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Amira’s Case Study 

Amira is an eight-year-old pupil in her third year of primary school who has experienced significant adversity in her early childhood, including neglect and parental alcohol misuse. Her recent transition to live with her grandparents presents both an opportunity for stability and a period of potential emotional vulnerability. This essay critically explores how Amira can be supported during this transition while continuing her attendance at the same school, focusing on interventions that safeguard her social, emotional, and mental health development into adolescence and adulthood. In addition, it considers the responsibilities of practitioners working with children who have experienced significant trauma, reflecting on strategies to maintain psychological resilience, implement effective self-care, and prevent burnout while delivering ethically responsible, high-quality support. By integrating contemporary UK-based research, policy guidance, and theoretical perspectives, particularly trauma-informed practice, attachment theory, and the literature surrounding Adverse Childhood Experiences (ACEs). This discussion provides a critical, evidence-informed analysis of child-centred interventions and professional strategies that support the well-being of both Amira and the practitioners working with her.

Research from Public Health Wales (2015) and Bellis et al. (2015) demonstrates that children exposed to multiple ACEs are at increased risk of poor mental health outcomes, challenges in forming secure attachments, and difficulties with school engagement. However, ACEs do not determine a child’s future; they highlight areas of potential vulnerability rather than unavoidable outcomes (Public Health Wales, 2015). Early, consistent, and relationship-focused interventions can reduce negative developmental outcomes and help children build adaptive coping skills, resilience, and positive relational patterns (Early Intervention Foundation, 2018; Smith & Pollak, 2021). For Amira, this requires a comprehensive approach that meets her immediate physiological, emotional, and social needs while promoting protective factors that support her long-term development. Trauma-informed practice recognises that children like Amira may present with behavioural withdrawal, hyper-vigilance, or emotional dysregulation as adaptive responses to overwhelming stress, reflecting disruptions in the autonomic nervous system (ANS) and altered functioning of the amygdala, hippocampus, and prefrontal cortex (Perry & Hambrick, 2008; Van der Kolk, 2014). Recognising these behaviours as adaptive survival strategies rather than defiance enables practitioners to respond with tailored, supportive interventions instead of punitive measures, helping to prevent re-traumatisation and promote emotional regulation (Early Intervention Foundation, 2018; NICE, 2018).
Maintaining school attendance provides Amira with a consistent daily environment and access to supportive adults and peer relationships, all of which can serve as protective factors (SCIE, n.d.). Evidence from Wales shows that having trusted, stable relationships and positive school experiences can significantly shield against the long-term negative effects of childhood adversity (Bellis et al., 2018; Public Health Wales, 2025). Trauma-informed frameworks in the UK emphasise that predictable, relationally stable environments serve as protective factors, reducing the likelihood of further harm and fostering a sense of safety essential for children who have experienced early adversity (Bath Spa University, 2014; SCIE, n.d.). Stability within her home, provided by her grandparents, complements the consistency offered by the school environment, creating two interrelated contexts in which Amira can experience predictable routines, familiar care, and supportive relationships. These dual environments allow her to develop relational security and gradually build articulate internal models of trust and safety, which are essential for healthy emotional regulation, attachment formation, and resilience following early adversity (Howe, 2011; Hughes, 2017; Public Health Wales, 2015). By reinforcing safe and responsive interactions across home and school, Amira is more likely to consolidate protective experiences that offer defence against the long-term effects of ACEs and support her social, emotional, and cognitive development.

Neurobiological considerations are central to understanding Amira’s presentation and informing intervention strategies. Prolonged exposure to neglect and household dysfunction can disrupt the development of the HPA axis, leading to prolonged sympathetic nervous system activation and increased secretion of stress hormones such as cortisol and adrenaline (Perry & Hambrick, 2008). They suggest this dysregulation manifests as hyperarousal, hyper-vigilance, difficulties concentrating, and heightened emotional reactivity, which may explain Amira’s withdrawal and reluctance to engage with peers. They further claim that trauma-informed practice recognises that these responses are adaptive and that interventions must address both behavioural and physiological dysregulation. Incorporating grounding exercises, breathwork, mindfulness, and structured routines provides children with strategies to downregulate arousal, restore autonomic balance, and improve readiness to learn and engage socially (Perry & Hambrick, 2008; Van der Kolk, 2014). Research suggests that embedding these practices consistently in both school and home contexts enhances emotional regulation, attentional focus, and supports academic functioning (NICE, 2018).



