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Understanding Trauma and the Mental Health Needs of the Child - Case Study One: Amira

Case Study: Amira
Amira is eight years old and in her third year of primary school. She lives with her mother. Amira’s attendance has always been erratic; however, the school has recently become increasingly concerned about a rise in her non-attendance. School staff have also voiced concern about Amira’s behaviour. She is becoming withdrawn and reluctant to play with her peers. Amira has always had a good relationship with her previous nursery teacher. In the schoolyard yard, one lunchtime, Amira disclosed to the teacher that she is often home alone for long periods and frequently goes without food. 

In response to their concerns about Amira, the school staff have paid an unannounced visit to the family home and found Amira’s living conditions to be of significant concern. She does not have a mattress to sleep on, the bedroom carpet is filthy, and there are no signs of any clean bedding or clothing. In addition, when questioned, Mum could not answer clearly, admitting to drinking more than a bottle of vodka daily. 

Social services were informed, and Amira was removed and went to live with her grandparents.

Tasks:
1. Amira continues attending the same primary school and will need support as she transitions to her new home. Consider how you might support Amira and critically discuss the interventions that might be useful to help her understand her new situation and avoid any significant harm to her future development.
2. Reflect on your resilience and self-care. You may be the individual to whom Amira discloses her story. How do you ensure you can support Amira yet also care for yourself?
3. Critically discuss your resilience strategies to ensure that you avoid personal burnout.


Essay 
Amira, an eight-year-old girl, is the subject of this case study. Her experiences demonstrate the significant effects that adverse childhood experiences (ACEs) may have on a child's emotional, social, and developmental wellness. Substantial safeguarding implications are raised by Amira's irregular attendance at school, growing social disengagement from classmates, and her admission that she is abandoned and does not receive basic care. Social services intervened and Amira moved in with her grandparents when school personnel visited her home and found dangerous living circumstances combined with her mother's alcohol abuse. The narrative will examine how Amira can be helped to adjust to her new home while still attending her present school of primary education.  It will take into account a variety of age-appropriate and trauma-informed therapies that may assist her rebuild trust, understand her experiences, and lower the likelihood of long-term harm related to ACEs. The case study will also consider the role of practitioners who might be the first to hear revelations similar to Amira's. It will look at how practitioners can safeguard their own resilience, emotional boundaries, and well-being while simultaneously offering ethical, empathetic support. Thus, self-care and burnout prevention techniques will play a major role in the conversation.

Adverse Childhood Experiences are the most powerful risk factors for the emergence of mental health issues, substance abuse and health problems according to Navalta et al. (2018). They continue to discuss these detrimental health responses to ACEs, elucidating that they are similar to the developing brain's persistent experience with the stress response, which impairs many brain structures and functions. When taken as a whole, these aftereffects may appear in childhood, adolescence, or adulthood. Hesterman (2021) reinforces this juncture by amplifying the casualty adverse childhood experiences have by quoting “Childhood trauma is the ghost of childhood that haunts victims for the rest of their lives”. This quote illustrates that it is critical to recognise that adverse childhood experiences (ACEs) have both short-term and long-term negative effects that continue to have a substantial impact far into adulthood. These consequences affect behaviour, health, and brain development. 

Children who have undergone trauma have a significant decline in cognitive ability and functioning, which is more pronounced in those who have encountered repeated trauma and many ACEs. Neglect and other traumatic experiences impair IQ, academic performance, and the likelihood of developing more PTSD symptoms. Stress reactions brought on by ACEs also impair a person's brain, making it harder for them to remember and process information as fast as others who are not affected. Trauma alters a child's physiology as well as the composition of their developing brain. These alterations have a detrimental effect on a child's organisation, memory, and way of thinking (Robinson, 2020). Individuals are particularly vulnerable to alterations during three natural stages of growth. Early childhood is the first crucial developmental stage, when children's brains are developing quickly and they are in a state of neuronal plasticity. A healthy growth may be impeded by any exposure to adversity, or Adverse Childhood Experiences throughout this time. Adolescents also go through another crucial developmental stage during which the brain undergoes neuronal pruning and teenagers look for a sense of identity. Lastly, the transition to adulthood is a critical time for exposure to possibilities for achievement, the pursuit of meaning, and the development of self-efficacy. These stages of growth are times of opportunity and vulnerability (Webster, 2022). 

