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Working with vulnerable youth: 
Attachment, trauma & risk 

Introduc3ons	

•  Introduc3ons	
•  Timings	

•  PART	1:	Who	and	what	risks?		
•  PART	2:	Brain	Development	
•  PART	3:	ANachment	
•  PART	4:	Impact	of	Trauma	
•  PART	5:	Implemen3ng	into	Prac3ce	–	some	
ideas	

•  PART	6:	Case	study	

Aims	/	Learning	Outcomes	
•  To	review	and	understand	the	principles	of	brain	

development,	aNachment	theory	and	human	
development	

•  To	increase	awareness	of	complex	trauma	and	its	impact	
on	young	people	and	high	risk	behaviour		

•  To	explore	pragma3c	ideas	for	how	an	understanding	of	
aNachment	and	trauma	can	help	our	everyday	prac3ce	

•  To	explore	ideas	and	principles	for	interven3on	
•  To	promote	reflec3ve	prac3ce	
•  To	raise	awareness	of	the	impact	of	‘ourselves’	on	our	

prac3ce	

Health	Warning	

•  The	first	principle	of	suppor3ng	others	is	that	
you	need	to	care	for	yourself	first!	

•  LOOK	AFTER	YOURSELVES	
PART	1:	WHO	&	WHAT	RISKS?		
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“OMG…s/he	is	so,	so,	risky!”	

What	might	they	do?	

Absconding	
(Exploita3on/
Vic3misa3on)	

	

Suicide	&	
Self-Harm	Fire-sejng	

				Violence		

Disgust	/	
Self-neglect	

Food	based	
difficul3es	

	

Sexually	
Harmful	
Behaviour	

The	harsh	reality:	harm	to	others	 Harm	to	self	and	suicide		

Risk	from	others	–	Exploita3on	
and	Vic3misa3on	

• Childhood Sexual 
Exploitation 

• Extremism 
• Gangs 

• …..grooming 
• Bullying / Abuse 

Worksheet:	

•  Think	about	a	young	person	you	have	or	are	
working	with….....	

•  Sec3on	1:	What	are	the	3	main/highest	risk	
concerns	you	have	about	the	young	person?	
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Why?	

Biological/
Gene;c		
Factors	

Situa;onal	
Factors	

Environmental		
Factors		

Decision	Theory:	The	proximal	cause	is	a	decision	to	act	

Common	Features….	

Child	
at	risk	

Mother	
addic3on	
during	

pregnancy	

One	of	a	large	
sibship	group	

Paternal	
criminality		

Poverty	and	
Low	SES		

ANachment	
Difficul3es	

Poor	
paren3ng		

Mental	health	
diagnoses	

Educa3onal	
problems	

Trauma	

Lack	of	
empathy/
remorse	

Caregiver	
separa3on	–	
residen3al	or	
secure	sejng		

etc	

AGachment	

Trauma	

Megginson, ‘Lessons from Europe for 
American Business’, Southwestern 
Social Science Quarterly(1963) 44(1): 
3-13, at p. 4. 

“It’s	not	the	strongest	of	the	
species	that	survive,	nor	the	most	
intelligent,	but	the	most	
responsive	to	change.”	

Some Key Assumptions 
•  Nature/nurture	debate	defunct	
•  Brain	development	starts	before	birth	–	born	unfinished	
•  Babies	are	born	‘dysregulated’	(egocentric,	behaviourally	disinhibited	

&	without	empathy!)	
•  Our	genes	are	influenced	by	our	environment	during	pregnancy	and	well	

into	the	first	years	of	life	
•  We	(parents,	culture,	society)	teach	babies	what	they	feel	&	how	to	

relate	–	including	their	language		
•  These	experiences	can	influence	at	a	biological	level	
•  Brain	development	con3nues	into	young	adult	life	(Blakemore	2006	&	