During early childhood and adolescence, the brain develops rapidly and is highly influenced by experience (NSPCC Learning, 2021). Thousands of neural connections form, and through a process called synaptic pruning, frequently used connections are strengthened while unused ones are removed, helping the brain become more efficient and specialised (NSPCC Learning, 2021; Teicher, Anderson, & Polcari, 2012). This neuroplasticity makes children’s brains very sensitive to their environment, nurturing relationships, stable routines, and consistent emotional and cognitive support help develop circuits that underpin emotion regulation, learning, social understanding, and self-control (NSPCC Learning, 2021; Teicher et al.). 

For a child like Amira, who has experienced early neglect and household instability, the principles of rapid brain development highlight why her emotional, social, and cognitive functioning may be particularly vulnerable. Disruptions in early parenting can interfere with the normal development of the amygdala, hippocampus, and prefrontal cortex brain regions critical for processing emotion, forming memories, and regulating stress responses (Perry & Hambrick, 2008; Van der Kolk, 2014). This can manifest as hyper-vigilance, heightened emotional reactivity, withdrawal, or difficulties concentrating in the classroom, reflecting adaptive responses of a brain shaped by chronic stress rather than intrinsic behavioural problems (NSPCC Learning, 2021). Crucially, the brain’s continuing flexibility during development allows timely, consistent, and relationship-focused interventions to repair and strengthen neural pathways, helping to barrier the impact of early adversity (NSPCC, 2021). By providing stable caregiving through her grandparents, alongside supportive school environments and trauma-informed therapeutic approaches, Amira has the opportunity to develop secure attachment patterns, strengthen executive function, and improve emotional regulation (Hughes, 2017; SCIE, n.d.). This underlines the rationale for multi-modal interventions that integrate home, school, and therapeutic supports, which can capitalise on neural plasticity to foster resilience and adaptive coping, thereby reducing the long-term impact of her adverse childhood experiences.

Attachment theory provides a corresponding framework for understanding Amira’s needs. Children who have experienced disrupted care or neglect are at risk of insecure or disorganised attachment patterns, which can impair emotional regulation, social competence, and the ability to form trusting relationships (Howe, 2011). Interventions that prioritise secure, consistent relationships with caregivers and key adults in school facilitate the development of “earned security,” enabling children to internalise models of trust despite early relational disruption (Howe, 2011). Evidence from Dyadic Developmental Practice (DDP) and therapeutic caregiving programmes indicates that relational interventions grounded in empathy and curiosity support emotional regulation, reduce behavioural difficulties, and consolidate secure attachment patterns (Hughes, 2017; SCIE, n.d.). These approaches are likely to be particularly effective when combined with stable routines, co-regulation strategies, and responsive caregiving within both home and school environments.

A limitation of attachment-focused interventions, including DDP and therapeutic caregiving, is that their effectiveness is highly dependent on the consistency and engagement of caregivers. In situations where caregivers face significant stress, mental health challenges, or competing responsibilities, it may be difficult to maintain the level of attuned responsiveness required for these interventions to achieve optimal outcomes (Bakermans-Kranenburg, van IJzendoorn, & Juffer, 2003). Additionally, while these programmes are well-supported by clinical experience, the empirical evidence base remains relatively limited compared with more widely researched interventions such as TF-CBT, particularly in terms of large-scale, long-term outcome studies. This highlights the need for ongoing evaluation and integration with complementary evidence-based strategies to ensure consistent support for children like Amira.

