffe ‘mainstream’ education and it was quickly recognised that providing
education on the house was not appropriate for most of the young women and
contributed to a highly charged environment with staff and girls in the same space
24/7.

The project responded accordingly, and from the start of the September term the
girls were largely attending school alongside other Aycliffe young people (see
Milestone 7).

However, the need for change on this score was also partly driven by the young
women themselves:

“I think the girls have shaped us to some extent. The girls wanted to be ‘normal’
including a 9 to 3 day and getting up and going to school rather than being allowed
to lie in because we understood their adolescent brains needed a lot of sleep.” (T1)

Second, there were difficulties in engaging the initial cohort of young women with
individual therapy. The plan to make some individual therapy available was based on
evidence that interventions focused on improving the quality of the relationship
between the child and their carers — though fundamental to mental health of young
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people — may not be sufficient to address the full range of issues facing looked after
young people, and that sexually exploited young people were likely to have complex
issues like PTSD and therefore require additional stchotherapeutic interventions
that tackle their internal world of feelings and beliefs™.

The level of resistance to engaging with CAMHS amongst many troubled teenagers
is widely recognised and a similar rejection of ‘therapy’ was encountered from many
young women in the project. Attempts to address this in different contexts have
included psychologists and psychotherapists working more flexibly and informally
with young people or by providing consultation, joint working or supervision to youth
workers, foster carers or care staff. Unfortunately, in this project, the role of the
counsellors was unclear to both them and the residential staff and there was a poor
fit with the usual boundaried, appointment-based therapy the counsellors had
previously provided for CSE affected young people :

“At the outset | understood that providing a therapeutic environment was the focus
and not 1:1 therapy — but at the same time there was a designated room for therapy.
It seemed in contradiction to the content of the training to have therapists at all — so
staff were confused about what they were there for. It could have worked if it had
been constituted as a consultant psychotherapist role but it wasn't that clear.” (T2)

It was quickly recognised that a room on the house designated for therapy did not
provide appropriate privacy or separation from daily life and arrangements to use a
room in the education block (out of school hours) were put in train. Subsequently it
was decided that in the light of the young women’s denial of their own exploitation
and resistence to the idea of therapy there was no clear role for the counsellors and
their posts were discontinued.

Third, the behavioural regime was changed. By early summer residential staff were
struggling to deal with unwanted behaviours and the Brills behaviour points system
was re-introduced to enable the young women to earn privileges (e.g. extra TV, later
bedtime, more association) as young people do across Aycliffe.

For some this was a return to normality after a very difficult summer, but there were
also losses identified by others:

“There was a model for doing things differently but we’ve reverted to Aycliffe as
usual [and] it’s now no different to what Lumley was 18 months ago. Perhaps some
things we were trying were naive but the pendulum has swung too far. I'd have liked
to have kept that feeling of creativity and magic — not just the animals.” (T1)

Some changes were in response to specific risk assessments in line with the
requirements of a secure service. However, by January when the unit had moved

* Black et al's (2012) list of therapeutic techniques employed in treatments for trauma symptoms in
adolescents: psychoeducation, developing coping skills, cognitive restructuring, and creating a trauma
narrative and a post-treatment plan.
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back from Durham to Lumley House®, residential staff were feeling that the
experiment in doing things differently had been abandoned:

“It's [now] supposed to run [the same] as the other houses, not as it was, for
example having doors locked and children do what they’re told. Staff are to be more
disciplinary — that has been the change over the last few weeks...so the kitchen is
not open now, shoes are not allowed in the house now. Also other staff have been
told to come and sort us out — they’ve been told we need strong, older staff to come
and whip us into shape.” (T2)

3.1.2. Milestone 2: There is increased staff knowledge and
confidence

Staff across Aycliffe report increased knowledge and confidence in relation to
working with CSE young people.

Ten courses on Child Sexual Exploitation, Trauma and Attachment have been
delivered each consisting of 5 days training (1 day on CSE and 4 days covering the
impact of trauma, attachment, disruption and trauma on brain development and
relationship-based approaches in residential settings). All staff working with young
people at Aycliffe have completed the course (138 of 139 staff: the only exception
being one staff member on long-term sick) and post-course questionnaires from 95
staff were returned. The course was considered excellent by almost all those
attending. Participants’ responses to the key learning outcomes are shown in Tables
2 and 3.

Table 2: Following the training programme, | have a good awareness of the
needs of sexually exploited young people

Number Percentage

Strongly disagree 0 0%
Disagree 2 2%
Neither disagree nor agree 3 3%
Agree 41 43%
Strongly agree 49 52%
Total 95 100%

® The Innovations project was based on the 5 bed Durham House until the end of 2015 when it moved
to the 8 bed Lumley House which had previously been the house for sexually exploited and
particularly vulnerable S52 young people.
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Table 3: Following the training programme, | feel | have the necessary skills to
work with sexually exploited young people.

