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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.
ACE’s (Adverse Childhood Experiences) often refers to a list of ten classifications of abuse, household dysfunction and neglect which are all experienced before the age of 18 (Bellis; Hughes; Lowey et al., 2014). UK national ACE studies reveal that around 50% of the UK population experiences one adverse childhood experience with 1 in 10 people experiencing four (ACEs, Wales 2017). In consideration to ACEs individuals who experience trauma may find it harder to trust others, find difficulty in maintaining attention, show challenging behaviour or feel anxious, fearful or withdrawn (Care Learning, 2025). There is also a vast amount of empirical research which links ACEs to many adverse health outcomes surrounding neurobiological, developmental, cognitive, behavioural, psychological, and social aspects amongst children and adolescents which can continue into adulthood (Lanier et al., 2018; Liming & Grube, 2018). This case study revolves around the progression of attachment and emotional disruptions that occur in children or adolescents when trauma is apparent. An eleven-year-old boy has suffered due to the implications of ACEs from a very young age, during this time he has moved homes multiple times, as a result he has become emotionally dysregulated and attained progressive attachment to his current foster carer. To support adolescents who have experienced ACEs psychosocial interventions are effective in preventing internalising and externalising issues, helping to improve social and occupational functioning after 18 months (Macneil et al., 2012). Furthermore, within this case study CBT (Cognitive Behavioural Therapy), and Dyadic Developmental Psychotherapy (DDP) as interventions and the impact of ensuring self-care for adults working with the adolescent will also be discussed.  
Adverse childhood experiences compose a massive stress inducer with long-lasting adverse effects on the brain, physical and mental health. ACEs can intensely shape how our brains develop and the impact of childhood trauma on brain development is greater than formerly understood with lasting effects that occur in adulthood, leading to long-term structural changes in the brain and possible psychosocial impairments which are linked to several mental health challenges.  
Empirical research in neuroscience has shown the impact of childhood trauma and the lasting effects on both the structure and functioning of the brain. The prefrontal cortex is located in the brains’ frontal lobe, regulating thoughts, emotions and behaviour. It is vital for carrying out a particular set of skills called executive functions, involving working memory, cognitive flexibility, inhibitory control, complex problem-solving and planning. This region of the brain is the last to fully mature continuing its development into early adulthood. Exposure to trauma is linked with delayed maturation, therefore when the prefrontal cortex is underdeveloped it has issues to successfully communicate with and regulate the hyperactive amygdala, weakening the ability to manage intense emotions and control impulsive behaviours. 
The limbic system is a group of structures within the brain that regulate emotions, behaviour, motivation and memory. There are four main structures of the limbic system. The hypothalamus, this produces hormones, helps you sleep and manages mood, hunger and thirst, alongside blood pressure, body temperature and heart rate. The thalamus which processes sensory information and helps with memory, planning and emotions. The hippocampus which is responsible for your ability to form new memories, special awareness and learning. Chronic exposure to high levels of stress is related to a reduction in hippocampal volume, therefore this reduction may contribute to difficulties in distinguishing past memories from present experiences, leading to intrusive thoughts and issues with declarative memory, and the amygdala which plays a role in how you experience emotions and feelings, memories and social interpretations (Cleveland Clinic, 2024). 
One key finding is the overactivation of the amygdala, which forms part of the brains limbic system, functioning as a neural hub for fear, emotional processing and socioemotional development (DE Bellis & Zisk, 2014; Hackman, Farah, & Meaney, 2010) and is involved in the regulation of the body’s fight, flight or freeze response. When ongoing trauma is present this region becomes hypersensitive to threat which can become problematic (Aloneftis, R, 2025). Additionally, the amygdala is also inclusive of the processing of social and moral emotions, such as empathy and guilt, these functions are essential for survival and help individuals to respond to emotional situations in a suitable approach. In children exposed to trauma, brain imaging often reveals an enlargement of the amygdala. Meaning that the brains alarm system is sensitive and quick to activate, even in response to minor stimuli.  