2010)	
•  The	way	you	spend	your	3me	shapes	your	brain		
•  Young	people	adapt	to	their	environment	with	survival	as	the	primary	

goal	
•  Developmental	perspec;ve	is	paramount	across	the	lifespan	
	

Key points 
•  Key question: How has this client (and their 

brain) adapted to survive in their environment? 
– maximise care / stay safe 

•  2 underlying processes: 
–  Attachment style (working model) & emotional 

regulation 
–  Alarm & trauma response system 

•  For many [most] YP who display high risk 
behaviours: 
–  Disrupted attachment experiences 
–  Repeated trauma (t & T) 

AGachment,	trauma	&	brain	development	
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PART	2:	BRAIN	DEVELOPMENT	

Regions	of	the	Brain	

BRAIN	QUIZ	

Evolu3on	of	the	brain	

Thinking (higher) 
 Brain 

Emotional  
 Brain 

Old (‘reptilian’)  
Brain 

Early experiences will 
have a major impact 
on how these three 

brain regions develop 
and influence the 

child’s emotional life 
& behaviour in the 

long-term. 

Key times for brain development:  
• 0-2 years  
• ADOLESCENCE  
• Continuous development well into 
20’s 

 

The	developing	brain	
Experience	Shapes	Brain	Architecture	by	Over-
Produc3on	of	Connec3ons	Followed	by	Pruning		
	

Neural proliferation and pruning is a normal, healthy part of brain development: connections that are not used are pruned away.

The basic architecture of the brain is constructed through an ongoing process that begins before birth and continues into adulthood. 
During the first few years of life, 700 new synapses (neural connections) are formed every second. After a period of rapid proliferation, 
connections are reduced through a process called pruning, so that brain circuits can become more efficient. Early experiences affect 
the nature and quality of the brain’s developing architecture by determining which circuits are reinforced and which are pruned 
through lack of use. Some people refer to this as “use it or lose it.

2

www.developingchild.harvard.edu

CORE CONCEPTS IN THE SCIENCE OF EARLY CHILDHOOD DEVELOPMENT
Experience Shapes Brain Architecture by Over-Production of Connections Followed by Pruning
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The	developing	brain	 Brains	Are	Built	from	the	BoNom	Up:	Skills	Beget	Skills		
	

The	Ability	to	Change	Brains	and	Behavior	
Decreases	Over	Time		
	

CORE CONCEPTS IN THE SCIENCE OF EARLY CHILDHOOD DEVELOPMENT
The Ability to Change Brains and Behavior Decreases Over Time

As the maturing brain becomes more specialized to assume more complex functions, it is less capable of reorganizing and adapting. For 
example, by the first year, the parts of the brain that differentiate vocal sounds are becoming specialized to the language the baby has 
been exposed to and are already starting to lose the ability to recognize important sound distinctions found in other languages. As the 
brain prunes away the circuits that are not used, those that are used become stronger and increasingly difficult to alter over time. Declining 
plasticity means it’s easier and more effective to influence a baby’s developing brain architecture than it is to rewire parts of its circuitry in 
the adult years. In other words, we can “pay now” by ensuring positive conditions for healthy development, or “pay more later” in the form 
of costly remediation, health care, mental health services, and increased rates of incarceration. Graph Source: P. Levitt (2009)

7

www.developingchild.harvard.edu

Adolescent	brain	development	
•  Areas	of	the	brain	mature	at	different	rates	
•  The	ability	to	automa3cally	see	things	from	
another	person’s	point	of	view	is	s3ll	developing	

•  Developmental	mismatch	between	parts	of	the	
brain	that	process	emo3onal	and	reward	signals	
and	those	that	regulate	these	responses	

•  The	adolescent	brain	is	like	a	“fast	car	with	poor	
brakes”	

Exercise: Typical Development 
 
•  What experiences do children need to help 

positive brain development?  

Examples of developmental experiences 
that promote well-being 

•  Secure	aNachment	
•  Authorita3ve	(balanced)	paren3ng	–	firm,	but	fair	
•  Realis3c	developmental	expecta3ons	
•  Stable	and	suppor3ve	family	environment	
•  Good	communica3on		
•  Good	social	support	&	posi3ve	rela3onships	
•  Mul3ple	interests	/	hobbies	
•  Physical	well-being	
•  Pro-social	peers	
•  Developmentally	appropriate	exposure	to	risk		
•  Achievement	
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The	developing	brain	 Worksheet:	

•  Think	about	the	young	person	you	have	
iden3fied….....	

