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Exploring U.S.A. Support Ideas for U.K. ‘Care-leaving’ Mothers: 

An Introductory Summary: 

The focus of my report: 

Thanks to my Winston Churchill Memorial Trust Fellowship, I have been able to study 

models of support for vulnerable and ‘at-risk’ mothers and their babies in Connecticut, 

Michigan and Oklahoma in the United States of America during a packed and thoroughly 

interesting four week visit in May 2018. 

This has enabled me to compare the U.S.A. provision with the U.K. and to explore what may 

be learned and applied in the U.K. so that support for similarly vulnerable parents and 

children may be enhanced. 

‘Care-Leaving’ Parents: Why this focus? What is the problem? 

I work as a foster carer for Leeds City Council which includes responsibilities for parent and 

child assessment. I have experience of supporting ‘care-leaving’ parents, i.e. parents, 

predominantly mothers, who have spent at least some time in their childhood in local 

authority care. I also have a wider interest to explore the U.K. provision available for care-

leavers. I have seen how young adults who are care-leavers frequently have disrupted and 

traumatic personal histories, and how they can have multiple needs and confront many 

difficulties once they reach adulthood and are no longer ‘in care’. These are accentuated all 

the more when they experience the profound challenges of becoming a parent. 

Within our team of foster carers, an overwhelmingly high proportion of care-leaving 

parents do not succeed in achieving a long-term outcome that enables them to live 

independently with their child. This outcome is in marked contrast to that of young 

parents with babies referred to us for foster care support who have not spent time in 

local authority care. 

Why might this be so? 

My report identifies a range of inter-related issues which may contribute to this present 

outcome. These include particular issues and difficulties that care-leaver parents may 

experience, and also the support care-leavers have access to and may or may not receive.   

Comparing U.S.A. models of  provision and support with the U.K.: 

Inevitably, there are different contexts and histories – legal, organisational, political, cultural 

and economic – to the support given to ‘at-risk’ parents and children within the U.S.A. and 

within the U.K. 

The U.S.A. support programmes I visited focus on vulnerable and ‘at risk’ mothers and their 

children, rather than fathers, and this is reflected in my report’s focus and title.     
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Broadly, the U.S.A. models of support, which my Fellowship enabled me to experience at 

first hand, are of two kinds: 

• Support through home-visiting – normally, long-term arrangements by means of 

regular, one-to-one visits to the mother’s home to establish a trusted and valued 

relationship between the parent and a highly trained professional who assists to give 

confidence and psychological support for the parent and best-practice training in 

effective parenting skills. 

• Support provided at centres – attended regularly by mothers and their children where 

the children are looked after, and the parents receive focused guidance and support 

by means of a range of course programmes in order to develop mothers’ personal 

and parenting confidence and skills. The home-visiting support is also frequently 

administered through these centres. 

Notable aspects of  the U.S.A. programmes of support for mothers I saw included: 

1. How well grounded each is in theory and practice. The consequence of this is 

that the programmes of support have clarity of vision and direction of purpose, 

with immediately clear, practical applications. 

2. How the ‘reflective functioning’ theory of parenting is being applied in some 

parenting programmes to strengthen the parent-child relationship. 

3. How the programmes are run by highly qualified, motivated and able professional 

staff at all levels of support. 

4. How support services for vulnerable and at-risk mothers are impressively well co-

ordinated producing a range of positive consequences for at-risk mothers. 

5. How the content of the course programmes and resources are well and 

appropriately adapted for the target audience of vulnerable mothers. The 

elements of training contained in the parenting support programmes are broken 

down into manageable parts and expressed in language and tone which make 

these especially accessible. 

6. How long-term, consistent, one-to-one relationships between mother and 

professional are prioritised and valued. 

7. How research trials evaluating the effectiveness of programmes show positive 

outcomes for the parents who take part in them. 

8. How there is an emphasis on the value of community-based support networks. 

Application to the U.K. context: 

Wholesale adoption of these approaches to the U.K. context may not be immediately 

possible or appropriate, but I have identified a range of practice which, in my view, could 

benefit provision and support for care-leaving parents significantly in the U.K. These include 

aspects of the quality and organisation of support services and the potential positive impact 

of particular parenting programmes. 
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Exploring U.S.A. Support Ideas for U.K. ‘Care-leaving’ Mothers: 

PART ONE: The U.K. context: 

 My research interest in ‘care-leaving’ parents from my work as a foster carer: 

As well as being a parent myself, I work as a Parent and Child Assessing Foster Carer for 

Leeds City Council, one of a team of six. My responsibilities focus on providing a time of 

care, nurture and safety for infants, ideally with their parent, in the environment of my home, 

and in supporting and assessing parents’ capacities to care safely and appropriately for their 

children. 

As almost all our referrals are for mothers and babies, I refer generally to ‘mothers’ and 

‘parents’ in this report, but our team does take referrals from fathers and babies and, in 

some circumstances, from both father and mother and children. We also receive referrals 

from parents with older children, but we normally start to work with mothers immediately 

after their baby has been born. Mothers are usually identified as suitable for the scheme 

during a pre-birth assessment process carried out by the local authority’s Children’s Services 

department. 

Among parents referred, at least half are ‘care-leavers’. This term refers to a person, now 

defined in the Children and Social Work Act 2017 as an adult up to the age of 25, who has 

spent some or all of her or his childhood in the local authority care system.  This may include 

foster care, residential care homes or another setting where the child or young person has 

lived away from home with support from children’s social work services. 

Why a parent and child may be referred for foster care: 

Reasons for referrals are extremely varied. For example, these may include: current or 

historical drug or alcohol addiction; mental health concerns including severe depression 

and/or anxiety or personality disorders; previous child removal; awaiting trial for serious 

criminal offences; lack of engagement in directed support services throughout pregnancy 

and pre-birth assessment; learning difficulties or disabilities; physical disabilities; 

inappropriate or unsafe living conditions; lack of current support network; homelessness; age 

under 16 and living in a care residential home; having a violent or abusive partner; a history 

of violent or aggressive behaviour. 

A process of assessment: 

Each case for potential foster care is first assessed for eligibility by the scheme leader. The 

parent must first agree to begin an assessment process and this is then confirmed by a 

family court judge before the placement starts. Our preference is that mothers move into our 

homes pre-birth to start to build a relationship with us, to give mothers-to-be an opportunity 

to settle into their new home and to get ready for the arrival of their baby. Once the baby has 

been born and has been discharged from hospital, both baby and parent move into the 

foster home. 

Using an ‘assessment triangle’, we evaluate the circumstances, capacities and needs of the 

parent within a wider context of family and environmental factors, and our assessment also 
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includes particular issues highlighted by the child’s social worker. The assessment is a 

continuing process lasting twelve to sixteen weeks and the parent is made aware of the 

expectations at each stage. By the end of this process, we anticipate that parents will have 

been able to demonstrate their abilities in a way which will give us sufficient evidence to 

assess and be assured that they can continue to care for their child in a safe, nurturing, 

responsive and appropriate way, once parent and child have moved back into independence 

together. 

Assisting an outcome of independence: 

Part of our role is to help to co-ordinate other support services which will then be able to 

continue to work with parent and baby once they are back home, as our role ends once they 

have left us. Other community support services, both universally available and targeted, may 

include: family outreach workers, Community Psychiatric Nurses, addiction support, 

counselling services, Home-start family support volunteers, mother and baby groups, 

housing officers and infant mental health support. Parents will also continue to receive 

support from their or their child’s social workers. We also try to ensure that the parent has 

her own support network to offer help and guidance once parent and child return home. This 

can include family members (family group conferences can play an important role in 

supporting this) or friends or partners. Appropriate support networks appear to be especially 

significant in ensuring long-term parenting success and positive parent-child relationships. 

A key Issue: very different outcomes for care-leaving v non-care-leaving parents: 

In our foster care scheme, we currently receive a higher proportion of referrals from care-

leaving parents. Of these, very few at present complete or pass the assessment process and 

are ultimately separated from their child. 

Of the foster carers currently working as assessing parent and child foster carers in Leeds 

since 2015, there were 23 placements which involved a care-leaver as a parent and 24 

placements where the parents were not care-leavers. Of the 23 parents who had been in 

care, 5 returned home with their babies, 18 did not; of the 24 parents who were not care-

leavers, 22 returned home with their babies, 2 did not. 

These findings relate only to foster care results in Leeds, but they nevertheless point to a 

startling disparity between the outcomes for care and non care-leaving parents and 

underline this key issue I wish to explore.   

Multiple Needs and Difficulties Faced by Care-leaving Parents: 

Research findings as well as my own experience with care-leaving mothers suggest two 

broad, significant and inter-related factors which may contribute to such poor parent-child 

outcomes for care-leavers: 

 The level of unresolved trauma from parents’ own childhoods and the 

continuing effects of this;   

 The lack of appropriate support networks or positive relationships in the lives 

of care-leaving parents, both personal and professional. 
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Effects of childhood trauma and support to address this: 

Most parents who have spent at least some of their childhoods in local authority care have 

experienced early disruption in their lives. Many will also have a personal history of 

neglectful, chaotic or abusive childhoods which may continue to have a significant current 

impact on their mental or emotional health and their own capacity to parent safely and 

successfully. Pregnancy and birth may also trigger upsetting memories of their own 

childhood. 

In our work as foster carers, sadly, time constraints and lack of longer term support options 

limit our ability to address these issues thoroughly so that the trauma from a care-leaving 

parent’s childhood remains unresolved, an observation echoed by those from other support 

services: 

‘Too often, by the time that a young person is due to leave care, we have forgotten the 

trauma and upheaval that brought them into care in the first place.’ (2017: 

communitycare.co.uk) (1) 

In Leeds, the Infant Mental Health team, available to work with parents and infants up to the 

age of two, normally for four to five months, can provide some therapeutic work with parents 

to address unresolved trauma if it is the context of parent-child attachment issues. However, 

the parent would not be the primary concern of the intervention which is directed to ensure 

the emotional well-being of the infant, although the team can refer the parent to adult mental 

services.  With the focus largely on parent-child attachment, the team uses a range of 

assessment and intervention strategies (which may include psycho-education, reflective 

capacity work, video interaction guidance, and eye movement densensitisation and 

reprocessing therapy) and also one-to-one work, either at home or clinic-based. 

