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XXXX Video Interaction Guidance Service Business Case Application [date]
Business Case Summary	
	Service: Video Interaction Guidance (VIG)
Purpose of bid: Following the success of a three-year pilot project we aim to provide an established service to offer VIG as a therapeutic evidence-based intervention to a wider number of families across XXXX.
Service Lead: NHS in partnership with XXXX County Council                         Service Providers: Health Visitors and Educational Psychologists                                     Commissioner: Public Health
Funding Period: [dates]

	Population Needs: Research into perinatal mental health indicates that up to 30% of new parents experience poor mental health. Research into adverse childhood experiences (ACEs) reveals that at least 2.5% of all children living in England are subject to some form of maltreatment or family dysfunction. These experiences place children at increased risk of poor adult mental health. VIG interventions involve improving adult-child interaction through developing sensitivity and attunement in parenting. This in turn leads to children developing more secure attachments to their care givers. VIG is renowned through its global evidence base and endorsed by NICE as a low-cost effective intervention for addressing these population needs. 

	Inputs: The aim of this bid is to build capacity and resources for developing an established VIG service. This will be led by two ‘partnership’ accredited VIG practitioners, one in health and one in educational psychology, with an additional educational psychologist and a pool of NHS VIG practitioners and trainee practitioners, plus administrative support. Technical equipment will need to be provided in addition to support and trainee supervision. This bid would enable six further professionals to train in VIG, some of the workforce to train as advanced practitioners and for the service leads to train as VIG supervisors.                           The estimated cost for the three-year period amounts to £XXXXXXX 

	Outputs: The VIG Service would develop its capacity to provide VIG interventions to up to 50 families per year across the County of XXXXX, reaching 150 families over three years. Families will be referred by a range of professionals from health, educational settings and LA support services with reference to the VIG pathway criteria. Two thirds of referrals will be prioritised for parents/carers of pre-school children and the remaining third for parents of children 5-11 years. Each intervention will take up to 10 hours resulting in parents/carers viewing video feedback of themselves and their child in order to work on their own intervention goals by strengthening parent-child attunement with VIG practitioner guidance. This will culminate in a collaborative parent plan for the future that is also shared with the referring professional. 

	Impact: In the short term the VIG Service will improve parent/carer mental health and well-being, self-confidence and self-esteem, parenting self-efficacy, more secure parent-child attachments and school readiness in young children. In the long term expected outcomes include a reduction in adverse childhood experiences and safeguarding, improved child social, emotional development, mental health and school attainments and a reduction in school exclusion. 