The term "childhood trauma" describes upsetting or detrimental events that take place in the early stages of development, such as physical, emotional, or sexual abuse, or neglect. A child's perception of security and stability may be compromised by such events, which can lead to ongoing anxiety, low self-esteem, and emotional dysregulation. Long-term trauma exposure may also change the brain's stress response, making it harder to trust people and develop stable attachments in adulthood.   Untreated trauma might eventually impede emotional development and raise the likelihood of having avoidant or anxious attachment styles as an adult. The emotional ties and interpersonal dynamics that people develop in intimate relationships—which frequently mirror their early experiences providing care—are referred to as adult attachment.  Adults who are securely attached typically have balanced relationships, openly communicated their feelings, and have faith in others. On the other hand, people who have insecure attachment may experience emotional disengagement, dependency problems, or fear of abandonment.  Recognising how early adversity continues to affect interpersonal trust, emotional health, and relational functioning throughout life requires an understanding of adult attachment (T.H and Narula, 2025).

By interfering with brain growth, attachment, and regulation, trauma has a profound effect on children's social, emotional, and behavioural development. This can result in issues with trust, emotional control (emotional state fluctuations, extreme reactions), self-esteem (inadequacy, guilt), and behaviours like withdrawal, aggression, or acting out in school. These issues are frequently caused by being stuck in "survival mode" and misunderstanding social cues, which can lead to long-lasting problems in relationships and education (Tanner and Francis, 2025).

It is impossible to overstate the significance of a child's intimate bond with a carer. Children acquire the ability to connect with their surroundings, control their emotions, and trust others through interactions with significant attachment figures. They also gain an understanding of their own worth as unique individuals and develop a feeling of whether the environment is safe or dangerous. Children discover that they cannot depend on others to support them when those interactions are erratic or unreliable. Most children who are mistreated or neglected struggle to form a solid, healthy bond with a carer. It has been demonstrated that children with unhealthy relationships are more susceptible to stress. They may respond angrily or inappropriately to circumstances and struggle to regulate and communicate their feelings (Kim et al. 2021).

The autoimmune system and the body's systems for responding to stress might fail to develop adeqately in a young person who experiences frequent or severe stress or fear.These systems may then react as though the person is experiencing severe stress when the child or adult is exposed to even normal amounts of stress.The development of the brain and nervous system might be disrupted by environmental stress.Neglectful surroundings may prevent the brain from reaching its full potential due to a lack of menta stimulation.Headaches and stomachaches are examples of persistent or recurrent physical symptoms that children with complicated trauma histories may experience.It has been demonstrated that adults who experienced childhood trauma are more likely to have long-term health issues (Flaherty et al.).

Children who have gone through complicated trauma frequently struggle to recognise, communicate, and control their emotions. They may also have limited vocabulary for experiencing states. They may suffer from severe depression, anxiety, or rage because they frequently internalise and/or externalise stress reactions. Their emotional reactions could be erratic or violent. When reminded of a traumatic experience, a child may exhibit withdrawal, sorrow, rage, or shaking. Reminders of different traumatic occurrences may be present everywhere in the surroundings for children with a complicated trauma history. When agitated, such a child may respond frequently, strongly, and struggle to calm down (Lyons and Suh, 2025).

Children who have experienced significant trauma may exhibit erratic, defiant, volatile, and severe behaviours. In retaliation to perceived blame or attack, a kid who feels helpless or who was raised in fear of an abusive parental figure may react defensively and violently, or alternatively, they may occasionally be overly controlled, inflexible, and exceptionally obedient to adults. A child's behaviour will also be impacted if they disassociate frequently. Children who have experienced complex trauma are more likely to participate in high-risk behaviours including self-harm, risky sexual behaviour, and taking unnecessary risks like driving at high speeds. They may also participate in illicit activities that increase their likelihood of being involved with the juvenile justice system, such as using alcohol or drugs, attacking others, stealing (Anda, 1999).