As far as I am aware, longer-term intensive support focused on the parent to address 

unresolved trauma is not available in Leeds. We are able to refer parents to services which 

will help them to put initial protective systems in place: housing, food, financial support, 

health care and some mental health support, including Infant Mental Health. However, 

services which are long-term and focused on addressing the parent’s history and 

subsequent relationship with her child are not available to these mothers: 

‘A greater awareness within services of these factors, and further efforts to create the 

conditions for practitioners to deliver consistent and longer term support to women with 

complex difficulties, would mean that intervention has more chance of improving lives.’ 

(‘Vulnerable Birth Mothers and Recurrent Care Proceedings’  2017) (2) 

The need for strong, appropriate and trusted support networks for care-leaving 

parents: 

For parents who have grown up in the care system, support from family and others networks 

can be fractured, inconsistent or inappropriate. Without this informal support, parents may 

continue to have an insecure sense of belonging. Multiple care placements and school 

moves, limited family relationships and moves to unfamiliar areas of the city because of 

housing shortages increase the parent’s sense of isolation and/or loneliness. 
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As the study by Lancaster University (‘Vulnerable Birth Mothers and Recurrent Care 

Proceedings’) concludes: 

‘This study has clearly identified an association between unsettled pathways through care, 

characterised by multiple moves and subsequent adult appearances in the family justice 

system.’ (3) 

The recognised problem of social isolation is increased for care-leavers when they have a 

baby without an appropriate adult to turn to for support, advice or guidance during this time. 

Barriers to engagement with support services: 

Without strong informal support, the quality of formal provision and support becomes even 

more crucial for care-leaving parents. However, there can be particular barriers to care-

leavers’ engagement with support services. These can be practical and physical barriers 

such as lack of transport or money for transport, the need for child care, and unawareness of 

available services in their community. The barriers may also include perceived stigma 

attached to accessing these support service. In addition, the parent may be experiencing 

general life-chaos or stress, mental health problems, or have a lack of trust in support 

services due to past experiences. 

For women who have spent some time or all of their childhood in care, the desire to access 

support services, or to ask for help when needed can be negatively affected by their 

experiences as children. They may often view social workers with caution and hold concerns 

that if they do report difficulties or refer themselves for additional community resources, they 

will be seen as not coping or failing to meet the needs of their children. From my own 

experience, care-leaving women report that they have felt more exposed to assessments 

and monitoring just because they have been in care, a perception that can significantly 

reduce their wish to engage in appropriate support as recommended by social services. 

In what ways can support services do more? 

Much is being achieved by many local authorities and organisations, all of whom have 

differing resources and provisions for their work with care-leaver families. There is also a 

large group of professionals and volunteers striving to make changes for care-leavers in 

Leeds and across the U.K. For example, in Leeds the newly created ‘Grandparents Scheme’ 

is a voluntary programme for current foster carers to be matched with care-leavers and their 

children. The ‘grandparents’ commit to a long-term support role in lieu of the care-leavers 

children having a ‘real’ grandparent.   

Within the local authority, social workers endeavour to secure the most positive outcomes 

possible, albeit in the context of extremely challenging circumstances and very tight financial 

constraints. Consequently, while there is a focus on achieving family reunification if this is 

judged to be a safe and appropriate option, there can be a lack of available support services 

to enable this to happen successfully. More effective co-ordination of support provision that 

is available is, in my view, a further area which needs to be developed. 

The public and political debate about the implications of declining resources for community 

support services is an extremely relevant aspect of the U.K. context of my report which 
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advocates long-term, high quality support for care-leaver parents. I believe we are under-

resourced in the U.K. when it comes to addressing the emotional and social needs of our 

care-leavers. 

In the present funding context, the effective use of currently available resources is also a 

pressing concern. The ‘Children and Social Work Act 2017’ which, from April 2018, gives 

care-leavers up to the age of 25 an entitlement to a Personal Advisor to co-ordinate support 

services, is an important potential means to improve provision significantly, if this is funded 

fully and implemented effectively by local authorities in England.  I think still more could be 

done at the present time for care-leaving parents. Some of the best practice I have 

encountered through my Fellowship requires funding, but possibly not necessarily on an 

immense scale, especially in the context of the longer-term costs, both financially and in 

terms of family disruption, of not attempting to do more for care-leaving families. 

In this report, I give examples and recommendations of innovative ideas and best practice in 

the U.S.A. which my WCMT Fellowship has given me an opportunity to explore at first-hand. 

 

PART TWO: Research in the U.S.A.: 

The U.S.A. context: 

During my four weeks in the U.S.A. in May 2018, I met more than thirty professional 

members of staff in over twenty organisations or settings working in the inter-related fields of 

infant mental health, family support and guidance, parenting programmes, family care co-

ordination, family courts and community funding. 

I chose to visit cities in three states in the U.S.A. to gain an appreciation of the diversity of 

provision for vulnerable and at-risk mothers in different contexts: 

• Detroit, the largest city in Michigan (population 673,000: 2017); north-east city: one of 

the poorest in the U.S.A.; has undergone a protracted period of economic decline 

(and 30% of its population since 2000) with consequent urban decay. Ethnicity: 80% 

African-American; White 10%; Hispanic/Latino 7%.  75% live below U.S.A. defined 

poverty line. 

During my visit to Detroit, I saw an impressive diversity of provision based in two of 

the city’s centres of support, The Guidance Center and The Development Center. In 

each, federal funded and approved parenting programmes are run for mothers and 

children, and parental home-visiting services and infant mental health support are co-

ordinated. Especially valuable was the opportunity I had to experience and take part 

in a ‘Mom Power’ parenting class in nearby Ann Arbor, Michigan (population 114,000: 

2010). I also attended a Safe Babies Court hearing in Detroit. 

• New Haven, Connecticut (population 130,000: 2016); metropolitan area of Greater 

New Haven: 862,000: 2010); Eastern coastal city; home of Yale University: Ethnicity: 

43% White; African-American 30% Hispanic/Latino 25%. 24.4% below U.S.A. poverty 

line. 
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While in New Haven, I researched the ‘Child First’ intervention and home-visiting 

programme and also another intensive, well-resourced home-visiting support 

programme called ‘Minding the Baby’, developed and administered from the Yale 

Child Study Center. I also learned about a particularly interesting parenting 

programme called ‘Circle of Security’ which, as some other programmes do too, 

includes the application of ‘reflective functioning’ theory to develop parents’ 

understanding and awareness of their child’s needs. 

• Tulsa, Oklahoma (population 403,500: 2015) Mid-West city: Ethnicity: 62% White; 16% 

African-American; 14% Hispanic/Latino. 19.4% below U.S.A. poverty line. (4) 

In Tulsa, I was able to meet the co-ordinator of the ‘Safe Babies Court Teams’, who 

explained to me this well developed programme which is fully integrated with 

Oklahoma’s family court system in order to improve outcomes for infants. In 

Oklahoma , I also attended a number of talks which were given at the annual  Child 

Abuse and Neglect Conference. 

U.S.A. and U.K. contexts: 

The organisations I visited in these cities have their own objectives, organisational and 

staffing structures, their distinctive procedures and practices, referral pathways, funding 

streams and evidence-based outcomes. They also work within the wider contexts of federal 

and state legal frameworks, family court systems, funding sources, and within the distinct 

historical, political, economic and cultural contexts of their cities and states.   

These contexts inevitably differ from the U.K. and need to be borne in mind when 

consideration is given in exploring how U.S.A. provision might apply in a U.K. context. In 

addition, the U.K. category of ‘care-leaving’ parents is not entirely the same in the U.S.A. 

context. However, I saw that the issues facing vulnerable and ‘at-risk’ U.S.A. mothers and 

U.K. care-leaving mothers are very closely aligned. 

Key themes which arose from my research in the U.S.A: 

In my report of my research and findings, I shall highlight the following themes or aspects of 

provision and support:   

• Home-visiting support services 

• Other Centre-based support providing a range of parenting programmes 

• The application of ‘reflective functioning’ theory in programmes to strengthen 

the parent-child relationship 

• The co-ordination of care support for vulnerable and at-risk mothers 

• The value of long-term, one-to-one relationships of professional support 

• Clarity of theory and practice in U.S. home-visiting and parenting programmes 
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Home-visiting support services: 

Home-visiting services are now widely established across the U.S.A. to support children and 

their families. Funding is available through grants from the federal government which are 

allocated to states and non-profit organisations to enable them to fund, fully or partially, 

evidence-based home-visiting services for at-risk families. Communities with the highest 

need are targeted and the continuity of grants requires that rigorous, on-going evaluation of 

programmes takes place. My Fellowship gave me a very valuable opportunity to see and 

research at first hand a range of these U.S.A. programmes, and also to meet professional 

staff directly involved in implementing them. 

Funding via ‘The Maternal, Infant and Early Childhood Home Visiting Program’ 

(MIECHVP): 

The federal government’s U.S. Department of Health and Human Resources allocates funds 

through The Maternal, Infant and Early Childhood Home Visiting Program (MIECHVP) set up 

by the Obama administration as part of its 2009/2010 Affordable Care Act legislation and this 

source of funding has remained in place. 

The main objective of the MIECHV programme is to provide more home visits to at-

risk families. It has six goals: 

1.   improved new born health; 

2.   prevention of child injuries, child abuse, neglect or maltreatment and reduction of 

emergency department visits; 

3.   improvements in school readiness and achievement; 

4.   reduction in crime and violence; 

5.   improvements in families’ economic self-sufficiency; 

6.   improvements in the co-ordination and referrals for other community resources 

and support. 

‘The MIECHVP…promotes home visits by health, social and education professionals to 

mothers with infant children who live in low-income communities. By conducting health 

check-ups and referrals giving parenting advice and helping families access other 

government programs, home visitors can help improve parenting and children’s health and 

education.’ (5) 

I saw a variety of MIECHV-approved home-visiting programmes across each state I visited. 

Each organisation puts an emphasis on the importance of understanding the needs of the 

particular community served and having the flexibility to deliver programmes in a culturally 

sensitive way, while still honouring and implementing the MIECHV principles. Seventeen 

programmes have been approved to date with the expectation that with further funding there 

will be more opportunities for agencies to collaborate and create new programmes to meet 

different communities’ varying needs. 
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Most home-visiting programmes for at-risk mothers are flexible in terms of duration, with 

most lasting between one and five years. Almost all programmes have weekly visits at least 

(sometimes two or three visits a week if needed) and communication also takes place in 

phone-calls. 