Section 1 Strategic Overview 
Aims and outcomes including anticipated preventative savings of providing a XXXXX Video Interaction Guidance (VIG) Service 
VIG is a preventative, therapeutic, early intervention with a strong research evidence base in the UK and worldwide. Further to this, VIG is endorsed in the NICE (2015) guidelines on children’s attachment as a relatively low-cost effective intervention. There is a very strong body of evidence as to why providing VIG intervention to families is needed to address population needs (see Appendix 1). 
VIG aims to strengthen the attachment relationship between parent/carer and child through improved communication. This proposal focusses on working with vulnerable parents/carers and their children from birth to 11 years with an emphasis on early intervention in the under 5s. A year-on-year evaluation of the XXXX VIG pilot funded by Public Health that commenced in [date] has shown very impressive outcomes. The current pilot is in its final phase and funding ceases in [date]. The intention of this business case is to move from a pilot VIG project to the provision of an established VIG service in XXXX. 
The transition to parenthood can be challenging and the way in which parents relate to their baby in the early months is crucial for an infant’s brain development and has long lasting effects on the child’s mental health throughout life. Due to the effectiveness of VIG, most perinatal mental health teams in the UK have now trained or are in the process of training their staff in VIG. The parents who do access this help are limited in number and are those who are acutely ill. However, most mothers who experience postnatal depression do not meet the threshold for 1:1 intervention on the perinatal pathway. Yet, estimates suggest that around 20% of mothers (Prevatt et al., 2018) and up to 10% of fathers (Cameron et al., 2016) experience poor mental health in the perinatal period. This experience will range from mild to moderate mental health difficulties to more severe and enduring mental illness, and evidence suggests that vulnerable populations are disproportionately affected (Scottish Government, 2017). 
These findings are significant as over 10 years ago the ‘Cost of Perinatal Mental Health Problems’ to society was estimated to be: 
· One case of perinatal anxiety -£35,000 (£14,000 relating to impacts on the child) 
· One case of perinatal depression - £74,000 (£51,000 relating to impact on the child) (referenced in Heckman, 2008) 
Also, Heckman found that returns on money invested on preventative programmes were highest for programmes targeting the 0-3 age group: 
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As such, the XXXX VIG Service would aim to target parents of young children with poor mental health as there is a known causal relationship between parental mental health and child mental health. There would also be a weighting on referrals towards encouraging and accepting a higher proportion of referrals of pre-school children than those of school age due to the greater gain associated with early intervention. 
However, research indicative of Adverse Childhood Experiences (ACEs) (Asmussen et al 2020) highlights having a close family member with mental health problems as a high-risk factor along with nine other key categories of risk relating to harsh parenting or relationship parenting breakdown. Exposure to these traumatic events across childhood has been shown to increase the risk of adult mental health problems. As such, the XXXX VIG Service will also aim to provide VIG interventions to strengthen the relationship between parents and carers of primary school aged children at risk of experiencing ACEs. 
The overall aim and impact of providing a XXXX VIG Service would be to reduce parent anxiety and improve the mental health and well-being of vulnerable parents and carers. This will reduce infant/child anxiety resulting in more secure attachment relationships between parent/carer and child. 
Section 2 Service Input 
Input costs to increase capacity and resources for a VIG service in XXXX - three-year plan [dates] 
The VIG pilot phase has already enabled some capacity building in the NHS and educational psychology workforce to deliver VIG interventions. By [date]  it is forecast that XXXX will have:
4 accredited VIG practitioners (Educational Psychologists)                       4 accredited VIG practitioners (NHS health visitors)
1 trainee VIG practitioner (Educational Psychologist)
2 trainee VIG practitioners (NHS health visitors)                                                                      
From the existing workforce it would be possible to recruit two project leads to work in partnership across health and Children’s Services to coordinate the project. Capacity would need to be maintained and increased to ensure up to 150 families gain access to VIG. This will require a rolling programme of training across the three years. Equipment has already been purchased for existing VIG practitioners and will need purchasing for new trainees. 
The training route takes a minimum of 18 months and accreditations take place through the Association of Video Interaction Guidance UK https://www.videointeractionguidance.net Trainees require at least monthly supervision from an accredited AVIGuk supervisor. This needs to be purchased externally but the team can increase capacity to offer supervision internally over the next three years. Trainees can deliver interventions under supervision. Accredited VIG practitioners are required to attend at least two CPD intervisions (group peer support events) annually to maintain the standards required for practice. There are subscription costs to remain on the AVIGuk practitioner register once accredited. Accredited VIG practitioners can choose to go on to train as advanced VIG practitioners. This would benefit the VIG Service greatly as the quality of intervention experience and the benefits will increase for clients. 
Table 1 Estimated summary of costs over three years 
	Training costs to enable the three existing VIG trainees to reach accreditation (1 year only) * 
	12 supervisions x 3 practitioners @ £XX = £XXXX 
Accreditation 3 x £XXX = £XXX 

	Accredited practitioner AVIGuk annual subscription fees:
8 existing practitioners x 3yrs 3 newly qualified x 2yrs                                    4 newly qualified x 1yr 
	Subscriptions @ £XX per year                   11 x 3 yrs = £XXX
3 x 2 yrs = £XXX
3 x1 yr = £XXX

	Rolling programme of training 6 new VIG practitioners across three years** 
	10 supervisions x 3 practitioners (year 1 only) @ £XX each = £XXX                      Initial training course 6 x £XXX = £XXX                                         AVIGuk 3yr registration fee 6 x £XXX = £XXX
Mid-Point reviews 6 x £XXX = £XXX Accreditation 6 x £XXX = £XXX




