
Emily, a 14-year-old girl who was recently placed in foster care after experiencing long-term emotional, physical, and sexual abuse as well as neglect in her birth family home, is the subject of this trauma-informed care plan. Emily exhibits characteristics frequently linked to complex trauma and attachment disruption, such as emotional disengagement, anger, difficulty focusing, and irregular participation in school activities (Bath, 2015; Hughes et al., 2016). The significant effects of adverse childhood experiences (ACEs) on emotional, behavioural, and cognitive development are acknowledged by a trauma-informed approach. It avoids retraumatization while prioritising safety, empowerment, and cooperative partnerships (SAMHSA, 2023). Through evidence-based, person-centred, multi-agency treatments in line with trauma-informed principles, this care plan aims to support Emily's emotional recovery, stability, and social reintegration. Emily has developed complex trauma symptoms like hypervigilance, dissociation, and emotional numbness as a result of her extended exposure to sexual, physical, and emotional abuse. These symptoms align with research showing early interpersonal trauma impairs emotional regulation, attachment security, and neurobiological stress systems (Briere & Scott, 2015; Cook et al., 2017). As a result, Emily displays mistrust of adults, avoids emotional intimacy, and has trouble focusing—all of which are fundamental signs of post-traumatic stress reactions that need to guide her care strategy
Care Plan
Trauma-Informed Goals
Goal 1: Build relationships of safety and trust with foster parents and other key professionals.
Timeframe: 3–6 months
Steps to achieve:
· Encourage carers to use predictable boundaries and routines that provide a sense of safety.
· Support weekly one-to-one meetings with a trusted adult (social worker or school counsellor) to strengthen rapport.
· Validate and reinforce Emily’s feelings during conversations.
Goal 2: Improve coping mechanisms and emotional regulation to manage aggression and anxiety.
Duration: 6 months
Steps to achieve:
· Identify physical and emotional signs of distress during therapy sessions.
· Introduce grounding and relaxation techniques, such as journaling, creative writing, or breathing exercises.
· Use art or music therapy to help Emily recognise and express her emotions.
Goal 3: Improve social engagement and concentration at school.
Steps to achieve:
· Gradually reintroduce Emily to small-group activities with pastoral mentor support.
· Work with teachers to apply trauma-sensitive strategies, like flexible seating, sensory breaks, and predictable transitions, to reduce stress and improve focus.
· Encourage self-expression through writing and drawing, aligned with Emily’s interests.
Rationale
Emily’s history of abuse and neglect has affected her sense of safety and trust, leading to attachment difficulties, hypervigilance, and social withdrawal (Hughes et al., 2016). Creating a stable and secure environment is essential to rebuilding relational trust (Bath, 2015).
Coping strategies and emotional regulation are necessary to reduce anxiety and manage aggression (SAMHSA, 2023; Perry and Szalavitz, 2017). Her emotional outbursts are common signs of dysregulated stress responses due to trauma (van der Kolk, 2015). Trauma can also affect brain development, with elevated cortisol impacting attention and executive function, justifying the need for cognitive support (Teicher et al., 2016). Creative self-expression and trauma-informed teaching techniques help improve school engagement and confidence (Cole et al., 2020).
Implementation and Integration into Daily Life
TF-CBT( Trauma-Focused Cognitive Behavioural Therapy), sessions will occur weekly for 12–16 weeks, focusing on cognitive restructuring, relaxation, psychoeducation, and gradual exposure to traumatic memories. Foster carers will receive guidance on routines that support emotional stability and reinforce coping skills. School staff will apply trauma-sensitive strategies, such as safe spaces, sensory breaks, and structured transitions. Emily will also take part in daily reflection activities, like journaling or drawing, to increase self-awareness and emotional expression.
Trauma-Informed Approach
Potential challenges:
· Mistrust of adults due to past abuse.
· Emotional dysregulation, leading to avoidance or withdrawal.
· Difficulty maintaining focus and engagement due to fatigue.
Roles of support actors:
· Therapist: Deliver TF-CBT, monitor progress, and provide carers with psychoeducation.
· Foster carers: Maintain routines, validate Emily’s feelings, model emotional regulation.
· School staff: Use trauma-informed teaching strategies, monitor engagement, and share progress with the multi-agency team.
· Social worker: Coordinate assessments, ensure communication between agencies, and advocate for Emily’s well-being.
Justification:
TF-CBT is considered highly effective for adolescents with complex trauma, helping them reframe negative thoughts, process traumatic memories, and learn self-regulation (NICE, 2023; Cohen et al., 2017). Creative therapies such as art or music support nonverbal emotional expression and engagement (Malchiodi, 2020). A multi-agency approach guided by the Welsh ACE framework ensures collaboration and promotes early intervention and resilience (Public Health Wales, 2022). This approach aligns with SAMHSA’s trauma-informed principles: safety, trust, empowerment, collaboration, and cultural sensitivity (SAMHSA, 2023).
Assessment of Limitations and Effectiveness
TF-CBT has been shown to reduce PTSD (Post-Traumatic Stress Disorder) symptoms and improve emotional regulation in adolescents who have experienced sexual abuse (Dorsey et al., 2017; NICE, 2023). Attachment issues and mistrust of carers can reduce their effectiveness (Hughes et al., 2016). Creative therapies provide an additional nonverbal pathway to process trauma and sustain engagement (Malchiodi, 2020). This integrated approach supports resilience, empowerment, and both cognitive and emotional recovery (Ungar, 2019).
Monitoring and Review
Progress will be reviewed every six weeks in multi-agency meetings with Emily, her therapist, foster carers, and school staff. Indicators of improvement include stronger attachment behaviours, increased emotional expression, reduced aggression, and higher school engagement. Data will be collected from observation notes, school reports, and Emily’s therapy reflections. The care plan will be adapted collaboratively to remain responsive to Emily’s evolving needs.
Anticipated Challenges and Strategies
Emotional avoidance, irregular therapy attendance, and carer fatigue may be obstacles. These will be addressed through flexible session schedules, regular carer supervision, and the use of creative activities to facilitate emotional expression. Ongoing support and training will ensure trauma-informed consistency across all settings.
Conclusion and Expected Outcomes
In addition to promoting emotional control and social reintegration, the trauma-informed treatment plan seeks to restore Emily's sense of security, trust, and belonging. Emily is anticipated to exhibit less anxiety and anger, enhanced focus, and greater confidence in establishing healthy relationships as a result of the integration of TF-CBT, creative treatments, and regular multi-agency collaboration. Long-term results include increased academic engagement, resilience, and the creation of flexible coping mechanisms to maintain her mental health.
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