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The “Spirit of New Orleans”: translating a model of intervention with maltreated children and their families for the Glasgow context

Abstract
Children in care have higher rates of mental health problems than the general population and placement instability contributes to this.  Children are both most vulnerable to the effects of poor quality care and most responsive to treatment in the early weeks and months of life yet, in the UK, permanency decisions are generally not in place until around the age of four.

We aimed to understand the components of an innovative system for assessing and intervening with maltreated children and their families developed in New Orleans and to consider how it might be implemented in Glasgow, UK.

During and after a visit to New Orleans by a team of Glasgow practitioners, eight key interviews and meetings with New Orleans and Glasgow staff were audio-recorded. Qualitative analysis of verbatim transcripts identified key themes.
Themes highlighted shared aspects of the context and attitudes of the two teams, identified gaps in the Glasgow service and steps that would be needed to implement a version of the New Orleans model in Glasgow.
Our discussions with the New Orleans team have highlighted concrete steps we can take, in Glasgow, to make better decision-making for vulnerable children a reality.
Keywords: Maltreated children; assessment; intervention
Introduction
The well-being of children who experience maltreatment in their own family comes dramatically to public attention when there is a death. The recent UK cases of “Baby P”(Healthcare Commission, 2009) and Brandon Muir (The Highland Council, 2009) illustrate graphically the risks which some children face as well as the challenges for public agencies in assessing those risks and in deciding how to respond.

In this article we consider a particular aspect of this problem as we focus on working with young maltreated children who have been removed from the care of their parent(s) for their own safety.  The context for our discussion is a collaborative project between teams in Glasgow and New Orleans who work with children in this situation. Such work, of necessity, has several objectives but there is an over-arching aim of promoting the wellbeing of the individual children. Mental health is central to that project and our discussion proceeds by considering what is known about the mental health of children in care and how the setting in which they grow up may influence that. The project is a key element of a comprehensive framework for supporting parenting in Glasgow (Wilson, Bryce, Puckering, & Minnis, 2008).
Children’s Mental Health and Care Setting
The evidence about the mental health of children who are maltreated comes from the research literature and clinical reports. Several robust epidemiological studies in the UK have now confirmed that the prevalence of mental health difficulties amongst this population is significantly higher than that of their peers who were not looked after 
 ADDIN REFMGR.CITE 
(McCann, James, Wilson, & Dunn, 1996; Dimigen et al., 1999; Meltzer, 2003)
, whether children were placed in family foster care, kinship (extended family) care or residential care.  The mental health problems of looked after and accommodated children can be complex: it is common for children to have problems in more than one domain and, in addition, some problems (such as attachment disorder) are still challenging to assess and treat (Meltzer, 2003; O'Connor & Zeanah, 2003).  Problems are also likely to be of complex aetiology: although genetic factors have an important part to play, even in disorders thought to be specifically associated with maltreatment (Minnis et al., 2007), one crucial aspect of the environment which can be modified is the care setting in which the child is reared.
Thankfully, the UK no longer looks after children in large institutions, but in the days when this was still common, Tizard and colleagues showed that children who returned to family care or were adopted did significantly better in their social and emotional development than children who remained in large institutions (Hodges & Tizard, 1989b; Hodges & Tizard, 1989a).  The UK 2003 Office for National Statistics (ONS) survey of the mental health of children looked after by local authorities showed that rates of mental health difficulty were higher for children living in residential care than for children living in foster care (Meltzer, 2003). In addition, the UK has a system whereby children whose safety and wellbeing is of particular concern to services, but for whom there is no clear evidence of maltreatment, can be “looked after at home” with their birth families.  The ONS survey was particularly important in drawing attention to the fact that the mental health of these children is as poor, as a group, as those who are looked after in foster or residential care (Meltzer, 2003).  The care setting in which children are reared is therefore crucial, and decisions about what kind of placement is right for a maltreated child is likely to have profound implications for that child’s lifecourse.  However, several enquiries into deaths of maltreated children have demonstrated the challenges in making good decisions:  getting good developmental information about children whose families are in chaos; integrating the information from different services and making sense of the way information emerges over time (The Highland Council, 2009; Healthcare Commission, 2009).  
For the purposes of illustrating the importance of the decision making process, we have developed a short account of what happens to children from Glasgow who come into the foster care for the first time before they reach the age of five:

· One third of under-5s who come into their first episode of care remain permanently in alternative care. Of these, one in three is adopted, while two in three stay in foster care on a long term basis.