Table 1 Estimated summary of all costs over three years cont...
	Cost of two VIG Service Lead Practitioners over three years NHS HV lead one day per week-This would be subsumed under her specialist mental health role. The time required would need to be agreed and protected by NHS management. The costs would be in terms of additional training                                   Ed Psych lead one day per week- salary plus on-costs plus opportunities for additional training
	Educational Psychology one day per week Soulbury Grade A Point 10 annual salary with on-costs = £XXXX but given estimated annual pay rise of X% over three years = £XXXXX 0.2fte                      Advanced Practitioner Portfolio 2 x £XXX = £XXX
Supervisor introductory course 2 x £XXX = £XXX                                                     Trainee supervisor supervision 15 x 1hr session @ £XX hr x2 = £XXX        Supervisor accreditation x2 = £XXX

	VIG Service administrator (based on XXX admin costs)
	Grade 5, point 5 administrator half day per week £XXX (plus estimated pay rise to £XXX over three years = £XXX 0.1fte)

	Cost of one further Educational Psychologist to work in the VIG Service 
Ed Psych one day per week- (0.2fte) salary plus on-costs 
	Educational Psychologist one day per week Soulbury Grade A Point 10 annual salary with on-costs = £XXXXXXX           but given estimated annual pay rise of 2% over three years = £XXXXXX 0.2 fte 

	Opportunities for VIG Service EPs and HVs training to ‘advanced practitioner’ level 
	Advanced Practitioner Portfolio 6 x £XXX = £XXX
Supervision 6 x 3 supervisions @ £XX per supervision = £XXXX 

	Delivery of VIG intervention to 150 families*** 
NHS HVs provide a pool of VIG practitioners who deliver VIG as part of their HV role, picking up two thirds of cases, mainly pre-school. EPs would pick up an estimated third of referrals, mainly school age. 
	There is a cost in time of 10 hours per client:
10 x 150 families = 1,500 hours across three years 
This equates to the NHS providing 1,000 hours of direct intervention and the EPS providing 500 hours – as the EPS is a traded service, this equates to £XXXX across three years

	Estimated travel costs.      Cases would be allocated geographically where possible, reducing travel costs. Some on-line VIG is also feasible. 
	Estimated travel costs - 10 miles x 4 client visits each per 150 interventions @45p per mile = estimated £XXXX 


Table 1 Estimated summary of all costs over three years cont...
	Estimated equipment costs based on equipment needed for new trainees 
	6 laptops @ £XXX = £XXXX
6 laptop bags @ £XX = £XX
6 camcorders @ £XXX = £XXX
6 camcorder bags @ £XX = £XX
6 SD memory cards @ £XX = £XX               6 tripods @ £XX = £XX 

	Contingency (e.g. video editing software and licence, replacement laptop) 
	£XXX x3 years = £XXXX 


Total £XXXXXX 
*These trainees will be midway through their training by [date] and should require no more than one further year to complete their training 
** Supervision costs for three new trainees are included for the first year only as it is anticipated that the NHS Service Lead will go on to train as a VIG supervisor by that point so costs will be subsumed internally. The service would expect to start training a further three new practitioners in year 2. 
*** See breakdown of time costs in table 2 below 
Contingency costs are added as there may be added costs of purchasing video editing software and the business licence for this, plus updating of some laptops. 
Table 2 Breakdown of average time required to deliver VIG to one client 
	Activity
	Time

	Initial meeting with client and first film 
	1 hour 

	2-3 additional films
	30 minutes 

	3-4 shared reviews 
	45 minutes x 4 = 3 hours 

	Editing time per film 
	1 x 4 = 4 hours 

	Writing client letter and traject plan 
	1.5 hours

	
	Total = 10 hours 



Travel, supervision, training, attendance at CPD intervision events, VIG Service coordination, Service Administration. These are accounted for in table 1 above. It is assumed that CPD and time for supervision for those training in VIG would be subsumed under NHS and EPS Service time allowed for continuing professional development. 
The amounts required for the VIG Service budget in each of the three years differ due to the training requirements in that year. These costs are also based on the assumption that one of the service leads commences training as a VIG supervisor at some point during [dates]. Costs are also based on the assumption of ‘predicted’ salary increases. The budget model below allows for three new trainees being recruited in year one and three more in year 2. It allows for one service lead to start training as a supervisor in year one and the other to start training as a supervisor in year 2. See breakdown of yearly costs below. 
Table 3 Breakdown of budget costs that are required across the three years 
	Budget requirement   Year 1
[dates] 
	Budget requirement Year 2
[dates] 
	Budget requirement Year 3
[dates] 

