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GUIDANCE ON DATA COLLECTION FOR FDAC SITES 
What is the purpose of collecting this data? 
The database has been designed to provide all FDAC teams with the key information needed to monitor the delivery of the service and to evaluate outcomes.  
The database will provide information on: 
· The population making use of FDAC – background information on the parents and children 
· Outcomes for parents and children - by collecting data on certain key issues at the start and end of proceedings 
· Information about activities, process and outputs - for example the interventions provided to families, the number of families worked with, length of proceedings, final orders made.  
By outcomes we mean the impact of an intervention or service on parents and children.  It is also helpful to collect information on process issues such as orders made and placements for children. 
Collecting this data will enable local sites to monitor the effectiveness of their FDAC and to build their case for longer term sustainability. Collection of data will help sites monitor progress and outcomes in accordance with the outcomes framework[footnoteRef:1] and the local logic model[footnoteRef:2].   [1:  Attached as appendix 2 ]  [2:  Each new site has been sent a draft logic model for local use. A logic model is a way of identifying what outcomes you expect to achieve by engaging in a particular set of activities.  ] 

In addition, if all sites collect this data the evidence base for FDAC will be strengthened.  In particular, data from the sites will improve our understanding of the impact of FDAC and will provide information on whether the improved outcomes identified in the evaluation of the pilot FDAC are also found in new sites. Use of the database will improve understanding of how best to measure outcomes. A larger evidence base will also enable more work to be done on identifying whether there are particular types of cases that will benefit more than other cases from the FDAC approach.  
How was the database developed? 
The database has been developed by members of the FDAC National Unit, together with colleagues at Brunel and Lancaster Universities.  It has been tested for some time by the London FDAC team, and subsequently amended. Its development has also been informed by the methodology and the findings of the evaluation of FDAC[footnoteRef:3].    [3:  Harwin J, Alrouh B, Ryan M and Tunnard J (2014) Changing Lifestyles, Keeping Children Safe: an evaluation of the first Family Drug and Alcohol Court (FDAC) in care proceedings.  Nuffield Foundation and Brunel University http://www.nuffieldfoundation.org/evaluation-pilot-family-drug-and-alcohol-court  ] 

How will the information be collected? 
The information will be entered onto an Access database. All sites will be provided with a version of the database and will be provided with training on entering data and on getting reports from the database and analysing those reports. 
The National Unit will provide ongoing support to sites in relation to data collection and reporting. 
Why can’t standard/local electronic or web-based case management systems be used to evaluate outcomes? 
FDAC is a complex service, involving work with parents and collaboration with adult and children’s services within the context of court proceedings.  Individual court, children’s services or adult services systems do not lend themselves to collection of the type of data needed to monitor process and outcomes in FDAC. 
Why is it important that the database is filled in regularly? 
Evaluation systems are only as good as the information that is fed into them.  Regular and timely inputting of information into the database will enable local FDACs to keep track of activity, process and outcomes.  It will also enable local teams to identify quickly whether there are gaps in information about the parent(s), child(ren) and case process and enable them to remedy this.  
When will information be collected? 
The database is designed to collect data from the start and end of a family’s contact with FDAC. Some information relating to the court proceedings will be collected as the case progresses.   
The chart below contains a list of the different sections of the database, when they should be completed, and by whom.  
	Section  
	WHEN TO COMPLETE 
	WHO TO COMPLETE 

	Case information  
	As soon as the case is referred into the team and at the end of the case. 
Information about hearings, assessments, and final hearings will be collected by the keyworker as the case progresses 
	Administrator  
 
 
Key worker 
	

	Parents: Basic Information  (complete for each parent) 
	By week six of case entering FDAC (if in care proceedings) or by week 4 of referral for Early FDAC or Pre Proceedings cases  
	Key worker  
	

	Parent: Information at start of contact with FDAC (complete for each parent) 
	By week six of case entering FDAC (if in care proceedings) or by week 4 of referral for Early FDAC or Pre Proceedings cases 
	Key worker 
	