· Two out of three under-5s who come into their first episode of care return to the care of a birth parent within a year.

· However, over the next five years, two thirds of those will have a further period in care which, for the majority, will become a long term arrangement.

· This means that, at the end of the five year follow-up period less than a third of children initially received into foster care are still living with their birth parent but only half of those who will eventually move into alternative care on a long term basis appear to have been identified during their first care episode.

The evidence therefore suggests that care planning (i.e. multi-agency decision-making about the right placement for the child) is of crucial importance. Thinking about our example, there may have been very sound reasons for sending the “subsequent  returners” home after their first experience of foster care. But it also raises the possibility that our methods for identifying risk and averting subsequent harm may be no more reliable than tossing a coin. 

There are few published studies which have systematically studied children as they experience repeated changes of home and care-giver. An exception is Tarren-Sweeney’s longitudinal research which has demonstrated a relationship between number of placements and later mental health, although this is difficult to disentangle from age at entry to care: those children who had multiple placements also tend to be those who entered care for the first time at an older age and tend to have poorer mental health (Tarren-Sweeney, 2008).   We suggest that there are at least two ways in which repeated placements may be problematic. First there is good reason, both on theoretical grounds and from related studies (Lewis et al, 2007), to expect that children exposed to such experiences will be at greatly increased risk of attachment insecurity. And second, given that these children have, by definition, experienced repeated exposure to maltreatment in the birth family, the risks of other trauma-related mental health difficulties is also increased. Clinical work with looked after and accommodated children in Glasgow has, therefore, developed a focus on informing care planning with the aim of improving child mental health

In many parts of the UK, child and adolescent mental health services (CAMHS) have begun to adapt and develop the way that they provide services for children and young people who live in the care of their local authority. In Glasgow, two particular strands of clinical work were introduced: one (“LACES”) offered a dedicated, easy-to-access CAMHS service for children and young people with emerging and established mental health difficulties; the other (Routine Psychological Assessment (RPA)), designed for younger children when they first come into care, was set up using early intervention principles (Dimigen et al., 1999) with the aim of promoting resilience and reducing the risk of mental health problems emerging. 
Given the absence of a well-evidenced model of care specific to either population, the team adopted a systemic approach to service development. Here the models of care would adapt through successive iterations, informed by the slowly growing evidence base and in light of feedback received from the people who used the service as clients and as colleagues. 