School-based interventions are also crucial. The Mental Health in Schools Programme (Department for Education & NHS England, 2021) and nurture group models (Boxall, 2002) provide structured settings where children can develop social, emotional, and behavioural capabilities in predictable and safe contexts. Emotional Literacy Support Assistants (ELSAs) and school counsellors can provide consistent check-ins,  protecting emotional understanding and providing safe spaces for children to explore their feelings related to transitions or trauma. Narrative and play-based interventions, including life-story work and therapeutic storytelling, allow children to process experiences symbolically and integrate past events without pressure for verbal disclosure, which is particularly important for those with disrupted attachment histories (Ryan & Walker, 2007; British Association of Play Therapists, n.d). These interventions facilitate co-regulation and relational repair, helping Amira gradually develop a richer emotional vocabulary and a greater capacity to identify, express, and manage her feelings. By providing structured opportunities to practise these skills in safe, predictable interactions, they foster self-awareness, adaptive coping strategies, and emotional resilience that can generalise to her relationships with peers and adults, as well as supporting sustained engagement and success in academic settings over time (Ryan & Walker, 2007; Hughes, 2017).


Cultural sensitivity supports all intervention work with children like Amira. Recognising how familial, community, and cultural context shape experience and behaviour promotes relational trust, reduces misinterpretation of behaviours, and enhances the relevance and effectiveness of support (Department for Education, 2023; NSPCC, 2022). Engaging grandparents in culturally meaningful routines, respecting family structures, and liaising with community supports ensures that interventions are tailored to Amira’s lived reality, reinforcing the stability provided by her home and school environments. Multi-agency collaboration further strengthens protective frameworks. Coordinated planning and communication between social services, educational staff, mental health professionals, and caregivers ensures that strategies are consistent across settings and that all aspects of the child’s emotional, social, cognitive, and physical needs are addressed (DfE, 2023). Collaboration enables access to additional resources, including enrichment programmes, therapeutic services, and wider social support networks, mitigating the impact of ACEs and promoting long-term development (Early Intervention Foundation, 2018; Bellis et al., 2017). This approach aligns with Ungar’s social-ecological model, recognising that resilience emerges from interactions between the child and supportive social and environmental systems (Ungar, 2012).

Targeted therapeutic interventions are essential to address Amira’s complex trauma. Trauma-focused cognitive behavioural therapy (TF-CBT) has demonstrated efficacy in children exposed to neglect, abuse, or household dysfunction by providing structured opportunities to process traumatic memories, reframe maladaptive cognitions, and develop coping strategies (Cohen et al., 2017; NICE, 2018). For Amira, TF-CBT can be adapted to her developmental level, incorporating play and narrative elements to facilitate engagement while supporting emotional regulation and attentional focus. Dyadic Developmental Psychotherapy (DDP) and therapeutic caregiving emphasise empathetic, attuned interactions between child and caregiver, promoting co-regulation and repair of disrupted attachment patterns (Hughes, 2017; SCIE, n.d.). Engagement with her grandparents in structured DDP sessions can reinforce relational security and complement school-based interventions.

Given Amira’s early experiences of unpredictability and emotional insecurity, interventions that centre relational safety and co-regulation are especially appropriate. Thera play, an attachment-based, play-centred model, aims to rebuild trust and emotional attunement through structured activities that promote shared joy, nurturance and regulation. This is highly relevant for Amira, whose hyperarousal and difficulties with emotional expression suggest an underdeveloped capacity for safe relational engagement. Evidence indicates that Thera play can strengthen attachment behaviours and improve emotional regulation in children who have experienced trauma
(Hughes, 2017; Perry & Hambrick, 2008). However, its effectiveness is dependent on consistent caregiver participation; for families experiencing ongoing stress or limited capacity, benefits may be reduced. Additionally, although promising, empirical evaluation of Thera play remains comparatively limited, making it essential to integrate it alongside other trauma-informed strategies.

A second intervention appropriate for Amira is Child-Parent Psychotherapy (CPP), which focuses on helping caregivers understand the meaning behind a child’s emotional and behavioural responses while repairing disrupted attachment patterns. CPP is well-supported empirically, particularly for young children exposed to domestic violence and early adversity (Lieberman et al., 2017). For Amira, whose symptoms are nightmares, hypervigilance, and anxious attachment, they reflect trauma held within the caregiver–child relationship, CPP offers a structured way to process traumatic experiences within a safe dyadic space. A strength of CPP is its emphasis on strengthening the caregiver’s reflective capacity, which may help Amira’s mother respond more sensitively to her cues. Nonetheless, CPP is resource-intensive and requires long-term engagement, which can limit accessibility in overstretched services. Furthermore, change may occur gradually, making it less suited for situations requiring rapid stabilisation.

