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Foreword

This latest book in our series exemplifies our aim to offer support for ‘Best
Practice in Working with Children’. Based on contemporary research evidence
and rooted in a consistent theoretical framework the book offers systematic
and detailed guidance on how to help traumatized children.

As a result of significant policy development, and associated training, pro-
fessionals who encounter children now have greater awareness of the
symptoms and indications of abuse and neglect. Teachers, doctors, nurses, psy-
chologists, adult mental health workers, substance misuse workers and others
are now much more sensitive to signs of unmet childhood developmental
needs. They are also much clearer about the need for a timely response to
prevent significant harm to ongoing development and the key role they can
play in ensuring that the professional network is mobilized. However,
increased awareness is of no benefit unless it leads to children getting the help
that is needed.

All too often our systems stall or run into the sand once the initial process
of identification of abuse or neglect is completed. Once the priority of immedi-
ate safety is addressed children and their parents can often feel as if they are left
adrift with little support. But it is at this point that the right kind of professional
support can make the crucial difference for the trajectory of a child’s ongoing
development. Certainly, many abused and neglected children can be supported
effectively by non-abusing parents, carers, wider family and friends. But,
equally, there are many children whose lives in the short, and longer, term will
be transformed by sensitive and appropriate therapeutic support, tailored to
their needs.

The book addresses trauma and its impact upon children. Trauma is often
associated with individual events or disasters and their aftermath and the book
provides a detailed and sophisticated analysis of trauma and helps to explain
the impact of traumatic incidents of physical or sexual abuse. But the book
takes the subject much further by exploring the impact of more chronic
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circumstances. This detailed attention to the ‘climate’ of care is timely and
essential. There is now an accumulation of evidence about the devastating
impact of growing up under enduringly stressful conditions.

Recent policy developments have also stressed the importance of compre-
hensive assessment and planning. Practitioners often struggle with making
sense of all the information that can be collated from a range of sources. And,
again, there is no point to assessment activity if it does not lead to a purposeful
plan for intervention. Using detailed worked examples, this book takes the
Department of Health triangle as the starting point and augments it with
dynamic new concepts to assist with assessment and analysis. Crucially, there is
detail about how to consider the interaction of factors across different domains
and how to analyse the implications for intervention.

For decades our systems have been preoccupied with investigation; this
book takes us beyond investigation and re-asserts the importance of offering
children considered and effective therapeutic support.

Brigid Daniel,

University of Stirling

10 / SAFEGUARDING CHILDREN LIVING WITH TRAUMA AND FAMILY VIOLENCE



Introduction

This book focuses on working with children and families living in a climate of
trauma and family violence. This includes families where there may be recur-
rent patterns of violence between adults; verbal, sexual or physical violence
involving children; extensive abuse of one or more children, or multiple forms
of maltreatment at various phases of development, causing physical, sexual and
emotional harm and impairment of health and development.

The core task for professionals where a child or young person has experi-
enced significant harm is to assist them and their families or carers in their
journey to recovery. The book is intended as a guide for all social work, health
and educational professionals involved in the identification, assessment and
intervention with children and families caught in such destructive cycles. The
evidence-based assessment tools and planning approaches described are
relevant throughout this process and can be used in assessments by a range of
professionals, including those involved in court proceedings, whose duty it is to
represent and articulate the interests and views of the child.

In 1999 the UK government commissioned overview reports of serious
case reviews (usually where a child has died) in England on a biennial basis to
draw out the key findings. Rose and Barnes (2008) studied serious case reviews
during the period 2001–2003 and highlighted the need to give careful atten-
tion to the processes of analysis of information, decision-making and planning
(Rose and Barnes 2008).

Brandon et al. (2008) studied serious case reviews during the period
2003–2005 and recommended that:

Information and evidence should be collected, and systematic observation
assessed within the context of an ecological framework based on clearly
understood developmental and psychosocial theories including the relation-
ship and developmental histories and processes that have shaped parents’
families and children.

The ecological developmental framework should also provide a concep-
tual structure and language for presenting a case formulation that should
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include (i) a clear case summary and synthesis of the knowledge brought
together by the assessment, (ii) a description of the problem/concern, (iii) a
hypothesis about the nature, origins and cause of the need/problem/concern,
and (iv) a plan of the proposed decisions and/or interventions. It needs to be
emphasised that the Assessment Framework provides an ecological developmen-
tal structure which, if used well, should ensure that both practitioners and
managers work together in a clear, co-ordinated and collaborative way.
(Brandon et al. 2008, p.67)

This book aims to address the issues raised in the above serious case reviews
using the Framework for the Assessment of Children in Need and their
Families (Assessment Framework) (Department of Health, Department for Educa-
tion and Employment and Home Office 2000) as the conceptual map for gath-
ering, categorizing and analysing the available material and planning how to
intervene effectively.

For the professionals involved in cases where there are safeguarding
concerns, the journey is one of discovery. The journey starts at the point of first
referral, through assessing a child’s needs and whether and how they are being
met and, in some cases, the discovery of possible significant harm or likelihood
of harm to a child. The safety of the child needs to be ensured and during the
unfolding assessment the professionals must learn about and explore the pro-
cesses, which may be contributing to the harm or likelihood of harm to the
child. This includes understanding the links between the child and their devel-
opmental needs, the parenting or care they are receiving and the family and
environmental factors impacting on both. The next step in the journey is to
plan with all concerned how best to intervene to help the child begin to recover
and to support those caring for them or otherwise involved in their lives.

This journey for the professionals and others involved with the child and
family is one of increasing complexity with each step and requires a staged
approach to assessment, planning and intervention which supports
evidence-based, interdisciplinary and child-focused work with children and
their families. The book focuses less on the immediate steps to protect a child
and more on approaches to the understanding, assessment and planning that is
needed to ensure the future safety, health and development of the child.

The authors aim to tell the story of the journey by giving an overview
which describes the broader picture and some of the recent research on trauma
and family violence (Chapter 1), introducing a model for analysing what is
going on for the child and family (Chapter 2) and introducing assessment tools
to help launch the journey (Chapter 3). A case history which starts with a boy
who is late for school, and appears anxious and neglected, is used to track
through the process of assessment at the earlier stages of initial and core assess-
ment (Chapter 4) and then at a safeguarding level, when the nature of the
family’s difficulties and strengths become clearer through the use of a structure

12 / SAFEGUARDING CHILDREN LIVING WITH TRAUMA AND FAMILY VIOLENCE



to describe the level of strengths and difficulties where children are living with
trauma and family violence (Chapter 5).

The journey moves on to exploring how to assess those families where
there are major difficulties, including predicting whether change is feasible and
alternative ways of intervening (Chapter 6). An exploration of ways of prevent-
ing and intervening in trauma and family violence follows (Chapter 7), and the
journey is completed with a case example of a complex family situation which
involved a network of professionals and where the court was involved (Chapter
8). Different ‘lenses’ are used with the same family throughout the book, along
with other case examples, to help provide a ‘guide’ to the various stages
involved in working with children and families where there are safeguarding
concerns. The book provides a structure, language and process for assessment,
analysis, intervention and measuring outcomes and can be used as a handbook
to support evidence-based practice and effective inter-professional and
inter-agency work.

INTRODUCTION / 13



Chapter One

Growing Up in a Climate
of Trauma and Violence

Frameworks for Understanding Family Violence

Arnon Bentovim

Introduction
A constant theme in the media is a concern about children’s welfare living in a
‘climate of violence’. In 2006 headlines reported a UNICEF study that one
million children in the UK are affected by exposure to domestic violence
(UNICEF 2006). This study of violence against children underlined the inter-
national problem of children exposed to violence as victims of warfare, of star-
vation and conflict, being unwanted, living in the streets, working as sex
workers – a negation of what we consider to be the meaning and purpose of
childhood.

This book focuses on the theme of children exposed to trauma and family
violence. When trauma and family violence are referred to, this indicates that
rather than living in a family where parents have reasonable capacities to meet
their children’s needs, and provide adequate care, affection, safety, stimulation,
guidance and boundaries and stability:

� There may be extensive recurrent patterns of violence between adults,
family members, partners or extended family members. Such
violence can take the form of physical, emotional or sexual violence,
and is often associated with living in a context of environmental
stress.

� The family atmosphere may be characterized by a high level of violence,
verbal, physical, emotional or sexual involving the children. Parental
capacities may be affected by physical or mental ill-health factors, or
extensive drug or alcohol abuse. Children’s care may be disrupted
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and compromised as a result of abusive relationships between the
parents and extended family.

� There may be extensive abuse of one or more children within the family.
This abuse may be physical, sexual or emotional or may involve
significant neglect of children’s needs affecting their physical,
emotional, educational and social development, causing harm and
evoking traumatic responses. Children may experience multiple
forms of abuse and maltreatment, at various phases of development,
or suffer extensive forms of one type of abuse. This may be by a
parent or by an individual with authority over the child, which can
include older siblings or other family members.

Aims of the book
This book seeks to explore the impact for children of living in such a context of
trauma and family violence and the implications for assessment, planning and
intervention for professionals working with the children and young people and
their families.

This book aims:

1. To examine current literature on children who are living in a climate of
trauma and family violence, to raise awareness of the cumulative
nature of traumatic and stressful events which occur in such children
and families and their impact over the lifespan, and to understand
factors which result in harmful effects and those which protect.

2. To examine how the UK Framework for the Assessment of Children in
Need and their Families (Department of Health et al. 2000) (the
Assessment Framework) can be effectively applied using the
evidence-based approaches to assessment which we have introduced.
This includes a model for the analysis of children’s developmental needs,
parenting capacity and family functioning and other family and
environmental factors based on the Assessment Framework.

3. To operationalize the Assessment Framework itself in a way which further
develops its use as an effective tool to describe strengths and
difficulties in children’s health and development and functioning,
parenting and family and environmental factors.

4. To present a model of assessment, analysis, planning interventions and
measuring outcomes using the Assessment Framework for use in the
safeguarding context and to introduce a process for assessing the
harmful effects of adverse experiences and protective factors in all
three domains on children and their welfare.
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5. To present an analysis of the potential for successful intervention, and
whether the child’s needs can be met by the abusive and/or the
non-abusing parent or other family members. A 12-step approach
will be described, which assesses the level of harm, strengths and
difficulties in parenting, including harmful parenting, the parents’
capacity to take relevant responsibility and the impact of family and
environmental factors, as well as identifying the interventions
required by the child, and the prospect for change within the child’s
timeframe.

6. To explore the principles and phases of intervention required in the
safeguarding context to target children’s developmental needs, parenting
capacity and relevant family and environmental factors.

Children in need and children who have experienced harm
Although this book is particularly concerned with assessments and planning
interventions where a child has experienced or is likely to experience harm as a
result of being exposed to the varying forms of family violence, the approaches
described are appropriate for all the children with developmental needs who
require additional intervention.

What children actually experience when there is abuse, whether emotional,
physical or sexual, can vary considerably. Research findings demonstrate that
outcomes are determined not only by direct experiences of abuse, threats of abuse
or witnessing violence, but also by pre-existing developmental needs,
pre-existing and subsequent parenting, and pre-existing and subsequent family
and environmental factors. It is a combination of these pre-existing processes and
those that are set in train by abusive experiences which lead to changes in a child’s
pattern of health and development. Protective processes may mean that the child
is healthy despite experiences of abuse. Where adverse processes predominate,
outcomes can range from impairments in limited areas of development, for
example, educational progress, to transformation of the child’s development so
that they develop antisocial or withdrawn patterns of relating to others.