Both clinics soon found that the well-recognised models of assessment and formulation which they were using had to be adapted to take cognisance of a care-planning domain. Members began to report that care-planning issues sometimes appeared directly related to the clinical issues under consideration. Curious about this possible relationship, members began to ask social work colleagues about this. For example, what did s/he think about a foster carer’s account of coincidence between episodes of disturbed behaviour and a child’s contact (supervised visits) with a birth parent whose violence the child had described to the carer? 
Over the course of many such discussions, team members recognised that, while in some cases care plans appeared robust, well-evidenced and in the child’s best interests,  there was a significant minority where this was not the case.  In these, various aspects of care-planning could contribute to placement instability, to further trauma or both. This happened readily when the case was being “twin-tracked”. This refers to a situation where the authority believes that a child is likely to need alternative care but takes the view that is does not have sufficient evidence to make the legal case. This “twin-tracking” approach is a de-facto arrangement in contrast to “Concurrent Planning” which is enshrined in legal statute and requires system change for full implementation (Frame, Duerre Berrick, & Foulkes Coakley, 2006).  In the “twin-tracking” approach, the care-plan proceeds as if preparing for the child to go home, for example with increasing contact with biological parents, while the authority monitors the process for further evidence which would create a legal basis for permanency, potentially exposing the child to further harm. Over time the team in Glasgow has consolidated these observations into its formulation model and therefore reports now routinely address themselves to the specific question of the likely impact of the care-plan on the child’s mental health.
It is important to acknowledge at this stage that in most countries, including the UK, decisions about the permanent placement of maltreated children are made, not by local authorities but by the judiciary, with assessments by social workers and/or clinicians providing advice to inform these decisions. The outcome of that advice depends on how it is perceived and regarded by those who are party to the decision, and occasionally the judiciary decides to send a child home even when the local authority is recommending permanency.  If mental health considerations are to inform such decisions, practitioners have to recognise that acceptance can depend upon the disposition of both the local authority and the local judiciary.  Although the judicial systems in England and Scotland with regard to permanency are very different, the mean age of adoption in both countries is around 4 years (http://www.gro-scotland.gov.uk/press/news2004/03adopt-press.html ; http://www.baaf.org.uk/info/stats/england.shtml), so we are not achieving early decisions in either country. 

Why is early intervention with maltreated children so important?

The first few weeks and months of life are time of most rapid brain growth and development (Huttenlocher & Dabholkar, 1997).  The human brain is immature at birth, compared to other primates, and this may be because the development of many of its most important functions (e.g. complex social interaction) are dependent on interaction with adults (Blaffer-Hrdy, 1999; Trevarthen & Aitken, 2001).  Lack of interaction with adults, such as happens in the context of neglect or the fearful withdrawal that result from an atmosphere of violence, deprives the young infant of the environment necessary for normal development.  Maltreatment can have permanent and profound effects on the developing brain, particularly the areas involved in stress responses, memory functioning, attention, language, planning and social interaction (Teicher et al., 2003).  

The effects of maltreatment on the complex stress response system are particularly important.  The cerebral cortex is rich in receptors for stress hormones and is therefore particularly susceptible to the negative effects of maltreatment.  One of the roles of the cortex is to have an inhibitory effect on the stress response system (the hypothalamic-pituitary axis) (Teicher et al., 2003) so maltreatment can set in train a vicious cycle of effects where the child becomes even more vulnerable to the stressful situation they are being raised in 
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(Essex, Klein, Cho, & Kalin, 2002; Fairchild et al., 2008)
.  Research has shown that maltreated toddlers are at risk of having abnormal diurnal patterns of production of the stress hormone cortisol (Dozier et al., 2006a). This is particularly important because abnormalities of diurnal cortisol production have been shown to be associated with conduct problems and antisocial personality disorder (Fairchild et al. 2008).

The story is not a wholly negative one, however. Because the structure of the human brain is not fixed, remarkable change can take place particularly in the early months and years of life (Hosking & Walsh, 2005).  Mary Dozier has shown that an intervention (Attachment and Biobehavioural Catch-up) which trains carers to be extra-nurturing with maltreated toddlers can return their abnormal stress responses to normal patterns 
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(Dozier et al., 2006b; Dozier, Peloso, Lewis, Laurenceau, & Levine, 2008)
.  Even children exposed to extreme social and emotional deprivation, such as those raised in the orphanages of Ceausescu’s Romania, can achieve remarkable recovery in growth, cognition, mental health and social behaviour when placed in family care 
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(Nelson, Zeanah, & Fox, 2007; Nelson et al., 2007; Zeanah, Smyke, Koga, & Carlson, 2005)
.

Maltreated children can rapidly develop secure attachments when placed in the care of a sensitive and secure foster carer, regardless of the severity of their behaviour problems (Dozier, Stovall, Albus, & Bates, 2001; Stovall-McClough & Dozier, 2004).  The security of attachment in foster care is also related to the degree of commitment of the caregiver to the child: in other words, if a foster carer considers the placement to be temporary, the child is less likely to develop a secure attachment than if the caregiver sees herself as having a lifelong caregiving role (Lindhiem & Dozier, 2007).  

