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Proposal

Title: 	Implementing Resilience Based and Trauma Informed Services for children and 
young people using Results Based Accountability (RBA)

Aim 
To engage multiagency teams including local Education Councils and local Community Child Health Directorate teams to develop a shared vision for Resilience based and Trauma Informed care for children and their carers consistent with Welsh Government objectives (Well-being of Future Generations Act 2015), best practice guidance (NICE2, 2015) and latest research recommendations (Hughes, 2018)

Objective: 
Use multiagency and multiprofessional engagement opportunities to consult on vision, steer organisational priorities and initiate change using the leadership and service change tool  RBA (Friedman, 2015)

Background:
The service setting for this project is Cardiff and Vale Community Child Health Directorate. We serve the child population aged 0-18 years in this geographical area. We provide a number of services within the directorate for a number of often overlapping subpopulation service groups.
The service problems demanding solution are poor population outcomes for children with unmet emotional and wellbeing needs evidenced by health and education separately. From health: around 300 children and young people are referred for safeguarding medicals a year, with referral numbers growing over the past 10 years.  Over 600 children and young people in care settings and numbers growing by a third over last 2 years. Education report 4.5 % of children subject to fixed term exclusions in some residential wards in Cardiff with a level of fixed term exclusions in every ward in Cardiff.  Over forty children in some residential wards in Cardiff between ages of 16-18 Not in Employment,  Education or training (NEET). Both Health and Education services reporting referral demand outstripping capacity as a direct result of emotional distress and emotional symptoms post relational trauma. While high level government and policy data sets this out clearly (Hughes, 2018) (National Assembly for Wales, 2018) the population indicators and related performance measures are often not linked in core business at the coal face. 
Service experienced in the Community Child Health Directorate mirrors the population data research that describes high incidence of Adverse Childhood Experiences (ACE’s) in Wales. ACEs are stressful experiences occurring during childhood that directly hurt a child, or affect them through the environment in which they live. (Felitti 1998) Population wellbeing requires coordinated community and service actions to turn the curve on population indicators of wellbeing and are not the responsibility of any one service in isolation. Contributing to an organic bottom up multiagency strategy to ‘Stop ACEs and Build Resilience’ through promoting and developing local Resilience Based and Trauma Informed Services is consistent with National and local strategy impacting on five of the seven Well-being Goals of Future Generations Act (2015). Welsh Government aim for ACE informed services and communities, childhoods with fewer ACEs, over the next 20 years. These goals are also consistent with Cardiff and Vale Health Board Shaping our Future wellbeing Strategy(2015). 
The cost to health and to other services; Education, Social Services and the Police for overlooking the cost benefits of prevention are significant. Toxic relational stress causes long-term changes to brains and bodies in the absence of a buffering caregiver. Exposure to four or more ACEs in childhood increase rate of ever having mental illness over six times, and ever considering suicide or self harm nine and a half times, with four times the risk of chronic disease e.g. diabetes, heart disease. Having four ACEs or more means twice the risk of need to access the GP, three times the risk of needing Accident and Emergency access and three times risk of a hospital stay over a twelve month period.(Ashton, 2016) Very little resource is prioritised for preventive services due to the demand placed on the health service for assessment and diagnostic services. Developing low cost preventive transformational change of focus for services with a joined up strategy is prudent.

Method: 
A quality improvement project is defined as systematic, data-guided activity designed to bring about immediate, positive changes in the delivery of healthcare in particular settings. 
Health and Social care is a complex adaptive system with infinite relationships, infinite dynamic interactions never in state of rest. System leadership theory (Fillingham, 2014)  outlines how we cannot solve problems on our own, where transforming systems is about transforming relationships. Results Based Accountability (RBA) provides a framework for partner  agencies and stakeholders to work together to achieve a common agreed goal or action. Moving quickly from talk to action. RBA methodology deliverables in this project are multiagency engagement,  achieve a common language to communicate vision and action. I would hope to evidence joint vision for service culture changes while consolidating an initial data set which supports population accountability and service accountability. RBA methodology suggests the need to determine the story behind the baseline or curve of the data set before finally agreeing on an action set. 
Anticipated value conflicts include raising the awareness of need for change against background of how service has always been delivered and prior service priorities. Conflicts around merging professional boundaries in terms of resilience based and trauma informed services being everybody’s business rather than ‘someone else’ business against a background of tight ring fenced funding envelopes encouraging silo working are anticipated
