A perspective from the USA
When considering the needs of children living with trauma and family
violence, both risk and protective factors need to be taken into account. Harris,
Lieberman and Marans (2007) in an article reflecting a perspective from the
USA comment that:

each year, exposure to violent trauma takes its toll on the development of
children. When their trauma goes unaddressed, children are at greater risk of
school failure; anxiety and depression and other post-traumatic disorders;

16 / SAFEGUARDING CHILDREN LIVING WITH TRAUMA AND FAMILY VIOLENCE



alcohol and drug abuse, and, later in life, engaging in violence similar to that
to which they were originally exposed. The majority of severely and chroni-
cally traumatised children and youth are typically seen as ‘troubled children’
in the education system, or emerge in the child protective, law enforcement,
substance abuse treatment and criminal justice system where the root of their
problems – exposure to violence and abuse is typically not identified or
addressed. (Harris et al. 2007, p.393)

These authors are indicating that where children in the USA are exposed to
high levels of extensive and recurrent patterns of violence, these experiences
can have a cumulative traumatic effect which results in children presenting sig-
nificant difficulties in many contexts. Studies by Finkelhor, Ormrod and Turner
(2007), which will be referred to in some detail later, indicate that a significant
number of children in the USA experience a number of violent events both
within the home and in their social context. These have a strikingly negative
effect on their mental health and on the development of antisocial behaviour.
Also of considerable relevance are the studies of factors which can protect
against such outcomes.

A UK perspective on violence and abuse involving children
In the UK, there remain concerns about children and families living on the
margin and in poverty. Despite an understandable public focus on violence sus-
tained in the community, such as concerns about knife crime, the main source
of violence and abuse against children is located in the family context. Consis-
tent observations indicate that there are substantially more children affected by
violence and abuse in the home than those identified by the relevant services.
Family violence is associated with silence and secrecy so that identification
often occurs by chance through the concerned neighbour hearing shouting
and hitting, the alert Accident and Emergency doctor who realizes that a child’s
injuries do not match the explanation given, the teacher who is concerned
about a sudden withdrawal, anger or sexualized behaviour in a child or young
person’s presentation, the paediatrician who is concerned with the child’s
frequent presentation with unusual medical symptoms.

One of the key concerns at the end of the twentieth century was to identify
children at risk of harm and to take action to protect them. Following a series of
research approaches in the field of family violence, neglect and abuse during
the 1990s, it became clear that a narrow focus on abuse resulted in protection,
but tended not to impact on the complex processes of family life which gave
rise to abusive action. For the child, often little was done to reduce the persis-
tent negative emotional and behavioural effects, even if basic protection was
being offered. For the family, it tended to mean that problems in parenting and
the other relevant aspects of family life impacting on parenting or the child
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were not clearly identified and acted upon, in terms of offering support, until
the situation had become serious.

When tragedies are revealed, such as Maria Colwell in 1973 (Field-Fisher
1974) or Victoria Climbié in 2000 (Laming 2003), or in the recent case of
Baby P, there is not only horror that parents or family members can cause such
severe harm but also a condemnation of professionals who are perceived as
failing to protect, failing to be aware of warning signs or to communicate and
having over-reacted or under-reacted in their response.

Such tragic events have been instrumental in numerous reviews of profes-
sional practice and the introduction of systems change. The most recent
changes, set in motion by the Laming Report, include recommendations for
extensive restructuring and reorganization in professional practice introduced
in Every Child Matters (Department for Education and Skills 2004b), including
bringing together professionals in education, health and social work, establish-
ing Local Safeguarding Children Boards with a more extensive remit for the
protection of children in the community.

The Assessment Framework and the Common Assessment Framework
The Framework for the Assessment of Children in Need and their Families (Department
of Health et al. 2000) (the Assessment Framework) used in the UK was introduced
as part of the process of enlarging the field of vision of professionals concerned
with children in need of services, as well as in need of protection. This
ecosystemic framework was intended to help professionals consider the child’s
functioning and needs, the capacity of parents to provide for those needs, the
way their needs were being met (or not) and the role of family and environmen-
tal factors on the child or the parenting capacity of their carers. The approach
was intended to extend professional practice from a narrow focus on ‘risk
assessment’ and protection to a broader holistic consideration of the child and
their family and the context in which they lived, to raise the standard of profes-
sional understanding of needs and to focus interventions more effectively.

A Common Assessment Framework was also introduced (Department for Edu-
cation and Skills 2004a) for a wider range of professionals to assist in develop-
ing a shared language and understanding of children’s needs in context. The
aim was to achieve the five outcomes which were considered key to securing
well-being in childhood and later life, being healthy, staying safe, enjoying and
achieving, making a positive contribution, and achieving economic well-being
(Rose, Gray and McAuley 2006).

The Assessment Framework – which informs this book – is a conceptual
framework which maps three domains of information – child developmental needs
(including children’s current functioning), parenting capacity and family and envi-
ronmental factors – which can contribute to effective assessment and interven-
tion. Chapter 2 describes a model of assessment, analysis and planning inter-
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ventions using the Assessment Framework. In the safeguarding context, an under-
standing of these factors provides a basis for analysing the processes that
precede and are associated with exposure to violence, and can determine
whether the impact of such experiences have or are likely to lead to traumatic
effects.

Inter-agency guidance Working Together
The statutory inquiry into the death of Victoria Climbié (Laming 2003) and the
first joint chief inspectors’ report on Safeguarding Children (Department of
Health 2002) highlighted the lack of priority status given to safeguarding
children.

Working Together to Safeguard Children: A Guide to Inter-agency Working to Safe-
guard and Promote the Welfare of Children (HM Government 2006) forms part of
the UK government’s response to these findings. The focus in Working Together
is on shared responsibility and the need for effective joint working between
agencies and professionals that have different roles and expertise required if
children are to be protected from harm and their welfare promoted. The roles,
responsibilities and duties of the different personnel and organizations
working directly or indirectly with children and young people are outlined and
guidance is provided on the involvement of the relevant services, the responsi-
bilities of the Local Safeguarding Children Boards, training and the develop-
ment of inter-agency working and on the management of individual cases
involving children and families. Local Safeguarding Children Boards were
identified as having a key role in ensuring effective inter-agency and inter-pro-
fessional working.

The context in Scotland, Wales and Ireland
The legislative context differs in Scotland (Scottish Executive 2000, 2002,
2004; Scottish Government 2008; Scottish Office 1997, 1998; Stafford and
Vincent 2008) and Ireland (Department of Education and Science 2001;
Department of Health and Children 1999, 2002). The Guide to Getting it Right
for Every Child approach in Scotland (Scottish Government 2008) and assess-
ment tools and practice guidance in Ireland such as the Framework for the Assess-
ment of Vulnerable Children and their Families (Buckley, Howarth and Whelan
2006) provide guidance for professionals working with children and families
in a comparable way to the Assessment Framework and the Common Assessment
Framework within the overarching policy of Every Child Matters (Department for
Education and Skills 2004b) in England and Children and Young People: Rights to
Action (Welsh Assembly 2004) in Wales. While the principles and practice pre-
sented in this book may need some adaptation to these differing legislative and
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policy contexts, they should nevertheless be of direct relevance to professionals
in Scotland, Wales and Ireland.

The development of evidence-based approaches to assessment
To assist professionals in carrying out the complex task of applying the Assess-
ment Framework, the authors, with others, were commissioned by the govern-
ment to develop and test a number of evidence-based approaches to assess all
aspects of functioning, with associated training programmes (Bentovim and
Bingley Miller 2001; Cox and Walker 2002a, 2002b; Department of Health,
Cox and Bentovim 2000), some of which have been updated (Pizzey et al.
2009), and a team of accredited trainers. The assessment tools and the model of
analysis and planning involved are described in greater detail in Chapters 2
and 3.

The assessment tools are recommended by the UK Department for
Children, Schools and Families (DCSF) in a range of government guidance and
procedures relating to children’s services and the development of an Integrated
Children’s System (Department of Health 2000b). A training organization (Child
and Family Training) has been established to train and support professionals in
the use of these evidence-based approaches when undertaking the task of
carrying out effective initial and core assessments. The aim of such assessments
is to describe and evaluate the complex situations which characterize children
living in a context of trauma and family violence and to plan and carry out
effective child-centred and outcome-focused interventions.

Evidence-based approaches to assessment and intervention provide an
approach which can enrich and systematize everyday practice, and in turn help
to ensure that children’s needs are adequately safeguarded and that tragedies
are prevented.

Aims of Chapter 1
This chapter aims to explore some of the recent research literature related to
children and families who are living in a climate of trauma and family violence
and includes sections on the following:

� Definitions of harm.

� Prevalence.

� The impact of family violence on children and young people
growing up: a review of recent research.

� Theoretical frameworks for understanding trauma and family
violence.
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� Children living with trauma and family violence – developmental
issues: a review of recent research.

� Factors affecting the capacity to parent: a review of recent research.

� The characteristics of families when violence occurs.

� The impact on the future parenting of children and young people
growing up in a climate of trauma and family violence.

� The J family – a case study illustrating key themes from the review
of research.

Other case examples are provided at various points to illustrate the research and
key themes presented.

Definitions of harm
The general principle is to consider harm in the safeguarding context as the
effect of being exposed to violence, neglect and abuse:

a compilation of significant events, both acute and longstanding, which
interact with the child’s ongoing development and interrupt, alter or impair
physical development and significantly psychological development. Being
the victim of violence and abuse or neglect is likely to have a profound effect
on a child’s view of themselves as a person, their emotional lives and their
attachments, and on their future lives. (Bentovim 1998 p.98; HM Government
2006 p.36)

Current definitions of specific forms of harm through abuse in Working Together
(HM Government 2006) are included in Box 1.1.

Box 1.1 Forms of harm

� Neglect refers to the failure of a parent to provide for the
development of the child – where the parent is in a position to do
so – including areas such as health, education and emotional
development, nutrition, shelter and safe living conditions. There is a
distinction made between neglect from the circumstances of poverty
and neglect occurring when reasonable resources are available to
the family or caregiver.

� Physical abuse is defined as those acts of commission or omission by a
caregiver which cause actual physical harm, or have the potential
for harm. Physical abuse also includes the Induction of Illness States
through the administration of medication or noxious substances.
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� Sexual abuse is defined as those acts where a caregiver uses a child
for sexual gratification. Acts range from exposure and witnessing
sexual activities – non-contact abuse, to forms of contact abuse,
genital touching, mutual masturbation, attempts or actual
intercourse. The essential issue is the child or young person not
having the knowledge or maturation to be able to consent.

� Emotional abuse includes the failure of a caregiver to provide an
appropriate and supportive environment including acts that have an
adverse affect on the emotional health and development of a child.
This includes inappropriate restriction, denigration, ridicule, threats
and intimidation, discrimination or other non-physical forms of
hostile treatment. Involvement in activities such as prostitution,
antisocial activities. Exposure to domestic violence or marital
conflict, drug addiction or mental illness may also represent forms
of emotional abuse depending on the nature of the child’s role, i.e.
failure to protect from or active involvement in the process of
conflict, addiction or mental health difficulties.

The legal definition of harm
The legislative framework in England and Wales when considering the welfare
and protection of children is set out in the Children Act 1989. When legal
intervention is being considered under the Children Act 1989, the key issue is
the notion of the threshold which would justify intervention in family life. This
requires the establishment of criteria which indicate the need for the court to
intervene, and for the state to share care with parents and make decisions which
ensure protection of the child, facilitate their recovery, and help them meeting
their potential for future development. Local authority children and young
people’s services are responsible for initiating actions to protect the child and to
ensure their needs will be met. The court has to make a judgment that signifi-
cant harm to the child has occurred, or is likely to occur.

The Children Act 1989 Section 31(9) (as amended) in England and Wales
provides the following definitions:

� ‘Harm’ means ill treatment, or the impairment of health or
development, including for example impairment suffered from
seeing or hearing the ill treatment of another.

� ‘Development’ means physical, intellectual, emotional, social or
behavioural development.

� ‘Health’ means physical or mental health.

� ‘Ill treatment’ includes sexual abuse and forms of ill treatment which
are not physical – including emotional abuse.
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It will be noted that there needs to be the establishment of a specific form of harm,
ill treatment, impairment of health or development, including mental health.