Impressive collaboration in care support: 

The collaboration between agencies was an aspect which particularly impressed me in 

almost all the settings I visited. Professionals were very knowledgeable about other local 

services available for the benefit of families. Many staff members reported that they had 

referred families to other professionals for additional support and said that families 

responded in well to this as they had built up a relationship of trust with their main 

professional worker. 

I learned that home-visiting programme staff have regular meetings with other agencies to 

ensure good communication and avoidance of replication, and that they have a shared 

understanding and respect for other continuing support work which may run alongside the 

home visits. In all the home-visiting programmes I visited, no staff felt they were unable to 

work alongside other agencies. Indeed, they all reported they were happy to work 

concurrently with other services such as addiction support, counselling, housing, financial or 

educational support. 

A number of home-visiting models have care co-ordination as a core part of their 

programme. These include the ‘Child First’ and ‘Minding the Baby’ programmes and I 

explore in more detail the advantages of care co-ordination in my report on these 

programmes below. 

 The benefits of ‘under one roof’ centre provision: 

The fact that many services are based under one roof is also undoubtedly of benefit to 

families. For example, The Guidance Center and The Development Center in Detroit, and 

the Parent and Child Center in Tulsa all house a range of family services in their one 

building. The Tulsa centre, for example, provides: parenting groups; health checks for 

mother and baby; community resource referrals; counselling; family therapy; play therapy; 

parent-child relationship therapy amongst other opportunities. This is all offered in a warm, 

welcoming and accessible building which is clearly designed with the needs of families in 

mind. 

Crucial to success: the same home visitor: 

While there is clearly variation in content, strategies, lengths of visits, time scales and the 

professional role of the home visitor (e.g. a social worker or an infant mental health (IMH) 

specialist or a midwife etc), one thing remains constant: the home visitor. Across the 

programmes I saw, the home visitor remains the same. Each family has one key worker who 

visits each week, one person with whom to form and maintain a positive, consistent and 

reliable relationship. I am convinced this is absolutely crucial in terms of successful 

outcomes. For many mothers in need of home visiting and having experienced at least some 

chaos and unpredictability in their lives, the stability and security of one person may itself be 

a new experience. As Staci Belanger at The Development Center in Detroit, said to me, 
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“More trust builds over time and consistently being there allows the IMH clinician to be 

constructive with parenting advice and not be seen as negative or critical by the parent.” 

From the Center’s evaluation surveys, qualities identified by parents as most important in 

home visitors include being: 

“Understanding, compassionate, perceptive, patient, attentive, humorous, available, flexible, 

supportive, knowledgeable, comfortable, non-judgemental, empathetic, reliable, trustworthy, 

helpful.” 

MIECHV programmes: evidence of successful outcomes: 

I was able to see how the MIECHV-approved programmes I viewed are developed from 

evidence and are clear in their objectives and intended outcomes. The outcomes are 

regularly monitored and evaluated and longer term studies are carried out to ensure that 

benefits are maintained. 

The positive impact of these home-visiting programmes is seen not only in the value 

expressed for them by the parents, but also in such indicators as subsequent pregnancies, 

family engagement in services, child school readiness and maternal depression rates. The 

economic benefits have also been reviewed and calculated in a number of studies. For 

example, the RAND corporation (2005) ‘examined the benefits and costs of various 

childhood interventions and found that…home-visiting programs are estimated to generate 

about $6000 in net benefit, or $2.24 for every dollar spent.’ (6) More recent RAND studies of 

specific home-visiting programmes for at risk families have calculated a $5.70 return for 

every tax dollar spent, that is, by taking into account the funding saved from subsequent 

health care and welfare services. 

 

Exploring a range of Home-visiting Programmes: 

Among the variety of home-visiting provision the Fellowship enabled me to research are 

programmes developed, co-ordinated and administered from the ‘under one roof’ centres of 

support I mentioned above. 

‘The Guidance Center’ in Detroit has a home-visiting service for at-risk mothers within the 

wider range of services it offers for children and families of all ages, which focus on mental 

health and substance abuse support. For their home-visiting service, parents may self-refer 

or be referred by their midwife or other professional. This home-visiting support might involve 

issues of housing, addictions, violent relationships, individual finance or education. Included 

in the visits also is the opportunity for the home visitor to implement a parenting programme 

on a one-to-one-basis over a period of eight to twelve weeks, depending on the programme. 

‘Strong Beginnings’ Home-visiting programme: 

One of these is a programme called ‘Strong Beginnings’, currently being piloted and 

implemented by two of the IMH home-visiting team from The Guidance Center, which 

broadly follows the ‘Mom Power’ parenting programme (more of which below) and 

specifically recruits families where the young child is in foster care. The programme runs 
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twice a week, once with the child and the foster carer, and once with the child and his/her 

birth parent and is intended only for families where the plan is family re-unification. As the 

programme’s aims state: 

‘This theory-driven treatment engagement program and therapeutic intervention is 

specifically designed to target trauma-induced, psychological barriers to engagement and to 

facilitate linkage to mental health treatment. ‘Strong Beginnings’ embraces evidence-based 

theory and practice including attachment theory, behavioural modification as well as 

cognitive-behavioural and dialectic behavioural strategies.’ (7) 

It is interesting that there is an acknowledgement of the effects of trauma here. The 

programme’s main elements focus on social support, parenting education, self-care/stress 

reduction, parent-child interactions and connecting families to care, so this programme may 

offer some cognitive behavioural strategies to deal with issues of a parent’s unresolved 

trauma. If ‘Strong Beginnings’ is evaluated as a successful programme, it is hoped that it 

may be rolled out across the county region and become part of a prescribed parenting plan 

from the Family Court Judicial system to support family re-unification. 

Similarly, the Detroit ‘Development Center’ provides another ‘hub’ for family and children’s 

services, including home-visiting. Among its home-visiting service are the parenting 

programmes, ‘Early ‘Head Start’ and ‘Head Start’ (interventions which influenced the setting 

up of the ‘Sure Start’ programme launched in 1998 in the U.K.). The centre also offers 

trauma-focused behaviour therapy (TF-CBT) and a pre-school intervention programme. 

Other organisations have developed their own approved home-visiting programmes. Among 

these are two that I found especially interesting: ‘Child First’ and ‘Minding the Child’.   

‘Child First’ Home-visiting programme, New Haven, Connecticut: 

The Child First home-visiting programme developed over twenty years ago originally from 

clinicians working at Bridgeport Hospital in Connecticut and Child First now has affiliates in 

Florida and North Carolina  The programme’s focus is based on a family’s current and 

continuing problems rather than on a model of prevention e.g. of poor outcomes, abuse or 

neglect: 

‘It is an intervention to address the issues that already exist. The vast majority of parents in 

the programme have experienced trauma. More than half are involved in the child welfare 

system, or were at one point.’  (8) 

i.e. over half in this programme include those who, in a differing U.K. context, are the U.S. 

equivalent of care-leaving parents. 

Targeted to help the most vulnerable, multi-risk families, 98.2% of parents have a significant 

history of trauma; 79.4% of caregivers and children demonstrating significant disturbances in 

their relationship; 40.4% of all parents scoring positive for parental stress. 
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 Child First’s three key components are: 

1.  Psychotherapeutic, two generation intervention to build nurturing, responsive parent-

child relationships; 

2.  Care co-ordination which provides links to other community-based support services for 

all family members to assist family stabilisation; 

3.  Developing parents’ reflective capacity and ability to self-regulate their responses. 

Initially, Child First carries out a comprehensive assessment of family needs which includes 

observation, health information, parental history and both informal and standardised 

indicators gathered mainly in the family home to establish, carefully and sensitively, a route 

of support appropriate to each family’s needs with the aim of bringing about long-lasting 

changes. Families receive two visits a week for a month during the assessment period and 

then once a week for one or one and a half hours. Typically, these visits take place for 

between six and twelve months but can continue for longer if needed. 

A notable aspect of Child First is in its staffing by highly qualified practitioners. Each home 

visitor is a Master’s level Mental Health/Developmental Clinician with a Bachelor level Family 

Resource Partner or Care Co-ordinator. 

Relevant in the light of my earlier points about the needs of U.K. care-leaving parents, the 

therapeutic work of Child First focuses on both supporting the parent-child relationship and 

addressing issues of trauma. To strengthen parent-child relationships, a primary goal is to 

build the parent’s reflective capacity to understand a child’s motivations rather than simply 

his or her actions. Often the parents have had little positive parent-child relationship to draw 

upon: 

‘What often gets missed is that every mother says, “I want something better for my children.” 

They just don’t know what it looks like.’ (9) 

Considerable therapeutic work is also focused on healing experiences of trauma and 

adversity, not just from recent months or years, but trauma from the parent’s own childhood. 

The Co-ordination of Care: Significant Benefits for At-risk Parents: 

Alongside intensive therapeutic, one-to-one work at home, care co-ordination is also key in 

the Child First programme and addresses eight areas of need: child development and early 

care and education, child behaviour and emotions; child health; also parent support including 

adult education, family health, adult mental health, substance abuse and social and material 

needs. The care support includes but is not limited to: parenting groups, health care, legal 

aid, housing support, domestic violence services, job training, literacy, clothing and furniture, 

food banks, transport and parent mentors. 

U.K. Implications: 

It is evident that opportunities, for example, for a mother to attend a parenting class in the 

local community, can be extremely valuable, not only as a way to continue to receive good 

quality practical parenting advice, but also to meet other families and form mutually 
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supportive friendships which will, hopefully, continue long after the Child First intervention 

has ended. Social isolation and loneliness experienced by those who have grown up in the 

care system is, as I have commented on above - and others have too - an overwhelming 

issue for U.K. care-leaving parents: 

 ‘Many young people recorded that since they have left care they had felt very lonely and 

socially isolated.’ (10) 

so creating opportunities for peer support and friendship is vital. It also creates further 

opportunities to meet and engage with other professionals (a parenting class facilitator, for 

example) in a non-threatening or intrusive way. As we know from our experience in the U.K., 

young care-leavers often struggle to engage with professional support staff. Lack of 

engagement in these services is often a concern for social workers working with pregnant 

women or new mothers, so it is especially important that opportunities to experience positive 

professional relationships exist for care-leaving mothers to help them to progress positively 

on their parenting journey. 