	Parent: information at end of contact with FDAC (complete for each parent) 
	At the end of contact with FDAC, or within 4 weeks of the case being closed 
	Keyworker 
	

	Child: Basic Information  (complete for each child) 
	By week six of case entering FDAC (if in care proceedings) or by week 4 of referral for Early FDAC or Pre Proceedings cases. If child unborn (pre –proceedings and Early FDAC only) enter data within 4 weeks of birth.  
	Keyworker 
	

	Child: Information at the start of contact with FDAC  (complete for each child) 
	By week six of case entering FDAC (if in care proceedings) or by week 4 of referral for Early FDAC or Pre Proceedings cases. 
	Keyworker 
	

	Child: Information at the end of contact with FDAC  (complete for each child) 
	At the end of contact with FDAC, or within 4 weeks of the case being closed 
	Keyworker 
	

	Interventions (per case) 
	As case progresses OR providing careful note kept on case file of services received by family, at end of case. 
	Keyworker administrator  
	and 

	Parent feedback form  
	At last IPM or last keywork session or last 
FDAC hearing  
 
	Keyworker to ensure form completed 
 
Administrator 	to 
analyse 

	Professionals 	feedback form  
	At last IPM or last FDAC hearing  
	Keyworker to ensure form completed 
 
Administrator 	to 
analyse 

	Consent form  
	At an early key-work session and in any event within 6 weeks of the first contact with the parents. 
	Keyworker 


 
Where will the information come from? 
The information will come from: 
· Evidence and background documents filed with the court by the local authority (or in pre-proceedings cases, provided with the referral) 
· The FDAC team initial and review parenting assessments including information from the reliable screening tools used as part of this assessment 
· Ongoing testing of parents, regular review reports and IPMs 
· Children’s needs meetings and information from the guardian and from screening tools used as part of the FDAC assessment (SDQ and ASQ)  
· Case recording by key workers  
· Minutes of proceedings taken by keyworkers 
· Local authority lawyer or social worker and guardian if a case completes after FDAC involvement has ceased. 
 

 	 

APPENDIX 1 – CLINICAL GUIDANCE 
CLINICAL GUIDANCE TO SUPPORT COMPLETION OF DATA TOOLS 
 
1A. SEVERITY OF PARENTAL SUBSTANCE MISUSE AT START AND END OF FDAC INVOLVEMENT OR END OF CASE 
	Clinical guidance  - severity of misuse of alcohol and drugs – at start and at end 
 
	

	Low level cannabis use 
Social drinking - non- harmful/non problematic alcohol use.  Use DH guidelines of units of alcohol pw - Social drinking or non-harmful alcohol use occurs at a level where men and women do not drink more than 14 units a week and no more than 3 units of alcohol on any single day.  
 Substitute prescribing below 80mg methadone or below 20mg Buprenorphine. Use of prescription drugs (Zopiclone, diazepam, co-codamol) 
	Low  

	Social drinking with history of harmful non physically dependent use 
Social drinking where there is a history of physically dependent use 
Social/recreational drug use including club drugs and legal high’s 
Substitute prescribing over 80mg methadone or over 20mg Buprenorphine. 
	Medium  

	Physically dependent alcohol use 
Intravenous (IV) drug use 
Chaotic drug use (homelessness, crime, pre-occupation with drug use dominating lifestyle, chaotic relationships, sex work) 
Poly-substance misuse of illegal drugs (more than one substance) 
Poly-substance misuse including misuse of prescribed drugs (more than one substance) 
Poly-substance misuse including misuse of legal highs 
High level cannabis use, daily multiple use 
Misusing  prescribed drugs (obtaining without a prescription; overuse) 
	High  


 
1B. PARENTAL SUBSTANCE MISUSE: LEVEL OF RISK TO THE CHILD FROM PARENTAL SUBSTANCE MISUSE AT START AND END OF FDAC INVOLVEMENT OR END OF CASE 
If the child is not living with the parent when the clinical judgement is made the judgement should record the level of risk AS IF the child were living with the parent.   
	Clinical guidance for parental substance misuse – level of risk to child – at start and at en 