The limbic system plays a crucial role in processing emotions and memories, therefore during stressful or emotional times, the system is activated to process these feelings. Research has shown that preschool children are vulnerable to the long-term effects of ACEs because of their behavioural immaturity, constrained coping skills and brain flexibility with immature sensory, motor and neuroendocrine systems (Charmadari et al., (2003); Garner et al., (2012); Johnson et al., (2013).  
Whilst chronic trauma can create considerable alterations, the brain is not enduringly fixed in this state of survival. Neuroplasticity, the brain’s ability to reorganise itself by forming new neural connections, early trauma can be reduced, and the brain can be rewired through new, safe and consistent experiences. Secure attachments, positive relationships and consistency provide the necessary environmental input to foster healing, helping to re-regulate and signalling the brain that the environment is safe and the persistent threat is no longer present. This consistency in safety encourages the growth and developed function of the prefrontal cortex, strengthening the ability to regulate the amygdala. (Science Insights., 2025).   
The relationship between later adult health outcomes and risk behaviours and ACEs has been well established (Larkin et al., 2012). Earlier research by Felitti and colleagues (1998) explored the following types of ACEs: incarceration, mental illness, physical abuse and neglect; emotional abuse and neglect; sexual abuse; witnessing domestic violence; and living with a family member who experienced chemical dependence.  There is a strong relationship between reports of ACEs and poor adult physical and mental health outcomes. Recent studies have clarified this relationship, regularly finding links between ACEs, poor physical and mental health outcomes and risk behaviours. Health outcomes linked to ACEs include stroke, diabetes, chronic disease (Gilbert et al., 2015), heart disease (Dong et al, 2004) and cancer (Brown et al., 2010). Additionally, mental health outcomes related to ACEs include suicidality (Dube et al., 2001; Merrick et al., 2017), anxiety and post-traumatic stress disorders (Cougle et al., 2010) and depression (Anda et al., 2002; Chapman et al, 2004; Edwards et al., 2003) as well as substance misuse.  
Building on strengthening current and potential research with adolescents, some studies have investigated risk behaviours related to adolescent ACEs, though most studies have focused on the relationship between ACEs and a few behaviours (E.g. violence perpetration and substance misuse). Hamburger and colleagues (2008) found that adolescents 11-16 years who had witnessed domestic violence and/or experienced sexual or physical abuse were linked with an increased risk of alcohol misuse during adolescence. Likewise, Duke and colleagues (2010) found that abuse and household dysfunction were notably associated with interpersonal violence, such as bullying, physical violence and self-directed violence. These findings support the importance of early intervention approach in order to avert early signs or symptoms of the impact of trauma from intensifying.  
In relation to the case study for Jack the trauma related issues began when he was very young, he was removed from his home by the age of two, due to a chaotic violent home life which involved exposure to physical abuse and neglect witnessing violence towards his mother by his father. By the time he was three he was back at home before finally being removed permanently by the age of 5. From the age of 5 he had lived in various family homes and foster care placements. He can be emotionally dysregulated and has become progressively attached to his foster carer, also suffering with social aspects within school settings with his peers and finds it difficult to regulate his emotions, in turn becoming physically aggressive when he is unable to complete a task or in some social settings. Interventions are crucial to support with his development and minimising the affects that ACEs can contribute to in adulthood.  
Trauma-informed care (TIC) can play a central role in minimising negative consequences however it is unknown how TIC should be implemented. Trauma-informed care is a strength-based framework that accepts that individuals are more likely than not to have a history of trauma and acknowledges the role that trauma can play in the lives of service users, care providers and the public (Harris and Fallot., 2001). The idea was to consider how establishments should provide services in a manner which is welcoming and appropriate for the needs of trauma survivors. TIC is holistic and offers a sense of control to the service user, by integrating the six guiding principles: safety; peer support; trustworthiness and transparency; cultural, historical and gender issues; collaboration and mutuality; empowerment, voice and choice, it is ensured that the services are trustworthy and person-centered, targeting the individuals’ needs (SAMHSA’s., 2024). TIC is not only important for personal wellbeing and adjustment it also plays a vital role in reducing violence and coercion. Several reviews highlight the potential of improvement with mental health and wellbeing outcomes when TIC is used (Bunting et al., 2019). With this in mind, it is important to remember that service users are not and should not be required to share their experiences of trauma, the focus is to empower individuals and allow them autonomy over when and how they disclose their experiences to staff (Tarzia et al., 2020). 