A child must appreciate themselves in order to make plans for the future with a sense of optimism and purpose. It takes optimism, control, and the capacity to understand the significance and worth of one's own activities to plan for the future. Children who witness violence in their homes and communities are taught early on that they cannot be trusted that the world seems unsafe, and that they have no control over their situation. Their sense of competence is diminished by their beliefs about the world, other people, and themselves. Their pessimistic expectations obstruct constructive problem-solving and prevent them from taking advantage of chances to improve their own life. A child who has experienced profound trauma may see themselves as helpless and believe that planning and constructive action are pointless in this world. They struggle to be optimistic. The young person doesn't stop to consider, plan for, or even fantasise about the future since they have learnt to live in "survival mode." Childhood trauma has been connected to a higher risk of health issues later in life (Steptoe et al. 2019). The long-term effects of childhood trauma on adults are investigated in the Adverse Childhood Experiences (ACE) Study. More than 17,000 people between the ages of 19 and 90 are involved in the ACE Study. In addition to gathering information on the participants' early exposure to abuse, violence, and carer impairment, researchers also collected medical histories over time. The findings showed that 69% of individuals reported two or more instances of childhood trauma, and roughly 64% of participants had at least one exposure. The findings showed a link between early death, high-risk behaviours (including smoking and unprotected sex), chronic illnesses like cancer and heart disease, and exposure to childhood trauma (Felitti et al. 1998).

Adverse Childhood Experiences (ACEs) are acknowledged as significant risk variables for long-term medical conditions, substance abuse, and mental health issues. According to Navalta et al. (2018), repetitive stress exposure during childhood impairs cognitive functions, emotional control, and structural brain development by keeping the developing brain in a state of permanent alertness. The long-lasting character of these consequences is further supported by Hesterman's (2021) claim that "childhood trauma is the ghost of childhood that haunts victims for the rest of their lives." Children who experience long-term hardship frequently exhibit poorer academic achievement, diminished cognitive functioning, and increased susceptibility to PTSD symptoms. Memory, information processing, and mental organisation are all affected by trauma (Robinson, 2020). The brain is particularly vulnerable to external trauma at critical developmental stages, such as early childhood, adolescence, and the transition to adulthood, when these effects are most noticeable (Webster, 2022). Attachment and psychological development are also influenced by trauma. A child's feeling of security is compromised by early experiences of instability or neglect, which can lead to anxiety, emotional dysregulation, and insecure attachment styles that last into adulthood (T.H & Narula, 2025). Living in "survival mode" might result in behavioural issues, mistrust, hostility, or disengagement. Chronic stress physically impairs the immunological and stress-response systems, raising the likelihood of chronic illness in later life. Many of the fundamental characteristics of ACEs are reflected in Amira's circumstances. Significant neglect is indicated by her erratic attendance at school, social disengagement from classmates, and admission of being abandoned without food. Her exposure to trauma is exacerbated by her mother's alcoholism and the dangerous home situation. Amira is particularly vulnerable to cognitive delays, emotional dysregulation, insecure bonding, and diminished self-worth due to these issues. Her social disengagement and withdrawal are common trauma reactions. Although being placed in her grandparents' care offers protection, early intervention, emotional support, and trauma-informed care will be necessary to lessen long-term effects and restore her feeling of resilience, stability, and trust.


A framework called Trauma-Informed Care (TIC) is used by organisations and agencies to assist individuals who have gone through trauma. In order to prevent re-traumatization, it entails acknowledging the pervasive effects of trauma and comprehending possible recovery routes by incorporating trauma knowledge into procedures, processes, and policies. Security, trust, decision-making, cooperation, empowerment, and cultural sensitivity are important tenets. A systematic strategy that shifts from concentrating on immediate problems to addressing the underlying impacts of trauma, such as abuse or hardship, is known as trauma-informed care (TIC) (Reeves, 2015). A method of working that emphasises what a person needs to feel safe and supported rather than what is wrong with them.  An organisational approach to incorporate trauma understanding into all facets of service delivery, including daily encounters and policy. Trauma Informed Care is significant because stops re-traumatization. It seeks to stop services from unintentionally bringing up recollections of painful past experiences. It takes care of unmet needs by enabling service providers to see past a person's actions and recognise the possible effects of past trauma. It enhances service effectiveness by addressing the underlying causes of some problems, it can improve people's results.  and it is possibly economical: It might result in fewer crises brought on by re-traumatization and less intense services, which could lower total expenditures (Lloyd, 2019).