	To be rated low if no issues identified 
	Low 

	To be rated borderline the parent’s problem in the last 12 months has been of a nature or degree that may be problematic for the child/ren, for example there is disputed or partial evidence of children being exposed to reduced parental sensitivity and/or responsiveness because of parental intoxication and/or withdrawal from substances, or there is reliable evidence of exposure to highly agitated parental mental states as a result of parental intoxication and/or withdrawal.      
	Borderline 

	To be rated harmful the parent’s problem in the last 12 months has been of a nature or degree that is almost certainly going to be problematic for the child, for example there is reliable evidence of children being exposed to reduced parental sensitivity and/or responsiveness because of parental intoxication and/or withdrawal from substances, or there is reliable evidence of exposure to highly agitated parental mental states as a result of parental intoxication and/or withdrawal. In the case of new born babies’ parental misuse of class A drugs or excessive use of alcohol and or other drugs during pregnancy should be classified as a harmful level of risk. 
	Harmful  


2. DOMESTIC ABUSE: LEVEL OF RISK TO THE CHILD AT START AND END OF FDAC INVOLVEMENT OR END OF CASE 
Note: This is a clinical judgement based on information collected through the assessment and background papers as part of the initial assessment process, or as part of key-work soon afterwards.  The clinical judgement at the end of FDAC involvement will be based on working with the parent and feedback from any services they access during the course of the FDAC involvement. If the child is not living with the parent when the clinical judgement is made the judgement should record the level of risk AS IF the child were living with the parent.   
	Clinical guidance for domestic abuse – level of risk to child – at start and at end 
  
	

	To be rated low if no issues identified 
	Low 

	To be rated borderline the parent’s problem in the last 12  months has been of a nature or degree that may be problematic for the child, for example there is disputed evidence of a child’s exposure to physical or emotional abuse of one parent by another  
	Borderline 

	To be rated harmful the parent’s problem in the last 12 months has been of a nature or degree that is almost certainly going to be problematic for the child, for example there is reliable evidence of a child’s exposure to physical or emotional abuse of one parent by another  
	Harmful  


 
3A. PARENTAL MENTAL HEALTH:  INDICATIONS OF PARENTAL MENTAL HEALTH PROBLEMS 
	PHQ-9, GAD-7, TSQ-10 
 

	PHQ-9 Patient Health Questionnaire. This is a self- administered screening tool for depression. Once the parent has completed the questionnaire their responses to each of the 9 questions are assigned a value: 0 for ‘not at all’; 1 for ‘several days’; 2 for ‘more than half the days’; and 3 for ‘nearly every day’. The scores are then added together and entered on the data tool.  There are 5 different bands of severity linked to the scores:  0-4 none, 5-9 mild, 10-14 moderate, 15-19 moderately severe, 2027 severe. 

	GAD-7 Generalised Anxiety Disorder Questionnaire.  This is a self-administered screening tool.  Once the parent has completed the questionnaire their responses to each of the 7 questions are assigned a value: 0 for ‘not at all’; 1 for ‘several days’; 2 for ‘more than half the days’; and 3 for ‘nearly every day’. The scores are then added together and entered on the data tool. The different bands are linked to the scores as follows: 0-5 is mild; 6-10 is moderate; 11-15 is moderately severe and 16-21 is severe.   

	TSQ-10 Trauma Screening Questionnaire. Another self-administered screening tool. There are 10 questions to which the answer is yes or no. Yes is assigned the value of 1.  If the total score is 0-5 then the band will be low, and if the total score is 6-10 then the band will be ‘probably PTSD’. 


