


2) Sample Interim VIG Pilot Project Evaluation  
XXXX Video Interaction Guidance (VIG) Pilot Project [dates]
Interim Evaluation Report [date of report] 
1. Executive Summary
	The XXX VIG pilot project has involved two teams providing a County-wide service to facilitate improved attachment relationships in parents/carers and their children from birth to 11. The project team includes four health visitors and five educational psychologists. The project is led by the Educational Psychology Service and funded by Public Health. 
The team have accepted 41 referrals across all areas of the County during the period [dates]. Of these cases, 18 parents/carers have fully completed the intervention and another 14 VIG cases remain active or open referrals that are pending. There were 9 referrals where the families decided not to proceed with the intervention. This amounts to 32 cases (completed, active or pending) which has met the project aim for year one. Of these referrals 22/32 have involved working with parents/carers of pre-school age children; the majority of these (14 cases) have been 3-4 years olds. The remaining 10/32 cases have involved working with parents/carers of school age children; six of these cases have involved children at risk of school exclusion. These findings meet further aims of the project which has been to target work with families involving pre-school children and families involving young children of school age at risk of exclusion.  
Analysis of evaluation data for parent/carers (who will be referred to as clients) who have completed the intervention, shows that 100% reported an increase in their emotional well-being. The degree of increase in client well-being across the sample is statistically significant, indicating high impact. With reference to measures of parenting self-efficacy, the greatest gains reported by clients were in the areas of: ‘self-acceptance’, ‘control’ and ‘play and enjoyment’. The greatest gains in client goals (what clients sought help with) were seen in the areas of ‘emotion and affection’, ‘play and enjoyment’, ‘empathy and understanding’ and ‘discipline and boundaries.’ Clients responded to the question How helpful has the VIG intervention been in moving you forward? 92% rated VIG 8 or more out of 10.  
This report highlights that after the first year the VIG pilot project has had significant impact in promoting parenting skills and parent confidence in ways of interacting with their children to promote more secure attachments. There is a high cost to the Local Authority in meeting the needs of children who: require safeguarding or child in need plans; go into care; require specialist educational provision due to their social, emotional and mental health needs in addition to the cost of support services who work to meet the needs of these children. The VIG project budget has to date cost the commissioning body £XXXX [dates]. This would suggest that VIG is a low-cost investment for high gain. Providing VIG interventions to parents and carers would continue to be an invest-to-save option for the County of XXXX.     


2. Introduction
Video Interaction Guidance (VIG) is a strengths-based intervention used internationally to promote adult-child interaction through developing sensitivity and attunement (Kennedy, Landor and Todd (Eds.) 2011). It is one of the evidence-based video feedback interventions endorsed by the National Institute for Health and Care Excellence (NICE) to promote the attachment of children and young people in care or at high risk of going into care (NICE, 2015) and to promote children’s early years social and emotional well-being (NICE, 2012). There are established multi-disciplinary VIG teams in the following Local Authorities: Cornwall, Hampshire, Northamptonshire, Suffolk, Tower Hamlets and Cambridgeshire. 

On the strength of prior research showing high impact, a two-year XXXXX County-wide VIG pilot project was agreed in [date] and funded by Public Health. The project is coordinated by the Educational Psychology Service in collaboration with health. Two additional professionals (Educational Psychologists*) were part way through their VIG training at the start of the project; they have contributed to the project and their continuing training has been funded by the Educational Psychology Service. By [date] the following teams were established and began to gain project referrals and use VIG interventions with XXXX families:

	Project Lead: XXXX
Educational Psychologist (Accredited VIG Practitioner and Supervisor with AVIGuk)
Public Health Nursing Lead: XXXX 
Specialist Health Visitor (Perinatal and Infant Mental Health)


	North Team
	South Team

	XXXX, Health Visitor  
XXXX, Health Visitor
XXXX, Educational Psychologist 
XXXX, Educational Psychologist
	XXXX, Health Visitor
XXXX, Health Visitor  
XXXX, Educational Psychologist
XXXX*, Educational Psychologist
XXXX*, Educational Psychologist



      3. Referrals  
3.1 Referral criteria
Referring agencies have included health visitors, educational psychologists, multi-agency team practitioners, teachers and social workers. It is expected that the referring agency will be a case holder supporting that family to enable continued support of learning gained beyond the intervention. The referral criteria agreed with our funding partner in Public Health has been to target families with children from birth to 11 years as follows:
Parents and carers of children from birth to 5 where early intervention would be desirable 
           Parents and carers of young primary aged children at risk of exclusion
Pending capacity, referrals may be accepted from: parents or carers of children in families where there have been Early Help assessments, Children in Care and adopted children in the birth to 11 age range. 