•  Sec3on	2:	What	early	experiences	have	they	
had	that	may	be	relevant	to	their	
presenta3on?		

Brain	clip	
“Deficits	in	cor3cal	
func3ons	result	in	poorer	
problem-solving,	and	
impoverished	capacity	for	
empathy.	Such	children	
become	the	delinquents	
and	psychopaths	of	the	
future”	(Gerhardt	et	al.,	2004).		

PART	3:	ATTACHMENT	

Exercise:	What	is	aNachment?	

•  Mind	dump	
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What	is	ANachment?	

	
“Viewed	properly,	aNachment	is	the	very	
founda3on	for	a	child’s	ability	to	understand	
and	par3cipate	in	the	extended	social	and	
cultural	world	without	undue	emo3onal	

conflict”	

Grossmann	(1995)	

ANachment	as	founda3on….	
– Understanding	own	and	others	behaviour	
and	emo3onal	experience	(e.g.	a	sense	of	
empathy)	

– Understanding	own	worthiness	(e.g.	self	
esteem)	

– Recognising	emo3onal	availability	of	others	
and	their	ability	to	provide	a	‘safe’	
environment	

– The	ability	to	recognise	and	regulate	
emo;on	

– Social	and	moral	development	

In	the	beginning……	
•  Bowlby’s	findings:	

–  Nega3ve	behavioural,	emo3onal	&	mental	health	
outcomes	of	children	separated	from	parents	or	who	
suffered	emo3onal	adversity	in	childhood	

–  Young	children	separated	from	their	mothers	experience	a	
recognisable	sequence	of	distressed	behaviours	
(Robertson	&	Bowlby,	1952)	

What	is	aNachment…	

•  ANachment	is	an	adap$ve	evolu3onary	process	and	
a	means	of	survival	

•  Involves	seeking	proximity	to	the	primary	caregiver	
when	a	child	experiences	distress/discomfort/need	

•  The	response	of	the	caregiver	helps	the	child	
develop	a	mental	‘model’	of	themselves,	others	and	
the	world	(rela;onships)	

•  This	impacts	at	a	gene3c	and	biological	(brain)	level	

“Both	the	quality	of	care	and	security	of	
aNachment	affect	children’s	later	capacity	of	
empathy,	emo3onal	regula3on,	cogni3ve	
development	and	behavioural	control”	(Kestenbaum	et	
al,	1989)	

ANachment	behaviour	
•  Adaptive behaviour that is activated when emotional 

regulation system overwhelmed – seek proximity 
•  Behaviours that generate emotion in carers or significant 

others 
•  3 categories (Belsky & Cassidy, 1994): 

–  Socially appealing - Signalling (e.g. smiling, verbalising) (motheràchild) 
–  Distress signals - Aversive / high risk (e.g crying, disgust behaviours) 

(motheràchild) 
–  Active approach (childàmother) 

•  Are recognised throughout the lifespan when requiring 
emotional support 
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ANachment	Behaviours	as	‘risk’	
behaviours	

“A	baby	alone	does	not	exist”	(Winnico?,	1965)	

	

The	Process	of	Secure	‘good	enough’	ANachment……….	

“The	structure	and	func3oning	of	the	developing	brain	is	shaped	
by	the	[carers]	more	mature	brain”	(Siegel,	1999)	
	

Distress	

Ac3va3on	
of	

ANachment	

ANune	

Co-
regulate	

Down-
regula3on	

of	
emo3ons	

Interac3ve	
Repair	

SECURE	
Experience	of	
Rela3onships	

TRIGGER	

Adapted from Fonagy, P  www.ucl.ac.uk/psychoanalysis/unit-staff/mbt_training_theory.pdf 