 
 	 
3B. CLINICAL GUIDANCE ON OVERALL SEVERITY OF RISK TO CHILD FROM PARENTAL MENTAL HEALTH PROBLEMS 
If the child is not living with the parent when the clinical judgement is made the judgement should record the level of risk AS IF the child were living with the parent.   
	Clinical guidance for mental health – overall severity of  risk to child – at start and at end 
  

	To be rated low if no issues identified through screening tools or through assessment   
	Low  

	To be rated borderline the parent’s problem in the last 12  months has been of a nature or degree that may be problematic for the child, for example exposure to moderate anxiety, depression or irritability.  
	Borderline 

	To be rated harmful the parent’s problem in the last 12 months has been of a nature or degree that is almost certainly going to be problematic for the child, for example exposure to highly agitated and disturbed states of mind 
	Harmful  


 
4. NETWORKS OF SUPPORT 
	Clinical guidance – on networks of support  - at start and end  
 
	

	The parent feels they have a network of family and/or friends who they been able to consistently rely on and turn to when needed. The individual(s) do not present ‘risk’ to them in terms of drug/alcohol misuse or violence. There is a feeling of safety /security associated with those people 
	High 

	The parent has established a new network of support which is currently providing consistent and positive support.  There are no risks in terms of drug/alcohol misuse or violence. However, the ongoing availability/reliability of the relationship(s) is yet to be tested. OR 
The parent has reconnected with a previous family or friends who have provided positive support in the past.  
	Medium  

	The parent has no reliable network of friends or family  
OR 
The parent has a network of friends /family with whom they have long-term relationship but the support is inconsistent and the relationships pose risks to the parent in terms of drug/alcohol misuse or violence 
	Low  


 
5. PARENT/CHILD RELATIONSHIP 
This is a clinical judgement which will be based on information collected from background documents, the assessment of the parents, SDQ/ASQ completion, children’s needs meetings and observations of the parent with the child. 
	Clinical guidance – quality of parent/child relationship – at start and at end  
 
	

	To be rated as satisfactory parents need to: 
 Demonstrate through words and or actions that they are aware of their child’s needs, AND 
a) Be able to respond appropriately to those needs in a timely manner most of the time AND 
b) Meet a standard comparable to the general population of parents 
	Satisfactory 

	To be rated as borderline parents have to present a mixed picture which is mostly satisfactory but with at least one area which is inadequate. 
	Borderline 

	To be rated inadequate parents need to be showing two or more of the following: 
a) Failing to keep their children safe and/or feeling safe through lack of supervision and or exposure to excessive aggression, or agitation or sexual activity other potentially disturbing adult behaviours, AND/OR 
b) Failing to meet basic needs with regard to routines around eating, sleeping, hygiene and education or provide access to medical care, AND/OR 
c) Disciplining their child in a harsh and or inconsistent fashion, AND/OR 
d) Failing to provide comfort when children are frightened or unwell 
	Inadequate  


 
6. CHILD EMOTIONAL OR BEHAVIOURAL PROBLEMS 
	Clinical guidance – emotional and behavioural problems – at start and at end 
 

	ASQ:SE-2 –Ages and Stages Questionnaire.  For more information see the ASQ website http://agesandstages.com/products-services/asqse-2/  
This questionnaire is a reliable tool for identifying young children at risk of social or emotional difficulties.  It is different to ASQ-3 which screens for developmental issues.  Like ASQ-3 it is a parent completed questionnaire which is easy to administer. It can be used for children from 2 months to 2 years. There are a series of questionnaires relevant to different age groups. It may be helpful for the questionnaire to be completed by the foster carer as well as the parent. The scoring should be done by the FDAC team social worker, or the child psychiatrist/psychologist who is working with the FDAC team.  
Please refer to ASQ-SE scoring formula in your Data Tools ‘guidance’ folder to assist with scoring.  