Title: Implementing Resilience Based and Trauma Informed Services for children and young people using Results Based Accountability (RBA)

Aim 
To engage multiagency teams including local Education Councils and local Community Child Health Directorate teams to develop a shared vision for Resilience based and Trauma Informed care for children and their carers consistent with Welsh Government objectives (Well-being of Future Generations Act (2015) and best practice guidance (NICE, 2015) and Latest research recommendations (Hughes, 2018)

Objective 
Use multiagency and multiprofessional engagement opportunities to consult on vision, steer organisational priorities and initiate change using the leadership and service change tool  RBA (Friedman, 2015)

Background
The service setting for this project is Cardiff and Vale Community Child Health Directorate. We serve the child population aged 0-18 years in this geographical area. We provide a number of services within the directorate for a number of often overlapping subpopulation service groups.
Complexity is a notable feature of Community Child Health. Many professionals find our area of work at best different to their area of clinical work and at worst difficult to define. Though not unique to our speciality the complexity relates to the level of multiagency/ multiprofessional collaboration required to support individual patients at service level while also ensuring strategic improvement in the wellbeing of  whole geographical patient population. Understanding the parallel and interweaving dynamics of the operational and strategic functions of each allied health professional service (Speech and Language Therapy / Occupational Therapy/ Physiotherapy/ Primary Mental Health/ Psychology/Dietetics/Community Paediatric Medical/Neurodevelopment and Child and Adolescent Mental Health Service(CAMHS) within our directorate and outside agencies (Social service/ Education/ Police/Families First) can be perplexing when the separate service accountability and population accountability of each service are not explained or communicated well. 
As a clinician (Consultant Community Paediatrician) and Clinical Director of Community Child Health Directorate I am involved at every level of these complex layers of work. I am motivated by each clinical case, family or child that comes through the door to improve their experience of our service, improve their health and emotional wellbeing and quality of care while being mindful of good practice recommendations e.g. NICE Guidance (NICE, 2015).These are my responsibilities in terms of service accountability. The essence of this and improvements in population wellbeing must be delivered within the constraints of limited resources pressured by a time of economic austerity and increasing population figures in particular for Cardiff. Between 2014 and 2039 the population of Cardiff is projected to increase the most in Wales, increasing by 25%. An increase of 5,700 (18%) in the number of primary school age pupils, and an increase of over 9,000 (37%) in the number of secondary school age pupils by 2036. (NICE, 2015) This suggests limitations and challenges to any service development or even a reduction in service to support health board cost reduction plans. (Bevan Commission, 2013)
However the opportunities for Community Child Health is that it is at the steering end of vision and mission for our health board. We embody an organisation that aspires to uphold the aspirations of the Future Generation Act 2015, turn the curve for expensive intervention demand due to late intervention and vote for prioritising preventative medicine, early assessments and intervention in support of prudent health care principles (Bevan Comission,2013). The cost to health and to other services, education, social services and the police for overlooking the cost benefits of prevention are enormous. Developing low cost preventive transformational change, to action a joined up multiagency strategy is prudent.
Leading service improvement is about leading change. (Hulks, 2013)  Within Community Child Health we want to lead change because we currently cannot see how our current service model is sustainable for the future. With increasing population figures we can see that service demand will increase if we do not influence prevention to decrease a growing demand on services which relates to our population wellbeing accountability and increase efficacy and quality of current services- our service accountability.
The service problems demanding solution are the poor population outcomes for children with unmet emotional and wellbeing needs evidenced by health and education separately. From health: around 300 children and young people are referred for safeguarding medicals a year, with referral numbers growing over the past 10 years.  Over 600 children and young people in care settings and numbers growing by a third over the last two years. Education report 4.5 % of children subject to fixed term exclusions in some residential wards in Cardiff with a level of fixed term exclusions in every ward in Cardiff.  Over forty children in some residential wards in Cardiff between ages of 16-18 Not in Employment, Education or Training (NEET). Both Health and Education services reporting referral demand outstripping capacity as a direct result of emotional distress and emotional symptoms post relational trauma. While high level government and policy data sets this out clearly (National Assembly for Wales, 2018) the population indicators and related performance measures are often not linked in core business at the coal face. 