Helping vulnerable parents towards family stability: 

From what I observed during my research, care co-ordination support itself can help to 

contribute to this outcome. By pro-actively supporting at-risk parents and children and 

ensuring their basic needs, such as housing, food and health care, are met, a link is formed 

with the care co-ordinator and a trusting relationship can begin. The consequence of care 

co-ordination can also be empowering for the parent and help to achieve more family 

stability. As a parent becomes connected to and able to access more public services and 

programmes, she is in a better position to put in place some protective factors for herself and 

her children. 

‘Intervention families were successfully connected to 91% of desired resources, compared to 

only 33% of usual care families.’ (11) 

With an increase in good quality support services, there can also be the benefit of less worry 

and reduced stress at home giving more opportunities for the parent to be more ‘present’ for 

her children. This can allow for more positive parent- child interactions and create the 

foundations for the parent and child relationship to grow: 

‘Without the buffer of strong, nurturing relationships, the results (of toxic stress) are long 

term damage with significant emotional/behavioural, learning and health problems.’ (12) 

For the child, a strong and secure relationship can provide resilience in difficult situations 

and circumstances, and this can be an effective protective factor for the parent too if trauma 

or adversity occurs again within the family. Child First (as do other home-visiting 

programmes) encourages parents to think about the significance of a strong relationship with 

their child as a powerful protective element. This can be very difficult for mothers who have 

suffered trauma in their childhoods and who have little or no experience of significant or 

positive relationships. Almost all at-risk mothers, nevertheless, want the best for their 

children. They want better for them than what they had, but they often don’t know how to 

provide that: 
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“It’s a big deal to not have been parented well yourself, to then turn round and manage to do 

a good job parenting.” (13) 

Family stabilisation, assisted by the process of care co-ordination, paves the way for more 

intensive psychotherapeutic work to begin to address the often unresolved trauma for both 

the parent and the child/children. The individualised therapy of Child First focuses on healing 

the damage to enable nurturing and secure relationships to develop in the family. 

Evaluation of Child First points to successful outcomes: 

‘In a well controlled study, children served by Child First were compared with those receiving 

usual social services and were found to be significantly less likely to have language 

problems and aggressive and defiant behaviours. Their mothers had markedly less 

depression and mental health problems, and the families were less likely to be involved with 

child protective services even three years later.’ (14) 

 

‘Minding the Baby’ home-visiting programme, New Haven, Connecticut: 

‘Minding the Baby’ (MTB) is based at the Yale Child Study Centre in New Haven and 

developed since 2002. It is an intensive, inter-disciplinary, MIECHV-approved home-visiting 

programme which has some significant differences from many other U.S. home-visiting 

models. 

First, the home-visiting is carried out by two people rather than one person. Second, the 

visits are shared by a clinical social worker and a paediatric nurse (qualified, as in the Child 

First programme, to a Master’s level) which allows for a slightly different approach with the 

mothers as there are clear roles to be carried out by each visitor. The emphasis is on the 

role of both being responsive to the mother’s agenda and to build up a significant, trusted 

relationship with her, and to tailor their practice to support the individual needs of the family. 

The practitioners take it in turns to visit so, for example, the nurse will visit one week, then 

the social worker the next week. These weekly visits continue every week until the baby’s 

first birthday and then every fortnight until the baby is two. 

Although the visits are separate, the nurse and social worker very much work together with 

and for the family. The two workers have regular meetings to discuss progress and any 

arising issues that need to be addressed. They also have the opportunity to have ‘reflective 

supervision’, giving time and space to allow the continuing development of professional skills 

and best practice. This also enables one of the practitioners to use the other as a ‘sounding 

board’ or a ‘holding environment’, which is found to be valuable when working with difficult or 

distressing family situations or experiences. 

The central importance of a consistent, continuing, one-to-one mother-professional  

relationship: 

Even though there are two workers for each family, rather than one, the relationship 

experience for the mother remains equally critical. The mother must feel she is an active 

participant in a trusting and sensitive relationship: 
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‘Crucial to the success of the MTB program is the mother’s relationship with the MTB 

practitioners. Their engagement and fostering of ongoing relationships with these at-risk, 

first-time mothers, as well as having the professional expertise that matches their complex 

health, social and mental health needs, is aimed to diminish attrition from the program. This 

kind of integrative model is considered to be crucial for maximising both parental and child 

outcomes across a range of domains.’ (15) 

This conclusion (and other evidence from my U.S.A. visit) reinforces my own experience and 

conviction in the crucial importance of this aspect of provision. We know that professional, 

relationship-based support for vulnerable parents which can offer continuity and consistency 

will have a greater chance of successfully achieving the desired outcomes. 

Further key aspects of the Minding the Baby (MTB) programme: 

Referrals for MTB may be made by other professionals such as a health practitioner, for 

example, but many of the referrals come from the community midwife clinic which holds a 

three month pre-natal programme for vulnerable young mothers-to-be. The MTB nurse 

and/or social worker are present at these sessions and talk to the women in the group and 

observe how much they are progressing. For a woman to be invited to join the MTB two year 

programme, she must be a first-time mother and aged between 14 and 25 years. Mothers 

must not be actively taking drugs or be suffering from psychosis. The programme is 

voluntary which allows for better engagement than if it was court mandated (as some other 

U.S. parenting programmes are). 

The funding process differs from other programmes in that access to funds is not linked 

directly to the individual child. This has the advantage that work can start prenatally in the 

third trimester of pregnancy which can be of great help to the mothers-to-be. A disadvantage 

is that the programme may not be rolled out so easily to all those in the community who may 

benefit from it. 

A focus on tackling issues of early trauma: 

The MTB programme is seen as: ‘particularly well-suited to highly traumatized mothers and 

their families, as it is aimed at addressing the particular relationship disruptions that stem 

from mothers’ early trauma and derailed attachment history.’ (16) 

Theoretical underpinnings: 

Three main theoretical approaches form the basis of the MTB programme: attachment 

theory; social ecology theory; self-efficacy theory. These are used to enhance the 

development of early attachment relationships between mother and child, and also the 

relationship between the family and community. 

At the core of the programme are seven key principles: 

1. Promoting secure attachment, parental reflectiveness, physical health, mental health and 

self- efficacy through theory-based intervention 

2. Taking an inter-disciplinary approach 
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3. Employing experienced Master’s level clinicians 

4. Providing home-based services 

5. Using a relationship-based model, supporting reflectiveness through relationships 

6. Collaborating with Community Health Centres 

7. Evaluating the programme with rigorous research 

An emphasis on developing mothers’ reflective functioning skills: 

Many of these principles above run through most home-visiting models, but ‘Minding the 

Baby’ has a particular focus on parents’ reflective functioning skills. During visits, the home 

visitors aim to develop mothers’ abilities to become reflective and responsive in their 

interactions with their infants by doing the following: 

• giving voice to the baby’s experience (both physical and emotional); 

• giving voice to the mother’s experience of herself as a parent; 

• highlighting the mother’s positive feelings for the child; 

• developing the mother’s capacities to reflect and contemplate, especially in the face of 

difficult emotions. 

 

Project Launch, Oklahoma: The Benefits of Multi-Agency Collaboration: 

A recurring theme in my report is the issue of care co-ordination and the advantages that can 

come from this. I had the opportunity to reflect on this further when I attended a talk in 

Oklahoma given at the annual ‘Child Abuse and Neglect Conference’ by Project Launch 

(‘Launch’, an acronym from Linking Actions for Unmet Needs in Children’s Health) which is a 

project of the Substance Abuse and Mental Health Services Administration. With particular 

prevention strategies, the Project’s team described and discussed the need for multi-

agencies to work together and how best to bring together current resources and 

programmes to ensure integration and collaboration. Project Launch brings together in 

‘Young Child Wellness Councils’ families and public and private partners to improve policies, 

programmes and ways of using data and funds effectively. 

This kind of collaboration to enable a wider understanding of available provision in each 

community can, I believe, be crucial in providing holistic care for children and families in 

need. As I also learned from other settings I visited in the U.S.A., having solid knowledge of 

other support providers and working closely together can be an important way to bring about 

the best changes for families. 

From my own experience in Leeds, co-ordinating care for families once they leave a parent 

and child placement can often fall to the foster carer who may not always be best placed to 

carry out this work. We often find that agencies work independently of each other and, while 

they sometimes attend multi-agency meetings, this is not always the case. Often there is 
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repetition or replication, or indeed conflicting advice or information because there is no clear 

or consistent care co-ordinator. A child’s social worker will always be responsible for the care 

co-ordination of the child, but any services specifically for the parent which could have an 

impact on parenting capacities – for example, addiction support or mental health work – will 

not have this level of priority. 

Additional Resources to Support At-Risk Mothers: The Michigan Association of Infant 

Mental Health (MI-AIMH): 

When I visited ‘The Guidance Center’ in Detroit I met a number of the professional staff from 

the Michigan Association for Infant Mental Health (MI-AIMH) which is based at the centre. 

The MI-AIMH was founded in the 1970s and focuses on training and education, professional 

publications and the promotion of infant mental health ‘to supply these professionals with 

everything they need to support strong relationships for infants, young children and their 

families and those who care for them.’ (17) 

The professional training for those who work with children and families includes course titles 

such as ‘Perinatal Mood Disorders’, ‘Psychotherapy with Infants and Their Families’, ‘An 

Introduction to Infant Mental Health Theory for Home Visitors’. 

Among materials I saw at the MI-AIMH which are helpfully accessible to both professional 

and parents/carers at The Guidance Center was the ‘Baby Stages Wheel,’ a clear guide to 

the social and emotional development of babies which I think would be useful for new 

parents to track milestones and developmental stages. Additionally, a ‘Baby Bench Card’ is 

a reference tool for parents and professionals to use together for children aged 0-3 who are 

involved in the child welfare system. ‘Supporting Relationships for Infants and Toddlers 

with Two Homes’ is also for parents and professionals to use, giving guidance and 

suggestions for best practice to support relationships. 

Valuable resources for at-risk U.K. Mothers: 

Many of these resources would be particularly relevant to the mothers with whom we work. 

