ECCY7007 - Understanding Trauma and the Mental Health Needs of the Child
Assignment 1




Case study and reflective account: Choose one of the case studies highlighted in the
task description and critically engage with the two questions that follow the case.

The case study in which this essay is focused upon is about an eleven-year-old boy called Jack. Jack has come a very unstable background. Jack has been removed twice from his parents at age two and five and was placed into foster care. He has moved frequently between family members and foster placements. Jack’s parents exposed him to physical abuse, neglect, and domestic violence within the family’s home. Jack engages well with others and is generally energetic and happy, however he is also clingy with his current foster carer and tends to become physically aggressive in stressful situations. To be able to support Jack appropriately it is important to consider how these traumatic experiences have impacted him, and the way he can be supported developmentally to reduce the impact the experiences continue to have on his development and improve his social, emotional and behavioural skills. It is also necessary to consider the difficulties involved in supporting Jack and the ways to prevent burnout and build resilience to be able to support Jack effectively.
If an individual is exposed to adverse childhood experiences when they are young, the cortisone levels within the brain are known to increase. If they are exposed to chronic levels of stress, there is a lasting impact on the way in which the body responds to stress (Evans et al., 2020). People experience stress when in situations that are too overwhelming and when the stress is too high to cope with. The body's stress response is activated. The stress response causes the amygdala to notify the hypothalamus of a possible threat, which leads to adrenaline and cortisol being released. This is known as the fight or flight response and is the body’s natural way to cope with a difficult situation, however if the cause of the stress is not removed then the body continues to produce cortisol (Gerhardt, 2004a). The way in which the body releases hormones impact upon how a person's genes are expressed. This then influences behaviour and the way in which the body responds to future stress (Gerhardt, 2004a). When considering the impact that adverse childhood experiences have on babies and young children, the way in which stress impacts their genetics and development is important. An infant or child that is already predisposed to illnesses like depression or schizophrenia could be at higher risk of developing them due to the way that such genes can be activated by their environment (Gerhardt, 2004a). This is particularly concerning for children that experience trauma. 
Trauma, defined as the either experiencing or witnessing life threating situations or extreme harm as well as death, leads to feelings of total helplessness and fear. In such situations the amygdala can be activated, causing the fight or flight response and the release of cortisol (Gerhardt, 2004b). A person that has experienced adverse childhood experiences are likely to have difficulty recovering from traumatic experiences due to the way in which adverse childhood experiences can impact upon body’s ability to cope with stress (Weaver, 2007, cited in Gerhardt, 2004). Even into adulthood this can increase the likelihood of developing PTSD, which involves memories of a traumatic event being intrusive through flashbacks/dreams leading to avoidance, hypervigilance and hyperarousal (DSM-5, American Psychiatric Association, 2013, cited in John-Baptiste Bastien et al., 2020), and increase vulnerability to trauma (Seckl, 2008; Seckl and Meaney, 2006; Yehuda and LeDoux, 2007, cited in Gerhardt, 2004). Physical and mental health can be impacted if a person is exposed to adverse childhood experiences or neglect. Research has found that children with such experiences are more likely to develop behavioural problems, anxiety and depression or conduct disorder (Norman et al., 2012, cited in Golm and Kreppner, 2021). Li and colleagues (2016, cited in Golm and Kreppner, 2021) also reported an increased risk of emotional problems due to adverse childhood experiences, however they did not include any other outcomes in their study. 