There is also a requirement to establish whether the harm is significant or
not. This involves comparing the health and development of the child with
what might be reasonably expected of a child from a similar context, to ensure
that social context does not ‘stigmatize’ the child. The court needs to be helped
in its decision-making by being presented with a full assessment of the way the
children’s needs have been met, the capacity of their parents or carers to meet
those needs, and the impact of the family and social context. Using
evidence-based approaches and Standardized Assessment Tools, and the
research-based information on norms and validation which they provide, helps
to confirm the impact on the child and compare the level of parenting and asso-
ciated factors with other children and families and confirm the impact on the
child.

Section 120 of the Adoption and Children Act 2002 updated the defini-
tion of ‘harm’ in the Children Act 1989 Section 31(9). The addition is ‘includ-
ing for example impairment suffered from seeing or hearing the ill-treatment of
another’ and has the effect of strengthening the case for significant harm
through domestic violence, or the abuse of another in the household.

Prevalence
A survey conducted by the National Society for the Prevention of Cruelty to
Children (NSPCC) (Cawson et al. 2000) established a prevalence of the number
of children who were abused or neglected over their childhood in the UK, i.e.
the number of young people exposed to violence, abuse and neglect. This was a
national randomized survey of young adults who it was assumed would be
likely to recall their childhood with reasonable accuracy. The study used a
sophisticated approach to interviewing to establish the findings described in
Box 1.2. It is important to note that the prevalence reported in the study is
based on adult self-report and the findings indicate that the number of young
people who recall harmful life events is far greater than the number who
reported them at the time.

Box 1.2 Prevalence of harmful experiences

� Serious physical abuse and violence, causing physical injury, or leading
to physical effects occurs in 7 per cent of children and young people’s
lives.

� A serious absence of physical care acts which carry a high risk of injury
or long-term harmful effects occur in 6 per cent of children and
young people’s lives.
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� Serious absence of supervision – being allowed to stay out overnight
without adult supervision under the age of 10, or without parents
knowing their whereabouts under the age of 14 occurred in 5 per
cent of children and young people.

� Serious emotional maltreatment and control, domination and
humiliation, terrorising, withdrawing affection occurred in 6 per cent
of children and young people.

� Sexual abuse aged 12 and under occurred in 16 per cent of children and
young people. This included contact and non-contact, 11 per cent of
children and young people described experiencing unwanted contact.

(Cawson et al. 2000)

The impact of family violence on children and young
people growing up: a review of recent research
In 1962 Henry Kempe described the Battered Children’s Syndrome (Kempe et
al. 1962). This initiated 50 years of a growing awareness of the traumatic
impact on the lives of children and young people of being exposed to a range of
abusive experiences. There has been increasing awareness of different forms of
abuse and of the effects of abuse and trauma on children, young people and
adults, extending to the impact on future parenting and adult mental health
functioning. Extensive follow-up studies from childhood into adult life con-
structed by researchers such as Widom (1989), the groundbreaking longitudi-
nal studies in New Zealand (Fergusson and Lynskey 1997; Fergusson, Boden
and Horwood 2006) and, in the UK, the follow-up of families growing up in a
context of adversity (Bifulco et al 2004; Brown 2002) have illustrated the
pathways which:

� make it more likely that children and young people will experience
abuse, violence and adversity

� distinguish which children are likely to be affected, and which
protected

� influence the likely impact on their future lives.

Some effects of different forms of harm
CHILDREN WHO HAVE BEEN PHYSICALLY AND EMOTIONALLY ABUSED
AND NEGLECTED

Being subject to severe forms of physical abuse, neglect and emotional abuse
can have a directly harmful effect, depending on the age and stage of develop-
ment of the child (Bentovim 2006a). Assessing the impact or likely impact on
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children and their development of harmful forms of parenting or care will be
explored in greater depth in Chapter 6. Children in the first years of life are
uniquely vulnerable to shaking injuries and forms of physical violence which
would have far less of an impact on an older child. Children’s general develop-
ment in the most vulnerable phases of growth may be seriously affected by a
failure to feed or provide adequate nutrition. This can be associated with with-
holding nourishment as form of ‘induced illness’ (Gray and Bentovim 1996) or
associated with failure in parenting capacity (Iwaniec, Herbert and Sluckin
2002). Severe neglect and failure to thrive can, of course, result in death. Severe
emotional abuse, humiliation and negation of a child or young person can have
a profoundly harmful impact on a child’s emotional functioning.

The harmful effects of physical abuse on health and development

Physical abuse usually occurs in a context of an abusive atmosphere within the
home. High levels of punitiveness, unexpected pain and hurt, the misuses of
power and authority involved in physical abuse also have major effects on the
behavioural pattern of the child. Physically abused infants demonstrate high
levels of negative feelings and little positive. Such feeling states persist; children
are rated as overactive, distractible and aggressive.

There is a connection between the sense of powerlessness, resulting from
invasion of the body, vulnerability, absence of protection and a repeated fear
and helplessness. This can result in fear, anxiety and an inability to control
events, along with learning difficulties, despair, depression and low sense of
efficacy seen as ‘frozen watchfulness’. This sense of helplessness may lead to the
development of a need to control and dominate, to aggressive, abusive patterns,
or the development of ‘a shell’ to ward off feelings about the other person.

Within the school, patterns of behaviour may include attention seeking,
extremely provocative behaviour to adults and bullying. Children are perceived
as difficult to manage, less socially mature, rejected by peers, deficient in social
skills, more liable to be responsible for antisocial behaviour.

The harmful effects of emotional abuse

Emotional abuse may also be associated with emotional neglect and may take
many forms. It can take the form of a lack of care of physical needs, a failure to
provide consistent love and nurture, and also overt hostility and rejection. The
long-term consequences on social, emotional and cognitive and behavioural
development may be far-reaching and profound if the child is habitually
subject to verbal harassment, or if a child is disparaged, criticised, threatened
and ridiculed. The inversion of love by substituting rejection and withdrawal
for affection, verbal and non-verbal is the epitome of emotional abuse and
neglect.
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Emotional or psychological abuse has been defined as the destruction of
the child’s competence to be able to function in social situations. Being denied
appropriate contact with peers within or outside school, being forced to take
on a particular role in relation to parents, can therefore be seen as having a
major destructive effect on the child’s competence to function in social
contexts. Qualitative dimensions have been described, including persistent,
negative inaccurate attributions; emotional unavailability, unresponsiveness or
neglect; failure to recognize individuality and boundary; inconsistent expecta-
tion and mis-socializations (Prior and Glaser 2006).

Children can be inducted into parental caretaking roles, and may not be
encouraged to be involved in appropriate play, relationships with peers, and
development of a true self. The extreme of the parental role occurs when there
is incestuous abuse and the use of the child as a sexual partner whether by father
or mother, inducting the male or female child into a parental or partner role
inappropriately.

In marital breakdown one parent may use a child as partner against the
other parent, and the attachment relationships are disrupted. There is a poten-
tial for the creation of a rejecting, resentful relationship. Blaming and
fault-finding may undermine what may have been a good enough relationship.
Accusations of abuse by the other parent can further undermine the potential
for developing a secure attachment with parents, despite separations. Marital
violence and exposure to violence can have a similar effect as being physically
abused.

When parents have a psychiatric illness, a major concern is the adult’s
involvement of the child in their psychotic process, such as a shared delusionary
state or paranoid beliefs, as well as the accompanying neglect. Adaptation to
parental lifestyles may also cause significant harm, e.g. where children become
part of their parents’ drug culture, prostitution or other antisocial activities, and
become confused in terms of socialization into the appropriate moral views of
what are appropriate societal values. The boundary between a lifestyle and
sharing family beliefs versus being persuaded to use drugs, become prostituted,
or involved in direct antisocial acts, may be a fine one, and depends on a com-
prehensive assessment of the child and family.

Harmful effects of physical neglect

Physical neglect comprises both a lack of both physical caretaking and supervi-
sion, and a failure to fulfil the developmental needs of the child in terms of cog-
nitive stimulation. Severe neglect is associated with major retardation of cogni-
tive functioning and growth, poor hygiene, withdrawal and in extreme states a
pseudo-autistic state, all of which can rapidly reverse in alternative care. These
states are associated with the sense of parental hopelessness and helplessness, or
poor quality institutional care. Professionals, like parents, may feel helpless and
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overwhelmed by large families living in very poor conditions, with very little
social support. Neglect can result in serious problems in every dimension of a
child’s development needs and yet it can be challenging for professionals to
predict the outlook for the child if appropriate and timely intervention is
delayed. In 2008 an analysis of serious case reviews (Brandon et al. 2008) notes
the risks associated with professionals adopting a ‘start again syndrome’ without
taking into account of past history and the impact of living with domestic
violence, parental mental ill-health and parental substance misuse and empha-
sizes the crucial role of the careful collection of information and evidence and
dynamic analysis using an ecological developmental framework.

The harmful effects of illness induction

In recent years there has been major concern about children who are actually
induced into illness states by the administration of medications (non-accidental
poisoning) or are perceived and described as having symptoms which require
investigation, particularly fits and faints: ‘Munchausen Syndrome by Proxy’.

Smothering in which a pillow or similar object is used to cause mechanical
obstruction to the child’s airways presents in infancy, either as an alleged
apnoeic attack, or, in the most serious cases, an apparent cot death or Sudden
Infant Death Syndrome (SIDS). There may be a substantially increased risk to
siblings of the victim. Being in hospital, caring for a sick child, gives ‘care by
proxy’ to the parent. Parents often have a history of prolonged contact with
health agencies, ‘seeking support’ through illness states.

Unnecessary medical investigations may cause unnecessary pain and risk,
and inappropriate treatments can have dangerous side-effects. For a child to see
itself as having a major handicapping condition or disability or take on an
invalid role where there is a normal potential for health is also a cause of
significant harm.

Children who have been sexually abused

There have been extensive studies of children who have been sexually abused
(Fergusson and Mullen 1999), including the description of a sequence of 99
children referred to Great Ormond Street Children’s Hospital (Monck et al.
1996). There is general agreement that the impact of sexual abuse on a child
depends on a number of factors including the severity of abuse, the presence of
other forms of abuse, the age and developmental stage of the child and the
context of care and support which preceded and followed the identification of
abuse (Ramchandani and Jones 2003).

A variety of different mental health effects have also been described,
including affective symptoms, self-harming behaviour, bulimia and anorexia. A
specific effect of sexual abuse is to enhance the sexualization of the child so that
a young child may respond with intense masturbatory behaviour. There may be
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confusion of boundaries between themselves and others resulting in the initia-
tion of sexualized behaviour with other young children and adults. Older
children may respond in a similar fashion, adolescents may be frozen or pro-
miscuous, and there may be widespread impact on emotional and behavioural
functioning. The development of more seriously sexually abusive behaviour
has been referred to above.

There is a complex interactive effect between ‘direct’ effects and ‘traumatic’
pathways. To be subject to abuse – sexual, physical or emotional – is to be at
risk of sustaining a traumatic impact because of the overwhelming nature of the
event in the child’s life, and the difficulty in being able to process and come to
terms with experiences which may intensely shock the child, cause distress and
evoke frozen responses. Traumatic responses may in turn evoke a variety of pro-
cesses which organize behaviour and affect mood.

The Great Ormond Street research (Monck et al. 1996) found that it was
not the extensiveness of sexual abuse which predicted the degree of anxiety or
depressive symptomatology suffered by the child, but other factors, such as
whether the children were believed and whether they had an appropriate
degree of emotional support from a carer, particularly their mothers. There was
a group of older girls who were not believed by their mothers and so were
doubly abused, having been not only sexually abused, but also emotionally
rejected. This combination of factors again triggered a cumulative process
which resulted in them having high levels of suicidal ideation, depressed affect
and considerable anxieties.