At the outset of the project, the aim was to have worked with 30 families by the end of [date]. To date we have accepted 41 VIG referrals and 32 cases have been agreed as active cases. Of these we have fully completed 18 interventions; we are actively working through the intervention with nine families and we have five families pending. Most of these pending cases are ‘on hold’ due to health issues relating to the family who are presently unable to work with us. Of the remaining nine referrals, two families began the VIG intervention but then withdrew consent. A further seven families decided not to commence VIG following referral. 

Referrals have been slow, but gradual, over the year as agencies have become more aware of the project and the intervention benefits. In most (but not all) areas of the County the rate of referrals has been well matched to the capacity and geographical location of the project team. 


3.2 Referral data
The following graphs indicate the spread of referrals in terms of age and gender of child, status of parent/carer accessing VIG, area of County and referring agency:

	
	






















3.3  Analysis of referral data
Over 50% of parents/carers who engaged with the project sought support for improving their relationship with their sons rather than daughters. 
In over 90% of cases the intervention was completed with the child’s biological mother. In cases where practitioners worked with the father, stepfather and grandmother the intervention was also successful. Unfortunately, there were no foster carers or adoptive parents referred onto the project, despite highlighting the referral criteria to adoption and social care agencies.   
Health visitors have been the most active in making project referrals. This may relate to the fact that the project brief was to predominantly target strengthening the relationship between parents and carers of pre-school children. This links with the referral criteria discussed above.  
The data shows that practitioners have worked with families with children from birth to 11 years. In 69% of cases clients were parents/carers of pre-school children with the remaining 31% cases being parents/carers of school age children. The most significant age group for which VIG referrals have been made is relating to parents and carers of 3-4 year olds. In terms of referring agency it is also worth noting that most of the teacher referrals came from teachers working in the County’s Early Years Special Educational Needs Support Service. Of the parents/carers of school aged children referred, 65% of these involved children at risk of and/or had experience of school exclusion. This suggests that the work the project team are doing is preventative in addressing needs, by promoting more secure attachments prior to these children starting school and during their primary school years. In turn this is helping to prevent the damaging consequences of these young children experiencing school exclusion.
Reflecting on the area of referrals accepted/active across the County, the data when combined, shows the following spread across the main County demarcations:
1) XXXX Area 						  	31%
2) XXXX Area 		                                                      50%
3) XXXX Area  				                                19%
It is encouraging to note that the project team have worked with families across all areas of the County. There is, however variation as to the frequency of referrals in pockets of the County including within the areas above. Some of this may be due to where the project team members are based and staffing availability and some is to do with referring agencies. For example, in specific areas such as in XXXX we have seen the same professional or team proactively making client referrals.  
XXXX saw the lowest referral rate with the project team working with one family in this area. Given the population density in XXXX and XXXX we would have perhaps expected more referrals in these areas. 

4 Methods
4.1 Team training and support 
The project team have all embarked on training with AVIGuk to become accredited VIG Practitioners. All trainee VIG practitioners can use the intervention with families under the supervision of an AVIGuk accredited supervisor. The project lead provides supervision on a regular (at least 2-4 week) basis.  All trainee VIG practitioners (referred to in the main body of this report as ‘project workers’) have accessed two days of AVIGuk initial training plus further in house training and group intervision (group support meetings) facilitated by the project lead. The intervention is used consistently, and all project workers embrace the values of AVIGuk which include: working respectfully and collaboratively with the client, showing genuine interest, empathy and warmth and encouraging engagement. 
At the present time, the project lead is a fully accredited VIG practitioner and supervisor with AVIGuk. The project lead coordinates the project in liaison with the lead health visitor; both professionals report back termly to the commissioning body in Public Health. To date the project team includes two project workers who are accredited VIG practitioners and four project workers in training to become VIG practitioners who have attended and attended their midpoint review. It is expected that these four project workers will complete their training and become accredited practitioners by the end of [date]. It is also expected that the remaining two project workers will also attend their mid-point reviews this autumn and become accredited by [date].    
4.2 Working with clients
The method of working with clients used in the pilot works as follows:
· Clients receives a project leaflet describing VIG and the referring professional completes a referral form with the client and ensures the client has seen the Children’s Services Privacy Notice (data protection). The referral is sent to the project lead, and if accepted, a project worker is then allocated who makes contact with the family. If an educational psychologist is allocated as the project worker, signed parental consent from all who hold parental responsibility for the child is also obtained before first contact. 