[bookmark: _Int_jopDzFOT]It is thought that the way a person copes with stress, adverse experiences and trauma, is largely impacted by their attachment relationships and whether a person feels secure (Gerhardt, 2004b), and if an individual had negative experiences of attachment relationships as a child, then their body would not have produced the oxytocin levels needed to be able to switch off the stress response and release of cortisol (Fries, 2005; Charuvastra and Cloitre, 2008, cited in Gerhardt, 2004).  Attachments are the relationships we have with others that can make us feel safe and loved, and they essentially set the basis for all future relationships. The attachments that are formed in infancy and early child is central to psychological development and impacts the likelihood of developing mental health issues throughout life (Weiss, 1982, cited in Holmes, 2014a). The aim of attachment is for the infant to be able to form a secure base from which they feel safe to explore their surroundings confidently with the knowledge that they can return to their caregiver for comfort if needed (Gale, 2021). Infants form these attachments in the attempt to get their needs for survival met, due to the degree in which they depend on their caregiver for survival. 
There are two main forms of attachment which are secure or insecure (Holmes, 2014a). If an infant forms a secure attachment, then they tend to be able to separate from their caregiver and when they reunite with their caregiver they are accepting of comfort and able to continue playing. Infants that are insecurely attached to their caregiver can be avoidant or ambivalent. If they are avoidant, then they do not tend to outwardly show signs of distress upon separation from their caregiver and ignore them when they reunite. Their play is affected as they are focused on observing their caregiver. Infants that are ambivalent then they tend to get very upset when separating from their caregiver and when they reunite, they do not resettle very easily and want to be comforted by their caregiver, but they can be resistant to the comfort and even aggressive. This effects their willingness to go back to playing and they can be angry and clingy with the caregiver (Ainsworth et al., 1971; 1978, cited in Holmes, 2014b). Main and Solomon (1990, cited in Holmes 2014b) also proposed an additional insecure attachment in which infants are thought to have a disorganised attachment. In this instance, infants' behaviour was unpredictable and involved a range of behaviours such as disassociation, freezing, curling up in a ball or rocking back and forth.  
Research suggests that the different types of attachment are a result of different methods of parenting, rather than being due to the infant's temperament (Sroufe, 1985, cited in Holmes, 2014b). This is supported even further by the fact that infants can form different types of attachment with different caregivers (Holmes, 2014b). For infants to form a secure attachment, they need a caregiver that actively interacts reciprocally with the infant (Rutter, 1981, cited in Holmes, 2014b). A secure attachment is formed when caregivers are more attentive and affectionate towards their baby. Whereas infants that form an avoidant attachment, do so when their caregiver is able to meet their needs but with less frequent contact and affection. For an ambivalent attachment to form, caregivers could either be more intrusive with their interactions with the baby or not respond to the infants needs when required. Therefore, the unpredictability of their responsiveness leads to the ambivalent attachment (Bretherton, 1991b, cited in Holmes, 2014b). It is thought that an infant that develops a disorganised attachment, has a caregiver that either causes fear in the infant, or is fearful themselves due to their own history of trauma or loss. This results in the caregiver becoming the infant's source of comfort and fear (Main and Hesse, 1990, supported by Schuengel et al., 1999, cited in Holmes 2014a). These attachments can continue to impact people into adolescence and adulthood.
Following research by Grossman and Grossman (1991, cited in Holmes, 2014b), sound the attachment behaviours to still occur at one year of age and six years of age. The six-year-olds that were securely attached at one year old, were more socially adept than their peers and better able to manage conflict compared to those with insecure attachments. Children that formed secure attachments in infancy are thought to be more resilient, confident flexible, regardless of temperament and intelligence (Sroufe, 1979, cited in Holmes, 2014b). It is thought that infants that form an avoidant attachment, as adults they are more likely to struggle with anger, isolate themselves socially, and have limited awareness of themselves (Holmes, 2014b). Lyons-Ruth et al. (2005, cited in Holmes, 2014b) suggests that infants that form a disorganized attachment style are more likely to develop the symptoms of borderline personality disorder by the time they are adolescents. Infant and childhood relationships continue to have an impact on social and emotional behaviour and cognition at least until adolescence and early adulthood (Holmes, 2014b). Infants' behaviour is determined by schemas, the structure that influences the way we see the world. In infants their schemas are reflexes that are used to influence their environment, then they are gradually replaced with established schemas as a person matures (Thompson, 2021). 
