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Case Study – Jack.
Trauma informed care provides support and interventions for children who have experienced trauma in their lives. It is a detailed process that requires an initial assessment, planned intervention strategies and regular reassessment to ensure the support remains effective. (Cutuli et al, 2019). Such interventions can usually be carried out with the involvement of the child’s family or caregiver. 
Trauma in children and young people can usually identified as one or more Adverse Childhood Experiences, or ACES, which include experiencing and witnessing violence within the home, physical, emotional and sexual abuse, separation or the incarceration of a relevant adult. In this case study, Jack is a primary aged pupil who has experienced unrest and violence within his household until he was removed from the family home at age 5. Now 11, Jack is living with a foster family but there are concerns over the behaviours that Jack is displaying at home and school. A series of trauma informed interventions will need to be put in place to support Jack, to provide him with tools to self-regulate, allow him to build healthy attachments with his foster parents and school members, and support his upcoming transition to secondary school.
In his early childhood, Jack experienced an extremely chaotic upbringing. He lived in a violent household where he witnessed his father abuse his mother. Additionally, Jack was subjected to abuse and neglect himself. At the age of two, Jack was removed from the family home, only to return a year later at age 3 to a situation that had not improved. Jack was finally removed at the age of 5, where he then lived with a series of foster families. In his primary years, Jack personally experienced four ACES – physical abuse and neglect, and emotional abuse and neglect. In addition to this, he experienced at least two ACES related to his caregivers – the loss of the caregiver when removed from the family home and witnessing domestic violence. 
These early experiences, at a time when Jack’s brain was developing, will have had a negative effect on his brain development. The experiences of living in an abusive home will have frequently activated Jack’s stress response system. In babies and young children living in a safe environment, their stress response would be met by a caregiver who would protect and calm them. (Forkey, 2017). For Jack, that supportive response was not available, and he therefore did not learn to soothe and calm those responses. 
In addition to this, Jack’s brain would have changed and developed due to the stresses he was experiencing. It is likely that the logical area of his brain, the prefrontal cortex, and the memory area, the hippocampus, would be smaller and less developed. Conversely, the area responsible for emotional response, the amygdala, would have become far more enlarged and active, making him more acutely aware of potentially threatening situations (Lewis, 2019) and therefore far more likely to react adversely to them. This hypervigilance can be exhausting and stressful for both the child and their care giver.
When we are born, our brains contain around 100 billion neurons, far more than we require. Over time, some strengthen and stabilise, whilst others weaken and fade away. This happens as a natural response to the situations and experiences we find ourselves in, meaning that the brain efficiently tailors itself for an individual’s life circumstances. Synapses, the neural connections where two cells exchange information, continue to be refined into adolescence in a system known as synaptic pruning. (Sakai, 2020). Trauma in childhood interrupts the natural pruning process, often removing vital connections and leaving cognitive and emotional deficits. Additionally, an influx of stress hormones, particularly in regular intervals over a sustained period can impair the development of logical thought and reasoning. Prolonged stress and trauma will further weaken these areas of the brain, leaving the child in an almost constant state of survival mode. (Freeman, 2021). This survival mode creates the fight, flight or freeze response to what is perceived as a threatening situation. 
Survivors of childhood maltreatment are more prone to anxiety, depression, low mood, lower cognitive functioning and psychological disorder amongst others (Teicher & Sampson, 2016). High ACES scores can also affect cognitive processing, and cause elevated responses to threatening stimuli, greater feelings of isolation and loneliness and lower social functioning (Herzog & Schmahl, 2018). It can also contribute towards outwardly aggressive behaviours. 
British Scientist John Bowlby is credited with the introduction of the attachment dynamic, which explains how when faced with danger, stress or illness, a child will seek out an adult caregiver and rely on them until the danger has passed. This idea was continued by Mary Ainsworth, whose introduction of the strange situation procedure defined the relationship between a child and their caregiver, and showed what could potentially happen if there was a break in that relationship. (Holmes, 2024). 
The physical and emotional abuse and neglect that Jack experienced are linked to fearful, preoccupied, and dismissing attachment styles. Children who did not have their needs met consistently by their parents often grow up into individuals with an anxious attachment type, becoming overly attentive and clingy when seeking support from others (Erozkan, 2016) which is the way in which Jack presents. He displays a fear of abandonment alongside a strong need for reassurance. This is probably a response to his feelings of abandonment, and an attempt to control his environment. Children who have experienced trauma usually respond to their carer in one of two ways – they either avoid the carer and minimise their need, or they exaggerate their need and constantly try to engage with their carer, displaying attachment-seeking behaviour. (Brooks, 2020). 