	SDQ –Strengths and Difficulties questionnaire. For more information see the SDQ website http://www.sdqinfo.com/a0.html  
This is a reliable tool for screening for emotional and behavioural difficulties in children aged 2 and over. It should be completed by the parent, and by the child’s teacher.  The scoring should be done by the FDAC team social worker, or the child psychiatrist/psychologist who is working with the FDAC team. 
If older children are involved in the proceedings it may be helpful for them to complete their own SDQ. There is a version for adolescents which can be used from children aged 11 and older.  If the child does complete a questionnaire, the scores will not be entered onto the data tool, but should be kept in the family’s file to inform the assessment and planning in the case. Similarly if there are two parents and both complete an SDQ you should keep a record of both in the family file but choose only one to enter into the database. Where possible choose the parent who is the main carer.  


 
7. CHILD DEVELOPMENT AND EDUCATION  
In relation to education, for school age children (the academic year in which the child turns 5) the question is simply whether or not concerns have been raised in relation to the child’s attendance at school. These concerns should have become apparent in evidence prepared by the Local Authority or the Guardian or through the Children’s Needs Meeting. 
The rating of the child’s development is a clinical judgment based on information gathered from background documents, the assessment of the parent, children’s needs meetings, evidence presented during the proceedings, and observations. This judgment should be made by the FDAC team social worker, health visitor, or the child psychiatrist/psychologist attached to the team.  
 
	Clinical guidance – developmental progress – at start and at end 
 
	

	To be rated satisfactory the child’s development needs to be within the normal range for their age and intelligence 
	Satisfactory  

	To be rated as borderline the child development needs to be mostly satisfactory but with one area that is problematic 
	Borderline 

	To be rated problematic the child needs to showing two or more demonstrable delays in development compared to other children of a similar age and intelligence, which might be:  
1. Language delay, AND/OR  
2. Difficulties with play such as a lack of imaginative play AND/OR 
3. Falling behind academically, AND/OR  
4. Difficulty sharing or taking turns, AND/OR  
5. Difficulties making and keeping friends, AND/OR  6. Poor relationship with their carer AND/OR  
7. Poor self-image. 
	Problematic  


 
8. INTERVENTIONS: PARENT ENGAGEMENT  
Measuring parental ‘engagement’ is difficult, as attendance at appointments may not in reality indicate engagement.  The guidance below is to support a consistent approach in making a clinical judgement about the parent’s level of engagement during their time in FDAC.   
	Clinical guidance – Overall rating of parent’s engagement – attendance and engagement at FDAC assessment, keywork, testing and hearings. 

	Consistent pattern of non-attendance or irregular attendance with minimal genuine engagement with the material in the sessions.   There is usually poor communication with difficulties contacting the parent by phone.  This can be rated as low even if they attended most hearings but their engagement with the FDAC specialist team was poor.   
	Low  

	The pattern of attendance is regular enough for some relationship to be formed with the FDAC team, it may be irregular but there would be no longer than a month without contact.  It may relate to a parent whose engagement started slow then picked up.  
This category may also apply to parents who attended regularly but whose engagement with the material was poor and where it seemed they were going through the motions or box-ticking.   
This may also apply to parents whose attendance was erratic but who, when they attended, really engaged well with the material.  For parents for whom a negative recommendation was made the engagement rating should apply to the period up until the final recommendation was shared.   
	Medium  

	Consistent regular attendance with few missed sessions and clear reasons given for sessions missed.  Good at keeping in touch by phone.  This can only be rated as high if alongside good attendance and if there was a good level of engagement with the material in the sessions also.   
	High  


 
APPENDIX 2 – OUTCOMES FRAMEWORK 
INTRODUCTION 
The collection of data in the sites has a dual purpose. It is important for the sites, so they can monitor outcomes in their own FDAC, and it is equally important to the National Unit and National FDAC community, so that the evidence base for FDAC can be expanded and developed.   
 
The original Innovation Programme grant was for one year only and, as a result, it did not allow time for the National Unit to include evaluation of outcomes in the new FDAC sites. The bid made it clear that developing the evidence base for FDAC was of crucial importance for the sustainability of the model in the longer term and this is why the National Unit agreed outcomes and ways of measuring them. Evidence about local outcomes that arise from use of the FDAC database are also useful for sites when they make the argument for continued funding of their specialist teams.   
 