They are resources that are easy to use and which could help to initiate discussions around 

relevant topics. They can be re-visited many times and could form the foundations for 

continual learning around child development. This is critical for the parent’s understanding of 

how their child can and will develop, given the right level of support and encouragement. 

Resources such as these can help to emphasise the importance of parental input in guiding 

their developing child. 

Some of the mothers we work with have not had the experience of a parent who was able to 

support and guide them through their early years. Consequently, clear descriptions and 

ideas, which these resources provide, are especially valuable to help mothers to understand 

the role they play in meeting their developing child’s needs. Sometimes the lack of a 

nurturing, consistent adult in their own childhoods makes it very difficult for them to create 

the right environment for them to give this nurturing and consistent care for their own 

children. This is not to say that these parents don’t want to create the right environment. 

Indeed, many of them are determined to ensure that their own receive ‘better’ care than they 

did: it is just harder for them when they don’t have an appropriate ‘blue-print’ of good 

experience to which they can refer. 
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International Infant Mental Health Support: Alliance for the Advancement of Infant 

Mental Health (AAIMH), Detroit, Michigan: 

Based in the same offices as the MI-AIMH in The Guidance Center in Detroit is the Alliance 

for the Advancement of Infant Mental Health (AAIMH), which originated as part of the MI-

IMH. It currently has members in 29 states in the U.S. as well as in Ireland and Australia. It 

has created ‘The infant Mental Health Endorsement’ which offers formal recognition of 

specialised professional knowledge, skills and understanding of infant or early childhood 

mental health. There are four stages to the Endorsement, each with its own set of criteria 

needed to achieve that level: Infant Family Associate, Infant Family Specialist, Infant Mental 

Health, Infant Mental Health Mentor. 

While there is hope that the Alliance will be developed in the U.K., I judged that of all the 

organisations I visited, the AAIMH with its Endorsement programme and the MI-AHH were 

the least likely to be directly replicated in the context of U.K. provision. In the U.S.A., great 

recognition and emphasis is placed on supporting the work of IMH to enhance parent-child 

relationships as a means to secure positive future social and emotional development and it 

is a service which receives significant federal funding. However, I have included their work in 

my report if only to highlight the contrasting approach and value placed on IMH in the U.S.A. 

and the U.K. 

I wish now to report on key aspects of two more parenting programmes that I was able to 

study at first hand in some detail: ‘Mom Power’ and the ‘Circle of Security’: 

 Clarity of Theory and Practice in U.S. Parenting Programmes: A Case Study: the 

example of ‘Mom Power’: 

Another recurring finding of my research is how both the theory and practice of U.S. 

parenting intervention programmes are clearly articulated and explicitly applied. I recognise 

that to provide this is a requirement to gain approved funding for a programme, but it is also 

a notable strength, I think, which provides clarity of vision, purpose and motivation for the 

professional staff at all levels who know what their purpose and role is, and this, I think, 

helps them to implement these programmes with conviction and enthusiasm. 

I had the opportunity to see both the theory and the practice of a parenting programme 

called ‘Mom Power.’ On one day of my visit to Michigan, I took part in a session of the ‘Mom 

Power’ parenting programme based at Ann Arbor University, part of the University of 

Michigan, 44 miles west of Detroit. 

‘Mom Power’ is a community, centre-based parenting programme that incorporates an 

element of home-visiting with three individual home visits - at the beginning, in the middle 

and at the end of the ten week course. 

Recruitment for the programme is either via self-referral (posters were placed in low-income 

community locations) or through invitation or referral by mothers’ primary care or mental 

health providers. Mothers have to present with at least one risk factor known to interfere with 

effective parenting of young children: for example, involvement with child protective services, 

current of historic depression, social isolation’ a mother’s history of childhood maltreatment; 
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and/or limited access to resources (housing, food, finance). Additionally, mothers must be at 

least fifteen years old, be pregnant with their first child or have a child under the age of five. 

The Theory….. 

The ‘Mom Power’ programme is based on the ‘Protective Factors Framework’ (18) that 

consists of five core ’pillars’ to give protective support to at-risk mothers: 

• Knowledge of Parenting and Child Development; 

• Parental resilience; 

• Social-emotional competence of children; 

• Social connections; 

• Concrete support in times of need. 

‘Frameworks for intervention that emphasize the strengthening of protective factors may be 

particularly appropriate for low-income, trauma-exposed families where exposure to risk and 

adversity are frequent….Within this approach, protective factors are considered to be 

conditions or attributes of individuals, families and communities that reduce the impact and 

increase positive outcomes for families.’ (19) 

The ‘Mom Power’ programme interprets these five pillars to promote specific protective 

factors by: 

1.  The Attachment-Based Parenting Education Pillar: using psycho-education which is 

based on attachment theory (Bowlby 1969) highlighting the importance of primary 

relationships and uses a tree metaphor to discuss Bowlby’s attachment concepts of safe 

haven/secure base. 

2.  The Self-Care Pillar: mothers are taught stress-reduction, mind-body exercises and 

emotion regulation strategies through in-class and out-of-class practice. By the end, they 

have a self-care ‘tool kit’ including skills such as guided breathing, positive coping thoughts, 

relaxation and mindfulness. 

3.  The Practice Pillar: the curriculum emphasises creating safe and predictable routines for 

mother and child. Support is offered to mothers and children to build the skills taught in 

groups regarding sensitive and supportive care-giving. of the mothers feel isolated and 

report that they have few people whom they can turn to for 

4.  The Social Support Pillar: enhancing social support is a key pillar of Mom Power as many 

support in parenting and beyond. The group setting offers mothers a chance to connect with 

others in a safe and supportive environment. 

5. The Connection to Resources Pillar: offering mothers specific, concrete connections to 

meet their physical and emotional needs beyond the time-limited intervention is considered 

an essential component of the Mom Power mission. 
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…and the Practice: 

The programme requires a high level of staff members for it to run. The overall group leader 

recruits the other staff members for each ten week programme and there are then 

approximately three childcare group leaders supervising the ten childcare workers. (Each of 

the ten mothers has one child at least and each of these children requires his/her own 

childcare worker.) There are then two classroom-based practitioners who lead the sessions 

with the mothers. 

What I Saw: 

In the group that I visited, it was slightly more cost-effective than usual due to the childcare 

workers and their supervisors being university students who had offered their time for free. 

For my Mom Power session, initially I met the group leader, Julie Ribaudo, and the child care 

leaders. They explained to me that the arrival of the families was a very important part of the 

programme, as a lot of focus was placed on hellos and goodbyes; separation and union. 

At the beginning of the ten week course, each child was matched with a childcare worker 

and, for the duration of the programme, the two would remain together. For each of the two 

and a half hour sessions, the children would remain in one large room with their childcare 

workers while the mothers went into another ‘classroom’ with the two Mom Power 

practitioners. The childcare workers had all been selected and invited by the group leader to 

carry out this role and all were university students studying a related subject: psychology, 

education, social work or similar. The childcare group leaders had already been childcare 

workers previously before being offered the role of group leaders. For the other childcare 

workers, this was their first time in this role. 

When the families arrived, they were greeted by their worker, and the mother, the child and 

the childcare worker would all come into the room and select some toys to play with. The 

parents had the opportunity to stay and play for a while before leaving to go to the other 

room. When the mother left, close attention was paid to the goodbye and the leaving. This 

observation would later be recorded by the childcare worker to help track responses and 

inform part of the following week’s session. The mothers went to their classroom to 

participate in the sessions which were quite highly structured but allowed ample opportunity 

for relevant discussion and reflection. The mothers could, at any time, return to the children’s 

room if they needed to. For example, if the subject matter had been quite difficult for the 

mother, they could pop back to ‘check-in’ with their child/children. 

Parents Being Reflective: 

In a similar way to ‘Minding the Baby’, a key focus of the classroom-based sessions is on 

becoming a sensitive and reflective parent. The emphasis is put on providing a safe haven 

and a secure base for the children. A lot of time is spent discussing feelings and responses 

and reflecting on situations and behaviours involving their children. 

As a randomised evaluation of Mom-Power also reported: 

‘During each of the 10 “mom” group sessions, facilitators present evidence-based parenting 

and self-care skill concepts in a friendly, interactive, non-judgemental and accessible format. 
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The Mom Power curriculum is structured but personalized, building a framework for 

understanding children’s behaviours and paired with tailored feedback that addresses the 

unique experiences of each mother-child dyad.’ (2016) (20) 

Back in the children’s room, I saw that the childcare workers were paying very close 

attention to their children and were playing and talking very sensitively and with a high level 

of care. Activities were almost entirely child led and the adults were very mindful of the 

needs of the children. For example, if a child was finding the big room too much, child and 

adult would go for a little walk together, or if a child needed to see their mother, they could go 

into the classroom for a short while. 

When I visited, the group were in week eight of ten so the adults had started to initiate 

conversations about the ending of their time together. After the ten sessions have ended, 

there was to be no more contact between each child and his/her childcare worker; some 

children (and their parents) can find the ending difficult. 

At the end of the session, the parents returned back to the room and again, close care was 

paid to observing the coming back together of the parent and child, and again the childcare 

worker would later record this. The parents, children and childcare workers then had time to 

sing together as one group and say goodbye. The group leaders, the class facilitators and 

the childcare workers then met together for reflective group supervision. 

Excellent Staff: 

I felt fortunate to be able to stay and observe and participate in this session where all the 

adults demonstrated such a high level of insight into the relationships within the families that 

they were working with. They showed their ability not only to reflect on and share their own 

experience of that session, but also showed that they were very mindful of what was 

happening to the other children and adults in the room. Their approach was sensitive, 

constructive, supportive and insightful. People were very respectful of each other and the 

group leader ensured that everyone, if they wanted to, had chance to share their thoughts 

and discuss ideas for the next session. 

After that, the childcare workers left and the group leader, the classroom facilitators and the 

childcare group leaders stayed together for a smaller group of reflective supervision during 

which they discussed how they felt each of their childcare workers was getting on. They also 

used this time to reflect on their own experiences of the session and again they 

demonstrated a very high level of understanding of each of the families and the workers 

within the group. 