· On first contact the project worker ensures the client is aware of the data protection arrangements including disposal of the films that will be made during the intervention; the client signs a further video consent form. 

· The project worker asks the client to complete three baseline assessments. The first two are to establish impact of the pilot project for evaluation purposes. The third is standard practice in VIG intervention work:

i) The Warwick Edinburgh Mental Health and Well-Being Scale (WEMWBS). This is a validated measurement of well-being in people aged 13-74 in the UK. The client rates themselves in relation to a series of statements such as ‘I’ve been feeling relaxed’ and ‘I’ve been feeling confident’. Overall, this tool aims to measure the client’s positive psychological functioning, good relationships with others and self-realisation/acceptance. A well-being score of low, medium or high is indicated. A change of about three or four points in the client’s score when re-administered is considered significant. This tool was used as parent well-being is well known in attachment-based research to influence the development of secure attachments in children.     

ii) The Tool to measure a change in parenting self-efficacy (TOPSE). 
This is for use with parents of children 6 months and older. The BabyTOPSE is used with parents of babies aged 0-6 months. These tools were used as they were designed to evaluate the effectiveness of parenting programmes. Additionally, the TOPSE has been used as an evaluation measure of the impact of VIG in XXXX as it closely mirrors the principles of attunement that underlie the VIG intervention (Maxwell et al 2016). For example, parents rate themselves against statements in different categories of parenting such as: ‘play and enjoyment’, ‘emotion and affection’ and ‘empathy and understanding’.   
 
iii) Client goals.  At the point of referral, the professional completing the referral form with the parent identifies and records what the parent would like help with and this helps to establish the client’s ‘helping question’.  At the start of the intervention the project worker asks the client to rate where they feel they score in relation to their helping question now, from 1 (not there) to 10 (brilliant). They are asked to rate where they would hope to be at the end of the intervention. 
· Activities to be filmed are agreed between the project worker and the client. It is intended that these will be fun activities, for example a game the child enjoys playing. The filming usually lasts about 10 minutes and is micro-analysed by the project worker to take back in edited form to the client for a shared review. The project team are trained to look at the client’s pattern of interaction with the child (verbal and non-verbal) and to micro-analyse and edit the film to highlight strengths. They also look for VIG ‘principles of attunement’ in the interaction that may be lacking or only fleeting that would be good to strengthen.

· The edited film clips are taken to the shared review and the project worker is trained to activate the client to notice and describe in the clips what they are doing well and to explore what could make the interaction even better. The learning that takes place is linked to the client’s helping question which is further broken down by the project worker and client together to help the intervention progress.  

· Each film and shared review is called a ‘cycle’ and most clients benefit from three cycles. The whole process is strengths-based and positive and although no challenging behaviour is filmed, the project worker links the learning from the intervention to what the parent can do to help the child feel more secure during more challenging times.

· During the final shared review the project worker re-administers the three measures to determine progress. The client is invited to rate in general how helpful the VIG intervention has been in moving them forward and is asked to comment on what they have found to be most helpful.       



3.3 Post intervention 

· The project worker writes a letter to the client following the intervention to celebrate what has gone well and to highlight future working points that were discussed and agreed in the final shared review. Usually some still images showing great attunement between the child and client are created and left with the client, for example the client and child showing joint eye contact and having fun. With the client’s permission, a copy of the letter is also sent to the referring agency and kept in the child’s educational psychology or adult’s medical file. 

· In accordance with data protection any film of the client and child or still images are destroyed (they may be kept for a few months for training purposes, but the client is aware of and has consented to this.) 

· The client’s project evaluation data is anonymised and entered into a spreadsheet for project analysis purposes.  
 

4 Impact 

5.1 Expected project objectives and outcomes 
The proposed business model to the commissioning body [date] outlined the following expected objectives and hoped for outcomes:
i) Parents/carers are enabled to develop a better relationship with their child
ii) Parents/carers are enabled to develop insight into the impact of their behaviour upon the child 
iii) Improvements in children’s self-esteem, emotional well-being and behaviour
iv) Improvements in parents’/carers’ self-esteem, emotional well-being and behaviour
v) Parents/carers develop new skills that promote the development and well-being of their children
vi) Improved attachment and bonding and reduction in risk factors for harsh parenting, using appropriate tools of measurement 
vii) Reduction in school exclusions for children of statutory school age
viii)  Reduction in the need for a Child Protection Plan
Regarding outcome vii above, none of the children of school age were fixed term or permanently excluded during the intervention period, but data on their experience of exclusion following the intervention was not established. It would be useful and possible to track this data longer term. Regarding outcome viii, as few referrals were
received form social care it is not possible to comment on this outcome as only one child was on a Child in Need Plan.  