The database and accompanying guidance from the National Unit will ensure that all sites are collecting the same information (on children and parents, and on outcomes) and collecting it in the same way. 
 
Below is a summary chart listing the expected FDAC outcomes and how sites will be measuring and recording parent and child progress towards achieving them. 
 
Outcome 1 
Parents have made sufficient progress for children to remain in, or return to, their care  
 
	Performance measures 
	Method of measurement 
	Data source 

	Number of children who have remained in, or returned to, the care of their parents at conclusion of proceedings. 
	Recording of child placement at onset and conclusion of care proceedings. 
	Child at start and end forms 

	Number of mothers who achieve abstinence from alcohol or drugs and are reunited with their children, or whose children remain with them at the conclusion of proceedings 
	Recording of child placement at onset and conclusion of care proceedings. 
Recording of final order made on child in care proceedings  
Recording 	of 	maternal 
substance misuse  
	Child at start and end forms 
 
Parent at start and end forms 
Case Information Form  
 


 
 
 
Outcome 2 
Parents have achieved abstinence from alcohol and/or drugs and impact on child of substance misuse is reduced 
 
	Performance Measure 
	Method of measurement 
	Data Source 

	Proportion of parents with reduced use of alcohol by the end of the service intervention. 
	Testing 	(blood 	/ 	hair/ 
breathalyser)  
Clinical judgement  
	Initial 	and 	review 	parenting assessments  
Parent at start and end forms 

	Proportion of parents with reduced use of drugs by the end of the service intervention 
	Testing (urine/swab/hair) 
Clinical judgement 
	Initial 	and 	review 	parenting assessments  
Parent at start and end forms 

	Proportion of parents who have achieved abstinence from alcohol by the end of the service intervention 
	Testing 	(blood 	/ 	hair/ breathalyser) 
	Initial 	and 	review 	parenting assessments  
Parent at start and end forms(no. 
of consecutive weeks) 

	Proportion of parents who have achieved abstinence from drugs by the end of the service intervention 
	Testing (urine/swab/hair) 
 
	Initial 	and 	review 	parenting assessments 
Parent at start and end forms 
(no. of consecutive weeks) 

	The risk to the child from parental drug or alcohol misuse has reduced 
	Clinical judgement  
 
	Parent at start and end forms  
Initial and review parenting assessment forms and review reports 
 


 
Outcome 3 
Parents sustain effective management of their mental health/impact on child of mental health problems is reduced 
 
	Performance Measure 
	Method of measurement 
	Data source 

	Mental health problems of parent have reduced 
	Start and exit PHQ 9 (depression) 
Start and exit GAD 7 
(anxiety) 
	Initial 	and 	review 	parenting assessments  
Parent at start and end forms 

	
	Start and exit TSQ 10 
(trauma and stress) 
	

	Negative impact on child of parental mental health problems has reduced 
	Clinical 	judgement 	on 
impact on child  
	Initial 	and 	review 	parenting assessments  
Parent at start and end forms 

	Parent reports improvements in their feeling of control over their life and being better able to control their problems 
	Self- report   
	Service user feedback form 


 
Outcome 4 
Parental domestic violence/abuse has reduced and risk to the child has reduced 
 
	Performance Measure 
	Method of measurement 
	Data source 

	The risk to the child from domestic abuse has reduced/the impact on the child of domestic abuse has been alleviated 
	Clinical judgement 
 
	Initial 	and 	review 	parenting assessments  
Parent at start and end forms 


 
Outcome 5 
Parental lifestyle and well-being have improved  
 
	Performance Measure 
	Method of measurement 
	Data source 
	

	Parent is engaged in employment, education or training 
	Parent at start and end forms 
	Initial 	and 	review assessments  
	parenting 

	Parent 	is 	engaged 	in 
volunteering  
	Parent at start and end forms 
	Initial 	and 	review assessments 
	parenting 