Unsurprisingly, placement instability such as we see in many local authorities in the UK has a detrimental effect on mental health (Delfabbro & Barber, 2003; Newton, Litrownik, & Landsverk, 2000), so the sooner good decisions can be made about where a young maltreated child will spend the rest of his or her life the better.  In 1997, the US Federal Government introduced the Adoption and Safe Families Act, which aimed to prevent maltreated children being returned to unsafe homes and to “expedite permanency” in safe, loving adoptive homes where necessary. If a child has been in care for 15 of the last 22 months, a permanency decision should be made.  There is some evidence that the ASFA is increasing the rates of adoption (Gendell, 2001) but there are also concerns that the time pressure on permanency planning may have negative consequences in some instances (Phillips & Bloom, 2009).   The decision about whether to return a child to a family in which s/he has previously been maltreated or to place him or her permanently in an adoptive family is a momentous one.  We must find ways to make timely informed decisions and to test whether or not we make the right ones.  
The New Orleans Intervention

In New Orleans, a group of clinicians and scientists – the Tulane University Infant Team - have developed and evaluated an intervention (Zeanah, Larrieu, Heller, & et al., 2001) which helps to ensure appropriate and timely decisions about permanent placement of maltreated children.  In Jefferson Parish in Louisiana, every child under the age of 5 years who has been validated as having experienced maltreatment and placed in foster care is referred to the team for evaluation and treatment.  Following referral, the Infant Team embarks on a detailed attachment-based assessment. Beginning with each foster carer, the process goes on to include each member of the child’s family – including non-biological partners - who is directly involved in care-giving.  This leads to an intervention with the birth family aimed at maximising the chances of the child returning to their care:. 
“The intervention team attempts to define explicit treatment goals and to design specific interventions to help parents achieve those goals within a time frame that is reasonable

for the children…... The sine qua non of treatment goals is helping parents accept responsibility for their children’s maltreatment. From this overarching goal, all other specific goals and interventions derive.” (Zeanah et al (2001) pp 215 -6)
The intervention is offered in all cases on the premise that the outcome in relation to parental responsibility can’t be predicted reliably from the information available prior to the intervention.  The course of the intervention also contributes significantly to the body of  evidence necessary to make the case for termination of parental rights to the judiciary, where the course of the intervention indicates that this is in the child’s interest. The intervention involves evidence-based programmes tailored to the needs of the family such as Circle of Security (Cooper, Hoffman, Powell, & Marvin, 2005) or Child-Parent Psychotherapy (Lieberman, Ippen, & Van Horn, 2006). These focus on the attachment and wider relationship between the birth parent(s) and the child and aim to improve parent-child interaction.
A number of features differentiate the New Orleans Model from the typical approach to maltreated children and their families in the UK: firstly, intensive intervention is offered in every case: the purpose of assessment is to allow the intervention to be tailored to the individual case; secondly, foster carers are usually jointly registered as adopters so that children remaining in care can stay with the same family; and finally the decision about permanency has to be made within around 15 months or less.  This model extends the concept of Concurrent Planning in that it offers “concurrent intervention” and has a very different philosophy from some other intensive programmes for maltreated children where reduction of child symptoms is intended to result in a move from “treatment foster care” (Fisher, Gunnar, Chamberlain, & Reid, 2000).  Zeanah, the director of the team, and his colleagues have evaluated the New Orleans Model by comparing routine childcare data in the four years before and after the programme began. It has resulted in an increased number of children freed for adoption, but where children were returned to the birth family, there has been a reduction in subsequent incidents of maltreatment of that child and of subsequent incidents involving siblings (Zeanah et al., 2001).  