Extensive research on adult females who were sexually abused in child-
hood (Mullen et al. 1996) demonstrated that long-term harmful effects were
more likely to take place if as young people they had been living in contexts of
poor care and/or had suffered physical abuse, emotional abuse and neglect, in
addition to having been sexually abused. Negative long-term processes
included the triggering of bulimic, self-harming, addictive and depressive
responses, and the risk of developing unstable personality functioning.

Adult females, who had been sexually abused but who lived in contexts of
better care and had not been severely physically or emotionally abused or
neglected, had a different outcome. They were able to function more ade-
quately. However, if penetrative sexual abuse had been suffered, there were
some longer term negative effects. This is an important finding because it indi-
cates that there may be a need for specific therapeutic work focused on particu-
lar experiences of abuse, which may not be processed by the normal protective
processes of good quality emotional support and positive parenting. Fergusson,
Boden and Horwood’s (2008) follow-up of individuals who had been sexually
or physically abused in childhood to adult life confirmed the risk of mental
health effects in those exposed to sexual abuse which included attempted nor
completed sexual penetration. The risk was increase 2.5 compared to those
who were not abused.
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Factors which mediate the impact of abuse on health and
development
The specific impact of abuse on the child is influenced considerably by a range
of factors including the age and stage of development of the child, the care they
have received preceding a phase of severe physical, emotional abuse or neglect,
the nature and intensity of the abuse itself and the availability of alternative care
and support. This can be observed in large sibship groups, where, for example,
there has been a phase of significant neglect and poor care. There can be a dif-
ferential effect on each of the children, despite them all experiencing a uniform
level of abuse. This is illustrated in the J family case example in Box 1.3.

Box 1.3 Case example: the J family

The J family were a family of five children, the oldest being a boy aged 16
with learning difficulties, the next a girl aged 14, then a boy aged 11, and
two young children aged four and three years old. Their mother had a long
childhood history of sexual and emotional abuse. In her early adult life she
had severe mental health difficulties associated with heavy alcohol and drug
use and self-harm.

She achieved a significant period of stability during her early twenties
through a partnership with a somewhat older individual. The early child-
hood of the three older children was therefore generally more satisfactory,
although there had been concerns about the oldest child, who was diag-
nosed with a significant learning difficulty. However, help had been sought
for him appropriately. There were no general concerns about the develop-
ment of the three older children.

Some two years before it was realized there was evidence of serious
neglect of the children’s care, there had been a breakdown in the couple’s
relationship with allegations of severe marital violence. The mother then
cared for the children alone. The two younger children were between 18
months and 2½ years at the time, i.e. early in their development, and the
older children were already in primary and secondary school. The mother
then experienced a period of considerable instability; there were concerns
about heavy drinking, depressive symptoms and fluctuation in her capacity
to care. She had episodes of self-harming, suicidal attempts and hospitaliza-
tion and there was a significant degree of disruption to the children’s lives.
There was evidence of considerable neglect of their care; the home was in a
very poor state, and the children were showing evidence of neglect.
However, each of the children responded in a different way to what was the
uniformly very significant change and deterioration in the care provided for
them.
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The oldest of the children, the 16-year-old boy with learning difficul-
ties, became extremely anxious and fearful and his social skills regressed to a
significant degree. He was particularly anxious about his mother. The next
child, the 14-year-old girl, also showed a significant pattern of regression,
failing to eat, being withdrawn in school, and scarcely speaking to teachers
or other children in class (a form of ‘selective mutism’) and demonstrating
‘pervasive refusal’ (Lask et al. 1991). The next boy, the 11-year-old, youngest
of the three older siblings, took on a ‘parentified’ role caring for his mother
and siblings. He seemed to be most resilient and was attempting to support
his mother and both his older brother and sister, and the two younger
children, although he too was anxious. The two younger children were
showing significant developmental failure. The four-year-old child was
emotionally extremely distressed, while the three-year-old was failing to
acquire speech and language, had significant difficulties with self-care skills,
and was showing general developmental failure.

This case example illustrates the fact that, although specific forms of abuse can
have specific effects, e.g. the impact of neglect and poor care on the younger
children, and young people, it is the cumulative impact of stressful events in
their lives which has a negative effect. The specific phase of development of
each of the children and young people at the time, their history of previous
care, their role in the family, their unique responses and the interacting pro-
cesses between these elements all influence the outcome in terms of evidence of
harm to health and development, or a more resilient response to adversity.

Cumulative effects of adverse experiences and family violence on
children’s health and development: research findings
A key theme emerging from research findings is the cumulative effect of
adverse experiences and violence on children and young people’s health and
development, and the way these impacts on their functioning in adult life
(Edwards et al. 2003). This has been accompanied by a concern to identify the
factors which ameliorate and help children and young people to develop resil-
ience and find a route to well-being and satisfactory functioning as adults,
despite exposure to and experience of adversity and violence (Cicchetti et al.
1993; Rutter 2007). Some of the key findings from relevant research are now
considered using sexual abuse as an example.

RESEARCH STUDY INTO THE ORIGINS OF SEXUALLY ABUSIVE
BEHAVIOUR IN ADOLESCENT BOYS

Research investigating the origins of sexually abusive behaviour in studies con-
ducted at Great Ormond Street Children’s Hospital and the Institute of Child
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Health (Bentovim 2002; Salter et al. 2003; Skuse et al. 1998) looked at these
issues of risk and resilience. The aim of the research was to examine the
common assumption that boys who had been sexually abused themselves were
at significant risk of perpetrating sexually abusive behaviour at a later stage of
their development. Specific evidence was sought about the ‘risk’ and pathways
to abusive behaviour, and the ‘resilience’ factors which protected against
re-enactment of abuse they had experienced with others.

THE RESEARCH APPROACH

Cross-sectional studies compared adolescent boys who had been sexually
abused, and had later abused others, with those who were of a similar age and
developmental stage who had also been victimized but who showed no
evidence of perpetration of sexual abuse. A longitudinal study followed boys
referred to Great Ormond Street Children’s Hospital into adult life, and
examined police and social work records to see how many of these individuals
had been responsible for abusive behaviour. A proportion of the young men
were also directly interviewed.

SOME FINDINGS FROM THE RESEARCH

What became evident was that, although having been sexually abused was a
risk factor associated with subsequent sexually harmful behaviour, it was
exposure to a set of interlinked, highly stressful, abusive life experiences not
balanced by sufficient protective factors which resulted in a negative outcome.
Children and young people who had been sexually abused as well as subject to
physical abuse, witnessed physical violence, and lived in a climate of emotional
abuse, rejection and neglect, were most at risk of abusing others sexually and
physically. It was the cumulative process of exposure to these factors which
resulted in the development of externalizing abusive symptoms and the trans-
formation of the child’s patterns of behaviour in an antisocial direction. There
was also evidence of higher rates of interpersonal violence.

Table 1.1 demonstrates the association between adverse experiences in the
family and increased chances of a boy who has been sexually abused going on
to behave abusively himself. It will be noted that experiencing physical
violence in addition to being sexually abused, increased the likelihood of
abusing sexually 18 times. Witnessing violence between parents, being emo-
tionally rejected, or experiencing family breakdown increased the likelihood
7–8 times.
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Table 1.1 The impact of factors related to living in

a climate of violence and the likelihood of

development of abusive behaviour

Significant factors Likelihood of developing abusive behaviour (odds

ratio)

Experiencing intrafamilial violence: recurrent

acts of physical abuse

18 times more likely

Witnessing family violence: recurrent

exposure to marital violence or sibling abuse

8.1 times more likely

Rejection by family: rejection, emotional

abuse or neglect

7.5 times more likely

Discontinuity of care: marital breakdown in

care, children’s home, foster care

7.2 times more likely

These children and young people were assessed in fine clinical detail using a
variety of approaches, including psychodynamic interviews, questionnaires
and scales, and the Adolescent Attachment Interview (Main and Goldwyn
1984). These assessments demonstrated that these were young people who
were not only showing dangerous offending patterns of behaviour, but also
experiencing intense post-traumatic experiences, such as flashbacks and night-
mares, as a result of their harmful experiences. A case from the research group is
described in more detail later.

THEORETICAL FRAMEWORK FOR UNDERSTANDING THE
DEVELOPMENT OF SEXUALLY ABUSIVE BEHAVIOUR USED IN THE
STUDIES

The researchers adopted a psychodynamic theory, illustrated in Figure 1.1,
which generated hypotheses that, for such young people, exposure to abusive
experiences in infancy gives rise to a sense of powerlessness and, in turn,
aggressive fantasies. In middle childhood, such fantasies may be sexualized
through being exposed either directly to sexual abuse, or witnessing a family
member being sexually abused. Aggressive fantasies become sexualized and
with adolescent development there is an explosion of aggressive and sexualized
behaviour. The young person’s thinking about relationships become organized
by traumatic experiences.

FINDINGS FROM A LONGITUDINAL RESEARCH STUDY

Longitudinal research following up boys referred for having been sexually
abused in early life looked at their adult functioning. This gave the opportunity
to assess whether there were other resilient pathways followed by young
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people as a result of having the benefit of protective factors during the interven-
ing years.

A number of factors were assessed, including whether there had been a
positive relationship with one parent, whether there was evidence that the
young person had a reasonable friendships network, had had a period of satis-
factory alternative care, or had received appropriate therapeutic help. Such
factors were found to be helpful in developing a more resilient response,
reducing the potential to behave abusively.

Overall there was a lower incidence of abusive behaviour than expected in
what was considered to be a high risk group of young people who themselves
had been sexually abused, and had been subject to significant stressful life
events. However, when there were an overwhelming number of risk factors,
despite adequate protection, there was a negative outcome, with the develop-
ment of abusive behaviour. At interview, some adults with a high profile of risks
had admitted to behaving abusively even if they had not been reported by their
victims.
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FINDINGS FROM TWO OTHER RESEARCH STUDIES

Edwards, Dunn and Bentovim (2007) considered boys referred to a residential
unit as a result of pervasive sexually abusive behaviour against peers and adults,
both males and females. The findings revealed that young people who were
referred for residential treatment as a result of highly dangerous behaviour had
been exposed to the most extreme set of life experiences and the lowest level of
protective factors. They had the greatest needs and were the most at risk of per-
petrating abusive action themselves requiring careful supervision and extensive
therapeutic resources. They required a multimodal, multisystemic approach,
which included ‘re-parenting’ as well as focused therapeutic help, to work
effectively with their complex needs. A follow-up of these young people after
treatment indicated that there could be a positive outcome and these young
people could live an abuse-free life, and could be helped to meet their potential
(Edwards 2005).

Vizard, Hickey and McCrory (2007) followed up a series of 280 young
people presenting to a specialized clinic for young people who were responsi-
ble for sexually abusive behaviour. Their findings suggested that the young
people who showed the most serious long-term effects on their personality and
emotional functioning:

� tended to have behaved in a sexually abusive fashion at an early age
under the age of 11 years

� showed the most negative behavioural patterns during their
adolescence, and had been subject to the most significant level of
adversity

� had parents with significant mental health difficulties whose
parenting was inconsistent, and where there was lack of supervision
and poor boundaries.

These observations paint a powerful picture of the cumulative effect of negative
life experiences on children and young people’s health and development. The
follow-up research also indicates, however, that there are a significant group of
young people who are responsible for sexually abusive behaviour who have a
more satisfactory outcome. In common with the Great Ormond Street research,
their findings suggest that this group of boys:

� tend to start abusing others at a later stage of development

� do not show extensive adolescent conduct difficulties

� have more satisfactory parenting and supervision.

These findings related to risk, protection and resilience demonstrate the com-
plexity of the relationships, and point to the importance of an assessment
process that can give weight to all aspects of the child or young person’s health
and development and functioning. It is essential to establish the way needs have
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been met during development and the role of parenting, family and environ-
mental processes if effective interventions are to be identified and
implemented.