Carer	
regulates	

self	

Developmental	process	

Dysregulated	 Co-regulated	 Self-
regulated	

Secure	ANachment	
•  “The	secure	child	[adult]	has	the	psychological	
and	neurological	capacity	to	self-modulate	
recognised	affects”	(Schore,	2001)		

•  More	curious,	competent,	empathic,	resilient,	
self-confident,	get	along	beNer	with	other	
children,	more	likely	to	form	close	friendships	

•  BeNer	able	to	resolve	conflicts	
•  Seek	help	appropriately	
•  Lower	risk	of	offending	[high	risk]	behaviour	and	
MH	difficul;es	

The	Strange	Situa3on	(Ainsworth)	-		
Secure	ANachment	
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Atypical development 
•  If processes of attunement / co-regulation and 

interactive repair are (dys)functional....... 

•  E.g if a child’s distress is often indulged (over-care), 
ignored or responded to with inconsistency, anger, 
anxiety, their brain is likely to develop 
differently......... 

•  à Insecure (but adaptive) attachment patterns 
 
	

 

Secure	(B)	

Ambivalent	
(C)	

Disorganised	
(A/C)	

Avoidant	(A)	

Strange	Situa3on	–	Insecure-avoidant	

	

Insecure – Avoidant -Type A 

•  Linked to neglect / emotionally supressed / overbearing environments 
•  Less access to painful memories (Belsky, 2002) 
•  Avoid intimacy, dependence and disclosure 
•  Hard to engage 
•  Often don’t experience a huge need for other people 
•  Seen as ‘cold’ – often described as ‘lacking empathy and remorse’ 
•  Linked with higher incidence of physical illness (somatising) and hard drug use 
•  Rely strongly on cognitive information (to distance from emotion) 
•  False affect (often masked depression/PTS symptoms) 
•  Dysregulated – but supressed: Bottle, bottle, bang! 
•  Link with higher frequency of PTSD 
•  ? At extremes + trauma = Conduct disorder à ASPD 
•  ASPD is more frequently observed in those with a history of physical abuse/neglect  

(De Bellis, 2005; Johnson, et al., 1999, Walker et al., 1999) 

Self: unloved, self-reliant 
Others: rejecting, controlling, intrusive 

Avoidant	(extreme)	

Dysregulated	 Co-regulated	
Self-regulated	

(Pseudo)	

Strategies	–	Avoidant	
•  Emo3on	focused	–	but	subtle	
•  Model	appropriate	help-seeking	/	sharing	of	emo3on	
•  Be	aware	of	poten3al	‘hidden	feeling’	but……	
•  Don’t	‘chase’	emo3on		
•  Just	‘be’	–	less	‘do’	
•  LiNle	things	maNer	–	no3ce	asking	for	help	
•  Just	asking	‘how	are	you	doing’	–	liNle	and	oren	
•  Resist	the	tempta3on	to	feel	rejected	/	Don’t	expect	

instant	posi3ve	feedback	
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Insecure-Ambivalent – Type C 

•  Focus on own distress & ruminate on it: Overwhelming level of arousal that is difficult 
to self-regulate. 

•  Often described: Disruptive, ‘attention seeking’ and difficult to manage; insecure and 
coercive E.g. Coercive-aggressive pattern  

•  Can alternate between friendly charm and hostile aggression. 
•  Display highly dysregulated behaviour, impulsivity, poor concentration 
•  Feel a growing sense of unfairness and injustice – lots of complaining 
•  Easy access to painful memories (Belsky, 2002) 
•  Increased incidence of mood disorder  
•  Cognitive information/skills discounted 
•  Driven by affect – it’s all about emotion and you get what you see!  - 

DYSREGULATED & overt! 
•  ? At extremes + trauma = Reactive Mood & dysregulated à BPD 

Self: low value, ineffective, dependent 
Others: insensitive, unpredictable, unreliable 

Ambivalent	(extreme)	

Dysregulated	 Co-regulated	 Self-
regulated	

Strategies	-	Ambivalent	
•  Pre-empt:	

–  ‘Drama’	–	safety	planning	
–  Perceived	rejec3on	/	inconsistency	
–  Splijng	and	conflict	in	support	team	

•  Firm,	but	fair	–	‘tread	the	middle	path’	
•  Always	validate	emo3on	first	–	then	focus	on	problem	solving	
•  Consistent,	coordinated	‘care’	
•  Structured,	consistent	‘aNen3on’	–	beginning,	middle	and	end	

of	day	

A/C or ‘Disorganised’ 
If only it were that simple......... 
 