The team in New Orleans are convinced of the need for thorough assessment through structured interviews, self-report measures and observations which assist in identifying the child’s developmental and emotional needs in the context of maltreatment. In Charley Zeanah’s words, they elicit “a sense of what’s happening interactionally and then what’s happening subjectively”. The work identifies parallel areas where intervention should occur, between child and foster carer and child and biological parents. The planned intervention also addresses the problems which the parents are experiencing. So assistance with, for example, substance abuse, mental health issues and domestic violence are all built into the intervention which is co-ordinated by the Infant Team. 
The Infant Team identify a number of factors which are related to a good outcome, one of which, accepting responsibility for the maltreatment of children, is of central importance, with change represented by learning from interventions to become “a safe and effective parent”. While there is an assumption that the child will be returned to the parents, this is not always possible and the aim of the model is to have “the best outcome possible for [the] particular child”.
Could such a model be implemented in the UK?  This would depend, to a large extent, on the will of clinicians, social workers, policy makers and the legal profession to make fairly radical changes in approaches and attitudes towards permanency planning for maltreated children.  Implementation is likely to be complex and we have therefore decided to adopt an evidence-driven approach to instituting and managing the development of a “New Orleans Model” service in Glasgow: a “Complex Interventions” approach.  This approach to developing interventions that consist of several inter-related parts – in other words complex interventions – was first developed by the UK Medical Research Council (Campbell et al., 2000).  The model suggests that an innovative intervention be developed in overlapping phases which take account of the context in which the intervention is being implemented and the existence of multiple components which need to be understood (Campbell et al., 2000) .  The overall aim of this approach is to optimise the intervention itself and the methods of evaluating it before deciding whether a definitive study, ideally a randomised controlled trial, is necessary (Campbell et al., 2007). 
We have begun such an approach to evaluating the implementation of the New Orleans model in Glasgow.  In this paper, we describe part of the “mapping and modelling phase” (Campbell et al., 2000) in which we have used qualitative techniques to investigate the way the intervention works in the New Orleans context and the potential barriers and drivers supporting or preventing successful implementation in Glasgow.  We set out to ask:

· What are the key components of the New Orleans model as practiced in Louisiana?

· How similar/different are the clinical, social and legal contexts in New Orleans and Glasgow?

· What might be the added value of implementing the New Orleans model in Glasgow?

· How might it be implemented in Glasgow? 

Methods

In April 2009, three members of a Glasgow “implementation team” (a child and adolescent psychiatrist and two social workers) made a five day visit to New Orleans. They took with them a list of questions for the New Orleans team that had been prepared in advance in consultation with the Glasgow steering group.  Seven key interviews and meetings with New Orleans staff and one meeting of the Glasgow steering group, upon their return, were audio-recorded. All audio-recordings were transcribed verbatim and an independent rater, with clinical experience in child and family mental health, conducted a qualitative analysis of their content.  

Analysis
In consideration of the research questions, the independent rater was required to explore how individuals discuss translation of the model in addition to what was emphasised as important for the clinicians in their work (e.g., values, aims and approaches).  In line with phenomenological approaches, each transcript was examined in detail noting reflections and preliminary themes. Emerging themes were then clustered for each transcript to capture a sense of the whole narrative process and categories were developed. By going through the transcripts a number of times, phrases, repeating patterns, differences between transcripts and so on, were identified and new themes were acknowledged (Smith & Osborn, 2003). Themes were then clustered under super-ordinate themes in a thematic table with each transcript reviewed again by cutting and pasting excerpts. The analysis was therefore cyclical, requiring movement between the independent rater and the text, noting agreement and tensions in each transcript. Discussions with two Glasgow Team members regarding the development of the coding framework aimed to enhance credibility.