We are now learning pivotal importance of relationships at home and school to nurture emotional regulation and development. To overcome significant Adverse Childhood Experiences (ACEs) whether the burdens come from the hardships of poverty, parental substance abuse or serious mental illness, the stresses of war, the threats of recurrent violence or chronic neglect, or a combination of factors, the single most common finding is that children who end up doing well have had at least one stable and committed relationship (otherwise known as a secure attachment in Neuroscience and Psychology literature) with a supportive parent, caregiver, or other adult. (Hughes 2018) What is the story here? Secure attachment relationships help develop strong executive function and self regulation skills. Strong executive function and self-regulation skills enable individuals to manage their own behaviour and emotions, and develop strategies to cope effectively with difficult circumstances. (National Scientific Council on the Developing Child, 2015) This combination constitutes the foundations of resilience. While a range of definitions exist, resilience can be thought of simply as the ability to cope, adapt positively to and recover from adversity (Rutter, 1985)
A body of evidence suggests that many different agencies can contribute to prevention of ACEs and reduction of their effects. (Hughes, 2017) ACE informed practice can be developed across multiple settings including schools, justice systems and social care. Eradication of ACEs may be aspirational but development of children’s personal resilience to enable them to overcome adversity and avoid harmful effects is crucial. Resilience programmes to develop problem solving and coping skills can be delivered universally in schools, and tailored to meet needs of vulnerable children in youth justice, social services and community settings. To have multiple ACEs is a major risk factor for many health conditions. The outcomes most strongly associated with multiple ACEs represent ACE risks for the next generation (e.g. violence, mental illness, and substance use). To sustain improvements in public health requires a shift in focus to include prevention of ACEs, resilience building, and ACE-informed service provision. 
The science of early childhood development is sufficiently mature to support a number of well-documented, evidence-based implications for those who develop and implement policies that affect the health and well-being of young children. Two messages are worthy of consideration: when considered within the context of a child’s environment of relationships, the concept of school readiness is not exclusively a matter of fostering literacy and number skills. It must also include the capacity to form and sustain positive relationships with teachers, children, and other adults, and develop the social and emotional skills for cooperating with others. (Panter-Brick, 2013). Stated simply, young children learn best in an interactive, relational model rather than through an education model that focuses on rote instruction. 
NICE Guideline [NG26] (2015) Children’s attachment outlines how schools and other education providers should ensure that all staff who may come into contact with children and young people with attachment difficulties receive appropriate training on attachment difficulties. Educational psychologists and health and social care provider organisations should work with local authority school heads and designated teachers to develop and provide training courses for teachers of all levels on how attachment difficulties begin and how they can present in children and young people, how attachment difficulties affect learning, education and social development, understanding the consequences of maltreatment including trauma and how they can support children and young people with attachment difficulties. 
Not everyone who suffers ACEs experiences the same harmful outcomes. Building resilience across the life course can help people avoid and overcome many of the problems arising from childhood adversity. Support from a family member or from elsewhere in the community can prove the critical difference between ACEs pushing an individual into a harmful life course or, with a little help, finding a way to stay on one offering better health and prosperity.
With mental illness; the single largest area of expenditure for the NHS in Wales, this is a priority area for Welsh Government identified in Prosperity for All: the National Strategy (2017) There are many national drivers that advocate for service change in Community Child Health. The importance of all children in Wales having a safe and nurturing childhood is increasingly reflected across Welsh Government policy. Taking Wales Forward 2016-2021 (Welsh Government, 2016a) sets out a national ambition for a Wales which is prosperous and secure, healthy and active, ambitious and learning, united and connected. To achieve these goals  it recognises the importance of all children having the best start in life and the critical need to reduce ACEs through supporting families and parents. The recent Mind over Matter document (National assembly for Wales ,2018) echoes the difficulties in service provision for supporting and preventing emotional distress in children and young people and calls for emotional/mental wellbeing and resilience to be a stated national priority and contained recommendations for how this could be taken forward.