Multiple strategies – threat/environment specific....... 
 
•  Experience carers as threatening: ‘scaregivers’ 

•  ?.....A/C model – use avoidant and ambivalent strategies at extremes 
dependent on nature of threat 

•  ? Developmental pathway: Avoidant à Ambivalent à Secure ???? 

Exercise:	Pen	Portraits	

•  Individual	–	Pen	Portraits	

Worksheet:	

•  Think	about	the	young	person	you	have	
iden3fied….....	

•  Sec3on	3:		
– What	may	be	the	dominant	adap3ve	aNachment	
strategy?	

– How	may	they	have	learned	to	think	about	
themselves	/	others	and	the	world?	
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ANachment	and	Trauma	

•  ANachment	disrup3on	can	mean	a	child	is	
vulnerable	to	experiencing	problema3c	
trauma	reac3ons		

•  Young	people	who	have	a	disrupted	
aNachment	experience	may	well	then	
experience	more	trauma	if	they	remain	in	the	
same	caregiving	environment	 PART 4: THE IMPACT OF TRAUMA 

T & cumulative ‘t’ 
•  “Children are much more vulnerable [to traumatic 

experience].  They have fewer resources and are much 
closer to the possibility of death.   Experiences that may 
not be a matter of life and death for an adult may well be 
experienced as such by a child” (Gerhardt, 2004, p.143) 

•  E.g. repeated separation, ‘put-downs’, rejection, 
prolonged shame – as well as T trauma. 

Attachment / trauma and effects on 
the developing brain 

•  Early experiences of disrupted attachment and 
‘trauma’ (T and t) underpin: 
–  Our sensitivity to stress/threat 
–  Our ability to process/interpret social information 
–  Our ability to empathise with others 
–  Our ability to regulate emotions 
–  Our capacity to seek support and comfort (co-

regulation)  

Facial Recognition	

(Cicchetti & Curtis, 2005) 
 

Impact of Trauma & Maltreatment 
•  Impacts on brain function / development (e.g amygdala size) 
•  Impact on brain (structural, functional & behavioural) 

worsens the longer the duration of trauma (De Bellis & 
Kuchibhatla, 2006) 

•  High arousal places stress on attachment model / 
emotional regulation system 

•  The compulsion to re-enact (Van der Kolk, 1989) 
–  Re-enactment/re-experiencing/re-telling can increase arousal, BUT 

can have a counter-intuitive ‘soothing’ effect 
–  C.f. YP who only seem to talk about violence/violent re-enactment  - 

can be misinterpreted as enjoying it 

–  DANGER of direct focus on trauma, without effective 
regulatory systems - Trauma memory does not get 
processed, just reinforced!  
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•  “Those	whose	internal	systems	are	less	
robust	because	of	their	early	experiences	[of	
aNachment	disrup3on	and	trauma]	may	
simply	be	more	vulnerable	to	adversity	and	
less	able	to	draw	on	the	powers	of	their	
frontal	cortex	[to	process	distress	and	
regulate	emo3on	and	behaviour]”	(Gerhardt,	
2004)	

3) No Threat: 
emotional brain waits 

for info. from 
thinking brain and 

response incorporates 
this. 
 

4) “THINKING” response 

Thinking 
 Brain 

Emotional  
 Brain 

O
ld Brain 

1)Incoming 
 information 

2) Information sent to 
emotional brain  

“THREAT ANALYSIS” 

2) Information also sent 
To thinking brain  

Thinking 
 Brain 

Emotional  
 Brain 

O
ld Brain 

1)Incoming 
 information 

2) Information sent to 
emotional brain  

“THREAT ANALYSIS” 

3) Threat: 
emotional brain 
blocks  thinking 

brain 
 

4) “UNTHINKING” response 
Fight 
Flight 
Freeze 

Luke	&	Johnny	

Worksheet:	

•  Think	about	the	young	person	you	have	
iden3fied….....	