Integration of these interventions requires careful attention to Amira’s developmental stage, neurobiological profile, cultural context, and the availability of school and home resources. These interventions highlight the importance of trauma-informed, relationship-based work that recognises both the child’s neurobiological vulnerabilities and the central role of caregiving systems in recovery. Evidence emphasises that therapeutic efficacy is dependent on practitioner skill, relational consistency, and reinforcement across multiple contexts (NICE, 2018; Early Intervention Foundation, 2018). In practice, this may involve blending TF-CBT with play and narrative methods, integrating DDP and PCIT strategies with grandparents, and embedding grounding and self-regulation techniques in daily routines. This approach ensures that interventions are developmentally appropriate and responsive to Amira’s evolving needs.

By adopting a comprehensive, multi-modal strategy, practitioners can address Amira’s immediate emotional, behavioural, and relational needs while fostering resilience, agency, and secure relational patterns that support long-term wellbeing. This integrated approach, informed by trauma-informed practice, attachment theory,  and social-ecological principles, ensures that protective factors are strengthened, ACE-related vulnerabilities are mitigated, and Amira is supported to engage in meaningful, safe relationships across home, school, and community contexts.
 Through sustained, relationally focused interventions and consistent multi-agency collaboration, Amira’s experiences of early adversity can be buffered, enabling her to develop emotional regulation skills, secure attachments, and a clear sense of self that will support her development into adolescence and adulthood.

Practitioners working with children who have experienced complex trauma, such as Amira, must balance their professional responsibility to provide emotional containment with the need to maintain their own well-being. Engaging closely with disclosures of neglect, instability, and parental substance misuse can be emotionally demanding, and research consistently shows that practitioners in education, social care, and community roles are at elevated risk of compassion fatigue, vicarious trauma, and burnout if adequate self-care measures are not embedded into practice (BASW, 2020; SCIE, n.d.; Cocker & Joss, 2016; Rose & Forrester, 2020). The ability to support a child effectively therefore depends not only on professional skill and trauma-informed competence but also on the practitioner’s capacity to regulate their own emotional responses, reflect critically on their practice, and remain psychologically grounded (Cocker & Joss, 2016; Research in Practice, n.d.). Without these elements, even the best-intended support risks becoming inconsistent, emotionally detached, or inadvertently re-traumatising for the child (Cocker & Joss, 2016; Rose & Forrester, 2020).

Reflective practice is central to sustaining resilience in this context. UK frameworks such as Working Together to Safeguard Children emphasise that regular reflection improves judgement, reduces emotional overwhelm, and enhances a practitioner’s ability to respond sensitively to children who have experienced abuse or neglect (DfE, 2023). Supervision forms a critical component of this. Evidence from SCIE (n.d.) highlights that high-quality, emotionally containing supervision mitigates the impact of vicarious trauma by allowing practitioners to process distressing material, explore emotional responses safely, and receive guidance from experienced colleagues. In practice, a practitioner supporting Amira would need consistent access to reflective supervision to explore the emotional weight of her disclosures, the complexities surrounding her mother’s alcohol dependence, and the potentially distressing living conditions identified during the home visit. These sessions would allow the practitioner to acknowledge feelings of sadness, anger, or helplessness without allowing those emotions to interfere with professional boundaries or decision-making.