Where interventions are crucial in supporting individuals with trauma, it is crucial to recognise that healthcare services can also unintentionally traumatise individuals. This idea is true in groups that have been hurt previously as well as present medical practices that maintain collective traumas. As discussed by Kelly-Irving and Delpierre, when ACEs/ trauma is made into an individual problem, there is a risk of placing the burden of responsibility to resolve their trauma themselves, rather than on the cause or source of the trauma. Collective trauma is therefore a collective responsibility.  
Trauma informed therapies support neuroplasticity to create healthy neural pathways. A potential treatment that could support Jack is CBT (Cognitive Behavioural Therapy), a psychologic therapy emphasising the important roles of thoughts and behaviours in determining how and what an individual feels. The underlying principles consist of cognitions; sensations behaviour and emotions are all interconnected, therefore what an individual feels also influences their thoughts and behaviours, if any of these components change then the others must also change. A key feature of CBT includes teaching individuals to identify that thoughts may not be accurate, despite being believed and perhaps entertained. Within this intervention skills are taught to allow individuals to critique recurring negative thoughts and assess whether these thoughts are correct. It has been suggested that CBT helps individuals reframe from negative thought patterns, activating and strengthening new connections in the prefrontal cortex, therefore they are able to learn how to recruit prefrontal regulatory mechanisms to control emotional reactivity in the limbic system (DeRubeis et al.,2008). It is beneficial to Jack’s development that the right support is provided to enable him to enhance his emotional development, decreasing the opportunity to arise whereby he could lose his temper and become emotionally dysregulated. A recent study (Idowu et al., 2025) discussed that CBT has emerged as a widely recognised and evidence-based intervention, effectively addressing trauma-related symptoms (Abbott, 2019; S, M. et al., 2022). Thereby, this intervention offers an opportunity for individuals to learn practical tools and coping mechanisms to manage their emotions, in this instance a beneficial tool for Jack as he will gradually learn how to develop healthier behavioural responses, potentially reducing his outbursts of anger towards his peers or when he has difficulty completing tasks. Additionally, an empirical study suggested that female individuals responded better to CBT interventions alongside younger adolescents specifically those aged 14-16 (Iqbal et al., 2024). However, it is crucial to consider that this intervention may need adapting to ensure a reduction in the severity of symptoms (Xie et al., 2024), as the efficiency depends on the cultural and contextual needs of an individual (Amadi et al., 2024). Furthermore, the evidence indicates that altered interventions, that consider the severity of symptoms and developmental stages are more effective than generalised treatments. Considering the evidence provided, this intervention will offer an opportunity for validation and healing, supporting Jack in feeling understood and supported, alongside giving him control in what he chooses to discuss, thus fostering a renewed sense of control, promoting self-compassion.  
Another intervention to consider that would be beneficial in supporting Jack is DDP (Dyadic Developmental Psychotherapy), a family-based psychotherapeutic intervention intended to support young people with psychological difficulties due to developmental trauma, addressing some common mechanisms related to both attachment insecurity and developmental trauma (Huges, 2007). DDP is currently provided by therapy organisations or private therapists, or NHS Child and Adolescent Mental Health Services (CAMHS). This method was constructed to allow children to feel at ease and address the imbalance power, using techniques such as play, storytelling and non-verbal communication to enable individuals to make sense of attachment relationships. Whereby the children who have access to this support are in the care system, who have found residency through adoption and special guardianship (Burch et al., 2022), these individuals also have a history of abuse or neglect.  
