Care Plan 
Background Information:
Personal details: 
Name: Emily 
Age: 14 years old 
Sex/Gender: Female 
Trauma History:
· Physical Abuse
· Neglect
· Sexual Abuse 

Family and Social History:
· Only child 
· Negative relationship with biological parents. 
Current Living Situation:
· Currently living with foster carers (male and female, in their 40’s) for approximately 1 month. 


Personal Interest: 
· Writing 
· Reading stories 
· Drawing 
· Listening to music
· Watching Tv Series  
Supportive Relationships: 
· Emily used to be very socially interactive and had a group of close friends but in recent weeks they have had several fallings out which has resulted in Emily being isolated. 
Coping Skills:
Emily has interest in writing short stories and songs which she finds helpful in expressing herself. 
Identified Challenges
 Challenges:
· Aggression (verbal and physical) 
· Withdrawn (does not make any attempt to interact with her peers) 
· Attention deficit (finds it difficult to follow instructions and retain information in class). 
· Emily is anxious when put in social group situations (lunch time and group work) and adapting to new environments. 
· Difficulty in establishing relationships with foster parents and teachers

Trauma-Informed Goals
Goal 1: Support emotional regulation and reduce aggressive behaviour.
Timeframe: 6–8 weeks
Steps to achieve:
· develop a consistent emotional support plan shared between school staff and foster parents, outlining early signs of distress and agreed responses
· help Emily recognise physical and emotional signals linked to anger or anxiety, such as restlessness, tension, or withdrawal
· practise calming techniques, including slow breathing, grounding through the senses, and brief time-out in a safe space
· ensure adult responses to aggression remain calm, predictable, and non-punitive, particularly during heightened emotional states
· support reflection and repair after incidents once Emily feels settled, focusing on understanding rather than blame
Goal 2: Improve attention, concentration, and engagement with learning.
Timeframe: 8–12 weeks
Steps to achieve:
· adapt classroom practice by breaking instructions into small, manageable steps and checking understanding regularly
· use visual reminders, written instructions, and structured lesson routines to support memory and focus
· provide a named member of staff for short, regular emotional check-ins, particularly at the start of the school day
· allow flexibility with group work and reduce exposure to high-pressure tasks, such as public questioning
coordinate expectations between home and school to reduce academic pressure and prevent emotional overload

Goal 3: Rebuild trust and support the development of safe relationships.
Timeframe: 12 weeks
Steps to achieve:
· encourage regular shared activities between Emily and her foster parents based on her interests, such as writing or drawing
· establish predictable routines at home to increase stability and reduce anxiety linked to past neglect
· identify one trusted adult in school to provide consistent emotional support and advocacy
· support gradual re-engagement with peers through structured, low-demand social activities
· use restorative conversations only when Emily feels emotionally safe and willing to participate

Justifications: 
Emily’s experiences of sexual abuse, physical abuse, and neglect place her at significant risk of emotional distress, difficulties with attention, and problems forming trusting relationships. Research consistently shows that prolonged exposure to trauma during childhood can disrupt emotional regulation, impair concentration, and increase sensitivity to perceived threat (Perry, 2006; Shonkoff et al., 2012).
Goal one focuses on emotional regulation because aggressive behaviour in traumatised young people is often a response to fear or loss of control rather than deliberate defiance (Van der Kolk, 2014). Calm and consistent adult responses help reduce feelings of threat and support a sense of safety. Without this foundation, attempts to address behaviour through sanctions alone are unlikely to be effective.
Goal two addresses Emily’s difficulties in school. Trauma can negatively affect working memory, attention, and the ability to follow instructions, particularly in busy or unpredictable environments (Perfect et al., 2016). Adjusting teaching approaches allows Emily to remain engaged with education while reducing stress and frustration.
Goal three reflects the importance of stable and supportive relationships following abuse and neglect. Attachment theory highlights that early harmful experiences can affect trust and emotional security (Bowlby, 1988). Building consistent, respectful relationships at home and school is essential for emotional recovery and social development.
Potential challenges include Emily’s mistrust of adults, avoidance of emotional discussion, and anxiety in social situations. Progress may fluctuate, particularly during transitions or periods of change, and should be reviewed regularly.

Trauma Informed Approach:
Type of therapy:
Individual therapy: trauma-focused cognitive behavioural therapy (TF-CBT)
frequency: weekly sessions
additional support:
· involvement of foster parents in selected therapy sessions
· ongoing pastoral and emotional support within school
Approach in practice
TF-CBT is a structured intervention designed for children and adolescents who have experienced abuse and trauma. It supports emotional understanding, coping skills, and gradual exploration of traumatic experiences at a pace that feels manageable for the young person (Cohen, Mannarino and Deblinger, 2017).
Early sessions focus on helping Emily feel safe, understand her emotional reactions, and develop practical strategies to manage distress. This stage is particularly important given her current difficulties with aggression and attention. As therapy progresses, Emily is supported to make sense of her experiences while maintaining emotional stability.
Foster parents are involved to help them respond consistently to emotional and behavioural difficulties. This supports continuity between therapy and daily life, which is especially important for children in care (Howe, 2005). Clear routines, predictable responses, and respectful communication help reduce anxiety and improve trust.
Within school, a named member of staff provides regular emotional support and acts as a consistent point of contact. Classroom strategies focus on predictability, reduced pressure, and clear boundaries. This approach aligns with safeguarding guidance and inclusive education practice (Department for Education, 2023).

Expected challenges
Emily may initially resist therapy or struggle to talk about emotions. Emotional distress may increase temporarily as difficult experiences are discussed. In school, maintaining consistent approaches across staff may be challenging due to workload or changes in personnel. Peer difficulties may continue while Emily rebuilds confidence and trust.
These challenges highlight the need for regular review meetings and clear communication between professionals involved in Emily’s care.

Justifications
TF-CBT is recommended by UK clinical guidance as a first-line intervention for children and young people who have experienced trauma, including sexual abuse (NICE, 2018). Research shows it is effective in reducing trauma-related symptoms, emotional difficulties, and behaviour problems (Cary and McMillen, 2012; Cohen et al., 2017).
The involvement of foster parents supports stability and consistency, which are critical following neglect and abuse (Howe, 2005). Compared with non-directive counselling, TF-CBT provides clear structure and practical strategies, making it suitable for Emily’s current presentation. Other approaches, such as EMDR, may be considered at a later stage if appropriate, but TF-CBT is often selected first where emotional regulation and adult support need strengthening.
School-based adjustments are justified because trauma can significantly affect learning readiness and behaviour. Reducing environmental stress supports engagement and inclusion (Perfect et al., 2016).
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