•  Sec3on	4:			
– What	feelings	may	be	‘hidden’	or	expressed?	
– How	do	they	manage	these	emo3ons?	

	

PART	5:	IMPLEMENTING	INTO	
PRACTICE	–	WHAT	DO	WE	DO?	
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Learning	
•  Stability	of	placement	and	rela;onships	are	paramount	
•  There’s	not	an	easy	answer	as	to	‘what	helps’	
•  No	diagnosis,	single	model,	therapy	or	way	of	understanding	is	‘the	

answer’	–	mul;-systemic/mul;-factorial	
•  Be	aware	of	parallel	process	and	vicarious	trauma	
•  Gejng	the	day	to	day	care	‘right’	should	be	the	basis	of	any	

interven3on	and	the	primary	focus	of	support	
•  Interven3ons	should	start	where	the	child	is	at	-	developmental	
•  Every	interac3on	maNers!	–	we	are	all	‘therapists’	
•  Carer	is	the	‘expert’	about	the	child	–	professionals	are	supporters/

advisors	

Misplaced	therapy	–	therapy	
without	the	system		
•  ‘Too	narrow	a	focus	on	individual	therapy	can	
lead	to	an	expectaKon	that	children	will	adjust	to	
a	world	for	which	they	are	not	equipped.	The	
therapy	becomes	a	way	of	‘making	children	
fit’	(Golding,	2006,	p306).	

•  ‘Is	it	not	arrogant	to	believe	that	one	hour	a	week	
spent	with	a	young	person	is	the	primary	
facilitator	of	change,	when	they	have	spent	the	
other	167	hours	with	other	people?’	(Rogers,	Law	&	
McMahon,	2011).	

“Beginning	with	cogni3ve-behavioural	
techniques	are	unlikely	to	have	much	impact	
on	trauma3zed	clients.	Cogni3ve-behavioural	
approaches	assume	that	the	cortex	can	deal	
with	the	emo3onal	limbic	system.	Under	the	
challenge,	arousal	and	threat	of	prematurely	
delivered	cogni3ve	therapies,	trauma3zed	
clients	are	more	likely	to	go	into	survival	
mode	of	flight,	fight	or	freeze	and	therapy	
halts.”		

	
(Howe,	2005)		

What	do	we	know	about	tradi3onal	
individual	therapy?	

•  Individual	therapy	can	be	a	very	powerful	and	posi;ve	tool		
(although	rela;vely	small	evidence-base	for	children)	

•  Children	are	not	‘mini-adults’	–	therefore	the	same	
assump3ons	about	effec3veness	of	therapy	do	not	apply	

•  Therapy	can	be	harmful	-	Across	all	therapies	(mainly	adult	
research)	approx.	12%	get	worse	

•  Publica3on	bias	towards	‘success’	–	avoidance	of	‘not	
knowing’/making	mistakes/vulnerability	by	professionals	

What	do	we	know	about	tradi3onal	
individual	therapy?	
•  Client	choice	-	Children	rarely	refer	themselves	–	rather	ini3al	contact	

is	usually	due	to	an	anxiety	in	the	care	system	

•  Adolescents	oren	report	that	1:1	therapy	in	a	clinic	can	be	
experienced	as	intrusive,	boring,	unhelpful.	