A child's instinctive language to play is used in play therapy in order to assist them express their emotions, navigate trauma, and learn coping mechanisms for emotional or behavioural issues like anxiety, abuse, or familial disputes. Therapists promote the method by using toys and creative materials to help children express themselves when words are difficult. It's a child-focused method where children set their own pace as they securely explore topics that alleviate stress, enhance relationships, and boost self-esteem. Play therapy operates utilising play as communication. Children use toys as their ability to communicate their personal worlds, opening up therapy to those who are unable to articulate their experiences. By fostering trust, a qualified play therapist enables the child to use play to examine problems such as fear, perplexity, or rage. Play therapy is non-directive. The therapist supports the children's growth in independence as they take the lead in the play and choose what subjects to engage with. Play therapy facilitates regulating emotions by helping children with letting go of negative, suppressed emotions such as anger, hostility and insecurity. It can aid with working through stress and trauma such as abuse or grief. Play therapy would involve acting out events using dolls, sand, art supplies, or other inventive items. By reflecting a child's play and adding real life scenarios a therapist can assist the child in making the connection between play and genuine emotions. Sand-based sensory play can promote emotional release and awareness (Hudspeth, 2016).

Implementing techniques like psychological education, meditation, affect regulation, and trauma narration, Trauma-Focused Cognitive Behavioural Therapy (TF-CBT) is an organised, scientifically supported therapy for children, adolescents, and families who have experienced trauma. It helps them overcome traumatic events, cultivate coping skills, and reinstate a sense of control and safety. It frequently involves the non-violent carer in parallel sessions. Through rendering traumatic memories less distressing and more manageable, it reduces PTSD symptoms and associated discomfort through three stages: stabilisation, trauma processing, and integration.  Young people and adolescents (ages 3 to 21) who are exhibiting symptoms of domestic violence, grief, or other trauma can benefit from trauma-focused cognitive behavioural therapy (TF-CBT). Families are important participants since they are the parents and carers. The primary advantages include lessens behavioural problems, sadness, and PTSD. It aids people in taking back control of painful memories, improves support and communication throughout the family (“Supplemental Material for Trauma-Focused Cognitive–Behavioral Therapy (TF-CBT) for Interpersonal Trauma in Transitional-Aged Youth” 2021).

All valuable sectors, including counselling, social work, mental health, educational institutions, healthcare, and other supportive services, require continuous emotional engagement, intellectual comprehension, and ethical decision-making, so self-care is crucial for practitioners. Regular exposure to the anguish, trauma, or complicated needs of others can eventually drain professionals' own mental and physical reserves. The risk of burnout rises dramatically in the absence of deliberate methods to replenish these resources. Burnout is a prolonged state of emotional weariness, depersonalisation, and diminished sense of accomplishment that goes beyond simple fatigue. Maintaining ethical and successful practice requires an understanding of the need of self-care and the dangers of burnout for both the practitioner and the client. By preserving their psychological health and mental resilience, self-care helps practitioners (Skovholt and Trotter-Mathison, 2016). Practitioners can stay focused and present by partaking in energy-replenishing activities including rest, healthy limits, supervision, introspection, time off, and supportive connections. Additionally, self-care improves emotional control, which is essential for reacting compassionately as opposed to reactively. Maintaining one's physical well-being also helps one focus, make decisions, and handle the mental strain of complicated situations. Practitioners are more equipped to contribute empathy, patience, and professional skill to their work when they put their own health first. Considering the responsibilities of their jobs might easily surpass their own psychological capacity, practitioners who don't take care of themselves are more susceptible to burnout. Many caring experts have an overwhelming feeling of obligation, which may cause them to overwork themselves, take on too many tasks, or disregard their own needs. Emotional exhaustion is a feeling of being depleted or overpowered by continual exposure to the needs or trauma of others can result from this over time. The practitioner may then become disconnected or pessimistic as a defensive tactic, a process known as depersonalisation. Even though it makes sense, this emotional distance indicates that the practitioner's welfare has been jeopardised (Dattilio, 2015).

Burnout immediately compromises the standard and safety of care; burnout poses a risk to clients. Overworked practitioners may be less focused, respond more slowly, or make poorer decisions. This raises the possibility of mistakes, miscommunications, and missed cues—particularly in domains where safety awareness or emotional nuance are crucial. Clients may feel ignored or overlooked when a burned-out practitioner is unable to provide empathy, patience, or attentive listening. This may result in poor outcomes, undermine the therapeutic or professional connection, or maybe further traumatise vulnerable individuals. In extreme circumstances, burnout can lead to boundary problems, ethical transgressions, or disregard for established procedures, putting clients in danger (Karuna et al. 2016). Additionally, burnout poses a risk to practitioners. Mental health issues including anxiety, sadness, feelings of compassion fatigue, or additional traumatic stress can result from prolonged strain and emotional depletion. Physically, burnout has been linked to poor sleep, persistent exhaustion, compromised immunity, and a higher chance of getting sick. Burnout in the workplace can result in reduced satisfaction with work, absences, conflict with coworkers, or even quitting. In addition to having an adverse effect on the practitioner's quality of life, these results may also be a factor in the scarcity of workers in already difficult sectors (Verhoef and Blomme, 2022).