Method
Results Based Accountability RBA is ‘ A disciplined way of thinking and taking action that 
can be used to improve the quality of life of communities and also to improve the performance of a service’. Furthermore RBA is free for use by government and non- profit organisations. (Friedman, 2015)
So how does RBA work? RBA starts with the end and works backwards. RBA is about getting from talk to action quickly. Its method includes plain language to ensure language use is clear and consistent. It’s to avoid the common issue that in meetings no one really understands what is being said. For services and people to work together they need a common language to be successful. For communities the ends are conditions of wellbeing for children and families e.g. children experience secure relationships at home and in school. For our service it’s about our customers being better off when the service functions well.
RBA is an inclusive process where everyone can contribute. To that end you can never stop inviting people to the table and therefore is a developmental process that can be added to in cycles and matures as cycles progress. There are seven questions central  to ‘Turn the curve exercises’ which are at the heart of RBA, that can get talk to action and over time, turn the curve or baseline of performance indicator or performance measure in focus.
The RBA methodology can be followed from the supporting manual ‘Trying Hard Is Not Good Enough’ (Friedman, 2015). Further advice is available from the book ‘Turning Curves An accountability Companion’. (Friedman, 2015) The methodology is further supported by related websites: www.results accountability.com and www.rbaguide.org and www.clearimpact.com.

Ethical Consideration
A quality improvement project is defined as systematic, data-guided activity designed to bring about immediate, positive changes in the delivery of healthcare in particular settings. (HQIP, 2017) A poorly designed quality improvement project could cause ethical concern if the project involved doing something different to routine practice, causing undue distress to patients e.g. a poorly considered survey or the project is unlikely to produce improvements in the quality or safety of patient care. Consistent with service improvement project the aim for this project is to improve the quality of patient care in the local setting. The project makes use of already measured local outcomes (anonomised total service population data e.g. number of safeguarding referrals seen each year, collected as routine part of service governance and delivery) and measures against national recommendations and up to date evidence base findings of what constitutes best practice e.g. NICE, 2015. A service improvement project does not involve anything being done to patients, or that is not part of their normal routine management. If the project had met criteria for research then ethical consideration would be essential. (HQIP, 2017)

Results
Stakeholders and partner agencies were first invited to a series of local interest group discussions. Successive cycles brought different and increasing stakeholders and partners to the table. Initial meetings needed exploration of the background drivers for change. More meetings were spent on discussing background drivers because that was necessary to ensure full consideration of all stakeholders positions. RBA is inclusive and developmental. You can never finish inviting stakeholders to the table. Once stakeholders had met and identified common interest in improving local population wellbeing then moving on to a turn the curve exercise using RBA was possible. The seven questions outlined in the RBA methodology  required to ‘turn the curve ’ do not necessarily need to be conducted in the same order, as long as all the steps are followed. Once action or step seven has been taken- repeat all steps! Common language is important to establish among stakeholders, Appendix 1 contains a list of labels used to denote important concepts outlined by the group. 

Question 1 What are the quality of life conditions we want for children, young people and families who live in our communities? Keeping population and performance accountability separate yet connected is the single most important idea in RBA. Population results share quality of life indicators (or aspirations/vision) for people in a geographical area. Population indicators tell us the extent to which these are being achieved. A helpful article outlined seven ‘C’s’ to practically drill down seven specific features of population vision. (Pinnock, 2012) The vision must be Clear that is easily understood. Child centered, the vision must be about children’s lives not about management’s mission. A Concise, portable description and vision of desired future. Consensual vision, a shared purpose.  A vision that can be Constant over time and place.  Comprehensive, a vision which encourages us to see the whole child and finally Challenging, a vision which is inspirational as well as aspirational. The vision we chose was to ‘Stop ACEs and Build Resilience in children, young people and families of Cardiff and Vale population’. 

Question 2 We needed to think what would these conditions look like if we could see or experience them? Our conclusion were ‘Schools which provide children with a relationally secure and safe environment’. When in this environment children are able to share their worries. Someone asks them routinely if they are ok. When children show or tell someone about distress they are in an environment that notices and can respond in a resilience based or ‘attachment aware and trauma informed way’. We also wanted the population outcome of Strong families with Emotionally secure and safe home environments for children. These are families who are informed of benefits of relational security or how to acquire relational security and how the brain can recover from relational trauma and adverse stress.

Question 3  How can we measure these conditions? When a service or pathway is small, it is not hard to distinguish the client population from the total population of the geographic area. There are some times when the service clients are close to, or the same as, the total population. As a program’s client population approaches the total population (of county, city or community), service performance measures begin to play a double role. Performance measures can then be used as indicators (proxies) for the well-being of the whole population. A number of our local performance measures actually double up as population wellbeing indicators and are therefore a marker of population wellbeing. We therefore cannot ignore our population accountability. The performance measures already available within health which also represent population indicators for wellbeing include number of LAC children, Number of safeguarding medicals, number of children referred to Primary mental health, CAMHS and CCH with wellbeing or mental health difficulties. 
Looking at the report card which usually summarises the baseline curve and not liking what’s seen is the first step to engaging others to be accountable and to take action. For Education headline performance figures that double as population indicators of wellbeing include: Number of children with fixed term exclusions from school and number of children Not in Employment, Education or Training (NEET), Number of children LAC in schools, number of children referred to specialist teacher emotional Wellbeing Team.