Trauma-informed practice in schools is categorised by an understanding of the impact and adversity that experienced trauma can cause in children. This ethos of tolerance and understanding is taught and promoted throughout the whole school community. (Martin et al, 2023) This is essential for a child like Jack who finds it difficult to make friends and can be physically aggressively towards those around him. 
Fortunately, the brain can adapt, change and reform its structure due to its neuroplasticity. This means that new neural connections can be made, allowing Jack to strengthen and develop his social and emotional functioning, which will be crucial for his growth and development. Therapies such as Trauma-Focused Cognitive Behavioural Therapy (TF-CBT), Eye Movement Desensitization and Reprocessing (EMDR), and Dyadic Developmental Psychotherapy (DDP) can help rewire the brain and restore a sense of safety.
In the 1980s, Dan Hughes began to develop the Dyadic Developmental Psychotherapy model in collaboration with Dr Becker-Weidman, a previous student of his. The model is an attachment-based intervention, which centres around therapeutic work with the child but also works alongside the family and the school. It aims to establish healthy, supportive relationships built on trust. (Hughes et al, 2015). The intervention is used widely within the UK, particularly with children who are living outside of the family home, such as those in foster placements, under special guardianship orders and those who have been adopted. (Christopher et al, 2025). In this respect, it presents as a good fit for Jack, who for the past six years has been looked after in a variety of placements, and is currently living with a foster family. 
The first step of the intervention works with the child’s carer. This provides the carer and other relevant adults with the tools and language that they will need to correctly engage with the child and to move them through the phases from unsafe to safe.  When young children are unable to find safety with their parent, or when the parent is the cause of their distress, this is known as ‘developmental trauma’. (Hughes et al, 2019). Children who have experienced developmental trauma find it difficult to trust, to self-reflect and self-regulate and to engage with others. Therapy models that involve families and school are more successful as they reduce mixed messages and inconsistency. This is ideal for children who are primed for unpredictability.
The second step in DDP sees the therapist beginning to work with the child, using Hughes’s PACE model to build engagement and to establish a relationship. (Burch et al, 2023). PACE comprises of four elements – playfulness, acceptance, curiosity and empathy. The aim is to engage with the child through a shared sense of fun, to demonstrate acceptance of the child and their situation, to show curiosity in the child’s journey and to understand and validate their emotions. (Brooks, 2020) 
Hughes et al (2019) points out that children who have suffered trauma will be reluctant to build relationships with adults, instead being more likely to focus on how the adult can benefit them or meet their needs. Fortunately, Jack is described to be engaging and happy with people that he knows and so could be open to building a relationship with someone new. The fact that this will take place in a playful manner should suit him, although it will be important to Jack that he feels that the therapist is laughing with him and not at him. If he were to feel that he was being made fun of it is likely that Jack would respond angrily and this could potentially cause a breakdown in the relationship. 
In response to calls for greater qualitative evidence around DDP, a study was carried out which conducted interviews with 12 adoptive parents who had undertaken the DDP process with their child. (Wingfield & Gurney-Smith, 2018). Overall, the parents felt it had allowed them a greater insight into their child’s thoughts and mind, and whereas they were slightly sceptical to begin with, most parents and carers involved in the study were satisfied with the intervention and praised it. 
Although Dyadic Developmental Psychotherapy is commonly used in the UK there is still very little written about it and a shortage of empirical evidence to support the claims of its success. However, it appears that this is finally being remedied as a recent studied interviewed children who had undertaken DDP, to enlist their views on the therapy, with results being positive overall (Christopher et al 2025). Prior to this however, the intervention was criticised for the lack of information, highlighting the fact that no clear manual existed, and emphasising the lack of validated case studies, suggesting instead that the evidence was shallow and anecdotal. (Pignotti & Mercer, 2007). Indeed, much that is written in support of DDP is written by its creators (Becker-Weidman & Hughes, 2008) or by other previous students of Hughes (Golding, 2017).
A recent study was positive, concluding that the participants had made progress socially and emotionally. The most positive factor of DDP was the presence of the understanding and attuned therapist which allowed attachments to be made and developed with the participants. There was an increase in the security of the attachments with adults which will serve the children well as they grow and enter adulthood (Christopher et al, 2025). This is something that Jack will benefit from as currently his relationships need developing. He is clingy towards his foster mother as he is worried that she will abandon him, and he does not fully trust yet.