Number Percentage

Strongly disagree 1 1%
Disagree 0 0%
Neither agree nor disagree 8 9%
Agree 44 46%
Strongly agree 41 44%
Total 94 100%

Additional evidence of staff knowledge and confidence comes from the staff survey
which included questions on Child Sexual Exploitation and staff's knowledge and
confidence in relation to CSE®. At survey 1 (July/Aug 15) almost a third (32%) of staff
did not feel they ‘had the training they need in relation to CSE’. The proportion was
only 12% at survey 2 (Feb 16) suggesting that the training provided between the 2
surveys had met the training needs of many staff. (See Figure 11, Appendix 2)

In response to the statement, ‘I know what works in supporting young people who
have been sexually exploited’, a third of respondents were ‘not sure’ at both survey
points. Although half (52%) said they did know what works in CSE support, almost 1
in 5 said they did not.

In similar vein, over half of all respondents claimed to ‘know enough about CSE to
help young people affected’ — 53% at survey 1 and 64% at survey 2. The remaining
one-third felt unsure or didn’t think they knew enough about CSE to help young
people.

The proportion of respondents who agreed that ‘Aycliffe is on track to become a
centre of good practice in responding to CSE’, grew between the surveys from 51%
to 71%. Although some remained unsure, only 1 person disagreed that this was the
case.

It is possible for a training programme to increase carers’ knowledge and
understanding and still fail to have a detectable effect on behaviour and outcomes
and a systematic review by MacDonald and Millen (2012) failed to find any evidence

® The first survey was conducted during July and August 2015 (completed by 82 staff representing
60% of the total workforce) the second 6 months later in February 2016 (completed by 72 members of
staff). Sixty-one percent of those completing survey 2 had also completed survey 1. (Appendix 2 for
full report of the staff surveys).
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that the training of residential staff had a beneficial effect on outcomes. However,
there is a good rationale for training residential workers to place a compassionate,
understanding interpretation on disturbed behaviour (Sinclair and Wilson, 2003).
Staff interviewed largely reported that the training had increased their understanding
of the causes of difficult behaviours and that this in turn enabled them to respond
with greater empathy to young people:

“I can see that it helps set the practical in the theoretical context, for example the
theory of mind explains much of what we know anyway, and we learnt about the
impact of hormones, but we also learnt that brain development is ongoing until age
23 and that helps to explain the vast gap of development that a 14 year-old still has
to go through. Having the training on attachment helped to explain YP’s behaviours,
for example knowing about ‘ambivalent secure attachment’ helps us to understand.”
(T1)

However, at T2 house staff were unpicking the reasons why the new unit had got off
to a very difficult start and some felt that the training had been unhelpful in this
respect:

“The training hasn’t had the best impact — it made us all a bit tentative and reduced
our self esteem. We thought we didn’t know anything and should be doing everything
differently rather than building on things that we were good at [like maintaining]
boundaries and consistency across the team. The baby went with the bathwater and
the house was chaos... staff let the girls do whatever: they were ruling the roost but
they really didn’t feel safe at the same time...... The brain stuff is really amazing —
you can see it in the young people — but it’s not what you think about in the moment.
It doesn’t help you know what to do.” (T2)

3.1.3. Milestone 3: A strong project team with a consistent trauma informed
approach

A strong core team was created which included Barnardo’s and Odysseus
staff working alongside residential workers. However, consistency of
approach has sometimes been limited by under-staffing and reliance on cover
staff.

The house continued to struggle with being understaffed for the first 6 months and
during this period interviewees felt that while a core group of staff shared a
consistent approach, the reliance on cover being provided by staff from other teams
led to some inconsistencies. During this period the team manager and deputy were
also acting as duty managers across Aycliffe for over 50% of their time. They
therefore had insufficient time to coach their team or to be able to ‘lead by example’.

Project leads described trauma-informed working developed in the team:

“The trauma work was delivered through the residential worker interventions in
building secure attachments and having psychologically minded conversations
addressing the thoughts and feelings behind the presenting behaviours. Addressing
the trauma was about the team nurturing the young people, creating emotional
regulation and creating more positive narratives.”(T2)
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The vast majority at both surveys agreed that ‘if a member of staff has not behaved
well towards a young person they will be challenged’. The high proportion of staff
members who strongly agreed (43%) with this statement — the highest ‘strongly
agree’ response to any statement in the two surveys — is an indication of how
confident respondents felt about this matter.