	Training costs existing trainees £XXXX AVIGuk subscription costs £XXX 
New trainees (n=3) Training costs £XXXX                   EP salary costs £XXXX 
Advanced practitioner training costs £XXXX Supervisor training costs £XXX               Administrator salary costs £XXXX                       Travel £XXX                  Equipment costs £XXXX 
Contingency £XXX 
	Training costs existing trainees £XXX
AVIGuk subscription costs £XXX
New trainees (n=3) Training costs £XXX     EP salary costs £XXX 
Advanced practitioner training costs £XXX Supervisor training costs £XXX             Administrator salary costs £XXXX                     Travel £XXX             Equipment costs £XXXX 
Contingency £XXX 
	Training costs existing trainees £XXX
AVIGuk subscription costs £XXX 
EP salary costs £XXXX
Advanced practitioner training costs £XXX Supervisor training costs £XXX Administrator salary costs £XXXX        Travel £XXX Contingency £XXX 

	Total     £XXXXX
	Total     £XXXXX
	Total     £XXXXX



Section 3 Service Output 
What the service would look like in terms of service delivery 
The XXXX VIG Service would be a ‘virtual service’ in the sense that all practitioners will be located in their existing professional bases under their existing NHS or EPS management. The delivery of VIG will be offered face-to-face with the client or virtually, using Microsoft teams, depending on the needs of the client. The two service lead professionals (one from health and one from educational psychology) will have one day per week (0.2fte) protected time to coordinate the service supported by one administrator (0.1fte). There will be an additional salaried educational psychologist (0.2fte) and a pool of accredited and trainee VIG practitioners in the NHS from which the Service Leads can draw and to whom they can allocate referrals. The Service budget would be held by the Educational Psychology Service (EPS) and monies would be paid into the EPS budget per one financial year at a time, from Public Health. 
Health visitors, community nursery nurses, school nurses, teachers, educational psychologists, family support workers and social workers will be able to directly refer a family to the VIG Service from new-born infants up to a child aged 11 years. Referrals will need to be made on a VIG Service referral form and will need to meet the criteria for referral on the VIG pathway, (see appendix 2.) The Service Leads will meet monthly to consider all new referrals and allocate these to practitioners. The process for delivery of VIG is detailed in the flow chart in appendix 3. The structure of the proposed VIG Service is given in table 3 below: 
Table 3: Structure of the XXXXX VIG Service 
	Joint Service Leads
1 Specialist Health Visitor - Perinatal Mental Health 0.2fte
1 Educational Psychologist 0.2fte
Service Leads will be AVIGuk accredited practitioners with the option to train as Advanced Practitioners and Supervisors 
Supported by: VIG Service Administrator (0.1fte) 

	XXX EPS VIG Service Practitioners
1 Educational Psychologist (0.2fte) or      2 Educational Psychologists (0.1fte) These may be accredited VIG practitioners or trainee practitioners 
	NHS VIG Service Practitioners              Pool of NHS VIG practitioners or trainee practitioners to include at least one school nurse (school age population) but mostly health visitors (birth – 5 years)        Estimated capacity 8-10 