My very positive response having attended one session of a Mom Power course is 

confirmed by the comprehensive evaluation, a randomised community-based trial by 

Rosenblum et al, I quoted from above (20), which concluded that: 

‘Results of this trial confirm the effectiveness of Mom Power for improving health and 

parenting outcomes for high-risk, trauma-exposed mothers of young children….The high 

retention rates across the intervention also suggest that this multi-family group provides a 

safe, welcoming place for these high-risk mothers to find support in parenting….Current 

research supports that through attention to mothers’ needs for social support, parenting 
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education, stress reduction and self-care, as well as through connecting them to community 

resources and care, these mothers, despite a traumatic past or adverse current living 

circumstance, may positively impact their children’s life trajectories.’ (21) 

 

 ‘Circle of Security’ (COS-P), Connecticut: Attachment Theory Made Accessible: 

During my visit to Connecticut, I met a number of people who are closely involved in the 

‘Circle of Security’ parenting programme (COS-P). This programme applies the child 

development theory of attachment in a readily understandable way. It also puts an emphasis 

on parents reflecting on the ways they interact with their children. 

What does the Circle of Security Mean? 

Circle of Security has been developed from 1998 onwards by a group of Washington State-

based family therapy clinicians who focus on parents’ interactional struggles with their 

children.  Emphasising the importance of a child forming a strong and secure emotional 

attachment with a familiar caregiver, Circle of Security’s core idea is expressed in its title. 

The ‘circle’ represents the path the child takes to explore the world, safe in the knowledge 

that she or he has a ‘secure base’ – i.e. where the care-giving parent, with whom the child is 

forming a strong and secure emotional bond, is to be found. After exploration, the returning 

child is welcomed back by his or her caregiver at the child’s starting point, the child’s ‘safe 

haven.’ 

(See: https://www.circleofsecurityinternational.com/ and 

https://www.circleofsecurityinternational.com/circle-of-security-parenting for video clips) 

With this concept of a ‘circle of security’ understood and established, the programme 

explores and aims to develop key personal and inter-personal capacities with parents and 

their children which, it proposes, provide the foundations necessary for us to thrive: self-

regulation; curiosity; kindness; empathy; perseverance; ability to sustain attention; trust; 

safe, emotional connection; capacity to recover from adversity; self-motivation; a joy of 

learning. 

A Flexible Programme: 

Circle of Security programmes have evolved and I saw how they are presented in a number 

of forms. Initially a twenty week community centre-based programme, there are now 

condensed, non-clinical forms of the programme presented in accessible ways using  DVD 

footage, for instance, of examples of parenting,  to give parents watching these opportunities 

to enhance their observational and inferential skills and to reflect on their own strengths and 

struggles in parenting.  COS-P can also be used in a one-to-one setting with its main 

principles introduced and discussed in home visits. 

COS-P is ‘an intervention protocol for parents of younger children designed to give care-

giver sensitivity to a child’s needs and communication in responsivity-important factors in 

promoting secure attachments in young children and subsequent social and emotional 

competencies.’ (22) 

https://www.circleofsecurityinternational.com/
https://www.circleofsecurityinternational.com/
https://www.circleofsecurityinternational.com/circle-of-security-parenting
https://www.circleofsecurityinternational.com/circle-of-security-parenting
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‘Circle of Security’, Connecticut: Widely Understood and Applied: 

During my visit, I was especially impressed to see how versatile the Circle of Security 

programme is and how widely the language and principles of the COS-P are shared, 

understood and enthusiastically applied. For example, I met Aiden Woodcock from an 

organisation called ‘Emerge’ which supports people soon after they have left the prison 

system. Alongside interventions for literacy and numeracy, financial support, training in 

construction skills, and trauma-related support, sits COS-P. Interestingly, although not all 

members of each group are parents, all those who take part are required to complete the 

COS-P classes as part of their Emerge individualised programme. The ideas underpinning 

COS-P are seen as having a significant impact that is helpful for future relationships. 

Consequently, COS-P forms an important part of an overall ethos embraced by Emerge to 

be ‘bigger, stronger, wiser, kind.’ 

I met Beth Dionne from ‘The Village-Parenting Support Services.’ She shared examples of 

the work she does which incorporates COS-P with parents and young children, and told me 

about the positive outcomes for parents who take part. The impact of COS-P is such that 

some parents who have completed the programme have gone on to become facilitators 

themselves. This is particularly helpful in bringing parents in similar circumstances together 

and communicating from their direct, shared experience the potential struggles parents face. 

Mary Dineen-Elovich also told me about her work using COS-P with parents and young 

children in the context of her private therapeutic practice.   

Charlie Slaughter, who was instrumental in organising many of my meetings in Connecticut, 

is from the state’s Department for Children and Families.  Part of his role is to co-ordinate 

COS-P training for practitioners who will present the programme to others and he shared 

with me his experience of COS-P. He emphasised the programme’s wide application and its 

use of accessible language relating to attachment theory which can be easily understood 

and shared. Consequently, COS-P can be adapted for use in home, school and day care 

settings, with parents with babies, and teenagers as well as for staff training programmes. 

He views COS-P as a means to develop useful and appropriately expressed ‘tools’ to add to 

existing methods to develop skills to strengthen attachment relationships.  Such COS-P -

influenced ‘relationship tools’ that have been developed include: 

• ‘The Circle’: to help adults categorise a child or an adult’s behaviour as either 

one of exploration or one of distress, both requiring the caregiver to provide a 

warm ‘welcome in’ for the child.   

• ‘Being With’: to help adults to learn to be fully in the present moment and 

‘available’ for the child, and to be alert and sensitive to how the child may feeling, 

without necessarily being driven immediately to fix or solve a perceived problem. 

• ‘Shark Music’: to recognise the times parents may be over-reacting to the child’s 

behaviour, perhaps due to the behaviour triggering something from the parent’s 

own painful past. 

• ‘Mean,Weak,Gone’: to help the parent to recognise and be responsible for times 

when they are behaving in inconsiderate ways which have a negative effect on 

the child. 
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• ‘Rupture and Repair’: to help adults to recognise the times when they have 

caused a rupture in a relationship, usually when ‘mean, weak or gone.’ This 

relationship tool is intended to help parents to understand the importance of 

repairing the rupture and suggests simple steps to take to provide the repair. 

All of the above aim to encourage in the adult a reflective capacity to enable the adult, in the 

language also used with their target groups, to become ‘bigger, stronger, wiser and kind.’ 

The intention in Connecticut, Charlie Slaughter told me, is that these applications of COS-P 

are going to be rolled out to 900 individuals over the next three years. 

How Successful is the ‘Circle of Security’ Programme? 

The COS-P intervention has been extensively evaluated in both the U.S.A. and In Australia. 

Results show similar positive trends. For example, in a study (Kohlhoff 2016) in Australia: 

‘Mothers reported decreased levels of stress, decreased feelings of care-giver helplessness 

and reduced negative feelings toward their child in the care-giving relationship following 

COS-P.’ (23) 

Also (Huber 2016), ‘In one study, parenting stress and psychological symptoms, including 

symptoms of depression, improved significantly following participation in the intensive twenty 

week COS-P program, particularly for those care-givers who presented with more severe 

symptoms at baseline.’ (24) 

Additionally (Hoffman 2006), ‘Only 25% of children post-intervention were classified as 

having a disorganised or insecure attachment, compared to 65% at baseline. In addition, the 

majority of children (92%) who were classified as securely attached at pre-test remained 

securely attached following the intervention, suggesting the potential use of COS as a 

preventative intervention with at-risk, but securely attached dyads.’ (25) 

Such positive evidence is giving impetus for the programme to become a community-wide 

approach in Connecticut in order to build and support secure parent-child attachment.  At 

present, COS-P is used by: mental health staff and clinicians; teachers; parent educators; 

private practice clinicians; recovery programmes; churches; paediatricians; home visiting 

staff; social workers; child welfare, youth and family services; and early childhood teachers 

and child care providers. 

Circle of Security: Application in the U.K.? 

The Circle of Security programme, its core concepts, its flexibility and potential to connect 

straightforwardly and with positive effect with a broad range of adults, including at-risk 

parents and their service providers, particularly impressed me. Of all the parenting 

programmes I studied during my Fellowship, I judged COS-P to be the most easily replicable 

in a U.K. context.    

I especially like the way the heart of COS-P is on improving relationships, focusing, of 

course, on those between parent and child, but also encapsulating a framework to develop 

capacities which have life-long value.  The clarity of this programme’s language is also very 

important and appealing, and I can see how very productive it would be if its straightforward, 
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attachment-based language could be shared, understood and used across multiple agencies 

working with our families in Leeds, in ways that I saw used to great effect in Connecticut. I 

believe that the families we work with in Leeds would clearly benefit from what would be a 

coherent and much more cohesive perspective: 

‘Conceptually, COS-P is providing new relationship tools that allow people to create better 

quality relationships. Rather than provide parenting education, COS-P builds reflective 

capacity. Rather than manage behaviour, this new reflective capacity allows people to 

understand the need that is underneath a behaviour and simple relationship answers to 

those needs.’ (26) 

While in Connecticut the opportunity arose for me to have an unscheduled meeting with Neil 

Boris who is a co-ordinator and trainer for COS-P for all of the U.S.A. We discussed my 

research and the work I do in Leeds. He was very supportive in helping me to think about 

ways in which we could consider using COS-P in the U.K. In follow-up emails, Neil has 

remained committed to an exploration of the ways the intervention might be delivered in 

Leeds. 

During my Fellowship, I was also able to see something of how the U.S.A. family court 

system works which interested me because of the U.K. family court referral procedures that 

are familiar to me from my work as a Parent and Child Assessing Foster Carer in Leeds: 

‘Safe Babies Court Teams’ (SBCT), Tulsa, Oklahoma: 

In Tulsa, Oklahoma, I met Sarah Beilke (Tulsa Safe Babies Court Team Co-ordinator) and 

Stacey Leakey (Infant Mental Health Community Consultant) at Tulsa Parent and Child 

Center. They both work at a child abuse prevention centre (through which I attended the 

Project Launch conference presentation I mentioned above) and they use a programme of 

support called ‘Zero to Three Safe Babies Court Team Model.’ Through this project, child 

welfare agencies and the state’s family court system are closely co-ordinated to support 

vulnerable or neglected infants while they are under the court’s jurisdiction. There are 

approximately 700 children in the care system in Tulsa and the project works with about 

twenty families at any one time. 