Maintaining psychological resilience also requires an understanding of one’s own emotional triggers and internal stress responses (Cocker & Joss, 2016; Rose & Forrester, 2020). NICE (2018) emphasises that practitioners working in trauma-exposed environments must be able to recognise early signs of stress, including emotional numbing, irritability, sleep disturbance, or feelings of professional inadequacy. Increased awareness enables early intervention rather than waiting until such responses escalate into burnout (BASW, 2020; Research in Practice, n.d.).In practical terms, a practitioner may notice physical tension or emotional heaviness after supporting Amira during difficult conversations about hunger or being left alone at home. By recognising these emotions early, they can implement grounding techniques, mindfulness strategies, or brief regulation exercises before returning to the next task. These responses not only protect practitioner wellbeing but model emotional regulation, which is central to trauma-informed work.

Boundaries form another essential aspect of sustainable practice. Children like Amira require warm, attuned, and consistent relationships, yet practitioners must avoid becoming over-involved or feeling solely responsible for the child’s recovery (Cocker & Joss, 2016; Rose & Forrester, 2020). The Health and Care Professions Council (HCPC, 2023) highlights emotional boundaries as a professional requirement, helping practitioners avoid compassion fatigue and maintain objectivity. For a practitioner supporting Amira, this may involve recognising that while they play a crucial role in her school-based emotional support, the broader safeguarding, therapeutic, and familial responsibilities are shared across a multi-agency team. Understanding the limits of one’s role reduces guilt, prevents overwhelming responsibility, and supports collaborative rather than individualised care (BASW, 2020; Research in Practice, n.d.).

 Multi-agency collaboration also serves as a protective factor for practitioners. When responsibility is shared between social workers, school staff, mental health practitioners, educational psychologists, and family support workers, the emotional and practical load is distributed more evenly, reducing stress and supporting more effective decision-making (Research in Practice, 2021 Public Health Wales (2025) emphasises that collaborative safeguarding frameworks reduce individual stress and improve decision-making through shared expertise. For example, a practitioner may feel emotionally impacted upon learning that Amira frequently lacked food or adequate bedding. Knowing that social services are addressing home conditions, mental health services are supporting emotional needs, and the school is creating consistent routines prevents the practitioner from feeling that the burden rests solely on their shoulders.

Work-life balance is another critical dimension of resilience. Research from the NHS Health Education England (2020) highlights that restorative activities such as sleep, exercise, relationships, time outdoors, and hobbies directly support psychological recovery from emotionally demanding work. Practitioners who fail to protect time for rest and personal life are significantly more likely to experience burnout (Health Education England, 2020). Someone supporting Amira may find themselves thinking about her situation outside working hours, particularly in the early stages of the case. Recognising this pattern early and implementing boundaries such as scheduled reflection times, disconnecting from work devices after hours, and engaging in healing non-work activities is essential to maintaining long-term effectiveness (BASW, 2020; Research in Practice, 2021).

Self-compassion plays a vital role in sustaining resilience. UK-based resilience research indicates that practitioners who respond to their own emotional struggles with kindness, rather than self-criticism, demonstrate higher levels of emotional stability and reduced burnout (Neff & Germer, 2018; adopted widely in NHS wellbeing programmes). In practice, if a practitioner feels emotional distress after hearing Amira describe being hungry or alone, acknowledging that such responses are normal and human helps prevent shame based reactions that undermine resilience. Self compassion also supports practitioners in seeking help when needed, rather than perceiving vulnerability as a professional failing (Neff & Germer, 2018; Health Education England, 2020).

Trauma-informed practice also emphasises the need for emotional regulation within the practitioner themselves (Bath Spa University, 2014). If a practitioner remains calm and grounded, the child benefits from co-regulation, if the practitioner is overwhelmed, anxious, or emotionally distant, the child may interpret this as unsafe (Bath Spa University, 2014; Perry & Hambrick, 2008). This ensures personal regulation is not an optional self-care strategy but a core part of professional responsibility. That might involve brief grounding exercises before meeting Amira, such as steady breathing or sensory anchoring, to ensure the practitioner is in a regulated state and able to provide attuned support (Porges, 2017; Perry & Hambrick, 2008).

Finally, ethical responsibility highlights all self-care strategies. The British Association of Social Workers (2021) states that practitioners have an ethical duty to maintain their wellbeing because impaired judgement can compromise children’s safety. In this sense, self-care is not self-indulgent but it is safeguarding. Supporting Amira requires emotional availability, clear thinking, and sustained relational presence, all of which depend on the practitioner being psychologically and emotionally well enough to engage fully. Protecting one’s wellbeing therefore becomes integral to protecting the child.