	Parent has improved support from social 
networks  
	Parent at start and end 
forms 
Clinical judgement  
	Initial 	and 	review assessments 
	parenting 

	Parent is in stable accommodation at the end of the service intervention. 
	Parent at start and end forms 
	Initial 	and 	review assessments 
	parenting 


 
 
 
 
 
 
Outcome 6 
Children are safe and able to thrive in the care of their parents (with whom they were living before the start of proceedings) 
 
	Performance Measure 
	Method of measurement 
	Data source 

	Parent/child relationship is satisfactory  
	Clinical judgement  
Observations 
	
	Initial 	and 	review 	parenting assessments  
Child at start and end forms  

	Child’s emotional/mental health and behaviour has improved  
	SDQ/ASQ scores 
DSM 	Diagnosis 
severity scale 
	and 
	Initial 	and 	review 	parenting assessments  
Child at start and end forms 

	There are no attendance problems for school age children 
Child’s 	development 	is 
satisfactory   
	Clinical judgement  
SDQ/ASQ scores 
	
	Initial 	and 	review 	parenting assessments  
Child Needs Meeting  
Child at start and end forms 

	Child is living with their parent or parents at the end of proceedings  
	Child’s placement court order 
 
	and 
	Child at start and end forms   


 
Outcome 7 
Children are safe and able to thrive in permanent placements away from home  
 
	Performance Measure 
	Method of measurement 
	Data source 

	Parent/child relationship is satisfactory  
	Clinical judgement  
 
	Parent initial assessment and final parenting assessment 
Observations 
Child at start and end forms  

	Child’s emotional/mental health and behaviour has improved  
	Start and exit data tools 
SDQ/ASQ scores 
DSM 	Diagnosis 	and 
severity scale 
	Parent initial assessment and final parenting assessment 
Child at start and end forms 

	There are no attendance problems for school age children 
Child’s 	development 	is 
satisfactory   
	Clinical judgement  
SDQ/ASQ scores 
	
	Parent initial assessment and final parenting assessment Child Needs Meeting  
Child at start and end forms 

	Child is living in a permanent placement away from the parent who had care of them at the start of proceedings  
	Child’s placement court order 
 
	and 
	Final parenting assessment  
Child at start and end forms   


 
Process 1: Qualitative feedback from parents and professionals  
	Subject  
	Method of measurement 
	Data source 

	Parental feedback on FDAC experience   
	 Analysis 	of 	parent 
feedback   
	Service user feedback form 

	Professional feedback on 
FDAC experience  
	Analysis 	of 	professional feedback 
	Service User Feedback form 


 
Process 2 – Interventions provided for parents in FDAC and level of engagement of parents 
	Subject  
	Method of measurement 
	Data source 

	Interventions for parents in 
FDAC   
	 Parent at end form     
	Intervention Plan for Parents, review reports, case recording  

	Parental engagement with process  
	Parent at end form     
	Review reports, review parenting assessment, case recording  


 
Process 3 - Timescales of court proceedings 
	Cases conclude within 26 weeks or sooner unless extensions are needed to enable children to return home safely 

	Performance Measure 
	Method of measurement 
	Data source 

	Length of care proceedings 
	Initial hearing and final hearing dates 
	Case Information form 


Process 4 - Expert evidence 
Cases in FDAC proceedings or pre proceedings do not require any other additional expert evidence 
 
	Performance Measure 
	Method of measurement 
	Data source 

	Number 	of 	additional 
expert assessments   
	 Number 	of 	expert 
assessments in each case 
	Case Information form 


Process 5- Problem solving court approach 
Care proceedings in FDAC are less adversarial and focus on problem solving 
 
 
 
	Performance Measure 
	Method of measurement 
	Data source 

	Number of uncontested 
final hearings    
	 Case information  
	Case Information form 

	Number of non- lawyer 
reviews  
	Case information  
	Case information form  
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