The data collected is able to be used to report on positive outcomes relating to expected outcomes listed i-vi above. Of the 18 clients who have completed the evaluation, data is available for 15 cases. In three cases the client’s mental health needs prohibited final data gathering rendering it unethical, so progress against these clients’ baselines was not possible to establish. As some clients are presently actively engaged with VIG, their data will be analysed and included in next year’s report. 
5.2 Analysis of WEMWBS evaluation data (client emotional well-being) 
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We can conclude that based on analysis of this measurement data that all clients reported an increase in their well-being by the end of the intervention. The degree of increase in well-being across the sample is statistically significant at the level p<0.001.[footnoteRef:1] It is also interesting to note that of the clients who rated themselves as low for well-being, 100% of these clients rated themselves as having moderate well-being at the end of the intervention. Of the clients who had rated themselves as moderate for well-being at the beginning of the intervention, 58% of these clients rated themselves as having high well-being at the end.  [1:  Statistical significance is determined if a p value is 0.05 or below when mean scores are compared. The differences reported were significant at a p value of <0.001 which makes them highly significant. In other words, we can be 99% or more certain they did not occur through chance.] 

4.3 Analysis of TOPSE evaluation data (client self-efficacy) 
Analysis of the TOPSE sub-scales showed that 87% of clients who completed the VIG intervention reported an increase in their parenting self-efficacy and 54% of clients who completed, reported an increase across all of the 8 sub-scales below. The guidance for use of this tool indicates that ‘a change in scores for any section
would suggest a change in the parent’s perceptions of their parenting ability in that particular area of parenting.’         




 





 


The findings above indicate that gains in client self-efficacy were found in all sub-scales across the sample; the greatest gains indicated were in the areas of ‘self-acceptance’, ‘control’ and ‘play and enjoyment’. These findings are broadly consistent with the pattern of self-efficacy gains reported in the Cornwall VIG evaluation report (Maxwell et al, 2016) in which it was also found that the greatest parent self-efficacy gains were in relation to ‘control’ and ‘play and enjoyment’. 
The sub-scale ‘control’ reflects client self-reports that their children were responding better to boundaries that these clients were putting in place and that clients considered they were more able to stay calm when their child was misbehaving. The sub-scale ‘play and enjoyment’ reflects client self-reports that they were more able to plan activities their child could enjoy and that they were having more fun and ‘nice’ days with their child. In relation to the present study, high impact gains relating to the subscale ‘self-acceptance’ reflect clients reporting feeling that they were doing better in parenting their child, managing pressures better and perceived an increase in their child feeling safe around them.   

5.5 Analysis of client goals evaluation data
For ease of reporting and to show strength of impact, client goals were grouped into categories that relate to the TOPSE sub-scales above. The total number of goals set within each category were counted and an average for the increase in score for that category of goals was calculated across the client sample. Note that most clients usually have one main helping question (goal) and a further one or two goals they wish to work on that emerge during the intervention.     



Table to show the extent to which client goals (helping questions) were met 
	Category of client goals matched to TOPSE Sub-Scale (with client examples)  
	Total number of client goals that matched this category of parenting self-efficacy  
	Average increase in client goal point score across the sample 

	Emotion and Affection 
To smile more when I am using positive words 
	6
	5 points

	Play and Enjoyment 
To have more dad and x time where we can have fun together
	4
	5 points 

	Empathy and Understanding
To know how to connect with x more to prevent meltdowns, name what I notice and check for understanding 
	10
	5 points 

	Control
To have more patience to cope with x’s tantrums 
	3
	4 points 

	Discipline and Boundaries
To have better strategies for dealing with y’s outbursts 
	2
	5 points 

	Pressures
	N/A
	N/A

	Self-Acceptance
To respond to my baby without hesitation and be more relaxed
	3
	3 points

	Learning and Knowledge
To describe what y is doing to encourage more talk 
	4
	4 points