A major element of the project intended to influence culture was the provision of
clinical supervision — referred to as ‘reflective practice’ (RP). These sessions (1
individual and 1 group session per month) are an entirely novel experience for staff
and represent a considerable investment of organisational time on the part of
Aycliffe. There is good evidence that RP has been quickly embraced by the majority
of staff and is influencing their work. At T2 we asked for their observations of
reflective practice having an impact on ways of working and were given a number of
specific examples:

“It's been possible to challenge why someone spends a lot of time in the office rather
than with the young people — but so they didn’t feel attacked.”(T2)

“Someone has gone back to the house and asked a young person how they felt
about something that had happened — when before they’d only talked to them about
their behaviour and why it wasn’t OK.”(T2)

Individual and team RP sessions are being facilitated by two very experienced
psychotherapist/supervisors. Both have a similar training background in integrative
psychotherapy and have supervised multi-disciplinary teams in a variety of related
contexts (including inpatient mental health services, children’s homes and prisons).
Since September clinical supervision has been rolled out across all four house teams
and to both education staff and the senior management team. Some teams have
been slower to engage than the others (see Milestone 8, pg 32) but attendance at all
sessions is good and feedback forms completed after each session suggest
increasing levels of engagement and satisfaction®. (See Appendix 4)

“The take up of supervision has been good — organisational issues can get in the
way but there’s individual enthusiasm. People were surprised that it’s not ‘punishing’
and really is completely confidential. The focus is on what they bring and what young
people bring to interactions and relationships with emphasis on empathy, boundaries
and consistency and on group process. Staff report back on what they’ve done
differently and that they can see how changing how they behave has consequences
in how the young people behave...

...People feel less alone and gain different options of how to work. They are sharing
more outside the group and challenging each other — but with consideration. It’s
paralleling a process with staff that would like to see with the young people....

At the outset of the project there was no guiding vision of what a therapeutic unit for
young women should look like. The training sounded clever — the neuroscience in

® The feedback forms were designed by the project without input from the supervisors and need to be
adjusted to better reflect the objectives of RP Sessions.

24



relationship between this approach and individual assessment/diagnosis and
treatment has not been clear. It is acknowledged by the project that the original
design of the Innovation did not adequately involve the mental health in-reach team:

“Mental health is a particular issue for the girls who are on site now — but throughout
the project input from CAMHS and from the Kolvin Unit has been very limited. There
are no CAMHS staff at any external meeting to discuss how young people are doing
and to plan for their placements. The Kolvin Unit pulled right back at the start so the
project has missed out on their input; the arrangement that is in place now, with the
Kolvin Unit having more contact with the young people, should have been clear from
the start because the young people really need the mental health support — although
there is still limited communication between the Kolvin Unit and the rest of the
staff.”(T2)

As previously noted there was some confusion about the role of the Barnardo’s
counsellors during the early months of the project and the subsequent deletion of
this role in the project team:

“There has been one major departure from the original plan, in relation to the mental
health services, the Innovation Team has now made it clear that they are not
providing therapy. It was confusing as it was before, so this has made things clear
although | am also saddened by the change.

Mental health issues and trauma are now being addressed by us from a mental
health perspective ... Barnardo’s workers are managing the day-to-day engagement
and supporting the Aycliffe staff — but treatment is left with us. ...[O]ur brand of the
medical model clashed with what the Innovation Team had planned and there were
governance issues around how mental health disorders were conceptualised. The
consequence was that the Mental Health team here was not expecting to work with
the huge levels of disorders which the young people on Lumley House can have.
There is a need for the commissioners [of the Mental Health team] to meet the
additional need.[...] CSE has a particularly high level of psychiatric morbidity.”(T2)

In the last few months, there have been discussions of the DART (developmentally
informed attachment, risk and trauma) approach as being congruent with the training
provided for the innovation and providing a model of therapeutic care in secure
settings that operates alongside ‘medical model’ approaches to mental health®.

In interviews with social workers it was clear that there was some disappointment
that the therapeutic input had not been quite what they’d anticipated at referral, and
there were a number of calls for more in-depth assessments of young people’s
difficulties and more structured direct work to address them:

“There was a mental health assessment undertaken by Dr X but it wasn’t in-depth or
insightful and there was no direct communication with him. X was taken off anti-

% A pilot in a UK YOI has been evaluated and showed improvements in behaviours, engagement with
the regime and peer relationships; reduced risk to others although not in vulnerability from others.
(Rogers and Budd, 2015).
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depressants and | don’t know why...the informal sessions don’t work well for X — she
didn’t feel she was getting something just for her...[In a previous secure placement]
the work with her was much more intense — but the 3 month placement was too
short.”(T2)

“I was really taken by the offer — specifically for CSE and girls only. I'd hoped for
containment and therapeutic intervention. She’d never kept her CAMHS
appointments but in secure it could be different. There was an assessment offered
from the inreach team but she didn’t engage so it wasn’t done...but with all those
staff around her every day I'd have thought there’d be some insight that could be
shared.”(T2)

“A proper mental health assessment was promised but it was actually just the CHAT
and even that was only half completed whereas we needed recommendations. In
another secure placement [with different young woman] they started the CHAT
immediately in the first week and regular appointments with a psychologist kicked in
immediately.”(T2)

It seems that a number of different issues contributed to this dissatisfaction. First, the
model which emphasised a therapeutic mileu and relationships rather than formal
therapy was not well understood by social workers. (This has been recently
addressed by providing a 1-day training workshop for referring social workers to
share the approach with them.) Second, the lack of clarity about the role of the
inreach team and the provision of therapy and third, any formulations that may have
been developed and shared in team around the child (TAC) meetings have not been
formally communicated to social workers.