DDP attempts to increase interpersonal safety through applying principles of empathy and curiosity, playfulness and acceptance, with the aim of integrating emotional regulation, autobiographical narratives and cognitive development, these components are best described in ‘Healing Relational Trauma Workbook: Dyadic Developmental Psychotherapy in Practice’ (Hughes & Golding, 2024). The foundation of this intervention lies in John Bowlby’s attachment theory (1969), emphasising the importance of secure attachment for the psychological and emotional well-being of a child. Inclusive practice is evident within this intervention as caregivers are also working alongside therapists to incorporate ideas from the DDP plan into their parenting approach, allowing promotion of increased connection with their child.  
In essence this intervention is beneficial to Jack as it aids caregivers in fulfilling their children’s practical and psychological needs, enabling a full response to their children therefore encouraging secure attachment, which is essential for emotional and social development, as they are able to co-regulate the child’s emotions together (Hughes, 2017) to facilitate a new understanding of why the child has used defensive, controlling behaviours in order to keep themselves safe (Hughes,2011; Hughes, Golding & Hudson, 2015). Due to Jacks’ history of the abuse, he saw and neglect he was subjected too, the key principles and concepts of DDP will provide a vast amount of support in his developmental trauma, as it known that developmental trauma can cause issues for individuals later on in life, including behavioural issues, relational issues which Jack is already subject too and impaired development.  
It is apparent that once Jack was placed with his current caregiver, he struggled to develop a secure attachment due to the exposure to trauma at a young age, causing him to combine fear and safety. This often impacts how he would make sense of the world around him and is sense of self, resulting in an incoherent narrative about who he is and how he should navigate in this world.   
Where this intervention will be beneficial to Jack given his circumstances and history, there are limitations. This therapy primarily focuses on particular groups like adoptive and foster families; therefore, a restriction is apparent as it may not be suitable or effective for individuals outside of these populations. There are many individuals who were subjected to abuse or neglect, or who have experienced early childhood trauma that are still in the care of their abusive or neglectful parents. Where some of these parents have been able to find a therapist to support their children and address the root of their behaviour, they could well be ill equipped and unable to repair the damaged caused. Despite this limitation, to address some of the needs of families within these circumstances, this intervention has been adapted by Dr. Becker-Weidman. DDP has shown significant differences in helping adolescents and families overcome emotional trauma and build healthier relationships, thus being beneficial to Jack as he has become progressively attached to his caregiver and often struggles to build good relationships with his peers. According to Dr. Becker-Weidman, safety is established with DDP by ensuring that emotions, experiences and memories are explored without judgement, but instead by offering empathy and understanding, enabling children to build a strong and positive set of protective defences for future mental health issues that may arise.  
Alongside the support that the individuals receive it is also important to consider the needs of the professional and the implications that can occur when providing professional support to others. Professionals can often suffer drastically when providing care to others due to the severity of the disclosure, causing stress and distressing information being discussed. Self-care is often perceived and used in ways in which professionals show compassion and attention to themselves, although offering support to others whilst maintaining their own well-being is proven to be a difficult equilibrium to maintain. Research outlines the importance of having accountability and being proactive in engagement with self-care methods (Bradley et al., 2013), as emotional exhaustion, compassion fatigue and burnout may become apparent within their role.  
During therapy interventions countertransference may occur, this is a therapists emotional and cognitive reaction to a patient. Countertransference plays a vital role in providing specialist support to individuals with trauma, rather than trying to avoid countertransference therapists will often try to embrace it, by noticing and managing the situation, allowing it to become an opportunity to learn from and using the power to help or possibly harm, ensuring that the end result is trying to decide what to do about it. If countertransference is ignored there is a risk of the professional acting out their own unconscious patterns with the individual, for example; meeting anger with defensiveness or detachment. A regulation tool such as mindfulness meditation has been shown to reduce countertransference reactions amongst professionals (Hayes, J. A., et al., 2018).   