By integrating reflective supervision, emotional boundaries, collaborative working, personal regulation strategies, and restorative self-care, practitioners can provide consistent, trauma-informed support to children like Amira while safeguarding their own wellbeing. This dual focus ensures that the practitioner remains grounded, effective, and emotionally present, while the child receives stable, attuned, and ethically responsible care that supports recovery and long-term resilience.

Despite the range of strategies and interventions available to support Amira, several limitations must be acknowledged. Practical constraints, such as time pressures, high caseloads, and limited resources, can restrict the consistency and intensity of relational and therapeutic support, potentially reducing the effectiveness of interventions (Early Intervention Foundation, 2021; NSPCC, 2020). Evidence-based approaches, including trauma-focused cognitive behavioural therapy (TF-CBT) and Dyadic Developmental Practice (DDP), rely on highly trained practitioners, ongoing supervision, and integration across both home and school environments (Cohen et al., 2017; Hughes, 2017; SCIE, n.d.). Without these conditions, outcomes may be less predictable and measurable progress more difficult to achieve (NICE, 2018; Public Health Wales, 2022). Multi-agency collaboration, while essential, can also be hampered by differences in professional perspectives, competing priorities, and delays in communication, which may limit the consistency of support and create gaps in provision (SCIE, n.d.).

Furthermore, there is a potential for assumptions, misinterpretations, or unconscious bias to influence the assessment of a child’s behaviour, even when culturally sensitive approaches are applied, emphasising the need for continuous reflective practice and professional supervision (Department for Education, 2023). Interventions may also be limited by the child’s developmental stage, engagement, and capacity to participate in structured therapeutic activities, particularly in the presence of complex trauma or disrupted attachment histories (Hughes, 2017; Van der Kolk, 2014). While protective relationships and carefully implemented interventions can mitigate the negative effects of early adversity, they cannot eliminate the long-term risks associated with multiple adverse childhood experiences (Bellis et al., 2018). This highlights the importance of sustained, multi-contextual support over time, involving home, school, and community resources, to promote ongoing resilience, emotional regulation, and relational security throughout childhood and into adolescence (Bellis et al., 2018; Ungar, 2012; Early Intervention Foundation, 2018). Recognising these limitations ensures that practitioners remain realistic in their expectations and continue to adapt interventions to meet the evolving needs of the child, maintaining a balance between ambition for recovery and the practical realities of service provision.

In conclusion, supporting Amira through her transition to a new home while maintaining school attendance requires a comprehensive, multi-layered approach that addresses both immediate needs and long-term development. Trauma-informed, attachment-based, and play- or narrative-focused interventions, combined with school- and home-based support, provide the foundation for fostering emotional regulation, relational security, resilience, and adaptive coping strategies. Multi-agency collaboration, culturally sensitive practice, and consistent reinforcement across environments are essential to optimise protective factors and mitigate the potential effects of adverse childhood experiences (Bellis et al., 2018; SCIE, n.d.; Early Intervention Foundation, 2022). 

While these strategies offer significant benefits, limitations such as resource constraints, practitioner capacity, engagement challenges, and the enduring effects of early adversity highlight the need for realistic expectations and ongoing adaptation of interventions. Sustained support across home, school, and community contexts remains vital to enable the consolidation of protective experiences, the development of self-confidence, and the formation of secure, trusting relationships, which collectively underpin long-term wellbeing and social, emotional, and academic development (Public Health Wales, 2022; NICE, 2018).

Ultimately, a child-centred, evidence-informed, and relationally attuned approach ensures that Amira receives the support necessary to navigate her current challenges and achieve positive outcomes into adolescence and adulthood. Simultaneously, recognising the practical limitations of service delivery reinforces the importance of continuous professional reflection, supervision, and strategic planning to maintain high-quality care. This integrated perspective ensures that both the child and practitioners are supported in a sustainable, effective, and ethically responsible manner. 
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