3.1.8. Milestone 8: Young people are more engaged with education and plans
for their future

Some young people have clearly engaged well with education while at Aycliffe
although there has been some uncertainty about how best to accommodate
education alongside therapeutic needs. Planning for future education or
training has been limited by the difficulties of achieving well planned
transitions to suitable placements.

There were different understandings amongst interviewees concerning the provision
of education ‘on house’"’. Some thought this was primarily in order to allow
education to be tailored to individual needs and to fit around therapeutic priorities,
and others that it had been mainly proposed in order to keep CSE affected young
people apart from YOI young people:

“Education has to take place but we’ve been concerned about the mix for some time
— mixing welfare girls with some of the young offenders (especially given the nature
of some offences) has led to the decision to educate the Durham girls separately.

'% Two teachers were employed as part of the project team. One has remained and provides support
to the girls in the classroom and has contributed her creative skills to some of Barnardo’s psycho-
social direct work.

31



Appendix 1 Psycho-social assessments

. Sample

The table below shows the sample size for the range of measures completed at 3
different data collection points:

Table 1 Sample

Time Project worker Young Women

sSDQ VASQ B’s SDQ VASQ TASAR | TSCC SF
Baseline 8 8 8 7 7 6 5 NA
T1 5 5 6 5 4 5 3 1
T2 3 3 3 2 2 1 1 2

2. Baseline information about the young women

At baseline, project workers completed psycho-social assessment measures for 8
young women, and 7 of the young women also completed the associated self-
assessment forms.

Vulnerable Attachment Style Questionnaire (VASQ)

The VASQ is an assessment tool that determines the degree of attachment
security'". It consists of two questionnaires — one that allows carers, project workers
and other adults to assess the attachment style of children and young people, and
the other a self-report tool that measures young people’s behavours, feelings and
attitudes toward attachment.

The assessment tool utilises a dimensional approach to measure the ‘total insecurity’
rate of the young people’s attachment (secure, mildly-, moderately- and highly-
insecure attachment), as well as two sub-scales of different types of attachment
styles.

The first of these types ‘represents a range of feelings and attitudes relating to
discomfort with, or barriers to, closeness with others, including inability to trust and
hurt or anger at being let down (e.g. ‘I find it hard to trust others’) '?. This attachment
style is called ‘insecure: mistrustful avoidant’ or angry-dismissive / withdrawn. The
other attachment style — ‘insecure anxious’ or proximity seeking — represents ‘other-
dependence’ or clingy behaviour (e.g. ‘| miss the company of others when | am
alone’).

" Bifulco, A. et al. (2003) The Vulnerable Attachment Style Questionnaire (VASQ): an interview
based- measure of attachment styles that predict depressive disorder, Psychological Medicine, 33,
1099-1110.

"2 Ibid: 1103
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Figure 1 below shows the various degrees of insecure elements as assessed by the
young person herself alongside the project worker’s assessment of the young
person’s attachment style.

In terms of ‘total insecurity’ at baseline, the project workers rated 6 young people to
have a highly insecure attachment style and 2 young people to have a moderately
insecure attachment style. The young people had a slightly more positive self-
assessment, with two rating themselves as having a ‘highly’, four a ‘moderately’ and
one a ‘mildly’ insecure attachment style. None of the young people were assessed to
have a secure attachment style.

Focusing on the two types of attachment styles (figure 1), all the young people were
rated either highly- or moderately- insecure for the ‘mistrustful avoidant’ dimension,
giving them an angry-dismissive or withdrawn element.

For the ‘insecure anxious’ element, 4 young people were scored to be either highly
or moderately anxious insecure, giving them an enmeshed or fearful attachment
style. One young person rated herself to have no anxious attachment.

Figure 1.
VASQ Degree of insecure elements
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At baseline

All the young people in this group were shown to have either one or two insecure
styles of attachment (mistrustful avoidant and/or insecure anxious). As figure 2
shows, none were assessed to have a secure attachment for both elements.

Young people who score moderate or high for both ‘mistrustful avoidant’ and
‘insecure anxious’ are classified as having of dual or disorganised attachment style.
Five of the 8 young people had a dual insecurity at baseline, this indicates a very
high level of need, as young people with disorganised attachment styles are difficult
to support as they simultaneously display clingy, angry and mistrustful behaviour.
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Figure 2.
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Strengths & Difficulties Questionnaire (SDQ)

The Strengths and Difficulties Questionnaire is a brief behavioural screening
questionnaire for children and young people used for clinical assessments, to
evaluate outcomes, in epidemiological studies and as a screening tool. It consists of
a questionnaire for practitioners, carers and teachers, and a self-report questionnaire
for young people to complete.