Trauma-focused cognitive behaviour therapy is an empirically supported intervention programme, devised by Judith Cohen, Anthony Mannarino and Esther Deblinger. It supports children who have experienced ACES, and their families and targets PTSD, anxiety and depression and the emotional and behavioural symptoms which are often found alongside (Cohen et al, 2016). TF-CBT is a structured programme which follows the basic principles of cognitive behaviour therapy, with an emphasis on dealing with trauma. It is a widely used intervention for children and young people who have experienced trauma in their lives and is often stated to be the first-choice therapy for young people with experienced trauma. (Schreyer et al, 2024).
Jack’s primary need is safety and regulation. He will need to undertake attachment-based interventions so that his trust can be rebuilt and he can become more emotionally stable and secure. The NICE guidelines (NICE, 2015) for trauma-formed cognitive behaviour therapy for a primary aged child like Jack suggest a programme beginning with training and education for Jack’s foster carers. This will assist them with maintaining a stable home for Jack, particularly as he faces transition to a secondary school environment. This would be combined with training for a group of children within Jack’s age range. Telephone support should be available, and Jack would have homework tasks to complete to strengthen the message. Jack’s sessions should also include opportunities for him to get involved in a range of educational and social activities which would assist in developing a more positive outlook.
TF-CBT begins with psychoeducation for both Jack and his family, before moving on to relaxation which teaches breathing skills. Practices like yoga and mindfulness can engage and ‘switch on’ the prefrontal cortex, which makes the amygdala less reactive thus calming the child and improving their emotional regulation. This is followed by affective regulation, and cognitive coping, where Jack will learn to identify and manage his emotions, reframing his thinking around his traumatic experiences. For individuals who have experienced trauma, the essence of their trauma is emotional, dealing with strong feelings of fear, anxiety and anger. (Wastell, 2020). When Jack is unable to do something, he becomes angry and lashes out. This is a demonstration of Panksepp’s rage system, which is activated when a child feels restrained or stilted (Panksepp, 2004). Being unable to complete tasks adds to Jack’s low self-esteem, and stilts his development, causing the anger he displays. 
The next step in the therapy is the trauma narration, a crucial stage which must be sensitively handled and introduced only when the child is secure in the previous parts of the therapy. There is a risk that premature trauma narration without secure co-regulation may escalate behavioural or emotional responses and cause the child to shut down. (Finn et al, 2017). 
Finally, the programme looks at exposure to trauma triggers alongside sessions working with the families and planning for future development. This is something that Jack can build on with his foster family to safeguard his future and change his narrative. Having safe, caring adults to buffer the effects of trauma is critical for healthy brain development.
Even though TF-CBT is a widely used option, there are relatively few studies highlighting the longer-term effects of the therapy. (Jensen et al, 2017). A small study into the efficacy of TF-CBT with a group of adolescents in Australia concluded that while there was a slight increase in symptoms for a small number during the trauma-narrative phase, this was temporary and symptoms were resolved once the treatment was completed. The study found that the therapy was ‘safe, tolerable and effective’ (Peters et al, 2021). Additionally, when compared directly to Cohen’s handbook, TF-CBT was more effective for trauma than alternative treatments or none (Thielemann, 2022). Additionally, despite previous studies showing individual therapy to be more effective, this study highlighted that group sessions had the greater effect. This could potentially benefit Jack, as a shared group bond would help him with building meaningful relationships.
Trauma-informed care has many strengths which make it the ideal choice for Jack. TF-CBT has its basis in behaviour therapy will help Jack to reframe his thinking. Disrupted development within Jack’s brain can present as a small or under-activated hippocampus, which if left untreated could lead to difficulties with memories. Childhood relational trauma can also affect the development of executive functions such as working memory, and decision-making, which can lead to difficulties for Jack as he gets older. 
Therapists who undertake trauma-informed care with children and young people are at risk themselves, to conditions such as secondary trauma, anxiety, depression, compassion fatigue, PTSD and burnout among others. This can have a negative effect on the emotional well-being of the practitioner and steps will need to be taken to alleviate this. (Duncan & Pond, 2025) (Harrison et al, 2023). In addition to this, some practitioners who have undertaken DDP alongside pupils in their care have been overwhelmed by the strategies disseminated to them during training. They found it difficult to take new strategies on board and combine them with the existing teaching and support they are providing. It is suggested that an overlap between different therapies, such as TF-CBT or DDP, should be discussed to alleviate the workload for teaching staff. (Lombardi, 2020). 