The impact of multiple adverse factors on children
and young people’s health and development
THE IMPACT OF SOCIAL ADVERSITY AND INDIVIDUAL
AND FAMILY FACTORS

Beck and Shaw (2005) followed a group of boys who were growing up in an
environment with uniformly high levels of social adversity. The research was
questioning whether living in such a social context resulted in a negative
effects, or whether individual and family factors were also playing a role and
whether these could have both harmful and/or protective effects.

Research approach

Beck and Shaw (2005) assessed a range of factors which included the follow-
ing:

� Perinatal complications, e.g. prematurity, injury, precipitate births,
traumatic births which were assumed to result in a risk of impaired
brain function.

� Observation and assessment of the emotional climate of parenting,
including the use of the HOME Inventory (Caldwell and Bradley
2003), which describes the environment of care provided for a
child.

� An index of family adversity was constructed, based on family size,
criminality in the area, dangerousness in the neighbourhood and the
presence of stressful life events in the family.

� The level of parenting, daily hassles and conflict within the family’s
mode of relating was also assessed.

Findings from the research

It might be expected that living in a context of significant social adversity
would have a uniformly negative effect on the lives of young people growing
up in such a context. In fact, it was found that it was the cumulative effect of
negative factors which resulted in the transformation of the young people’s,
particularly boys’, personality towards showing high levels of conduct disorder
or antisocial patterns of behaviour. The findings from the research also ques-
tioned, however, whether other factors modified or enhanced the impact of
living in a generally high-risk community. Despite living in a context of social
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adversity, if only one of these other adverse factors, e.g. factors associated with
impaired brain functioning, the emotional climate of parenting, the level of
parenting, daily hassles and conflict were present, the young person’s develop-
ment was not likely to demonstrate high levels of conduct or antisocial
behaviours.

This is an important study because it indicates how vital it is to look at all
three domains of the UK Assessment Framework for Children in Need and their
Families – children’s developmental needs and functioning, parenting capacity and the
care provided for them and family and environmental factors, including the family
climate and environmental adversity – critically to understand the impact on
children and young people’s health and development. Assumptions should not
be made that difficulties in one dimension or domain will cause problems,
without understanding the total context of care.

POLYVICTIMIZATION OR MULTIPLE MALTREATMENT

Finkelhor et al. (2007) have focused in their research in the child protection
field on sexual abuse and its effects, physical abuse, emotional abuse and
neglect. They were concerned to assess whether in reality children and young
people have far more diverse and extensive experiences of abuse, both within
the family and indirectly in the community, than reported.

Research approach

A national representative sample of children was interviewed about their expe-
riences of victimization. They use a well-validated questionnaire (Finkelhor et
al. 2005) which asks about areas such as sexual abuse, physical assault, being
stolen from, peer or sibling victimization, and witnessing or indirect victimiza-
tion. Children between 2 and 17 years old were interviewed either directly or,
in the case of younger children, through parents.

Findings from the research

There was a spectrum of victimization described: 15 per cent of children
suffered low rates of victimization, 78 per cent moderate, and 7 per cent were
described as ‘polyvictims’. This group of children and young people had
suffered more than seven types of victimization in the previous year, both
inside and outside the family. These young people were more likely to experi-
ence sexual violence, to have witnessed abuse of a sibling or parent, or suffered
physical abuse themselves. They were also observed to be angry and aggressive
in their style of relating, which in turn meant that they were vulnerable to being
revictimized. They did, however, describe protection by siblings who were sup-
portive, or by a friendship network. This polyvictimized group were noted to
have higher rates of clinical symptoms, depression and anxiety, and the family
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contexts in which they grew up were characterized by interpersonal violence,
disruption and environmental adversity. Experiencing sexual violence had a
particularly negative effect, making that specific group of children particularly
vulnerable to revictimization.

LINKS BETWEEN BEING VICTIMIZED AND OFFENDING OR CONDUCT
DISORDER

Finkelhor and his colleagues (Cuevas et al. 2007) also researched the important
question of whether these young people, as well as being subject to victimiza-
tion, were also responsible for offending or conduct disorder themselves.

Findings from the research

The research identified a typology of three distinct types of victimized young
people who had developed delinquent or antisocial behaviour:

� They were young people who showed high levels of bullying
behaviour and who had also been victimized. They were
predominantly boys and had high rates of antisocial delinquent
behaviour, high rates of victimization, polyvictimization experiences
and high levels of environmental adversity. They showed
considerable levels of anger.

� They were young people who were responsible for damage to
property, thefts and breaking into cars. They had lower rates of
victimization, lower levels of anger and depression, and showed less
abusive behaviour within their family.

� They were young people who had a history of having been sexually
maltreated and they also went on to commit delinquent acts. They
were predominantly girls and they showed high levels of mental
health symptoms, particularly depression, anger, minor delinquent
acts, and significant substance abuse. They experienced a higher
percentage of abuse within the family.

The point where a transformation to interpersonal violence and bullying
behaviour by the young people themselves developed was around the age of 14
years – a peak age for young people who show conduct disorders in the com-
munity. Interestingly, there were around half the sample who showed mild
evidence of delinquency with or without victimization.

This research demonstrates the diversity of processes that young people
experience when they are growing up, and indicates that there are a small group
of young people who have extensive experiences of victimization who are vul-
nerable to responding by developing antisocial and abusive behaviour them-
selves. There are also many young people who are exposed to lesser levels of
victimization and where protective factors both within the family, social
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network and community protect against some of the ill-effects. They have less
serious conduct problems.

THE IMPACT OF CUMULATIVE FORMS OF MALTREATMENT ON
PHYSICAL AND MENTAL ILL-HEALTH

Research on maltreatment and hospitalization

The theme of the impact of exposure to cumulative or multiple forms of mal-
treatment is demonstrated in a number of different approaches. Boxer and
Terranova (2008) explored the subject by assessing the maltreatment experi-
ences of young people hospitalized for mental health concerns. They noted
that as in other studies already referred to, that sexual abuse had a particularly
negative effect. They also observed that multiple maltreatment was associated
with higher levels of mental health difficulties.

Research on negative childhood events as predictors of adult
physical and mental health

The Adverse Childhood Experiences (ACE) research (Felitti et al. 1998) studied
over 13,000 enrolees in the Kaeser Permanent Health Insurance Plans in the
USA. Negative childhood events emerged as the most significant predictors of
adult illness – physical and mental (Felitti et al. 1988). Nine categories of trau-
matic family childhood events included psychological, physical and sexual
abuse; violence against the mother; living as a child with a household member
who abused substances, was suicidal or mentally ill, or was ever imprisoned;
absence of one or both parents; physical or emotional neglect.

The results confirmed that the more events to which the individual was
exposed, the more likely it was that there would be a negative outcome for
them. Exposure to such factors made it more likely that males would be perpe-
trators of violence and that females would be victims.

This research, however, while confirming the negative effect of multiple
adversities through a large-scale study, does not provide pointers as to what
creates the more resilient group of individuals who have been shown to
develop more adequate coping mechanisms despite a significant degree of
adversity. These mechanisms have been explored by Vranceanu, Hobfoll and
Johnson (2007), who gathered a group of women who had experienced what
they described as ‘child multi-type maltreatment’ – those individuals who had
been subject to multiple abuses, physical, sexual and emotional, and exposure
to violence. They noted the influence of the degree of social support as a pro-
tective factor, and post-traumatic stress disorder as a risk.
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CUMULATIVE TRAUMA AND THE DEVELOPMENT OF RESILIENCE

The thrust of the studies we have reviewed have stressed the cumulative nature
of adversity and the resulting negative effects. To make assessments which are
meaningful in practice, it is also necessary to understand and identify strengths
and protective factors which foster resilience. We have noted that significant
adversity over a number of domains and dimensions of the UK Assessment Frame-
work for Children in Need and their Families has a negative effect on health and
development and that protective factors can be overwhelmed.

The development of resilience

Research on the development of resilience contributes to an understanding of
the processes which can prevent the development of negative outcomes, e.g.
Egeland, Carlson and Sroufe (1993), McGloin and Widom (2001) and Cohen
and Mannarino (1987). It can be postulated that evidence of resilience is
present when an individual who has been subject to significant stressful experi-
ences shows reasonable achievement in education, emotional health, resists
substance abuse and avoids antisocial behaviour.

Research on protective and vulnerability factors

Banyard and Williams (2007) describe a complex analysis of the factors which
operated over a lengthy 23 years’ follow-up of a group of sexually abused
children. They describe the risks associated with experiencing further abusive
experiences as against the protective factors which resulted in the development
of a satisfactory role as a parent, partner or worker. Their work showed that
achieving a satisfactory sense of community and belonging helped with the
development of resilience and described the importance of ‘turning points’
when significant unexpected change can occur.

General protective factors have also been described by DuMont, Widom
and Czaja (2007). These included factors such as intelligence, health and
attractiveness, female gender, being the first born or youngest in a large family
with limited resources, having a reasonable period of time before another
sibling is born, receiving support outside the family from pre-school and
school professionals as well as support from the extended family, community
and health services.

In another study it has been shown that the availability of therapeutic work
at key points (Egeland, Borquet and Chung 2002a), being identified with a
parent who evokes positive responses and certain temperamental factors, such
as having a low threshold for stress responses, are all factors which may influ-
ence the development of a secure attachment with one parent or extended
family member.

Vulnerability factors make it more likely that a particular child is likely to
be rejected, or receive poorest care in terms of resources, show opposite
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characteristics. These include lower levels of intelligence, prematurity, disabil-
ity, twin births, being factors identified with a parent where feelings are
negative and the lack of external family or community support (Browne et al.
2002b).

Theoretical frameworks for understanding
trauma and family violence
It is helpful to consider models which attempt to explain the extensive research
findings about trauma and violence and the associated factors. There is no one
satisfactory model and there tends to be an overlap between models. Some of
the key theoretical models include the following.

Cycles of family violence
The concept of the intergenerational transmission of violence is focused upon
understanding the balance of risk and protective factors associated with the
experiences of the parents and children, including the risk factors associated
with the experiences of parents re-enacted with their children. It is suggested
that a balance of risk and protective factors can help towards negative outcomes
being neutralized. Kaufman and Zigler’s (1989) research made comparisons
between individuals who showed high levels of victimization or victimizer
behaviour. In their study, such individuals retrospectively described a high level
of early experiences of abuse and adversity. However, studies following up
children and young people who have experienced adversity, such as the Great
Ormond Street research on the outcome of boys who had been sexually abused,
have indicated a lower than expected incidence of later victimization or victim-
izer behaviour. This model highlights that the pathways from experiences of
abuse and adversity to adult functioning are a complex process and that there
are intervening factors which influence a positive or negative outcome.

Shaffer, Huston and Egeland (2008) have showed that to fully understand
lifetime experiences of maltreatment requires bringing together information
both prospectively and retrospectively. This approach again confirms the
impact of multiple incidents of abuse on functioning in adult life, and can
advance our knowledge on factors which maintain or break the cycle of family
violence.

Psychopathological explanations
These explanations link the inability of some adults to control violent impulses
and those showing a pervasive sense of discontent, anger and irritability with
attitudes which arise from childhood experiences of abuse and privation.
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Social interactional explanation
This focuses on the interactional processes between parent and child within
their specific familial context and in the context of larger social structures, to
explain why some parents abuse their children and how children are affected
who are growing up in a climate of violence, abuse and neglect. It is suggested
that abusers hold stable, global, negative attributions about children and
partners whom they subsequently victimize and who, in turn, are then predis-
posed to developing later distress, grievance and anger.

Cumulative models
Cumulative models demonstrate the interaction of a number of different areas
of vulnerability and stress – biological, genetic and environmental – which give
rise to violent interactions between family members. Such factors are additive
and mutually reinforce and influence each other, creating a systemic effect. The
risk of abuse is seen to be increased when there are a higher number of stress
factors present which overwhelm protective capacities. The impact of ‘poly-
victimization’ or ‘multiple maltreatment’ on children’s and young people’s
development in turn affects the capacity of parents to provide adequate care,
and the risk of abuse and family violence persists.