As well as the overall level of difficulty, the SDQ also highlights the most common
emotional or behavioural problems among children and young people:

e Conduct problems — aggression, rule breaking
e Hyperactive problems — poor concentration, over-activity
¢ Emotional problems — depression, anxiety

Use of the Strengths and Difficulties Questionnaire (SDQ) with looked after children
has been shown to provide a good estimate of the prevalence of mental health
conditions, allowing the identification of children with psychiatric diagnoses based on
the Development and Well-Being Assessment (DAWBA). Caregivers’ and teachers’
responses on the SDQ have proven to be more useful than self-reports and its use
as a screening tool during routine health assessments for looked after children has
been shown to increase the detection rate of socio-emotional difficulties.

3project workers assessed 7 out of 8 young people to have an ‘abnormal’ or case
for ‘total difficulty’ (figure 3). Young people had a more positive self-assessment, with
only 2 out of 7 scoring high / abnormal for total difficulty (another 3 scored
‘borderline’).
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In relation to conduct and emotional disorder project workers also scored the young
people to have more difficulties than the young women themselves. This is a
common finding within research using the SDQ assessment tool, as children and
young people often underreport problems. The exception here was for symptoms of
‘hyperactive and concentration’ disorder where 6 out of 7 young people self-report
that they have issues with hyperactivity, while project worker assessed 5 out of 8 to
have difficulties with poor concentration and over-activity.

Figure 3.

SDQ Disorder

Frequency
N

Project Young Project Young Project Young Project Young
worker | person | worker | person | worker | person | worker | person

Total difficulty | Conduct disorder |Hyperactive disorder| Emotional disorder

At baseline

Project workers assessed two young people to have 3 disorders and 4 young people
to have two disorders at baseline. Although slightly more positive, 6 young people
reported to have one or more disorders at baseline (figure 4).

These figures confirm that this group of young people have complex needs and all
experience a high degree of difficulties.
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Figure 4.
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Barnardo’s Outcome Monitoring Framework

Barnardo’s outcome monitoring framework is a system that allows Barnardo’s staff to
select relevant outcomes for individual children and young people that the service
works with. The level of risk is assessed according to a 5-point scale, with 5
representing the highest level of risk and 1 the lowest.

Outcomes for young people in this evaluation were identified at baseline using
information received on the young person’s referral form and from initial meetings
with other professionals.

At baseline project workers completed the outcomes form for 8 young people, who
were all assessed to have a very high level of risk (5 out of 5) for the following
features:

Reduction in level of risk/harm

Able to identify abusive / exploitative behaviour

Able to recognize exploitative behaviour / grooming on the internet
Knowledge of sexual health strategies

Reduced association with risky peers / adults

Depending on needs, other outcomes were also identified for individual young
women, such as:

Improved mental health and well-being
Reduced/safer consumption of controlled substances
Enhanced parent/carer/adult — child relationships
Satisfactory school/college attendance
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Among the 4 young women with a valid test at baseline, 3 had a critically elevated
score for anxiety, higher than the average score of a young woman their age. The
anxiety scale reflects the extent to which a child is experiencing generalised anxiety,
hyperarousal and worry. Elevated scores on the anxiety scale may reflect the
presence of an anxiety disorder.

Three of the 4 young people had a critically elevated score for post-traumatic stress.
This scale consists of items relating to intrusive thoughts, sensations and memories
of painful past events, fears of men and women and cognitive avoidance of negative
thoughts and memories.

Three young women scored critical on the disassociation scale, two on the sub-scale
‘overt dissociation’ (DIS-O) and one on ‘fantasy’ (DIS-F). Overall, the disassociation
scale measures items such as one’s mind going blank, emotional numbing,
pretending to be someone else or somewhere else, daydreaming and memory
problems. Young people with clinically significant elevations on the dissociation
scale, especially overt dissociation, often present with reduced responsivity to the
external environment, emotional detachment, and a tendency to cognitively avoid
negative affect. Young people with a high score on the fantasy dimension (DIS-F)
may be seen by others as overly involved in fantasy to the exclusion of the real world
and its demands.

One young person had an elevated score for depression and another for sexual
concern. In summary, this small group (especially 3 of the 4 young women) appear
to endorse a high number of potentially trauma-related symptoms — over and above
the average score for young women their age.

Teenage Attitudes to Sex and Relationships scale (TASAR)

The TASAR questionnaire is a measure to assess young peoples’ knowledge and
attitudes to sex, relationships and gender. The scale is composed of 15 statements,
which young people answer using a 5-point scale indicating how strongly they agree
or disagree with each statement.

The scale can been used to evaluate sexual violence prevention projects, assessing
the impact of the programme on young people’s attitude to sexual violence and
gender stereotyping by using the measure pre and post intervention™.

At baseline, 6 young women completed the TASAR questionnaire (however, one
form was photocopied/scanned in a manner that made the answers illegible).