While the brain develops, there are times when it can be more adaptable which means that a person's environmental experiences can more easily adapt brain development (Knudsen, 2004, cited by Golm and Kreppner, 2021). The way in which this occurs is explained by Piaget. According to Piaget, people adapt to their environment using assimilation, which involves making use of or adapting the environment to fit it into pre-existing schemas, or accommodation, which involved the schemas being adapted to accept the environment (Thompson, 2021). Research suggests that the adaption that occurs to the brain following adverse experiences and trauma involves an abnormal threat response being developed allowing a person to be more alert to threats to avoid danger. If the environment changes and becomes secure, the adaptions that have led to increased vigilance, may not adapt leaving the individual vulnerable to mental health problems later in life McCrory et al., 2017; Teicher et al., 2016, and Hein and Monk’s, 2017, cited by Golm and Kreppner, 2021). This is important when considering the long-term impacts of attachment. There is research that argues that insecure attachments can be reversed if a person is exposed to positive experiences later in life (Smith, Cameron, and Reimer, 2017 cited in Harlow, 2021). Cummings & Davies (1996, cited in Harlow, 2021) also point out that relationships outside of the caregiver attachment and other experiences also can be significant and that the initial attachment relationship alone is not solely responsible for the development of relationships, something that was not considered in Bowlby's model of attachment.
It is important however to consider the validity of the research of attachment. The research that was originally conducted on attachment took place within families that were middle-class that did not have pre-existing illnesses (Holmes, 2014b). The following research that discovered the disorganised attachment style encouraged greater research focus on the impact of the environment and child maltreatment and disrupted attachments. This realisation is central to when considering the psychological effects and treatment options for individuals that have been exposed to adverse childhood experiences and trauma (Carlson, et al., 1989; Carlson, 1998, cited in Holmes, 2014b). Research conducted by Felitti et al. (2019), explored the long-term impacts that adverse childhood experiences within the family home. They found that over half of participants had experienced at least one adverse childhood experience, and the more they experienced, the higher the likelihood of experiencing more adverse childhood experiences, then as an adolescent or adult there was a greater risk of alcoholism, drug use, physical health problems, diseases, and cancer. Considering the long-term impacts that a disorganised attachment can have on behavioural difficulties and mental health problems, as well as all the different impacts that anxious attachments can have, treatment options are paramount (Holmes, 2014b). Fortunately, interventions such as environmental changes and psychotherapy can allow for a child's attachment style to change (Murray et al., 2011, cited in Holmes, 2014b). 
[bookmark: _Int_lD1Esjp1]Attachment relationships also impact on dyadic coping, which is the way a person copes with stress within relationships, impacting all future relationships in adulthood in a negative way if exposed to adverse childhood experiences (Alves et al., 2019; Fuenfhausen & Cashwell, 2013, cited in Fitzgerald & Shuler, 2023). Fitzgerald & Shuler (2023) found that the more adverse childhood experiences and trauma that occurred had an increased negative effect on attachments and increased levels of attachment avoidance and reduced dyadic coping. This indicated the importance of trauma informed interventions and support when supporting individuals with anxious attachments (Almeida, 2005, cited in Fitzgerald & Shuler, 2023). To support children with anxious attachments, it is important to focus on the relationship between the child and the person supporting them. Working on attachment relationships can help the child build positive relationships with their peers, one example of this is the relationship which is what occurs between a teacher and student (Spilt et al., 2025). These relationships encompass supporting the student emotionally, learning support and guidance, which greatly influences positive cognitive development (Palermo et al., 2007; Pianta & Stuhlman, 2004, cited in Spilt et al., 2025). Students form attachments with their teachers when they are away from their caregiver to form a secure base (Pianta, 1992; Verschueren & Koomen, 2012, cited in Spilt et al., 2025), which is challenging in the early stages of working with a student that has experienced trauma and has been placed with a foster carer. In such instances the students' attachments are likely to still be in the early stages meaning that they will need more support to form an attachment and feel secure (Brooks, 2019a),