Responsibilities:
VIG Service Leads – Coordinate and allocate referrals; awareness raising of VIG Service including production of parent leaflets and service website text; updating of Service documentation such as referral and consent forms; analysis of evaluation data and writing annual report on impact; day-to day support to the VIG Service team; chairing of group intervision events (3 times per year); potential to offer supervision to trainee practitioners; delivery of VIG interventions to clients. 
VIG Service Practitioners – Delivery of VIG interventions to clients; completion of accredited practitioner training with the option to train further as advanced practitioners; attendance at VIG Service intervision events. 
VIG Service Administrator – Managing referral paperwork including writing and sending acceptance letters to clients; management of the referral and evaluation data bases; ensuring consent forms and confidentiality agreements are up to date and GDPR compliant; support to the Service Leads in producing spreadsheets, graphs and reports; management of the VIG budget and accounts; purchasing equipment; managing invoices to AVIGuk for training events and to independent VIG supervisors; sending closure letters to clients. 
Section 4 Service Impact 
Expected outcomes of the XXXX VIG service delivery 
Short term outcomes 
· Improved parent-infant sensitivity and responsiveness measured using the Tool for Parenting Self-Efficacy (TOPSE) and goal-based outcome measures 
· Improved parent well-being measured using the Warwick Edinburgh Emotional Well-Being Scale (WEMWBS) 
· Improved parent ratings in respect to their reason for wanting to engage with VIG (eg for my child to listen to me and have fewer tantrums) 
Evaluations of the XXXX VIG Project have already provided evidence based on the above tools of a statistically significant increase in emotional well-being in parents/carers in XXXX who have accessed VIG. These evaluation reports have also shown that between 75%-87% of these clients show increased parenting self-efficacy following VIG intervention, notably in terms of: increased self-acceptance, an increase in play and enjoyment with their child and being much better able to cope with parenting pressures. In the pilot VIG project 100% of clients increased their ratings in respect to their VIG helping question (e.g to be more relaxed and have fun with my child). 
In XXXX there are 10 established expectations for children in terms of school readiness. With an emphasis on targeting pre-school children, it is anticipated that the VIG Service will also provide impact by helping to prepare children in respect to the following school readiness measures: 
· I can settle happily without my parent/carer 
· I can tell friends and grown-ups what I need 
· I can take turns and share when I am playing 
· I can tell a grown up if I am happy, sad or cross 
· I know that what I do or say can make others happy or unhappy 
· I am curious and want to learn and play 
· I can stop what I am doing, listen and follow simple instructions 
· I enjoy sharing books with grown-ups. 
Long term outcomes 
Expanding VIG resources and delivery is expected to contribute to improvements in the following outcomes of the NICE (2015) Quality Standards for Attachment: 
· Children's social and emotional development 
· Children's behavioural functioning
· Quality of parent or carer child relationship
· Wellbeing and quality of life for children and parents or carers 
· Mental health problems in children and parents or carers 
· Educational progress and attainment 
· School absences and exclusions.
The potential impact on population health is therefore wide reaching and likely to include: 
1. Improvements in children’s self-esteem, emotional well-being and behaviour having a positive outcome on school readiness 
2. Improvements in parents’/carers’ self-esteem, emotional well-being and behaviour which reduces pressure on other services such as mental health, drugs and alcohol team. 
3. Improved attachment and bonding and reduction in risk factors for harsh parenting, children do better at school emotionally and educationally 
4. Reduction in school exclusions for children of statutory school age 5. Reduction in the need for a Child Protection Plan 
Other potential benefits 
VIG practitioners experience the power of VIG to promote positive change within families. This leads to great job satisfaction, and a new-found confidence in learning new skills and an innovative way of working with video technology. During training to practitioners gain protected supervision time resulting in feeling valued. 
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Appendix 1 
Why supporting parent–child interaction through Video Interaction Guidance is an essential part of Public Health to address population needs. 
The aim is to improve access for parents to Video Interaction Guidance which is an evidence-based programme of intervention and support to strengthen attachment between parents and children requiring it. This is a key proposal of the Department of Health’s document ‘Future in Mind’ (2015). 
The ‘XXXX Video Interaction Guidance Pilot Project – Evaluation Reports’ [date] and [date] provide evidence to show that over 55 families have accessed VIG intervention in XXXX during the period [dates]. Baseline and follow up assessments show that VIG has had a very significant impact in promoting parenting skills and confidence with these clients in ways of interacting with their children to promote more secure attachments. Both evaluation reports show a statistically significant increase in parent well-being. 
VIG is a brief parent-infant therapeutic intervention to strengthen the attachment between vulnerable mothers and their babies. It is recommended in both the NICE guide for Children’s Attachment’ (2015) and ‘Social and Emotional Wellbeing – Early Years’ (2012). 
VIG uses video feedback of parent-infant interaction to enhance parental sensitivity to the child’s verbal and nonverbal communication. Cassiba et al (2015) Kalinaskiene et al (2009) found that video feedback intervention is effective in leading to enhanced parental sensitivity and an improved attachment pattern for the parent-infant relationship. 
Studies have shown consistently that 55-60% of infants have a ‘secure’ attachment with the primary caregiver and 35-40% have a sub-optimal ‘insecure’ attachment. Approximately 10-15% of infants in a community sample have a ‘disorganised insecure’ attachment. Insecure attachment, in infancy is associated with externalising behaviour (e.g. aggression) later in childhood and the association is even stronger in those with a ‘disorganised insecure’ attachment. A number of follow-up studies of infants with a disorganised attachment have found elevated risks of aggressive behaviours, mental disorders, school behaviour problems and other psychopathologies. 
Parental mental health in the postnatal period is the key to the quality of the parent-infant relationship. Numerous studies have indicated that 10- 20% of women suffer from postnatal depression with similar numbers suffering from anxiety. Murray et al (1996) found that postnatally depressed mothers were less sensitively attuned to their infants. There are long term impacts of maternal postnatal depression on the child’s cognitive and emotional development and Murray et al (2011) found that at age 16, these children were significantly more likely to experience depression themselves. Murray also found that maternal anxiety impairs parent-infant interaction and infants of socially anxious mothers are more likely to develop anxiety themselves in childhood. 
Child abuse is any action that causes significant harm to a child. It can be physical, emotional or sexual but can also be a lack of love, care and attention. Neglect can be just as damaging to a child as physical abuse. The NSPCC estimate that more than half a million children in the UK are abused each year. 
The consequences of these issues will have huge predicted future cost on health and social services in XXXX. This bid to establish a Video Interaction Guidance (VIG) Service in XXXX for those parent/child dyads in need is one that will benefit in the long-term and will go a long way in reducing this cost.  
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Appendix 2
VIG PATHWAY
Support for families
Concerns leading to referral will relate to one or more of the following in relation to parents/carers of children from birth – 11 years: 