Question 4 How are we doing in the most important measures? Baseline measures may vary within a range without a clear pattern however there is little argument that the variation will continue unless anything is done. We need to ask are we ok if there is no change? We need agreement that no change is not ok. The forecast of an unacceptable future is the pain bit, needed for change to happen according to Stephen Covey (1999). Success can be judged as moving the curve away from the baseline or beating the baseline. Sometimes the best we can do is slow down the rate at which things are getting worse  before it flattens or it turns.
 The story is the diagnostic step in the process to explain causes behind the curve which then points to solutions. The story behind the curves for LAC, safeguarding medicals,  referrals to CAMHS/ PMH, CCH include high number of children within Cardiff and Vale population with high ACEs with comorbid health, and emotional difficulties, consequently high emotional wellbeing referrals from Schools and GPs. Further, these referrals are signposted to the wrong pathway creating waste and increasing Referral To Treatment Time (RTT) for patients. Too many referral pathways exist within and outside CCH and it’s unclear to GP’s which one is the right one for their patient. There is overlap between different service accountability and skills (for good reasons) so we help each other but also can pick up differential diagnosis where another service might have more expertise. Some wellbeing services however are closing down referral criteria to protect their ever shrinking funding envelope or as a strategy to meet their targets. This strategy  inevitably increases pressure on partner services. Education find high fixed term exclusions from some schools in some parts of the city and too many young people are Not in Employment, Education or Training (NEET), linked to low outcomes. Too many young people on reduced timetables with some schools struggling to respond to needs. There is a growing demand for statements and specialist educational provision: not enough places to meet demand, a mixture of specialist provision being available with varying roles and criteria and varying impact on academic outcomes.
With the emotional wellbeing of the population deteriorating, medicalisation is seen as a way of accessing support, driving demand for diagnostic service and drug bills rather than intervention/ supportive services. This is concerning when population growth predicts further increased demand with no money to increase capacity of system to accommodate increased referrals. Austerity measures are such that the service envelope is likely to shrink, not grow, so a single service in isolation cannot be accountable to solve these problems. 

Question 5 Who are the partners that have a role in doing better? Most local services are looking at their own population accountability score cards and do not like what they see. Showing interest in developing a common strategy to turning the curves or reducing the baseline is the first step to engaging action. Partner agencies in this project are Education, in particular the Emotional Wellbeing Specialist Teacher service for Cardiff (previously known as the Behaviour Specialist Teacher Team) and also the Vale of Glamorgan Education Service. Other stakeholders include ACE Hub Wales, Public Health Wales, Police, Social Services, Cardiff and Vale Community Child Health Directorate management team and Health Visiting, Psychology, CAMHS, Primary Mental Health, Family Wellbeing Service. I would like to thank the broad range of professionals from the stakeholder groups that contributed to this project.

Question 6 What works to do better including low cost and no cost ideas? Considering the quick wins are important. That means getting from talk to action and results quickly with no or little cost.  We believed best action included:
1. Build awareness of population vision and change theory at professional forums – grow organic leadership.
2. Develop a cost neutral training package for health and education to role out across the geographical area for population equity
3. Bibliotherapy for parents about attachment and resilience based strategies-engage with hubs and libraries for low cost carer education through self reading alongside other information sharing opportunities.
4. Influence ‘single point entry referrals’ to  PMH/CAMHS and CCH, Emotional Wellbeing Service, Family Wellbeing service and  Neurodevelopment where wellbeing difficulties primary focus. This will ensure right place right time, right person. 
5. Paediatric Psychology to submit a business case to enhance supervision for resilience based and trauma informed training and intervention to schools and families
6. Regional partnership board to submit business case from partnership funding for new resilience workers alongside schools and communities. 
Education Service have identified the following opportunities which include implementing evidenced effective approaches in school: Attachment Aware and Trauma informed whole school approaches, such as THRIVE®, Nurture Network, Securing a more consistent attachment aware and trauma informed approach in the wellbeing classes, Restorative approach®, more flexible curriculum e.g. junior apprenticeships. Supporting professionals and parents to enable emotional regulatory environment. Empowering parents with Knowledge and encourage development of supportive education opportunities e.g. GroBrain® ,Circle of Security®. Nurturing empathy and social emotional literacy in children ‘Roots of Empathy ®. Empowering children to know their rights to feel safe at home and school.