Using a trauma-informed framework within a school setting is beneficial for students with a history of adverse childhood experiences and trauma as such students are likely to have difficulty with their learning, emotions and behaviour. The trauma informed framework has been known to reduce the likelihood of depression and post-traumatic stress disorder as well as supporting students to be more engaged in school and have better academic outcomes (Berger, 2019, cited in Berger & Martin, 2021). The aim of a trauma focused approach it to increase social functioning within school, increase engagement in class, improve academic outcomes and improve behavioural and emotional skills by reducing the amount of overwhelm and stress in the individual's environment (Blaustein & Kinniburgh, 2019; Holmes, Levy, Smith, Pinne, & Neese, 2015, cited in Berger & Martin, 2021). It has also been reported that trauma informed cognitive behavioural therapy is effective for decreasing the symptoms of PTSD (Mavranezouli et al., 2020, cited in John-Baptiste Bastien et al., 2020). While John-Baptiste Bastien et al. (2020) found that trauma informed cognitive behavioural therapy had a moderate effect on PTSD symptoms, while cognitive behavioural therapy that is not trauma informed, was not as effective at decreasing the symptoms of PTSD (Ehlers et al., 2010 cited in John-Baptiste Bastien et al., 2020). 
Once a child feels secure, it is important they are supported to understand their experienced. Therapeutic interventions such as cognitive behavioural therapy can help. It important that the therapeutic intervention is age appropriate flexile and person centred. It is necessary for the child to feel safe in their environment to be able to partake in therapy and make progress. In cognitive behavioural therapy, the aim is to gradually change the way that a person thinks to improve their behaviour and emotions. This occurs through the therapist teaching the individual how to identify negative thoughts and replace them with more positive ones. The focus of the therapy is decided by the child based on the way that they see it (Burton and Pavord, 2014). Trauma focused cognitive behavioural therapy tends to take place over eight to twenty sessions, and the child or adolescent can be taught relaxation skills, coping skills and communication skills. They are also taught how to process the trauma and is effective for reducing the symptoms caused by traumatic experiences and abuse (Cohen et al., 2010; Feather & Ronan, 2009; Little, Akin-Little, & Gutierrez, 2009, cited in Black et al. (2010). Research conducted by Palfrey, Ryan & Reay (2022) found significant decreases in mental health and PTSD symptoms after receiving trauma informed cognitive behavioural therapy and the need for continued support for at least two years after therapy due to the complexity of trauma and to ensure the continuation of improvements. 
Unfortunately, supporting children with a history of adverse childhood experiences and trauma can be emotionally draining on care providers. Trauma informed support also needs to ensure care is provided for the people working with such children, focus on self-care is also important. Self-care is important to reduce the effects of secondary trauma, which occurs when the traumatic experiences disclosed by the child has a lasting impact on the person it was disclosed to, and fosters resilience (Brooks, 2019b). As a practitioner, resilience is necessary to recover from stressful/overwhelming experiences and ensure that the student gets the best care and support possible. To build resilience it is necessary to experience risk, be able to rely on support, receive feedback from a supervisor and the be able to use such feedback to make changes in the future. Therefore, as a practitioner, it is paramount to have adequate support when providing care for a traumatised child (Bassot, 2020a). Therefore, as a practitioner, the use of Fink-Samnick's (2007, cited in Bassot, 2020a) recommended self-care strategies. He suggested that practitioners ensure they can avoid emotional overload by discussing with the practitioners that they work with. He also recommended taking time making decisions within professional and personal lives to avoid regret. Having fun without feeling guilty, along with taking breaks and allowing time to re-energize is paramount in self-care. Finally, his last recommendation is to make use of frustration to support professional and community development. 