Results

From the meetings in New Orleans and Glasgow two main themes emerged.  The first theme reflected discussions between the New Orleans and Glasgow teams about “wanting what is best” for infants in foster care, with discussions focusing on the purpose of the work and the challenges associated with working in such complex systems. These discussions reflected much shared knowledge and professional experience of working with maltreated children and their families and also highlighted the processes necessary to distil and articulate clearly the needs of the children so that the right decisions can be made regarding their future. The second theme “preparing for change” illustrates the finer details regarding the application of the model in Glasgow.  This theme derived mainly from discussions between the Glasgow team and the agencies supporting the development of the service. 

Wanting what is best for the child

This theme embraced a range of topics relating to professionals’ experiences of working with looked after and accommodated children and the intention for all of wanting what is best for the child. 

Working within constraints

Respondents shared frustrations in achieving the best outcomes for the child and their sense of powerlessness in relation to the systems in which the child lives. For both the New Orleans team and the Glasgow team there was a view that the needs and best interests of the children carry relatively little weight when decisions are made. By contrast, both teams spoke of factors such as the quality of relationships between social workers and parents critically influencing decisions regarding permanency or termination of placements. As one New Orleans team member remarked sardonically: 
“I think that children don’t vote - children have very little power”.
Seeing the whole picture

This theme highlights the emphasis placed by both teams on developing a clear view of all of the key elements in a complex system and communicating on the strength of that view.  As one New Orleans worker stated:

“I think we meet families and see the dynamics, we see psychopathology, we see family history, we see all of it, and we figure things out faster than the rest of the system”. 

This complexity is illustrated by the way relationships between the agencies and families influence and shape the assessment task and yet the workers have to find ways of representing the work done dispassionately. Professionals discussed working with ambiguity and how they each go about managing this, referring to the importance of continually constructing and re-constructing a picture of a family and the progress they make.  One of the New Orleans team members gave a particularly telling illustration of the dilemmas which arise when she said:  
 “You’re constantly working with your client towards getting them to be the parent they need to be and at the same time monitoring all of the reasons why they’re not there yet...then you need to write the report to court.”
The implications of seeing the whole picture meant that workers felt a strong sense of responsibility in being the “holder” of a child’s history, a perspective which resonated strongly with the concern, already noted, of the difficulty of “making children’s voices heard”.  Members of both teams noted that thorough assessment, informed by available evidence and based on the whole picture, played a key role in achieving the best outcome for the child. The New Orleans team experience has been that such assessments enable the right decisions to be made. 

Making the right decisions

Workers felt empowered by evidencing practice and the recommendations that can be made on that basis. For the Glasgow team members, the prospect of structured assessment and planned intervention provided optimism: 

Glasgow team member: 
“I think that's where its power lies…(being able to say) that we have arrived at this outcome, having given a very reasonable and sustained shot at making it work.  One of the tricky things about an assessment-only type service is that you're saying, ’based on our assessment, we're saying this shouldn't happen or it should happen’” 
For the Glasgow team, hearing New Orleans team members’ stories consolidated the concept of not just intervention, but also prevention of future maltreatment of children. As another Glasgow team member noted:

“[in Glasgow] you don't give enough opportunity for people to have (a) therapeutic experience, and therefore quite often children do go into drift because parents come back”.

The content of this theme also linked to a sense of the Glasgow team preparing themselves for change, imagining what the model would look like for their families.  

Preparing for change
Glasgow team member: 
“We’re here because of our experience being unsatisfactory...this is about learning to do something different”. 

Much of this theme derives from discussions held in the Glasgow steering group with clinicians, social workers, researchers and managers. What resonates throughout this theme is the “spirit of New Orleans” (Glasgow team member) with individuals drawing on stories and experiences from New Orleans, with a firm emphasis on “making the right decision” for the child.

Preparing others for change

As one New Orleans team member noted, in order to influence the decisions that are made about an innovative service, you have to be able to sell it: 

“you can get a brand name that carries some clout”.