The responses show that overall the young women endorse socially desirable
norms. For example, all 5 disagree with the statement ‘if a girl sends her boyfriend a

' McNeish, D. and Scott, S. (2015) An independent evaluation of Rape Crisis Scotland’s sexual
violence prevention project, DMSS.
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Activities

Milestones by
March 2016

How we will know

milestones are achieved

How the evidence will be
collected

What we will aim to learn

Implementing the therapeutic model for work with sexually exploited young people

Establish
therapeutic
relationship-
based practice
between unit
staff and YP

YP have positive
relationships with staff;
emotional well-being is
improved; there are
fewer
incidents/emergencies

Feedback from YP; feedback
from staff; staff assessments;

records of incidents

YP feedback forms; interviews with
YP, staff; analysis of About People &
SDQ; analysis of incident data

What are the barriers and
facilitators to providing a
therapeutic response to sexually
exploited young people?

Provide trauma
focused therapy
by specialist
Barnardos’
team

YP have greater
understanding of the
impact of trauma in
their lives and have
reduced trauma
symptoms

Monitoring of therapy provided;
feedback from workers; YP self-

report on level of trauma
symptoms

Review of monitoring data;
interviews with staff T1 & T2;
analysis of Trauma Symptom
Checklist completed at referral, T1 &
T2

How does the relationship between
the partner service providers work?
What role do the external services
play? How do the young people
perceive the different providers?

Provide a CSE
intervention by

YP have greater
understanding of CSE

Monitoring of intervention
provided: feedback from

Review of monitoring data;
interviews with staff; analysis of Risk

specialist and its impact; there workers; staff and YP report on | Reduction assessment tool at

Barnardo’s are reduced risk factors | reduction of risk and attitudinal | referral and T2; analysis of TASAR at

team for CSE change towards relationships referral, T1 & T2

Provide YP are more engaged Feedback from YP and staff; PASS Assessment facilitated by

education with education and assessment of YP’s attitudes education staff on entry and exit;

tailored to YP plans for their future and engagement with education | YP and staff interviews at T1 & T2

Implement Step-down is being Plans for young people show Monitoring use of step down; review | What is the role of the ‘step down’

option of 'step-
down' for more
gradual/planne
d transitions

used and is being
positively experienced
by YP

the use of step down; feedback
from staff and young people

of young people’s plans with
managers; interviews with staff and
young people

facility? Have orders been extended
to enable its use? What
barriers/facilitators have there
been to this? How important is the
additional time spent in Aycliffe to
achieving positive outcomes
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Appendix 6 Topic Guides

CSE Innovations Project Aycliffe

Topic Guide for Baseline interviews with staff

Introduction

The purpose of these interviews is twofold:

A.

To gather information on the current situation re CSE in each LA (what is being provided,
what is being done well, what are the gaps, the issues and challenges).

To obtain views on what the Innovations project needs to achieve if it is to make a
positive difference, what is going well so far and what the issues and challenges are likely
to be.

Check interviewee has previously had a copy of the Project Information Sheet adapted for
this group of informants

Explain that the information will only be used for the evaluation. It is not intended to
attribute any views expressed to named individuals and all the findings will be reported
anonymously.

Explain that you will make some notes but would also like their consent to record the
interview so you can check your notes are accurate and pick up on anything you have
missed

Remind them that the interview will not last more than an hour

Check out the interviewee is willing to be interviewed and for the interview to be recorded
Give them the consent form to read and sign

Ask if they have any questions before you start.

About the interviewee

Please describe your current role

Your role at Aycliffe

How long have you worked here?

Previous experience/professional background (any previous work with CSE).
What are you responsible for?

Who do you report to?

About the work you do (unit/team you work in)

Can you provide me with some general information about your unit/team?

e What are the main aims?
e Who works in the team (approximate number of staff, what roles do they have,
what professional backgrounds do they come from)?
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e Remind them that the information will only be used for the evaluation. It is not intended
to attribute any views expressed to named individuals and all the findings will be reported
anonymously.

e Explain that you will make some notes but would also like their consent to record the
interview so you can check your notes are accurate and pick up on anything you have
missed

e Remind them that the interview will not last more than an hour

e Check out the interviewee is willing to be interviewed and for the interview to be recorded

e Give them the consent form to read and sign

e Ask if they have any questions before you start.

G. About the interviewee
If interviewed at baseline:
e Any change to your role/position in the 3 months since last interviewed?

If a new informant:
e Can you tell me your job title and what your role involves?
How long have you been working at Aycliffe?
All:
e What do you say if people ask you what it is like to work on Durham House/work with the
Durham House young women?
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H. Durham House
Generalities

For managers/case managers:

Have there been any particular issues around referrals? Do LAs understand the Durham
House ‘offer’? Are LAs referring CSE affected YW to Aycliffe specifically because of the unit?

Do you think the referrals so far have been appropriate?

How are things going now that the new unit is established?

Has it been possible to work differently with CSE affected YW on the unit? In what ways?
Can you provide me with some examples of the work so far [prompt for relationship
building, assessing needs, therapeutic input]

What is working well?

What are the challenges? Frustrations?