•  Post-therapy	session	behaviour	can	be	extremely	disrup3ve	=>	
placement	breakdown		

•  Much	therapy	is	ins3gated	based	on	‘problem’	rather	than	
psychological	assessment	and	formula3on	

•  Oren	individual	therapy	is	not	delivered	within	a	clear	outcomes	
framework	à	excuses	for	poor	outcomes:	did	not	engage,	did	not	turn	
up,	external	factors	

?	Mis-matched	therapy	

•  Avoidant	–	skills	based/CBT	e.g.	anger	
management,	thinking	skills/problem-solving,	
worksheets	

•  Ambivalent	–	emo3on	focused/unstructured/
exploratory	e.g.	psychodynamic,	‘counselling’,		

•  Trauma	+	(poor	emo3onal	regula3on):	
‘exploratory’,	Life	story	
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Therapy	Considera3ons	
•  Therapy	is	not	a	neutral	interven3on	–	it	is	rarely	the	primary	

solu3on!	
•  Any	formal	1:1	therapy	(including	formalised	life	story	

interven3on)	should	only	be	considered	arer	a	thorough	
assessment,	drawing	on	mul3ple	models	of	understanding	
and	driven	by	a	clear	psychological	formula3on	of	needs	
–  Developmental	stage	
–  Trauma	
–  ANachment	

•  Number	of	aNachment	rela3onships	
•  Pace,	3ming,	dosage,	modality	
•  Always	should	have	clear	goals	and	outcomes	are	monitored	

–	be	brave	and	willing	to	acknowledge	when	it	is	not	working!	

•  Every interaction with a client with complex attachment/
trauma presentation is likely to activate attachment system 

•  Therefore every interaction has the potential to be 
therapeutic (or harmful!!) 

•  Attune, co-regulate, interactive repair 
•  Observe & assess properly for trauma – ‘false affect’!  
•  Important to retain a ‘mentalizing’ stance 

–  Awareness of self 
–  Curiosity 
–  Non-judgemental (genuinely interested in understanding what’s going 

on) 
–  Understanding the misunderstanding 
–  It’s ok to say sorry, to reflect confusion, to get it wrong – it’s how you 

manage this that is the key! 

Therapy	in	everyday	interac3on	

Aims	of	this	whole-systems	
approach	

1.  Reduce	the	severity	and	frequency	of	high-risk	behaviours	and	
promote	safety		

2.  To	raise	caregiver	sensi3vity	through	understanding	complex	
presenta3ons		

3.  Facilitate	emo3onal	regula3on	
4.  Facilitate	self-regula3on	of	behaviour	
5.  Promote	prosocial	rela3onships	with	staff	&	peers	
6.  Reduce	placement	moves	
7.  To	address	the	needs	of	young	people	who	are	‘at	risk’	of	developing	

more	chronic	and	enduring	mental	health	problems		
8.  Pathway	approach	based	on	suppor3ng	and	building	adap3ve	

development		

Staff	Self-Care	
•  High-risk	behaviour	generates	high	levels	of	emo3on	in	
others	

•  The	emo3onal	well-being	of	staff	is	an	essen3al	
ingredient	to	successful	outcomes	

•  Staff	need	to	feel	safe	and	work	from	a	regulated	
posi3on	in	order	to	regulate	and	inform	the	emo3onal	
tone	of	the	environment	

•  Team	support	is	vital,	as	is	supervision	and	
consulta;on	

•  There	is	a	need	for	rest	&	relaxa3on	
•  Beware	of	trauma3sed	systems!	
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Interven3on	Planning	
•  Crea3ng	safety	(through	rela;onships)	
•  Managing	risk	&	iden3fying	interven3on	goals	
(using	SPJ	/	formula;on)	

•  Gejng	the	3ming	right	(developmentally	aGuned)	
•  Choosing	the	right	therapeu3c	approach	(using	our	
understanding	of	aGachment	strategies)	

•  Get	the	dose	&	pace	right	(considering	trauma	and	
shame)	

•  Being	accountable	(monitoring	outcomes)	

PART	6:	CASE	EXAMPLE	

	

	
	

Worksheet:	
•  Think	about	the	young	person	you	have	
iden3fied….....	

•  Sec3on	5:			
– What	triggers	are	there	to	the	behaviour?	
– What	thoughts	and	feelings	may	the	young	person	
have	in	the	short-term	when	displaying	these	
behaviours?	

– What	tend	to	be	the	long-term	consequences	of	
the	behaviour?	