In engaging others in this process of change, Glasgow team members felt it was important for there to be a sense of transparency about what the model would look like for children in Glasgow.  As such, extensive discussion was devoted to the practicalities of applying the model and consideration of the skills and support mechanisms needed to put in place locally. 
Skills and support

From discussions in New Orleans, it was noted that having therapeutic experience was an essential requirement for working in the Infant Team, but professionals would draw upon “training specific” rather than “discipline” specific skills. Different members of the New Orleans team have expertise in particular areas (e.g., Child-Parent Psychotherapy (Lieberman et al., 2006), Circle of Security (Cooper et al., 2005) and so on) and it appears that decisions regarding interventions are made as a team, matching skills and experience to each case and clarifying an ethos of non-hierarchy. 

Glasgow team member: 
“the fundamental thing [in New Orleans] is that [they] have far better-evidenced assessments with an obvious clear programme of work with the parents…and we do not have that at the moment”

Discussions in Glasgow in turn mapped staff required for the new Glasgow team, based on what was deemed essential in New Orleans and what is practical or feasible in Glasgow. 

Practicalities of employing the model

There are a number of possible requirements for the model to work in Glasgow. One of the major practical challenges is having a legal system which supports the model.  In New Orleans there is a direct relationship with the court system. As mentioned earlier, this is not the case in Scotland.  But this was not seen as an insurmountable barrier in the following discussion within the Glasgow team:

Glasgow team member 1: “Is the legal situation in Scotland so different from that in Louisiana that comparability and fidelity would be impossible? I don’t think so. But I just think you have to have it working. Do you have to have the working model of the whole thing before you can actually work that out?”

Glasgow team member 2: “No. I don’t think we can. We’ll not know. I think what we have to do is see if we can get as good a deal with the legal system as we can.”

Discussion 

With reference to our research questions, the Glasgow team came back from New Orleans with a sense of understanding key components of the model, including concrete information about structured assessments, measures and interventions and more abstract information about the philosophy of the team.  The team were keen to communicate the essence of the “spirit of New Orleans” to Glasgow colleagues and there was much discussion on their return about how best to “sell” the model to key stakeholders.

Some aspects of the clinical, social and legal contexts were surprisingly similar in the two locations: both the New Orleans and Glasgow teams felt frustrated by barriers to delivering an equitable service to children and were preoccupied by attempting to ensure that the needs of the child are prioritised, clarified and valued.  These similarities highlighted the Glasgow team’s perception that there was a gap in our ability to provide an assessment and treatment approach which is both holistic and which provides clear and timely recommendations that can be taken on by colleagues in the legal system.
An important question arises as to whether a Glasgow version of the programme in a different legal context would be a different intervention.  There are divergent views about whether or not evidence-based programmes should be adhered to with absolute fidelity or whether local modification is necessary or even desirable (Hawe, Shiell, & Reilly, 2004).  There is a body of expert opinion that local adaptation of a model may be necessary but “investigators need to be clear about how much change or adaptation they would consider permissible” (Craig et al., 2008)(page 14).
What might be the added value of implementing the New Orleans model in Glasgow? There was an excitement about the possibility that the New Orleans model offered a framework and skills that could be transferred to the Glasgow context and could improve practice.  There was a sense that the model could facilitate Glasgow workers’ abilities to provide the kind of holistic yet clear portrait of the child and of the birth family’s ability to change, allowing the right decisions to be made.  On return to Glasgow, discussion soon turned to details of local implementation, with attention ranging from staffing complement and skills required through to organisational supports and permissions required. An early objective in this phase would be taking the first steps in getting the model accepted by local stakeholders.  This may well be a legitimate focus at this early point in the journey: the process of introducing a change in clinical practice is a challenging one and issues such as how to win over opinion leaders who disagree with evidence, or influence clinicians who are too busy to appraise the evidence require careful consideration (Grol & Grimshaw, 2003).

We hope to begin the next phase, in which we will launch a Glasgow version of the Infant Team, in April of 2010.  Our qualitative mapping and modelling exercise has already helped us shape our ideas about how to make the service a reality and has also helped us develop a shared clarity about where we are in the long process of testing its effectiveness in practice.
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