To safeguard their own emotions and mental well-being, practitioners need to think about self-care. A United States based study investigated the effects of a yoga and mindfulness-based intervention for children living in a deprived area with high levels of experienced trauma. The study concluded that mindfulness and yoga may be a promising strategy not just to improve the behavioural and attention regulation among children but also to benefit the staff, who took part in training sessions and two dedicated staff sessions. This would be especially beneficial in staff that may suffer from secondary trauma or higher levels of PTSD from their trauma centred work. (Razza et al, 2019). 
The effect of a yoga and mindfulness programme in dealing with the presence of secondary and vicarious trauma in practitioners was also addressed in a recent South African study (Pillay et al, 2024). The study concluded that the staff fully benefitted from the intervention and were still effective in lowering stress and increasing mindfulness months after the intervention. Attuning with one’s inner self, and self-acceptance of who they are is an important factor in creating a calm, stable mind, capable of dealing with highs and lows in life as they occur.
It is not just practitioners who need to practice self-care. Carers who have completed trauma informed care therapies with their child recognise the importance of being present for the young person. This can be physically and emotionally demanding and put additional pressure on the individual or family. In addition to the apparent mundane daily routines, meeting the child’s basic needs of being fed, clothed and sheltered, carers recognise the importance of the additional support they provide to create a full life for their child, such as ensuring they attend their hobbies and after school activities, taking them to appointments or arranging visits to friends and family. They recognise that the stability and reliability that these actions demonstrate are essential to the security of a child who has previously been let down by their adults. Put simply, the child needs to know that their carer is going to show up for them, reliably and consistently. (Cooper, 2023). It is vital that any adult carrying out Dyadic Developmental Psychotherapy be in a place of secure attachment themselves before attempting to develop it in others. They need the ability to be fully present with the child in the moment, to absorb and understand what they are experiencing. (Hughes, 2004).
While trauma informed care is designed to help caregivers and practitioners cope with and process their children’s traumatic experiences, it does not directly target the adult’s own trauma or associated psychopathology. However, therapists can help the caregiver and practitioner work through these responses as they relate to their ability to support the child. (Canale et al, 2022). However, it is also possible that the therapy sessions may in fact serve as a way of a protective factor for the adult. (Hughes, 2004). 
Supervision sessions are recommended for all practitioners undertaking any form of trauma-informed care. Although planned supervision sessions with a therapist are best, it is vital that adults working with traumatised children take the opportunity to speak to other professionals, talking about their emotions and any secondary trauma and working through ways of dealing with this. Trauma-Informed practitioners are trained in empathetic listening, without talking or questioning, to allow the adult to fully release their emotive feelings. WINE language is used to show empathy to the speaker – ‘I wonder, I imagine, I notice,’ showing empathy to the speaker. (Sutherland, 2020).
The simplest forms of self-care for a practitioner are the things that give joy to an individual, ensuring that a person takes the time to treat themselves to something that calms the mind and soul. This may look very different for everyone. For some it may be walks in the woods or at the beach, taking in the benefit of biophilia (Wilson, 1984) using nature to calm the mind, reduce stress, and improve overall health and fitness. In appreciating awe and wonder in living things, a person can learn to appreciate it in themselves.
To conclude, it appears that the most recommended therapy for Jack would be trauma-focused cognitive behaviour therapy. TF-CBT has a greater level of evidence highlighting the success of the programme when compared to other treatments such as DDP. More recent long-term studies have been undertaken, looking in depth at the success stories and the progress made. This is a neatly parcelled programme, which will help Jack deal with his fears around abandonment, meet his seeking system by providing supportive adults and allow him the opportunity to explore his trauma narrative in a safe way. Additionally, he will be provided with mindfulness techniques to help control his breathing and calm his mind and body. Being more aware of his body, and particularly mapping where he experiences his fear and rage, will assist Jack in dealing with any future anxieties or physical and emotional outbursts. 
Cognitive behaviour therapies provide tools to build safe and secure relationships with trusted adults, something that has been lacking in Jack’s case. These secure relationships will provide an anchor for Jack as he navigates the changes in moving to secondary school, with his foster family as a constant for him. He will feel validated and accepted by those closest to him. The neuroplasticity of Jack’s brain will slowly allow neural connections to re-spark, building pathways in the brain and improving Jack’s prospects for adulthood. With the correct package of support in place, and emotionally available adults at his side, Jack’s childhood relational trauma does not have to define him. His future story is not yet written.          
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