	

•  VICARIOUS	TRAUMA	&	PARALLEL	PROCESS	
•  Nega3ve	ajtudes:	“difficult/bad/challenging/damaged”	
•  Maintaining	realis3c	expecta3ons	&	‘real-life’	outcomes	vs	fantasy	
•  System	pressure:	

–  To	be	seen	to	be	‘doing’	something	
–  to	segregate	&/or	to	‘socialise’	
–  to	focus	interven3on	on	offence	
–  for	individual	‘therapy’	

•  High	system	anxiety	
–  dysregula3on	in	us	(‘parents’)	à	less	than	op3mal	‘paren3ng’	&	decision	making	
–  Paralyses	ability	to	mentalize	(Fonagy,	2006),	aNune	&	co-regulate	(with	each	other	as	

well	as	our	clients)	
–  Increases	system	fight/flight/freeze	response	

•  Replica3ng	past	rela3onship	paNerns	–	neglec3ng/rejec3ng/hos3le/fearful/
ambivalent/avoidant	

•  Managing	high	risk	behaviour	
•  Care	vs	control	

Challenges	

•  Use	mul3ple	perspec3ves,	psychologically	informed	approaches	to	
providing	developmentally	appropriate	care:	

•  Unless	we	recognise	adap3ve	aNachment	processes	&	
address	the	‘gaps’	in	the	developmental	process	

•  Unlikely	to	impact	long-term	on	brain	development,	
regulatory	system	&	nurture	more	typical	developmental	
processes		

•  Unlikely	to	have	prepared	the	YP	for	the	emo3onal	
challenges	of	effec3vely	processing	trauma3c	memories	

•  Unlikely	to	fundamentally	change	behaviour/compulsion	to	
re-enact	

•  Unlikely	to	manage	risk	effec3vely	
•  Likely	to	be	treatment	resistant	esp.	to	‘cogni3vely’	based	
interven3ons	

Basic	Ideas	/	Complex	Delivery	
–  Risk	behaviours	à	ANachment	behaviours	
–  Avoid	‘recrea3ng’	earlier	maladap3ve	aNachment	experiences	
–  PRIMARY	INTERVENTION	MUST	BE	WITH	CARE-GIVER(s)	(Family/

YOT	worker/social	worker/Prison	officer/MH	Nurse)	
–  …….only	then	add	specialist	‘technologies’	/	offence-focused	

interven3on	
–  ‘Good	enough’	–	long-term	approach	
–  Dosage/frequency/3ming	–	important	considera3ons	
–  Emo;onally	aGuned	&	regulated	systems	à	emo;onally	aGuned	

and	regulated	people	
–  REAL	LIFE	EVALUATION	
–  Emo3onal	&	Mental	health	is	everyone’s	business	

Basic	Ideas	/	Complex	Delivery	
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•  Young	people	are	not	‘mini-adults’	
•  Formula3on	(&	interven3on)	must	include	reference	
to	early	developmental	pathway	

•  START	WHERE	THEY	ARE	AT!		
•  Use	knowledge	of	aNachment/trauma/child	
development	(even	if	they	are	over	18!)	

•  Treatment	needs	to	incorporate	interven;on	
strategies	that	promote	a	return	to	‘typical’	
development	and	engagement	with	age-
appropriate	ac;vi;es	(Marmar,	Foy,	Kagan	&	Pynoos,	1993).			

Basic	Ideas	/	Complex	Delivery	 Interven3on	Planning	
•  Crea3ng	safety	(through	rela;onships)	
•  Managing	risk	&	iden3fying	interven3on	goals	
(using	SPJ	/	formula;on)	

•  Gejng	the	3ming	right	(developmentally	aGuned)	
•  Choosing	the	right	therapeu3c	approach	(using	our	
understanding	of	aGachment	strategies)	

•  Get	the	dose	&	pace	right	(considering	trauma	and	
shame)	

•  Being	accountable	(monitoring	outcomes)	

Evalua3on 	 		

•  Please	fill	out	the	evalua3on	forms	and	thank	
you	for	your	aNendance	

•  Email:	admin@changingmindsuk.com	
	 Thank 

you
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