Note: ‘x’ denotes boy and ‘y’ denotes girl 
The majority of goals set by clients related to their desire to develop their skills in ‘emotion and affection’ and ‘empathy and understanding’. These are key features of effective parenting that facilitate the development of secure attachments in children. Skills in these areas are specifically encouraged by project workers using VIG (as they fall within the principles of attunement for interaction and guidance) that are micro-analysed in the VIG films to be shared and discussed with clients. It is therefore not surprising that these become identified goals for clients as VIG intervention progress. 
The greatest gains in relation to client goals were seen in the areas of ‘emotion and affection’, ‘play and enjoyment’, ‘empathy and understanding’ and ‘discipline and boundaries.’ As ‘play and enjoyment’ was also found to have one of the greatest gains when the TOPSE was re-administered and the results analysed, this suggests that VIG as an intervention is a very powerful tool in helping parents as clients to develop their interest and skills in interacting with their children in a relaxed and fun way. This is of considerable importance when working with clients who experience depression and are emotionally flat, many of whom the project workers encountered. 
5.6 Analysis of client views 
Clients were asked to indicate the extent to which they had found the VIG intervention to be helpful on a scale of 1-10 (with 10 being the highest value). The results were as follows:
Table to show the extent to which clients found the VIG intervention helpful
	How helpful has the VIG intervention been in moving you forward? 
Rated as...
	Percentage of clients indicating this rating  

	6 out of 10 
	8%

	7 out of 10
	0%

	8 out of 10
	25%

	9 out of 10
	25%

	10 out of 10
	42% 



Much positive feedback was provided by clients, for example:
VIG has helped me to rebuild my relationship with my son and create a happier home environment for us both. 

I found this programme so helpful and feel more able to parent my child. It has showed me what I am good at, helped me to understand how to help my child and given me more confidence in my abilities.  

I have increased my confidence in my parenting skills. Seeing myself on film and in the stills made me feel a huge emotion and affection towards x. As a single parent I always doubted myself, but now I know I am a good mum and x is doing amazing! 

I liked seeing things on film that I didn’t realise were happening. Situations often went better than I thought they had. This has increased my confidence as a parent. 
I would recommend VIG. 


6. Recommendations to the Project Management Group  

· To request extended partnership working with Public Health to fund an additional 12 months of the pilot project [dates]. This will help to ensure that there are fully trained VIG practitioners across all areas of the County and will provide a stronger evidence base for the creation of a more permanent established multi-disciplinary VIG team. Additional funding would enable a further health visitor and educational psychologist to commence training in VIG in the autumn. If successful we could have a team of 10 accredited practitioners who could form two established VIG teams operating across XXXX.

· To ensure health visitor project workers continue to gain half a day per week protected time to input to the project and complete their training.  

· To re-target Early Help Teams, Social Care and Adoption Support Teams towards encouraging VIG project referrals.

· To target agencies in the areas of XXXX and XXXX to encourage VIG project referrals. This may need to involve more targeted liaison with health professionals and teachers in charge of nursery settings. 

· To track the school age children who were involved in the intervention with their parents/carers to determine if they have reduced exclusion experiences.

· To undertake a cost benefit analysis over the coming year to more clearly indicate that VIG is a long term viable ‘invest-to-save’ intervention. 
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                            Report compiled by XXXXX, [date] 
Age of child

Total	0-6 months 	1-2 years  	2 years 	3 years 	4 years 	6 years 	7 years 	8 years 	9+ years 	3	3	2	8	6	3	1	3	3	Age range of child included in VIG intervention


Number of children by age range 



Graph to show average increase between Pre and Post scores on the TOPSE  

Average increase between Pre and Post scores 	Emotion and Affection 	Play and Enjoyment	Empathy and Understanding 	Control	Discipline and Boundaries	Pressures	Self-Acceptance	Learning and Knowledge 	7	12	9	13	9	6	11	5	TOPSE Sub-Scale 


Average point difference between pre and post TOPSE scores across client sample 



Graph to show frequency of child gender in VIG sample   

Total	Female 	Male 	10	22	Gender of children 


Number of children included in VIG



Graph to show frequency and status of parent/carer involved with VIG 

Total	Father	Grandmother	Mother 	Step Father 	1	1	29	1	Status of parent/carer


Number of parent/carers by status



Graph to show distribution and frequency of referrals across XXXX 

Number of referrals by area 	High Peak	Derbyshire Dales 	Amber Valley	Erewash	South Derbyshire 	Chesterfield 	Bolsover	NE Derbyshire 	3	3	10	3	3	3	1	6	Area 

Number of referrals by area 
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