Mindful practices, which focus on existing moment awareness, reduce hyperactivity in the amygdala, improving emotional regulation. There are significant benefits to mindfulness interventions such as enhanced self-efficacy, reduced stress and increased empathy and compassion (Bohecker & Doughty Horn, 2016; Bulmer et al., 2022; Cooper et al., 2020; Felton et al., 2015). There is empirical evidence that suggests that mindfulness helps to develop effective emotional regulation in the brain (Corcoran, Farb, Anderson, & Segal, 2010; Farb et al., 2010; Siegal, 2007b).  Likewise, research established that mindfulness enables individuals to become less reactive (Cahn & Polich, 2009; Goldin & Gross,2010; Ortner, Kilner, & Zelazo, 2007; Siegal, 2007a, 2007b), and mindfulness is directly linked with the ability to act with consciousness in social situations, therefore mindfulness acts as a protector against the emotionally stressful effects of social conflict and is associated with the ability to express oneself in different social situations (Dekeyser et al., 2008), as with any intervention used there are limitations, however in relation to mindfulness this is very minimal with the main focus being on how unpleasant and challenging mindfulness can be without causing harm. Mindfulness can help practitioners improve their focus, increase overall sense of well-being and reduce anxiety, enabling a consistent flow allowing both practitioners and individuals to stay present during interventions. 
The life of a therapist or healthcare professional includes consistently listening to the trauma that others have suffered, and work stressors. The constant exposure, alongside exhaustion and actuate stress places them at a higher risk of burnout and/or compassion fatigue. Which ultimately impacts their job performance and mental health (Kase et al., 2021). Compassion fatigue is commonly referred to feelings of psychological, social and biological exhaustion which occurs after large exposure to compassionate stress (Wynn,2020).  Although compassion fatigue and burnout are often seen working coherently it is advised that burn out occurs due to the emotional toll of supporting trauma victims (Forrest et al., 2020).  
It is crucial for professionals to set clear boundaries in order to prevent overworking and help maintain an emotional balance, by avoiding taking work home and only responding to urgent matters outside of working hours, also finding time for physical health. Neglecting physical health is detrimental to stress, reduces energy levels and increases the chances of burnout. As a professional it is important to set time aside for yourself, spend time with family and friends, ensure a good eating habit is being fulfilled and having good quality sleep. Stoewen (2019) acknowledges that compassion resilience can be built, once you have a baseline understanding of what compassion fatigue is. As a professional it is important that once you have recognised you are suffering with compassion fatigue you seek help, whether this is professional or peer support.  
Self-care is acknowledged within organisations, however engagement with self-care is not mandatory. Although studies consistently discuss the need for ‘good self-care' (Barton, 2020), the research also acknowledges the lack of exploration of the true meaning. Therefore, there is an evidential need for a detailed approach for self-care strategies to communicate the importance of long-term well-being. It is important to consider personal emotions when working with Jack as the details and issues that will arise during interventions may affect personal emotional well-being. To best support Jack, emphasising and ensuring that personal emotional well-being is a priority is crucial as this will ensure that emotions are not heightened and as a professional you can be fully engaged in each discussion without allowing personal issues to arise and cause any issues.  
Jacks case is diverse and complex, needing support in a variety of areas which can be emotionally challenging and triggering. His caregivers and himself need support and guidance in order to prevent any ongoing symptoms or symptoms worsening into adulthood, however in order to best support them as a professional, personal health needs to be monitored to lessen the risk of confrontation and conflict during interventions.  
In conclusion ACEs is often complex, and the need for support to individuals, caregivers and self-care for professionals has never been greater. Jacks case study demonstrates an opportunity to build on resilience with the use of interventions and support, which in turn can offer strategies to mitigate the effects of ACEs later on in his life. Professionals should consider the ACE type before selecting the intervention which will be most effective, leading to the best treatment outcomes for the individual and reduced issues in relation to health later on in life. Furthermore, the effects from intervention are influenced by the frequency and length of time, within intensive interventions it is clearer to observe significant differences. as they last longer than short interventions (Kirlic et al., 2020). Both Cognitive Behavioural Therapy and Dyadic Developmental Psychotherapy offer a variety of coping mechanisms and strategies to be used throughout life benefitting emotional regulation and development, whilst also helping with social development as the severity of symptoms will eventually lessen.  
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