What has changed from the original plan for the project? What do you think of these
changes? [Prompt for whether positive or pragmatic? Are they developments of a default to
previous ways of working?]

What do you think of the building itself? Is it fit for purpose?

The project is committed to empowering YW so that they are better placed to look after their

own

interests when they leave
What are the main ways that this is being achieved?
Can you identify anything that is helping/hindering this?
Has it been possible to make therapeutic support available to YW? Tell me about what
form this takes — or why you you think it hasn’t been possible?

About the young women

How are the YW together? Are there any distinctive dynamics?

What is it like for staff? What sense do they make of what goes on?

(Prompt for: advantages/disadvantages to a single sex unit for young women)

Do you think CSE affected YW have specific needs/issues? What are they? (If so, is the
project addressing these?)

Do you think the unit could meet the needs of YM who had been exploited too? [what are
the differences?]

Do you think the project is working better for some YW than others so far? (define
personal/circumstantial determinants)

How are the Durham young women perceived by other YP in Aycliffe? (Is it identified as
the CSE House? How do YP relate to the girls in education/youth club? Prompt for
sexualised behaviour/harassment)

About staff

Have there been different challenges for different members of Aycliffe staff? (e.g. for
male workers? For mentors/Barnardo’s staff? For managers/case workers/teachers?)
How do you think the unit is perceived by staff on the other houses?

Do you think anything could have been done differently in setting up the unit? E.g. more
preparation/support for staff?
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Do you have any thoughts about the ways that the staff group can maximise the
advantages and minimise the disadvantages of a mixed gender team?

Staff training and support

You’ve had training to help you work with YP with trauma histories. Has it been possible
to bring this into your work with YW? Any examples of ways it influenced your
understanding/attitudes; or the ways you try and work with them?

Has having a model about the way the brain may be affected by trauma been helpful? In
what way?

Have you noticed your colleagues using trauma-informed ways of working? What were
they doing?

Can you identify any further training needs?

How would you describe the supervision you’ve had? (Prompt for: what they’ve gained or
learned and how it has affected their work).

Transitions
How is this going?

Are you involved in transition planning and preparation? If so, can you describe?

How is ‘transition work’ progressing? Any illustrations/observations? What has worked
well? What are the challenges?

If the ongoing work of addressing trauma and reducing risk needs to take place in the
community how can this best be ensured?

CSE Innovations Project Aycliffe

Topic Guide for T2 interviews with staff

Introduction
The purpose of these interviews is to obtain staff views on:

How the Innovations project is progressing. What they think has been achieved and what
they think are the challenges.

Whether they think a trauma informed way of working is happening and their thoughts
on the relevance of training, supervision, systems and the environment to achieving these
ends.

Preparation

Check interviewee understands purpose of interview

Remind them that the information will only be used for the evaluation. It is not intended
to attribute any views expressed to named individuals and all the findings will be reported
anonymously.

Explain that you will make some notes but would also like their consent to record the
interview so you can check your notes are accurate and pick up on anything you have
missed
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Remind them that the interview will not last more than an hour

Check out the interviewee is willing to be interviewed and for the interview to be recorded
Give them the consent form to read and sign

Ask if they have any questions before you start.

I. About the interviewee

Reminder of role (note whether interviewee works a) on Durham House b) with DH young
women as part of their role of ¢) on another unit

Any change to your role/position since last interviewed?

J. The project milestones

The project plan set out a number of milestones it wanted to achieve by March 2016. | want to go
through these and get your views on how far they’ve been met and what has been learned from
the progress made.

Milestone: Pilot has been established and there is a good description of the model of working.

How would you describe the way of working with CSE-affected young people that DH is
implementing?

How far do you think there is a shared understanding of the approach across the Durham
staff team? Across Aycliffe?

How is it different from previous practice, or other practice in Aycliffe?

Milestone: Increased staff knowledge and confidence

You’ve had training to help you work with YP with trauma histories. Has it been possible
to bring this into your work with YW? Any examples of ways it influenced your
understanding/attitudes; or the ways you try and work with them?

Have you noticed your colleagues using trauma-informed ways of working? What were
they doing?

Do you feel more knowledgeable and confident in working with CSE people? (if not,
prompt for why)

Apart from the training, has anything else contributed to your knowledge and
confidence?

Are there areas where you feel you’d like to know more? Things you feel you’d like to be
more confident about?

Milestone: A strong staff team with a consistent trauma informed approach

Has this been achieved? If so, what’s made it happen?

Are there still inconsistencies? If so, what?

What difference has having Barnardo’s and Odysseus staff as part of the team made?
How would you describe the supervision you’ve had? (Prompt for: what they’ve gained or
learned and how it has affected their work).
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e What about the support between members of the team?
Milestone: Project is influencing a more therapeutic culture in Aycliffe

e Do you think this is happening? Can you give any examples?
e What are the challenges?

c) Interviewees go to end of interview

For a) and b) interviewees only: The following milestones relate to the young people worked with
on Durham House. Where appropriate the following questions should be asked in relation to the
young women the staff member has worked with.