Question 7 What do we propose to do? We propose to undertake many low cost no cost ideas. This is key because then finance is not a restriction to taking action. The ones which were felt to be most feasible which could be started right away have taken priority.  The different actions outlined from this project now need to have performance management principles applied which in brief include cycles of measuring: How much did we do? How well did we do it ? What difference did it make to the service clients? The population indicators will be kept in mind by a score card with  the different actions highlighted to keep focus on progress in ‘turning the curve’.
Value conflicts identified include raising the awareness of need for change against background of how service has always been delivered with prior service priorities which are to be expected. Conflicts around resilience based and trauma informed services being everybody’s business rather than ‘someone else’ business against a background of tight ring fenced funding envelopes encouraging silo working are not new.  Friedman (2015) outlines a variation on the Pareto Principle.  It's called the 20/60/20 rule. The rule applies to people and relationships. The rule states that approximately: 20% of the people will immediately be on board with whatever you are saying. 20% of the people will immediately be opposed to whatever you are saying. 60% of the people can be influenced one way or the other depending on future interactions. Effective leadership, in any organisation, involves knowing how to efficiently use your time to generate the best results. Applying the 20/60/20 rule is a great tool to determine where to spend that time and with "who" in order to generate the biggest impact.

Discussion
Finding the right tool for this quality improvement project was the key to being able to communicate the aims and outcomes of this project. The one change tool that stood out in the sense that it ticked all the right boxes for the task, the setting and being easy to use is Results Based Accountability (RBA). Finding the right tool took time because most quality improvement or leadership change tools used in the healthcare setting reflect industrial style of performance measurement e.g. Lean thinking (Womack,1996), Six Sigma (Tennan,2001), PDSA (Tague,20015). Partnership focused tools are not mainstream. So when I came across RBA I was some way into multiagency engagement. Preceeding that point I felt there was something missing. A focused method for establishing common vision and common language to communicate that vision and establish clear actions are enhanced. Once discovered; communicating vision, outcomes, baseline data/curves and theory of change and action set was enhanced. The advances the tool facilitated in terms of power to engage, agree common goals and communicate plans was a turning point to realising service change potential.
Mark Friedman writes: 
How is it possible to have a successful service while conditions in communities get worse? Logic models assume a linear relationship between actions and results that simply doesn’t exist in the real world. The point of social services and health is to improve community and the health of local population. However an individual service cannot do this in isolation. (Friedman, 2014, p7)
Together for Health (2011) proposed that nationally and locally clinical leadership would be strengthened in Wales bringing with it increased integration of services, collaborative working,  with networks and local partners. This project highlights these principles which are embedded at the core. 
System leadership theory outlines also how we cannot solve problems on our own. (Filingham 2014) Evidencing frequent personal contact, developing professional relationships and collaborating and committing together for the longer term to solve joint problems. Transforming systems is about transforming relationships. Health and Social Care is a complex adaptive system with infinite relationships, infinite dynamic interactions, never in state of rest where top down changes tend to fail.
Historically there are many examples of service policy and practice changing in response to new evidence based research which led no cost or low cost changes leading to improved patient wellbeing. For example in 1959:
 Greater attention needs to be paid to the emotional and mental needs of the child in hospital, against the background of changes. This drew attention to the plight of young patients at a time when visiting by parents was severely restricted. (Platt, 1959)
The Platt report was on the background of Bowlby's evolutionary theory of attachment which suggested that children come into the world biologically pre-programmed to form attachments with others, because this will help them to survive. Hospitals realised the security of these attachments help children heal and recover from the emotional trauma of hospitalisation and illness and access to trusted familiar carers was essential during hospitalisation in times of acute stress. (NSCDC 2015)
For this leadership project I chose to focus on our population accountability result  that we have responsibility to contribute to. The reason for this is that while service accountability is important it is never out of business focus. Bringing our population accountability into focus helps rationalise our vision and make our service more meaningful and bring hope that our service is making a difference. Communities must take collective responsibility for the wellbeing of the children who live in their area. Prevention programs by definition seek to influence the behavior of a large group most of whom have little or no direct contact with the program. However we are not a service in isolation responsible for achieving turning the curve but if all services omit to focus on our joint population accountability, the future is concerning. 
When working for a particular service your world view is bounded by the edges of the service delivered e.g. health, education, social services, mental health – each bounded view of the world, each thinking if only someone would provide enough money to do everything that needed to be done, some big problem in society could be fixed.  As finance is never quite enough or realised, the societal problem is never fixed and it’s ‘not our fault’. We can expect child protection services to do their best for children who come to their attention. However ending child abuse or stopping ACEs will take more players than just child protection services. For populations we must create partnerships necessary to make progress for people whether they are receiving services from us or not. These are separate and connected efforts and we must do both of them well.
The collaboration achieved between key leads in Health and Education within this project will uphold ‘Building on Taking Wales Forward, Prosperity for All: the national strategy (Welsh Government, 2017) which stresses the importance of early years as the foundation of lifelong well-being and establishing the priority of creating ACE-aware public services in Wales that support the prevention of ACEs along with the development of resilience in children and young people. Government Education reports in the Allen Report (2011) and the Marmot Review (2010) recommend, parents and key professionals need to have the understanding and knowledge of how to build social and emotional capability within children and therefore empower individuals to break inter-generational cycles of dysfunction and underachievement. It will also provide the landscape upholding the principle of the Well Being of Future Generation Act 2015 with services working and planning for the benefit of future generations not just short term goals.