The SBCTs have overall goals to stop additional trauma from occurring, to provide healing 

for children and their families and to reduce the time the children are involved in the state’s 

court and care system. Specifically, the ‘Zero to Three’ project has twelve components 

(details in Appendix) which are impressively comprehensive in their scope, ranging from 

training for judges in the mental health needs of infants, to co-ordinating support services 

including mental health and psycho-educational parenting intervention, to valuing and 

involving birth parents and foster parents, to ensuring monthly meetings and weekly phone 

calls to monitor concerns, and families appearing at family court hearings every four weeks 

(rather than the more usual three to six months). 

Families can be referred on to the programme immediately after the child is ordered to be 

removed from his or her parents by the family court judge. Referrals come to the Parent and 

Child Center and the team has a meeting with all the agencies involved. They then meet with 

the family and, with the family’s agreement to join the programme, a needs assessment is 

carried out by the SBCT co-ordinator. Referrals for additional support such as parent-child 
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psychotherapy are then made according to the needs assessed. It uses a community-wide 

collaborative approach, led by the family court judge, to ensure that each family receives a 

personalised programme of care and support and to make sure interventions are put quickly 

in place to help to achieve the outcome of the parents and child being re-united. 

SBCT: Evidence of Success: 

The Safe Babies Court Teams were recently evaluated by the’ Quality Improvement Center 

for Research-based Infant-toddler Court Teams’ which concluded that ‘the innovative 

program has extraordinarily positive impacts on participating infants, toddlers and their 

families.’ (27) 

• Recurrence of maltreatment over twelve months was 1.2% compared with 9.1% 

without SBCT; 

•    Over two thirds of families had regular parent-child contact, either daily or 

several times a week; 

• Over 90% of families received needed services, 31.7% in less than a week, 

71.9% within the first month. 

Key findings from the Tulsa SBCT found that: 

• The average time in care was reduced from 21 months to 15 months; 

• There was $214,000 in savings from foster care costs and reduced social worker 

workload; 

• Additional savings of $214,000 due to fewer court proceedings; 

• The child placement was the last placement required for 67% of SBCT children 

compared to 33% of non-SBCT children. 

 

Safe Babies Court, Detroit, Michigan: Notable differences from the U.K. : 

I had the opportunity to extend my understanding of the U.S.A. Safe Babies Court system 

when I attended a morning of court hearings at the Detroit Family Courts with Professor 

Anne Stacks, Director of the Infant Mental Health Program at the Merrill Palmer Skillman 

Institute. I was able to observe a number of cases, noting some considerable differences 

from U.K. family courts. 

The most noticeable difference was the way the family court was physically set up. There 

were a number of play areas in each court with jigsaws, play kitchens, books, colouring 

books and felt-tip pens, soft toys, children’s posters and games. The judge informed me that 

they were even having a competition to see which judge has the most child-friendly court! 

This approach reflects the fact that babies and children attend the court hearings in order to 

help everyone stay focused on the child or baby and to keep them continually in mind. 
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The other interesting and comparative difference was that everyone involved in the baby 

cases was trained in Infant Mental Health (IMH), including the judge. The social workers 

were part of a specialist baby team which meant that they only worked on cases involving 

babies and were well trained in IMH. Even the lawyers, advocates and guardians were 

trained to have a good understanding of IMH. Notable as well were the questions being 

asked which were entirely focused on the babies and children: “How did that affect the 

child?”  “How did the child respond to that?” How could we improve this situation for the 

child?”  “What are we going to do to ensure their needs are being met?” 

The judge’s focus seemed very much on making swift and appropriate decisions regarding 

the parents’ progress plans to ensure that the baby or child was reunified as quickly as 

possible. Each family was required to attend court every four weeks to check progress, 

ensure goals were being met and if not, to ask what support workers could do to help, and 

then to set future targets. 

It was clear that the judge had a good relationship with the social and other support workers. 

This was evident in her knowledge of the different workers, their roles and responsibilities 

towards the families. The judge also had a very good awareness of the projects and 

programmes available to the families and made suggestions or requests for them to be able 

to access them as quickly as possible. 

Relevance to the U.K.? 

Within the U.K., family court systems have developed in different ways from those I saw the 

U.S.A., so a straightforward transfer of the U.S.A. ethos and procedures to the U.K. is 

unlikely to be a realistic recommendation. Nevertheless, the benefits of those working in the 

family judicial system in the U.K. having had training in Infant Mental Health so they can 

better understand the needs and experiences of the families with whom they are working 

has, I believe, a great deal of merit. I think it is excellent that in Leeds, a group of Family 

Magistrates has recently attended a one and a half hour training course in Infant Mental 

Health and I understand there are plans for a group of Family Court Judges to attend the 

same training. 

The thoroughness of Tulsa’s Safe Babies Court Teams’ programme ‘Zero to Three’ also 

impressed me. Its template might prove useful as a comparative model to examine in a 

future review of family referral procedures in the U.K. (See Appendix.) 

 

PART THREE: 

Conclusions and Recommendations: 

In Part One, I wrote from my experience as a foster carer in Leeds about the multiple 

difficulties facing those who have left the care system. Apart from adverse outcomes that are 

often associated with a lack of material security, many care-leavers are at-risk from their 

experience of childhood or present-day trauma which is unresolved.  Many care-leavers do 

not have a strong or appropriate network of personal support available to them. They can 
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also experience difficulties of access to and/or are reluctant to rely on professional provision 

to support them. 

Such difficulties are compounded when care-leavers become parents. That there is a 

particular problem that needs to be addressed in areas of the U.K. such as Leeds is 

exemplified by the very low proportion of referred care-leaving parents who are later 

reunified to live independently with their child. This is in marked contrast to referred parents 

who are not care-leavers. 

This prompts challenges for U.K public policy and practice in relation to support for care-

leavers in general and, in the context of my research focus, for care-leaving parents in 

particular.  Across the U.K., while much dedicated work is carried out, provision is a 

patchwork. Levels and types of support are uneven, interventions are generally short-term, 

co-ordination of services is often limited or fragmented, and professional skills vary widely 

across organisations. It is clear to me that we have a long way to go before we are able 

successfully to meet the needs of the mothers who have spent their childhoods in the care 

system. It is important to note though, that there is indeed a growing number of professionals 

and volunteers across the country dedicated to improving outcomes for this group of young 

people. 

In Part Two, I reported on the range of organisations and programmes that I saw at first-

hand in Michigan, Connecticut and Oklahoma. I know that in the U.S.A. as well as in the 

U.K., many at-risk mothers do not access, for a range of reasons, support services that seek 

to assist them. Nevertheless, I saw much in the U.S.A. organisations and programmes that 

was fascinating, illuminating and positive. 

What have I learned? 

What might be beneficially applied in a U.K. context? 

What specific recommendations am I making? 

What have I learned? 

Following my visit to the U.S.A., I have had time to reflect on the broad range of support 

services offered to vulnerable, at-risk mothers.  Learning takes place in the context of prior 

knowledge, experience, values and perspectives. As a parent and foster carer, I came to my 

U.S.A. Fellowship research placing a high value on the quality of relationships established 

and nurtured over time between parent and child, between parent and professional and 

between professional workers with each other in their roles of support. My experience in the 

U.S.A. has deepened my understanding and convictions about this. 

 

In particular, I would highlight: 

• The central importance of one strong, consistent, reliable relationship, established 

and long-term, between care-leaving mother and professional support worker. This 

was continually emphasised to me by staff in the organisations I visited, endorsed by 
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at-risk mothers themselves and supported by evidence-based research underlining 

the successful outcomes of this. 

• The significant benefits that follow effective co-ordination of care support services for 

the at-risk parent. Awareness and appreciation by professional staff of the value of 

each other’s services in the community, and regular communication and supportive 

relationships between them, were evident and a key principle in nearly all the settings 

I visited. I could see how this improves the individual support given to vulnerable 

mothers and, with their needs more effectively met, can reduce stress and give 

mothers more time and space in which to try to build family stability. 

• How both clarity of theory and an understood ‘direction of travel’ in implementing 

support programmes were impressive in all the programmes I saw. When the vision 

and the means to fulfil it were shared, all the staff I met were motivated and 

enthusiastic about putting the programme into practice. With materials adapted 

appropriately, skills in parenting were accessible for vulnerable parents and also 

effective in evaluated outcomes. 

• That the U.S.A. support for at-risk mothers addresses issues of unresolved trauma 

more so than the U.K. does at present. 

• How the best parenting programmes, properly implemented, can help to establish 

and develop a secure relationship of attachment between parent and child. Those 

which develop the parent’s reflective capacities impressed me most. 

• How the U.S.A. requires staff for their intervention programmes to have high levels of 

personal and professional skills and qualifications. 

• How there are evident benefits in having ‘under one roof’ centres for support 

services. These allow easier access by parents. Also, a welcoming place can help 

relationships of trust to develop between parent and professional support staff. 

Centres can also provide opportunities to develop mutually supportive friendships 

with other parents. 

• That home-visiting services for vulnerable mothers are well established throughout 

the U.S.A., are impressively co-ordinated, resourced and staffed, and evidently 

produce a range of positive outcomes. 

 

What might be beneficially applied in a U.K. context? 

Having the chance to see fine practice in a particular context is one thing.  Agreeing to 

transplant it somewhere else entirely is another. Also, I am mindful that I am one member of 

a team of parent-child assessing foster carers, so most proposals or ideas I have for change 

are beyond my independent power to implement. They need to be considered carefully by 

many professionals in this field and any resources with which to implement agreed 

recommendations need to be secured. 
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I will first identify some excellent practice which is unlikely to be replicated in full at the 

present time in the U.K. 

The U.S. home-visiting models I described in Part Two are very well established, co-

ordinated, resourced and monitored, and staffed by professional clinicians and practitioners 

with very high levels of qualification and expertise who form a long-term, one-to-one and 

actively supportive relationship with the parent. It would be excellent to see this provision for 

care-leaver parents here. At present, we don’t have an equivalent service established in the 

U.K. with the exception of the Family-Nurse Partnership and teenage pregnancy midwives, 

which have limited availability. 