Sociocultural models: ecological explanations
This theoretical framework stresses the view that human behaviour should be
studied in context. It is argued that social and economic privation can transform
predisposed high-risk individuals into abusers and the consequent violence is
seen as an attempt to control stressful events. Parents may be socialized into
abusive practices and interactions as a result of cultural, community and family
influences, harsh punishment in childhood with patriarchal societal views
being seen as normative. Unemployment and limited occupational opportuni-
ties are seen as stressors that can provoke abusive action.

This model has been developed into the ecosystemic model which
provides the structure for the Assessment Framework. This model attempts to
delineate the areas of vulnerability and stress including biological, genetic and
environmental factors in children’s development, the impact of the parenting
they receive and the way in which parents’ capacities to meet the needs of
children are influenced by the characteristics of their children and family and
environmental factors. Such factors mutually reinforce and influence each
other. The Assessment Framework is explored in more detail in later chapters.
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Children living with trauma and family violence –
developmental issues: a review of recent research
The processes by which abuse and family violence can impact on children’s
health and development has been the subject of much thought and research.
Some of this will now be reviewed. The description of these processes and their
possible consequences bring useful hypotheses about what may be going on
and how a particular child may have been affected. However, the research dis-
cussed above emphasizes that the outcomes of abuse and family violence, and
what underlies those outcomes, can be very varied. In the individual case it will
always be vital to examine the evidence carefully and not jump to conclusions.

The pre-birth stage and the young child
EARLY INFLUENCES ON THE CHILD’S HEALTH AND DEVELOPMENT

The child’s developmental needs commence in-utero from the moment of con-
ception. Ensuring an adequate physical environment of care requires the parent
to have adequate nutrition and appropriate health care to promote the welfare
of the growing foetus. There needs to be protection from influences such as
alcohol and drugs, which can cross the placental barrier and harm the growing
foetus, causing a range of abnormalities and developmental problems and
increased vulnerability of the foetus.

The psychobiological impact of harm on children’s development has been
of growing interest. Glaser (2000) reviewed neurobiological research on the
impact of growing up in a context of adversity and abuse. She argues that the
available research confirms that the brain is the ‘mirror of development’. Envi-
ronmental experiences come to ‘organize’ brain responses. This means that at a
later date, for children who are more vulnerable due to in-utero experiences,
even if a child is protected from violence, he or she may continue to respond
with a state of arousal, i.e. reflecting preparation for a fight or flight response
even when it is not necessary.

Intense stress responses associated with maltreatment can lead to progres-
sive impairment of brain functions which register experiences. As a result, there
may be a failure of integration and a failure to learn from experience so that the
child has problems in forming a coherent picture of the world and relationships
between themselves and others. Overwhelming fear and anxiety may become
associated with experiences of violence and abuse. Arousal, fight-flight
responses may be re-evoked when there are reminders of contexts where
violence has occurred. The traumatic responses of re-enactment, avoidance and
arousal – the key elements of post-traumatic responses can result in the disorga-
nization of attachments. When moods and emotions cannot be regulated and a
child’s capacities to relate to others are damaged and they are vulnerable to
further stressful events, genetic factors can act either as a source of further vul-
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nerability or as protective factors which are brought into play by the presence
of stressful experiences (Rutter, Moffitt and Caspi 2006).

THE ROLE OF ATTUNED CARING

Closely allied to neurobiological functioning, and the regulation of emotion, is
the role of the mother and other significant carers providing the growing infant
with the capacity to manage his or her emotional states. Fonagy et al. (2002)
have described the way in which the regulation of the child’s affects emerges
from the nature of the parent–infant relationship. To optimize the infant’s
capacity to manage his or her emotions, it is essential that the infant has the
experience of an attuned, responsive parent who can engage themselves in a
detailed process of interaction with them. Fonagy (2008, in Sharp and Fonagy
2008) describes the process of mirroring. Using a variety of other work (Bion
1962b; Gergely and Watson 1996, 1999; Sroufe 1988; Winnicott 1956), they
have suggested that if there is a failure of attunement, a failure of containment, a
failure of managing the infant’s unintegrated affect due to an inaccurate mirror-
ing in the caregiver’s expression, then ‘the infant internalizes a mismatched or
amplified parental mental state as a part of the self ’ (Fonagy 2008, in Sharp and
Fonagy 2008).

It is suggested that these contained self-states create disorganization within
the self, and are associated with disorganized attachment states (see Box 1.4).

Box 1.4 Case example: Christine A

An example of the process of failed mirroring was observed in Christine A, a
six-month-old baby being cared for by her 18-year-old mother, Emma. The
mother herself had grown up in a context of significant adversity, exposed to
violence between her parents and her father’s severe alcoholism. She had
developed severe conduct problems herself, and in her early teenage period
had drunk very heavily as a coping strategy. She was involved in highly
volatile relationships and had a deep sense of insecurity and considerable
difficulty in trusting. She was devoted to her baby, Christine, and worked
extremely hard to care for her. However, it was observed that her care was
‘relentless’; she found it hard to allow Christine to have appropriate periods
of rest. She enjoyed aspects of Christine’s care, playing, caring for her and
bathing her, but observations indicated that Christine was anxious, aroused
and distressed during these activities. She avoided making eye contact with
her mother. Her mother showed evidence of mirroring, responding when
Christine made sounds, but also would make sudden tickling responses
unrelated to Christine’s responses. Despite attempts to help her observe and
fit into Christine’s rhythm, she was unable to do so. Christine was becoming
overwhelmed with her mother’s failure to mirror appropriately: there was a
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failure of attunement, Christine had difficulty sleeping, her feeding was
increasingly tense, she was distressed and developed an aversive, disorga-
nized response when her mother separated from her and then returned.

THE DEVELOPMENT OF ATTACHMENTS AND THE CAPACITY TO
MENTALIZE

During the early years, a key to ensuring that developmental potential unfolds
satisfactorily and the child’s developmental needs are met is the formation of
two centrally significant structures – the development of attachments and the
capacity to mentalize.

The development of attachments

Development attachments refers to the capacity to relate to particular individu-
als in a focused way to create a context of security. The original concept of
attachment as described by Bowlby (1959, 1969) has now been seen to have a
more extensive role in the organization of biological development and the
development of relationships, based on the nature of attachment.

The capacity to mentalize

Mentalization is a term which bridges biological and psychological factors and
is defined as a mental process which provides a capacity to reflect on the
thoughts and feelings of others, and to have an awareness of one’s own and
other’s intentions, desires and thoughts. (Fonagy et al. 2002).

The presence of the capacity to develop satisfactory attachments and to
mentalize – underpins social and emotional development and enables the child
to make relationships in social contexts.

The impact of maltreatment on attachments and mentalization

It is always important to consider the range of possible factors and processes
other than maltreatment which may result in attunement and attachment
problems. However, there is evidence that children who are exposed to the
adversity of maltreatment can develop highly insecure, disorganized patterns
of attachment (Cicchetti and Toth 1995). In such situations the abnormal rela-
tionship between the maltreated child and the abusive parental figure deprives
the child of an attuned mutual engagement which focuses around the internal
states of the child. Instead of the child developing a sense of confidence in the
world and an expectation that any fear experienced will be brief and that
support will be provided, they are likely to have a sense of fear and anxiety. The
child may therefore fail to develop a capacity to cope with, understand and
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manage their own emotions or to understand the emotional states of others.
This can lead to the sort of disorganized attachment responses – clinging,
rejecting and avoidant responses – characteristic of children who have been
subject to extensive abusive experiences. Together with other negative aspects
of parenting, such as failure of care, stimulation, boundaries, stability, this may
undermine the child’s development in terms of educational, identity, family and
social relationships. ‘Internal representations of relationships are distorted’ and
maintain a sense of insecurity and fear (Jones 2008).

The child’s capacity to understand the relationships between oneself and
the other in a coherent fashion – the development of mentalization – may
become disrupted by experiencing intense emotions in contexts of intimacy
such as in family relationships. Instead of the child viewing relationships with
confidence, closeness evokes fear in the child and perceived rejection evokes
anger. This can result in a disruption of the development of child’s sense of self
and other and the ‘shadows associated with experiences of family violence are
projected onto relationships even when they are neutral and positive in inten-
tion’ (Bentovim 1992, 1995 p.82).

Fonagy, Gergely and Target. (2007) assert that limitations in the skills
required in negotiating social interactions with peers and friends acts like a
sensory deficit. Other researchers show that abused children in common with
children who have social communicational disorders fail to develop symbolic
or dyadic play (Alessandri 1991) or to show an empathic response to the
distress in other children (Howes and Espinosa 1985). Maltreated children
show highly emotionally dysregulated behaviour (Maughan and Cicchetti
2002) and may not understand universal facial expressions conveying emotion
(Fonagy et al. 2007). There is a delay in the development of their understanding
different emotional states, a tendency to show dissociative responses and a dis-
ruption of the child’s sense of themselves and their understanding of relation-
ships with parental figures (Macfie, Cicchetti and Toth 2001).

This is the sort of pattern which persists for those adults who are not able to
develop effective interpersonal skills. Children who suffer abuse in the early
years tend to respond with dissociative responses which persist to adult life
(Carlson 1998). These may be associated with a failure of empathy and a risk
that they may act abusively. Relationships may be ‘organized’ by the responses
to abusive experiences, and rather than resolution and processing of experi-
ences there is persistence and re-enactment (Bentovim 1995).

The development of attachment trauma

It can therefore be conceptualized that growing up in a climate of violence,
being subject to abusive action, witnessing violence and experiencing high
levels of adversity can have a major impact on all dimensions of the health and
development of a child and a young person. These children and young people
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may have a lifespan impact of traumatic and stressful experiences. Fonagy
(2006) has described the response as ‘attachment trauma’. In relation to emo-
tionally charged issues, the child or young person is unable to imagine what
other people might be thinking or feeling, or to understand their own experi-
ences. Disorganized attachments can persist and the phenomenon of children
clinging to abusive parents or showing avoidance of potentially protective and
supportive carers may be observed. Closeness and clinging to the abusive
parent appears to evoke a physiological response in the child which minimizes
their capacity to think or to mentalize and to understand the need for safety.

Lack of awareness of the relationship between internal and external reality

Fonagy (2006) identifies other features affecting traumatized children and
young people, including having a lack of flexibility in their thought patterns
and finding it difficult to distinguish between what is thought and felt and
what is actually occurring in reality. Even with events and experiences which
are not taking place, children can have a feeling of certainty that what they are
experiencing and thinking is actually happening. This may be a product of the
intensity of flashbacks or re-experiencing of traumatic events leading to the
confusion of internal and external reality.

A feeling of being separated from reality

Traumatic experiences can result in children and young people feeling sepa-
rated from their current contexts and literally reliving the traumatic experi-
ences. Responses associated with post-traumatic stress maintain the sense of
separation from external reality. These include arousal, re-enactment and disso-
ciation or avoidance.

� Arousal is the state of fright and flight which occurs biologically as a
result of being exposed to traumatic events; it has the function of
preparation to protect oneself against perceived adversaries and
experience. However, with children who have been traumatized, it is
a response which is maintained long after the event itself and affects
relationships with carers and other children through triggering of
arousal through reminders.

� Re-enactment is the replaying of traumatic events through flashbacks,
play or actions that are either spontaneous or triggered by reminders
such as people or places associated with traumatic experiences. This
is a further factor leading to a separation from reality.

� Dissociation or avoidance is an associated response which involves a
separation from reality and a feeling of blankness, emptiness and a
dissociated state. This is a coping mechanism which has been
described as literally ‘a hole in the mind’. There may also be the
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development of a dissociated form of reality which is sometimes
described as a false-self or pretend mode that also becomes a form of
coping strategy.

These experiences can come to organize reality and, in children or young
people, uncoordinated states are experienced as here-and-now realities and
identified with abusive actions and an abused sense of self (Bentovim 1992,
1995).