 Conclusion
There are many lessons learned from reflection on this project. For any service improvement project, finding the right tool is essential.  For large population accountable services such as Community Child Health understanding RBA is essential which will be a recommendation. Having people who can form and sustain effective partnerships gives a community a massive advantage as trusting relationships are usually the place where innovative work begins. Establishing key relationships with others that match enthusiasm is a big win and the cyclical nature of RBA and its inclusivity means that this service improvement model can involve all members of a community or service. Using terms consistently so professionals can communicate and commissioners can plan, supports culture change. Different skill sets amongst team players are invaluable- in unity there is strength which allows ambitious goals.
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Appendix 1
RBA Tool for choosing a common language

	RBA Framework Ideas
	 LABELS USED

	The Basics
	

	A system or process for holding people in a geographic area responsible for the wellbeing of the total population or a defined population
	Population accountability

	A system or process for holding managers and workers responsible for the performance of their service
	Performance accountability

	A condition of wellbeing for children, and families
	Result ( Population/ community wide)

	A measure that helps quantify the achievement of a population result
	Population Indicator

	 A measure of how well a service is working
	Performance measure

	Other important Ideas
	

	The purpose of an organisation
	Mission

	A picture of a desired future that is hard but possible to attain
	Vision 

	A visual display of the history and forecast
	Baseline

	An analysis of causes and conditions that helps explain why a baseline looks the way it does
	Story behind the baseline/curve

	Possible actions that could have a positive effect on a population indicator
	 Options

	
	

	Doing better than the forecast part of the baseline
	Turning the curve/ beating the baseline

	A description  of why we think an action or set of actions will work
	Theory of change

	A coherent set of actions that has a reasoned chance of producing a desired effect
	Strategy

	The components of an action or strategic plan
	Planned actions

	A desired level of future achievement
	Goal

	A person with a significant interest in the population quality of life effort
	Stakeholder

	A person with a role to play in achieving desired end
	Partner

	A study of how well a programme has worked 
	Performance evaluation

	A prioritised list f where we need new or better data
	Data development agenda

	A prioritised list of where we need new information
	Information agenda

	A measure of quantity of effort (How much service was delivered)
	How much did we do?

	A Measure of quality of effort
	How well did we do it?

	 A measure of effect on customers lives
	Is anyone better off? 








Appendix 2 
	
	Abbreviations
	Meaning

	CCH
	Community Child Health

	ACE
	Adverse Childhood Experience

	CAMHS
	Child and Adolescent Mental Health Service

	GP
	General Practice

	LAC
	Looked after children

	ND
	Neurodevelopment

	NEET
	Not in Employment Education or training

	NICE
	National Institute Clinical Excellence

	PDSA 
	Plan Do Study Act Cycle

	RBA
	Result Based Accountability

	PMH
	Primary Mental Health

	RTT
	Referral to Treatment Time
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