Recommendation 1: One-to-One, Strong, Long-term Support for Care-leaver Mothers: 

We may not be able to replicate the home-visiting service that is established in the U.S.A. 

without transformative funding, which would include the costs of training and recruitment and 

retention of highly qualified staff. Nevertheless, we can incorporate one element of its 

success: long-term, one-to-one support. We can also co-opt another key component of 

successful U.S.A. practice I have highlighted: the principle and the consequent benefits of 

co-ordination of care support services. 

With comparatively much lower levels of financial outlay required, I propose that a service is 

available for care-leaving parents to make access to crucial support much more targeted and 

straightforward for care-leaving parents and children. For example, when a woman who has 

been in the care system becomes pregnant, she could, if she wanted to, be referred to a 

named worker who would be responsible for identifying the mother-to-be’s needs and 

ensuring that she knows about, and is able to access these services in her community. This 

key support worker would continue to visit regularly (i.e. once a week, at least) and be in 

touch with the mother-to-be. Individual services which the key worker may encourage the 

mother to access might include: housing, educational, financial support, mental health 

services, pregnancy groups, parenting classes, parenting groups, counselling services, 

children’s centres, addiction support, outreach and support charities, and any other needed 

services which may be available in her particular community. 

Care-leavers do have access to this kind of service through the Pathway Plans scheme, and 

services may be successfully accessed via children’s centres, but on a more limited basis 

than I am suggesting is needed for care-leaving mothers. At present, there is much less 

focus on addressing emotional, mental or social health needs, or on relationship building. 

In such a partnership that I am proposing, a strong focus would be on the relationship 

between the professional worker and mother-to-be to encourage a strong, long-term, 

supportive, trusted relationship. 

As this report has explored, a care-leaver who is a new parent may have little in the way of a 

social or supportive network, with no parent or sister or grandparent to call on for help and 

guidance; with a history of multiple and disruptive moves; with negative memories of working 

with professionals; with little experience of caring and consistent relationships; with little trust 

in a system which has parented them during their childhood; with limited opportunities to 

form a relationship with someone that they can trust, with whom that they can rejoice or 
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despair, delight, share and celebrate; with whom they can be honest and open about their 

experiences without fear of being judged or labelled. Such a person could provide 

necessary, strong foundations for these mothers to become nurturing, sensitive parents. 

Something not unlike this proposal does seem to be implied by the provision, as I 

understand it, for care-leavers up to the age of 25 to be entitled to a Personal Advisor, 

according to the Children and Social Work Act 2017.  I am presently unclear how local 

authorities are interpreting this.  A care-leaving mother has even more acute and specific 

needs. The persons recruited for this role of trusted support need to have exceptional 

qualities, in my view. I think there should be wide consultation before a job description and 

the criteria of personal skills and experience required is agreed for a role of this importance. 

It is a role which those with experience in children’s services may be especially well qualified 

for. However, I think it must not be simply tagged on as one extra responsibility to an already 

hard-pressed social worker’s caseload. 

Recommendation  2:  to provide long-term support to care-leaving parents to address 

issues of unresolved trauma : 

As explored in this report, the damaging effects of unresolved childhood trauma endure in 

the present day lives of many who have left the care system. For a disproportionately large 

number of care-leaving parents, these unresolved issues disrupt their capacity to bring up 

their child safely, securely and independently. 

During my U.S.A. Fellowship research, I saw that the effects of unresolved childhood trauma 

in the lives of at-risk mothers are accepted as a central and serious threat to the well-being 

of mother and child. Consequently, mental health support to tackle this issue is an integral 

part of many intervention programmes. It should now be taken more seriously in the U.K. 

The extent of trauma is unlikely to be fully and effectively addressed by short-term therapy. 

Long-term mental health support for care-leaving parents needs to be put in place as a 

central part of the services which are available to them. Clearly, the efficacy of such a 

programme needs to be monitored and evaluated. Initially, a pilot programme in which such 

long-term therapeutic support is made available to a group of care-leavers could be put in 

place to evaluate and compare outcomes. 

 

Recommendation  3: To explore ways in which the ‘Circle of Security’ parenting 

programme could be applied within the Leeds area: 

Many of the intervention parenting programmes I saw and described in Part Two were very 

interesting. They were soundly based in theory, usually incorporating both attachment and 

reflective functioning theory, and were thoughtfully implemented with their target audiences 

very much in mind. The clarity and flexibility of ‘Circle of Security’ impressed me the most 

and I think there is great scope and potential benefits if this programme were to be used and 

shared within children’s services and supporting agencies within the Leeds area. The 

programme would need to be sensitively adapted for U.K. based communities but the 

versatility of this programme is such that I believe this could be done successfully. 
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One benefit of the implementation of this programme is that it would promote a shared 

understanding and use of language in relation to parenting in our community. I saw this used 

to great effect in Connecticut and this extended beyond children’s services. The shared 

understanding and language of ‘Circle of Security’ widely applied would give parents 

reinforced messages of a clear ‘direction of travel’ in their parenting skills and be a source of 

shared endeavour and understanding for professional staff working in different support 

agencies. 

I recommend that the application of the ‘Circle of Security’ programme within the Leeds area 

is explored and, if approved, and with any necessary funding secured, initially rolled out in a 

set of training programmes for staff working in parent-child support services in our city. 

Further development work on its application with parents and provision for an evaluation 

process to review its effectiveness would form part of the planning for this. 

 

Recommendation  4: Using educational resources to help parents with children 

referred for foster care in their understanding of child development: 

As I reported on page 21, I saw what I judged to be useful resources produced for parents at 

the Michigan Association of Infant Mental Health, particularly their ‘Baby Stages Wheel’ and 

‘Baby Bench Card.’ I thought these would be useful in a U.K. context and could help care-

leaving mothers develop awareness of their child’s development and provide a means for 

focused discussions about their baby’s development. Permission may be needed to use 

these. Some of the content may need to be adapted for use in the U.K. There may also be 

equivalently good resources available which are U.K- based. I recommend that these or 

similar resources are obtained and purchased, if necessary, to give support for care-leaving 

parents, their foster carers and other interested parent-child support services. 

I hope my report may contribute to the debate about how we can improve provision and 

support for those who have been in care and who are now parents. I hope also there will be 

opportunities for my recommendations to provide a focus for thought and discussion when 

others have had the opportunity to read and consider my report. 

I would like to thank the very many people who were so welcoming, helpful and generous 

with their time during my research in all three states that I visited in the U.S.A. My 

experience of seeing so much interesting and effective practice at first-hand has been really 

useful and inspiring. I also wish to thank The Winston Churchill Memorial Trust very much 

indeed for giving me this opportunity to carry out my research. 
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Dissemination: 

Initially, I will share my report and recommendations with a group of social workers from 

Leeds Children’s Social Work Services who have kindly shown interest in my research 

project. 

I shall also be speaking at Leeds Baby Week 2018 (organised by another Winston Churchill 

Memorial Trust Fellow), which is a networking event to bring together professionals from 

across the city who work with babies and their families. There will be representatives from 

midwives, health visitors, the Infant Mental Health Team, foster carers, social workers, family 

support workers and outreach teams. 

Additionally, my supervising social worker will assist me in sharing this report more widely 

across the social work teams in the city, with the hope of sharing my findings with other 

groups such as the Teenage Pregnancy Team, the Care Leavers Council, and the Post-16 

Children Looked After Team. I will also be sharing this report with other organisations in 

Leeds we work with who may be interested such as Women’s Health Matters, Home-Start 

and the Together Women’s Project. 
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Appendix: 

‘Safe Babies Court Teams, Tulsa’: 

Details of the twelve components which form the ‘Zero toThree Safe Babies Court Team 

Model’: 

1.Judicial Leadership: Judges to have a well-informed understanding of the mental health needs of 

babies and young children, and also to understand the needs of the parents, paying careful attention to 

the traumatic experiences that they may have faced or are facing. 

2 Local Community Co-ordinator: The co-ordinator brings together services and resources for the 

families in the local community. S/he is responsible for planning the stakeholder meetings and for 

recruiting new members when needed. 

3.Active Court Team – focused on the ‘big picture’: The court team meets monthly to learn about 

services available, review data, discuss issues and identify gaps in service. 

4.Targeting Infants and Toddlers under the Court’s Jurisdiction: Each child is to be able to be screened 

for developmental delays and disabilities. Referrals can be made for any appropriate medical care for 

both physical and mental health. 

5.Valuing Birth Parents: The first goal is for the child to be reunified with the parents as quickly as 

possible. The families enrolled on to this project almost always have high risk factors and have been 

subject to their own trauma history. 

6.Concurrent Planning and Limiting Placements: Planning for an alternative permanent home is started 

immediately to ensure smooth and timely transitions for the babies if they are unable to return home. 

7.The Foster Parent Intervention: Mentors and Extended Families: Foster cares are a respected 

member of the SBCT and will participate in family team meetings, court hearings and community 

training. 

8.Pre-removal Conferences and Monthly Family Team Meetings: Parents are invited to the monthly 

team meetings and are asked to invite anyone else who is seen as part of their support network. 

9.Frequent Family Time: The goal for parent and child time is to ensure that visits are frequent and 

meaningful; an opportunity to strengthen the relationship and improve the parent’s responsiveness. 

‘Research has found a correlation between the frequency of parent-child visits and the length of time it 

takes for the child to reach permanency (i.e. the permanent plan for the child  e.g.reunification with 

parent or foster care or adoption); more planned visiting days each week was linked to the likelihood 

that child will achieve permanency within a year; each additional visit tripled the odds.’ (37) 

10. Continuum of Mental Health Services: The type and intensity of any intervention is based on the 

needs of the parent and child, taking careful note of any pre-existing trauma and the parent’s own 

childhood experience. This can include an assessment of the parent-child relationship, child-parent 

psychotherapy and/or other psycho-educational parenting intervention. 

11.Training and Technical Assistance: The SBCT staff provide training on a range of topics including 

infant and toddler development, parenting interventions, children and trauma, mental illness and 

domestic violence. This training is available to all members of the SBCT including judges, co-ordinators 

and any other members. 

12.Understanding the Impact of our Work: Each team evaluates the work and identifies areas of 

strengths and challenges. After the trial, and once the baby or child has returned home (if that is the 

permanent plan), the entire team stays in contact for six months, continually assessing the needs to 

identify which services need to stay in place to ensure long-term success. 
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