Another issue to be aware of as a practitioner working with children that have experienced trauma is countertransference which occurs when therapist develop negative or inappropriate feelings towards the individual being supported (Gelso & Hayes, 2007; Kächele et al., 2015, cited in Berg, 2025). This is more likely to if the work environment is stressful and unsupportive (Morey, 2019, cited in Berg, 2025), or if there are large amounts of external pressure (Berg, 2025). In a thematic analysis conducted by (Berg, 2025), practitoners reported that reasons for negative feelings towards clients included personal emotions and vulnerabilities, behavioural difficulties, fear of client's safety, tension or anger, and environmental constraints. Even though these feelings did not occur often, it was challenging to cope with when they did occur. It is thought that such feelings do not indicate a failure of the practitioner, and that they are inevitable and allow opportunities for a practitioner to reflect upon their feelings towards their client to prevent them from impacting the care they provide Winnicott (1949, cited in Berg, 2025). Research conducted by Hong et al. (2023) that explored the relationship between the way that countertransference is managed, and the emotional wellbeing of practitioners found that the better management of countertransference resulted in better emotional wellbeing. Interestingly, participants that believed that they had adequately managed countertransference tended to be more positive and competent within their work (Hong et al., 2023).  
As a practitioner it is beneficial to make use of reflexivity to ensure that the support provided to a vulnerable young person is not disrupted by issues such as countertransference. There are models that can be used to achieve reflective practice. Firstly, is the ERA model which encompasses three components, experience, reflection and action. Based on the model, practitioners need to consider an experience they've had, then reflect on it and devise ways that they can learn from it such as what they would do differently in the future, then they put this into action by adapting their approach in future situations (Jasper, 2013, cited in Bassot, 2020b). Driscoll (2007, cited in Bassot, 2020b) developed the ‘What?’ model which was like the ERA model. In the ‘What?’ model in that it is suggested a practitioner describes an experience (what?), then they are to analyse what happened focusing of aspects of the experience (so what?), then consider possible ways they can act on what they have learnt from the experience (now what?). This model is beneficial for practitioners that lack experience of reflective practice as it is easy and memerable, however that also means that it often id not adequate for an in-depth reflection meaning that practitioners will need to develop their skills to develop their practice (Bassot, 2020b). Practitioners also have the choice of Kolb’s (1984, cited in Bassot, 2020b) experiential learning cycle which explores how people learn from experiences. The cycle includes four sequential stages that begin with the person considers an event that occurred, then they extract meaning from the experience to develop ideas, these ideas can then be experimented with ready to be used within future experiences. However, it is argued that such processes do not occur sequentially, as the practitioners learning style will influence how they progress. This was not clear in the original depiction of the model (Bassot, 2020b).
It is possible for reflection to occur at any stage whether it may be before a session, during, or afterwards. When it takes place during the session it is known as ‘reflection in action’ (Schön, 1983, cited in Ghaye, 2011) and doing so allows for practioners to be responsive and adaptive. Reflective practitioners, or practitioners that provide quality support, use their experiences to inform decisions they make and improve practice continually. Adequate reflexivity skills are important considering the amount of stress involved within the setting, as it can prevent burnout. It is important to recognise when under too much stress so that it can be managed appropriately (Ghaye, 2011). Stress can lead to changes in cognition which cause distractibility and forgetfulness, as well as higher anxiety and uncharacteristic behavioural responses. Fontana (1989, cited in Ghaye, 2011). It is however possible to reduce such occurrences through adequate sleep, time management, support from colleagues and friends, healthy diet, exercising, challenging ourselves, positivity, prioritisation, relaxing, and only focusing on what we can change, not on what we can't (Ghaye, 2011). Baumeister (1991, cited in Ghaye, 2011) also recognized the importance of finding meaning in life through purpose, value, efficacy and self-worth. All of these skils are extemely beneficial for a practitioner supporting a child with a background of adverse social experiences and trauma. 
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