· Parent or practitioner concerns around the bond/attachment
· Evidence of a relationship difficulty between parent/carer and child
· Mild to moderate Maternal / Paternal mental health concerns: Anxiety, depression, low self esteem
· Relationship difficulties between parent/baby/child: Was this baby unplanned/ wrong sex/ difficult temperament
· Parents struggling with transition to parenthood/ stressful life events/ traumatic birth/ pre-term baby/ baby born with a medical condition or disability
· ASQ SE (Ages and Stages Questionnaire Social and Emotional Health) above cut-off at 1 year and 2-year review
· Emerging parenting capacity needs/ safeguarding concerns
· School readiness concerns
· Difficult behaviour displayed in early years setting or at school
· Fixed term or permanent exclusion from school at Key Stage 1 and 2

Th referring practitioner needs to consider, does the parent/carer have the capacity to engage in or is motivated to engage in intervention at this time?
If yes, the referral is completed by the practitioner using the VIG Service referral form, ensuring consent for the referral and full explanation of VIG to the parent/carer.
Once the case is allocated, the VIG practitioner will make contact and assess the client’s suitability for VIG (virtual or face to face) and gain informed consent for the use of video recordings. In the case of educational psychologists (EPs), signed consent for EP involvement from all with parental responsibility for the child will also be obtained prior to any recording being made.    
Professional completes VIG Service Referral Form with reference to the VIG Pathway and then emails this to the VIG Service administrator 

VIG Service Leads NHS and EPS meet monthly to consider all new referrals
Referral meets criteria 
Referral does not meet criteria
Service Lead for NHS or EPS allocates the work to a VIG practitioner or trainee practitioner either from the pool of NHS or EPS VIG practitioners. Administrator sends acceptance letter to client
Service Lead will contact practitioner who made   request to inform them, ask them to tell the parent/carer and suggest other appropriate services. NHS Lead contacts NHS referring agency and EPS Lead contacts school or Local Authority referring agency
VIG practitioner or trainee arranges initial home visit to meet the client, negotiates the purpose of the work, completes the video consent form, pre-intervention TOPSE, WEMWBS and parent goals, and arranges date for filming and shared reviews (SRs). The first film may take place during this visit. 
Appendix 3 
Flow chart for VIG Service Delivery from [date]




VIG practitioner completes traject/summary plan after 3rd SR and decides with the client if any further cycles are needed.

Before last SR/final visit create photo record to give to client. At last SR, complete TOPSE, WEMWBS, final parent goals and updates traject/summary plan if further cycles have been completed. 

Administrator enters baseline and final data into evaluation spreadsheet  
Closure letter with summary plan is sent to client, and with parent/carer permission, to referring agency 
3 cycles of films and shared reviews completed in the family home
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