Milestone: YP have positive relationships with staff; emotional well-being is improved; there
are fewer incidents/emergencies

e To what extent do you think this is being achieved? Can you give any examples?
e What are the facilitators and barriers to working in a therapeutic way with CSE young
women?

Milestone: YP have greater understanding of the impact of trauma in their lives and have
reduced trauma symptoms

e To what extent do young people have a greater understanding of CSE and its impact? Any
examples?

e Do you think the young women have reduced risk of being exploited as a result of their
time on DH? If so, how has this come about? If not, what might have helped achieve this?

e Have symptoms of trauma been apparent? How have they been responded to?

e Have young people accessed any individual counselling/therapy?

e If so, what impact has this had? Can you give any examples?

e What have been the challenges to young people accessing/making use of therapy?

e Have young people had needs DH has been unable to address?

Milestone: YP are more engaged with education and plans for their future
e To what extent do you think this is being achieved? Any examples?
e What are the facilitators and barriers to engaging CSE young people in education and
future planning?
The following milestones relate to young people’s ongoing lives and transitions back into the
community. Again, where appropriate the following questions should be asked in relation to the

young women the staff member has worked with.

Milestone: Families feel supported and are better able to support YP when they leave
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e To what extent is this happening?
e What has worked well? What has not worked so well?

Milestone: Transitions are well planned with families
e To what extent are families effectively involved in transition planning?
e What are the facilitators to good planning with families; what are the barriers?
e Any examples of it working well?

Milestone: Referring LAs are engaged and collaborate on transition planning

e To what extent is this happening? Any examples?
e What are the facilitators to good collaboration with referring LAs; what are the barriers?
e Any examples of it working well?

Milestone: YP are well supported in making the transition from Aycliffe to the community and
have more confidence and skills in managing their lives

e To what extent is this happening?
e What has worked well? What has not worked so well?

K. Rounding off

All interviewees:

How would you sum up the impact of the DH project this year a) on the young women placed
and b) on Aycliffe overall?

Thanks etc

CSE Innovations Project Aycliffe
Topic Guide for telephone interviews with social workers of young people placed
at Aycliffe

Feb 2016

e Check interviewee has previously had a copy of the Project Information Sheet and signed a consent
form adapted for this group of informants

e Explain that the information will only be used for the evaluation. It is not intended to attribute any
views expressed to named individuals and all the findings will be reported anonymously.
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e Explain that you will be making some notes but would also like their consent to record the
interview so you can check your notes are accurate and pick up on anything you have missed

e Remind them that the interview will not last more than half an hour
e Check out the interviewee is willing to be interviewed
e Check the consent form has been returned

e Ask if they have any questions before you start.

We wanted to interview you as the social worker for X who has been accommodated on Durham [Lumley]
House at Aycliffe during the last 6 months.

A. Pre-placement
Can you begin by telling me why a secure order was sought in relation to X? [Prompt for history of
previous placements/interventions — what else had been tried and why had it failed? Was it a planned or
emergency placement? ]

Did you know about the Innovations Project before this referral? [If yes, prompt for what information
they had]

What did/do you hope this secure placement would achieve for X?

B. During placement
What kinds of involvement did/do you have while X has been placed at Aycliffe? [Prompt re

e Assessment of needs and identifying outcomes for the placement?
e Monitoring of well-being/progress?
e Providing support to X? [what kind of support?]
e Providing support/undertaking work with parents?]
What do you think of what was/is being provided for X at Aycliffe?

e The separate house for CSE affected young people? [why good/bad? Peer relationships?]

How would you describe your contact with Aycliffe staff? [Prompt for key contact, regularity, whether
right issues flagged re mental health/well being, education, risk etc] Are there ways in which
contact/communication could be improved?

The house was intended to provide trauma-sensitive, therapeutic care — what are your views on how far it
achieves that?

What needs do you think have been met well? Any less well? [prompt for education, drugs, food and
exercise?]

The project was hoping to achieve the following short term outcomes for young people

e Positive relationships with staff
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* Increased understanding of the impact of exploitation & trauma in their lives
*  Reduced risk factors for CSE

* Reduced trauma symptoms

* Engagement with education and their future

* Planned & supported transitions

In your view which (if any ) of these have been/may be achieved for X?

C. Post-Aycliffe living and support arrangements
When did transition planning begin for X/has it begun? Who is responsible for this? What has/does it
involve?

What are/were the issues/difficulties in relation to identifying living and support arrangements for X?
What kind of living and support arrangements would you like for X?

If already left: where was X placed on leaving — how far ahead was this placement identified? Did you
manage pre-placement contact/ accompany her move? How good do you think the handover from
Aycliffe to the new placement was? What do you think of the transitional support the Barnardo’s and
mentors have provided to X?

Could Aycliffe do more to ensure good transitions into the community?

Is there anything else you would like to say?

Thanks etc
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