Re-traumatizing responses

The phenomenon of re-traumatization can often be noted when children have
contact with parents who have previously traumatized them through abuse and
neglect. Contact with abusive parents can re-evoke memories of abuse and the
phenomenon of re-traumatization can be widely observed in maltreated
children, although it is not always recognized as such by professionals. Neutral
contacts or discussion of traumatic events can also trigger wide-reaching reac-
tions in the child or young person and need to be understood in the context of
their past traumatic experiences.

Re-traumatization shows through as the process of activation and deactiva-
tion of the disorganized attachment system occurs. This may be associated with
the breakdown of dissociation or avoidance responses which may be observed
in the form of a series of clinging and/or avoidance responses which reflect the
re-enactment of unintegrated traumatic memories.

Identification with the aggressor

In some cases, traumatized children and young people may appear to adopt the
behaviours of their abuser and this may be linked to a range of factors including
the child or young person being unable to integrate abusive experiences, disor-
ganization of their attachments, reinforcement and/or encouragement of
perverse responses by the abuser. This is one form of trying to survive the
trauma of being abused and can be seen as ‘taking the perspective of the malev-
olent other’ (Fonagy 2006 p.103) or identification with the aggressor. This is a
form of accommodation to the other with the construction of an ‘alien being
within the self-representation’ (Fonagy 2006p.105) which may be projected
on to others or the self, leading to self-harm or aggressive attack (see Box 1.5).

Box 1.5 Case example: Catherine B

Catherine B, aged five, was a child who had been abused sexually by her
father, Alan B, throughout her childhood through a pattern of her father
grooming her, intensifying and sexualizing his relationship with her and
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excluding Catherine’s mother, Joanne B, who was forced to participate in
sexual activities perhaps as a way of silencing her through being complicit.

Once the abusive situation was recognized, Catherine was placed in a
foster home. Catherine was clearly markedly distressed by the move, which
involved separation from both her parents. This showed itself in the extreme
avoidance and dissociated state which Catherine demonstrated, consistent
with the nature of the trauma she had experienced. She would isolate
herself, sitting facing the wall. She was unable to relate to her carers or other
children. The nursery school she attended prior to her placement reported
that she had been a quiet child who had never mixed well with other
children.

In addition to her strikingly frozen, rigid, avoidant, controlled behav-
iour, she would also respond to any frustration with extreme arousal,
screaming temper tantrums which could go on for a significant period, over
half an hour on occasions, panic, flight-fight responses. As part of her rigid
pattern of behaviour regimentation, frozenness, absolute self-control, she
was also highly restricted in her choice of objects. She would play with one
puzzle, one toy for a whole day, not shift once she was launched on her
activity. She would only allow herself to eat one particular foodstuff at a
time.

Over the initial months Catherine demonstrated a good deal of
re-enacting sexual play, dolls being pushed against each other, dolls being
licked, dolls being made to sit on the heads of other dolls, associated with
sexualized behaviour which had been observed since early in the placement.
This included frequent and intense masturbation, which would take place
when she was sitting in the bath, sitting on round toys or rocking. She would
pose, standing with legs apart, putting on lipstick, rubbing her arms and
legs. She would sit on the foster carer’s lap without clothes, rubbing against
her knee. In the early stages of the placement, she made provocative, sexual-
ized responses to the foster father. Catherine was recreating the sexualized
responses organized by her father, and accommodated to by the mother, also
identification with the ‘malevolent’ abusive action from her father – confu-
sion of internal and external reality.

Catherine’s foster carers gradually dealt with these extreme situations,
she had fewer extreme emotional outbursts. She started to feel safe, particu-
larly with her foster mother, seeking ‘normal’ cuddles and reassurance from
her. She was able to talk to her, held her hand when she was out and built up
a significant focused attachment to her. Her foster carer worked with her to
try to help her develop much more choice in her play. She also discouraged
Catherine’s sexualized activities, which gradually lessened in intensity so
that there was less masturbation, rocking on objects or provocative sexual-
ized posing. In summary, there was the gradual emergence of a more bouncy,
happy, responsive child.

Catherine talked about missing her father, but not her mother – a trau-
matic attachment – describing dreams of being cuddled by her father.
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Catherine’s mother was able gradually to acknowledge the abusive nature of
family life organized by the father, and responded to by herself. The father
maintained his stance that he was not responsible for Catherine’s responses.

Following a lengthy period, contact was initiated with Catherine’s
mother. There was an immediate return of Catherine’s regressed behaviour,
including sexualized responses and intense masturbation. She shut down
emotionally, isolated herself, wanting to watch television, not playing, and
again showing outbursts of anger. She began to wet herself at home and at
school. After the second session she was weeping; she looked forward to
seeing her mother, but then would show regressed behaviour with periods
of low, distressed mood. This may have been an example of a
re-traumatization response, provoked by seeing her mother again, triggering
memories of the sexualized acts, combined with the triggering of sadness
and loss feelings seeing her mother after an interval.

Describing the abusive experiences of the child and his or her behaviour in dif-
ferent contexts can help to develop hypotheses about the factors and processes
in place and to predict the possible impact of traumatic events on the child’s
development and functioning. It is always important to consider other relevant
factors and process which may be influencing a child’s behaviour and therefore
the possible outcomes. The information on Catherine’s experiences of abuse
gives rise to hypotheses about relevant factors and processes in play and indi-
cates that impact on her development may be extensive as shown in Box 1.6
(with some additional indicators which may be relevant for other children).

Box 1.6 Case example: Catherine B’s developmental
needs

Health
Catherine’s health needs are not met as a result of extensive exposure to
sexual abuse. Other children may show evidence of neglect and failure to
thrive; injury or induction of health states associated with unsatisfactory
care or a failure of protection.

Education
Catherine’s cognitive development, language development, understanding
and play may be affected as a result of lack of stimulation or as a result of
frozenness, withdrawal, intense anxiety. She may have difficulties in
focusing and concentration may be associated with arousal patterns associ-
ated with neurobiological dysfunctioning. Children may fail to benefit from
pre-school or subsequent educational opportunities.
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Emotional and behavioural development
Catherine demonstrated disorganized attachment patterns at times which
may result in a pattern of indiscriminate sociability, failure to develop selec-
tive attachments, over-responsiveness or clinging to unfamiliar strangers and
initiating sexualized contexts may also occur. Avoidant attachment
responses may result in a failure to respond in social interactions. Behaviour
may be affected by a degree of frozen watchfulness, panic, or through
hyperarousal, explosive outbursts, intense sexualization, associated with dif-
ficulties regulating emotional states.

Identity
Catherine was not nurtured to perceive herself as having a separate identity.
Her sense of separateness may be significantly undermined by the confusion
of being perceived as a sexual object by her father, and her mother being
organized to reinforce this pattern. Her identity is likely therefore be strik-
ingly different from other children in her social contexts. Catherine may
perceive herself to be different and stigmatized. She may feel the abuse is her
responsibility and become identified with the role of the sexual individual,
despite her age and developmental stage.

Family and social relationships
Catherine’s capacity for understanding her role in relation to others has been
very seriously undermined by the disruption of relationships with her
parents, her father’s seriously abusive behaviour and the failure of her
mother to protect her. Catherine may have considerable difficulties under-
standing or responding to the feelings of others. She is likely to experience a
confusion of her role, including having had to act as a ‘partner figure’ for her
father. There is confusion between herself at an emotional adult or child
level impairing her capacity to develop family and social relationships, as
observed when she was placed in the foster family. Her relationships in
school may be affected by intense sexualization, frozen avoidance or
fight/flight responses.

Social presentation
This becomes confused by her inappropriate sexualized role. Catherine
responds to strangers identified with her father in an inappropriately sexual-
ized way and she has an intense preoccupation with sexual thoughts and
feelings which puts her at risk of rejection and negative perceptions.

Self-care skills
Self-care skills may be affected as a result of Catherine’s failure to develop an
appropriate sense of independence, or awareness of a need to protect herself
in contexts outside the family, putting her at risk of re-abuse.
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It is striking to note the general improvement in a context of good care,
where Catherine’s needs are met more appropriately, inappropriate
responses are not reinforced and alternative appropriate responses are
rewarded. Her potential to function more satisfactorily in all dimensions is
demonstrated through her positive responses to a positive foster care envi-
ronment.

Some developmental issues for children at a later stage
When children become older and if they experience an increasing diversity of
abusive episodes, this usually reflects an extensive failure to meet their develop-
mental needs, with significant negative effects on their functioning. The case
example in Box 1.7 describes some of the factors and processes which may be
involved.

Box 1.7 Case example: Frank C

Frank was a 13-year-old who was studied as part of the research on the
origins of sexually abusive behaviour (Skuse et al. 1998). He was referred as a
result of his sexually abusive actions perpetrated against his five-year-old
half-sister, Susie, including having attempted to penetrate her. He was living
in foster care at the time of referral. His early life was disrupted, his mother
having left his father as a result of violence. Frank and his sister remained in
his father’s care. Frank’s father abused him physically and sexually. He was
also neglected and forced to be sexually active with his sister. When he was
seven years of age his mother was able to persuade the court that he was
being harmed in his father’s care, as a result of having bruising. He and his
sister moved to live with his mother, her new partner and their newborn
baby. As he approached adolescence, he behaved abusively towards his
young half-sister.

Reviewing Frank’s needs in terms of the way a young person moving into early
adolescence may be affected by living in a context of trauma and family
violence, hypotheses about possible processes in play and potential outcomes
for his future development may include those described in Box 1.8.
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Box 1.8 Case example: Frank C’s developmental
needs

Health
Frank’s health is likely to be affected as a result of the cumulative impact of
poor early attention to his health and care needs, exposure to violence and
experiences of physical and sexual abuse. A period of later more satisfactory
care may protect against negative effects, or there may be persistent difficul-
ties in the area of mental health.

Education
Frank’s educational functioning is likely to have been affected by the signifi-
cant disruption in his early years, lack of consistent stimulation, poor
encouragement to attend school as well as the impact of abusive experiences
on his cognitive capacity. The fact that his needs were more appropriately
met during the later years and early adolescence, encouragement, regular
school attendance, a climate of more positive care may result in improved
functioning, or there may be persistent difficulties with concentration,
oppositional behaviour and learning difficulties.

Emotional and behavioural development
Frank’s emotional and behavioural development may show positive func-
tioning as a result of the positive emotional care provided by his mother, or
there may be persistent difficulties with regulating his emotional state as a
result of exposure to, and experiences of disruption, physical and sexual
abuse. At the point of assessment when he was placed with a foster carer, he
clung to his foster carer and was highly anxious when meeting new individ-
uals. Exploration of his account of relationships with his parents indicated
that he was basically dismissive in his attachments, having little language for
relationships. He denied having any early memories and appeared dissoci-
ated in respect of early abusive experiences.

Frank indicated significant difficulties managing his emotional states.
He described his thoughts as being filled with ‘psychopathic fantasies’,
extremely aggressive thoughts, such as wanting to set his father on fire. He
described his shame at experiencing intense arousal, having seen his sister
unclothed, and overwhelming impulses to behave abusively to her. Frank
justified the abuse of his sister, overcoming his internal resistance, by telling
himself that her having displayed her genitals was an invitation to be sexual.
Frank also described intense flashbacks of being beaten up by his father and
memories of sexual activities with his sister. He also described intense
feelings of fear and helplessness. He was terrified that he would be responsi-
ble for a terrible act of aggression and was fearful of his potential to harm
others.
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Identity
Identity functioning depends on the quality of care and the identification
with parents and other key individuals in the young person’s life. Although
there were a number of individuals in Frank’s life including a supportive
stepfather and his mother who ‘rescued’ him, Frank found it difficult to see
himself in any other perspective than his father’s. He felt frightened of
becoming like his father. He felt the ‘shadow’ of his father and was anxious
about the way he felt preoccupied by aggressive fantasies and impulses to
harm, which he associated with being like his father’s. He was fearful of
being hurt, always expecting the worst, clinging to his foster carer. He
seemed to show confusion in his identity, both as a victim, and also as an
abuser.