Essentially, self-care is an ethical and practical obligation rather than an indulgence.   It enables professionals to maintain their ability to provide secure, considerate, and efficient assistance. Neglecting self-care has repercussions for the practitioner as well as the clients who depend on their presence and stability. By putting wellbeing first—through restrictions, recuperation, guidance, meditation, and healthy lifestyle choices—practitioners guard against burnout and make sure they remain able to deliver excellent therapy in a viable, consistent manner. While their work prioritises addressing the requirements of individuals, professionals in all helping occupations frequently struggle with a lack of self-care. Many people have strong beliefs about service, accountability, and compassion as they start their careers. These traits can lead to tendencies of overextension, even when they are strengths. Practitioners may think that caring for themselves is subordinate to their responsibilities, feel bad about taking a break for themselves, or fear about disappointing clients or coworkers.   Long-term stress and a continuous loss of mental and physical resources can result from this way of thinking (Posluns and Gall, 2019).

The underlying actuality of many work situations is another important issue. Prioritising personal wellbeing is challenging due to heavy caseloads, shortages of staff, organisational demands, and little opportunity for breaks or introspection. Self-care may seem like an unattainable indulgence rather than a need when workloads are continuously high. Practitioners may also misjudge the long-term impact of secondary stress in sectors where exposure to trauma or intense emotions is common. Emotional exhaustion steadily increases when there is no room for supervision, processing, or relaxation. Organisational mentality can also contribute to a lack of self-care. There may be an unwritten obligation in certain industries to constantly be available, remain late, or prioritise clients above all else. If they set limitations, new practitioners might take on these standards and worry about being perceived as weak or uncommitted (Gotink et al. 2015). This eventually results in diminished resilience, burnout, and decreased efficacy. It demands combined systemic reform and individual approaches for dealing with self-care. Practitioners gain from consciously planning time for restorative activities and becoming conscious of their own indicators of stress on an individual basis.   This could entail establishing boundaries for effort, preserving a positive work-life balance, participating in frequent supervision, and looking for peer support. Additionally, practitioners can avoid overwhelm and maintain emotional control by using grounding techniques, mindfulness, and meditation. However, self-care requires more than just personal effort. Organisations need to cultivate an atmosphere that prioritises well-being. This entails encouraging reasonable caseloads, establishing mental health services, conducting frequent clinical supervision, and promoting candid discussions about burnout and psychological stress.   Leaders can provide an example of appropriate boundaries and stress that taking care of oneself enhances rather than diminishes professional ability. In the end, addressing self-care entails acknowledging that ethical, successful practice depends on practitioners' well-being. Practitioners are better able to give their all when they feel provided for and empowered, both for themselves and the clients they work with (Gotink et al. 2015).

To conclude, Amira's circumstances highlight the intricate relationship between ACEs, disturbed attachment, and the requirement for ongoing, trauma-informed support in the educational setting. A steady, caring attitude is essential to her continued wellness since it gives her stability in her daily school routines and aids in her transition to her grandparents' care. By fostering trust and resilience, interventions including emotional monitoring, the provision of safe spaces, and customised pastoral assistance might reduce the long-term developmental problems linked to early adversity. The practitioner's responsibility to preserve Amira's account in a safe and moral manner is equally crucial. In addition to empathy, attentive listening, and well-defined safeguarding protocols, supporting an individual who discloses serious neglect necessitates continual introspection to avoid emotional overload. Practitioners can stay focused and productive in their work by upholding professional boundaries, requesting frequent supervision, and practicing restorative self-care. The conversation has emphasised the need of resilience techniques in preventing burnout and providing excellent therapy for children who are at risk, such as support from peers, reflective practice, and establishing equilibrium between home and work. In the end, protecting Amira's future rests not only on the right actions for her but also on the health of the specialists who are dedicated to helping her.
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