Family and social relationships
Frank tended to relate to others in a suspicious, distant, unconfiding way in
his family and social relationships. He seemed to fear being exploited, used
and abused in the way he had been by his father. He felt closer to his mother
and her new family, grateful for having been rescued from his father’s care.
He found himself feeling resentful; jealous of his younger sister and the care
she was given. This may have been one of the ‘justifications’ for abusive
action.

Frank’s social skills were limited, his preoccupation with anger, explo-
sive fantasies and intense traumatic memories appeared to interfere with his
capacity to relate to his peers or to protect himself in educational contexts
and in the community. He tended to isolate himself; he was rejected and
unpopular, with a risk of putting himself in danger of bullying and attack.

Social presentation
Social presentation may be associated with the quality of care, and the way
the young person thinks of themselves. Although Frank’s mother attempted
to reverse the poor standard of care and the rejection by his father, Frank had
very little interest or pride in his appearance. He presented himself as poorly
cared for despite the support and positive care provided by his mother and
subsequently by his foster family.

Self-care skills
Frank’s self-care skills were limited and he showed little interest in taking
responsibility for his own self-care. The context of fostering provided a
secure base where he was able to make some progress with learning how to
develop more skills in self-care.
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Developmental issues in later adolescence towards adult functioning
In later adolescence, moving towards early adulthood, young people who have
grown up with an extensive set of abusive experiences, perpetuated through
childhood to adolescence, risk developing antisocial or unstable personality
functioning. In mental health terms, in serious cases, this may involve the young
person developing a personality disorder. Such disorders can be conceptual-
ized as pervasive patterns of failures of both emotional regulation, attachment
behaviours and in functioning of the self in relationships. In children who have
been abused and traumatized, early evidence of such disorders may be seen in
adolescence, and there is significant impact on all dimensions of developmental
needs.

YOUNG PEOPLE SHOWING ANTISOCIAL PERSONALITY FUNCTIONING

Young people showing antisocial personality functioning may have some of
the following significant difficulties.

Health

Health functioning may be affected as a result of failure to address health needs
associated with disruptions of care, neglect, physical and sexual violence,
inside and external to the family. Young people may be directly involved in
antisocial acts inside and outside the family, putting their own health and the
health of others at risk

Education

Education may be disrupted through failure of school attendance, attentional
difficulties, and volatile, aggressive relationships with other young people and
with educational staff.

Emotional and behavioural development

Emotional and behavioural development may be affected as a result of a contin-
uation of intense arousal patterns, poorly regulated emotion, explosive out-
bursts and/or a frightening style of relating. These young people may have dis-
missive or controlling attachment styles and a blaming, angry style of relating
to others and a risk of aggression and sexual responses towards younger
children and their peers or to adults.
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Identity

The young person’s sense of identity may be strongly connected to an abusive
parent who is idealized and perceived in a positive light despite also being a
frightening figure.

Family and social relationships

Family and social relationships may be affected by family disruption. First, a
young person exposed to domestic violence, physical abuse and disruptive care
may adopt an abusive, aggressive, bullying, controlling role towards younger
siblings in the absence of a father as a result of marital breakdown. Second,
there may be a pattern of ‘identification with the abuser’ reflected by the young
person displaying physically or sexually abusive behaviour inside or outside
the family. Third, educational difficulties may be reinforced by poor relation-
ships between family and school.

Social presentation

There may be identification with an aggressive role which is presented through
dress, style of relating, involvement in peer violence, truanting and criminal
activities.

Self-care skills

Self-care skills may be ignored or rejected through the adoption of an antiso-
cial, violent role model.

YOUNG PEOPLE WITH UNSTABLE PERSONALITY FUNCTIONING

Young people who are showing evidence of developing unstable personality
functioning also may have extensive difficulties in all dimensions of their func-
tioning and development.

Health

The young person may have had extensive experiences of non-accidental and
accidental injuries, exposure to sexual abuse, and/or unsatisfactory disrupted
care.

Education

Education may have been disrupted because of poor support by the family, or
learning may have been affected by the development of significant emotional
and behavioural difficulties disrupting approaches to learning, or school.
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Emotional and behavioural development

Emotional and behavioural difficulties characterized by considerable dysfunc-
tional processes may be evident. First, significant disorganization of attach-
ments can result in a pattern of unstable and intense interpersonal relationships
developing. The young person may cling to individuals who are potentially
abusive and switch from positive to extreme negative emotional responses,
within the family or externally.

Second, emotional states may be poorly regulated; there may be a marked
reactivity of mood lasting for a few hours or some days. Some young people
attempt to manage their mood through the extensive use of alcohol, or by
drugs such as cannabis which is perceived as having a mood regulating effect,
although there are associated risks of reinforcing the instability cycle of risky
drug use continuing.

Third, traumatic symptoms related to early abusive experiences may persist
alternating with dissociative symptoms; there is a risk of switching into states
of altered identity, associated, chronic traumatic responses. Such states ‘encap-
sulate’ unintegrated experiences triggered by reminders or flashbacks of early
abuse.

Fourth, there is a risk of substance abuse, binge eating, promiscuous sexual
behaviour, vomiting bulimic symptoms, recurrent suicidal behaviour,
self-harming.

Finally, inappropriate, intense anger may be triggered by the intense shifts
of emotional states with resulting involvement in extreme volatile relation-
ships, mutual violence, physical harm.

Identity

Identity issues and functioning of the self and self-perception may show signif-
icant difficulties in functioning. There may be an unstable sense of self, a perva-
sive sense of emptiness, emotional loneliness which can lead impulsivity of a
potentially self-damaging nature. This includes intense seeking of sexual
partners as with the young person described in Box 1.9.

Box 1.9 Case example: Beth D

Beth D was 16 years old, referred because of early pregnancy. She had an
early history of sexual abuse, neglect and disrupted care in her first five years.
There were breakdowns of foster care, with a period of stable care from the
ages of 12 to 16. She could not settle into vocational training, and dealt with
her sense of ‘emptiness’ by a determination to become pregnant. She was
‘organized’ by a network of paedophilic, dangerous individuals, idealizing
each until the level of abusive responses reached a level when the relation-
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ship became intolerable, when she moved on to other members of the
network. Her functioning was characterized by a ‘pretend’ state in which
she asserted she was in love with each individual and that she had known
them significantly longer than the reality. She downplayed and dismissed
the concerns expressed about their histories of criminal abusive activities,
abandoning her foster family, who had been devoted to caring for her
despite the challenges of her behaviour. She described an overwhelming
feeling of emptiness, terror and fears of abandonment which she tried to
hold at bay by maintaining the clinging responses. She put herself at consid-
erable risk. She had persistent traumatic imagery associated with her early
abuse, and continuing difficulties in managing her mood, never being able
to predict how she would feel on any one day.

Looking at Beth’s traumatic and abusive past history and the factors and pro-
cesses currently operating, some of the key areas of her current and future
development which are likely to be affected are described in Box 1.10.

Box 1.10 Case example: Beth D’s developmental
needs

Family and social relationships
Beth’s family and social relationships are affected to a significant degree as a
result of the extreme changing nature of her emotional states and her pattern
of the rapid making and breaking of relationships as a result of being part of
an unstable family network. This is reflected in her relationships within her
original family, in her foster families and each new partnership being dis-
rupted. The risk of being involved with other young people who are func-
tioning in an unstable fashion through patterns of excess alcohol and drug
use becomes a maintaining factor.

Social presentation
Beth’s social presentation is likely to be affected by her impulsive responses
which have a role as part of the coping responses. This leads to her present-
ing with inappropriately sexual responses and a pattern of significant avoid-
ance of social relationships and self-isolation, alternating with intense
seeking of relationships.

Self-care skills
Beth’s self-care skills may be very significantly affected by the impulsive
drive to find new relationships. She may become involved in drug or alcohol
misuse. This and her significant changes of mood or angry responses have
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put her into highly risky situations including association with individuals
who present with high risk in the community or within family networks and
the risk of unplanned pregnancy.

Factors affecting the capacity to parent:
a review of recent research
In the safeguarding context, when there are concerns about harm sustained by
children, assessment of parenting capacities is a key task. It is also important to
investigate some of the major family and environmental factors which may be
influencing parents’ capacity to care for their child. Some of the research
relating to problems which may be affecting parenting capacity are now
reviewed.

Mental health problems of parents, alcohol and drug abuse or
involvement in domestic violence
The research of Cleaver, Unell and Aldgate (1999) examines the links between
child maltreatment and problems and difficulties experienced by parents such
as mental ill-health, alcohol and drug abuse or involvement in domestic
violence. The studies examined the risk of harm to children and looked at the
prevalence of mental health difficulties, alcohol and substance misuse and
domestic violence at different stages of the process of assessment of harm. Four
stages were examined:

1. Where a referral had been made through a report by a neighbour, a
school, general practitioner or child health professional resulting in
the calling of a strategy meeting.

2. When the nature of the report and the initial strategy meeting
indicated that a fuller social work assessment, i.e. a core assessment
was required, because there were legitimate concerns about a child
being harmed and difficulties with parenting capacities.

3. When the concerns were at a sufficient level to warrant a child
protection conference bringing together professionals and
information from various sources, i.e. significant concerns about harm
and parenting capacities.

4. When the level of concern was such that it was felt that protective
action needed to be taken through the courts, i.e. the presence of
significant harm.
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Table 1.2 Relationship between the rate of recorded

parental problems and the level of social work

intervention (Cleaver et al. 1999)

Parental problems Referral stage First enquiry Child protection

conference

Care proceedings

Mental illness 13% 20% 25% 42%

Alcohol or drug

abuse

20% 25% 25–60% 70%

Domestic

violence

27% 40% 35–55% 51%

At each stage the presence of key family and environmental factors which
might have affected the parents’ capacity to care for their children was assessed.
Table 1.2 indicates that at each stage there was an increasing level of concern
about the presence of parental mental illness, alcohol or drug abuse, or the
presence of domestic violence. When full care proceedings were required, it
will be noted the rate of parental mental illness was 42 per cent, alcohol or drug
abuse 70 per cent, and domestic violence 51 per cent. When such factors coex-
isted, there was increasing concern about the need to take protective action.
These key family and environmental factors can have direct impact on the
capacity to parent or indirect effects through the impact on other factors, e.g
income, social isolation and emotional and physical availability. They can also
have a direct impact on the child and their developmental needs.

The impact of different forms of parental pathology
Cleaver et al. (1999) also looked at the way different forms of parental pathol-
ogy affected parenting capacity. Their findings indicated the following:

� Parents with mental illness were at risk of their emotions being blunted,
their children were sometimes neglected, and the parents may have
been responsible for bizarre or violent actions. Parents with unstable
personality functioning were particularly prone to extensive
difficulties in their parenting capacity, and the intensity of their
emotional responses to children in the family in turn had a profound
impact on children’s emotional functioning.

� Parents who misused alcohol and drugs showed a varied risk effect on
parenting depending on the type of drug used, the amount used,
how the substance was administered, the mental state evoked and
factors relating to individual personal tolerance.
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� Domestic violence: parenting was affected by physical assaults and
psychological abuse. This impacted on the parents’ caregiving
capacity, and also generated intense fear in the victimized parent and
children. A climate of fear, intimidation and secrecy affected all
family members, including about the risks associated with revealing
the reality of domestic violence to people outside the family. The
impact of being exposed to domestic violence has a very similar
impact to being physically abused for a child or young person.

General observations on the impact of parenting by parents affected
by mental health, substance abuse or domestic violence
In addition, parents affected by these factors were observed in some circum-
stances (Cleaver et al. 1999):

� to have difficulties organising their lives – leading to inconsistent
and ineffective parenting

� to experience loss of consciousness, or contact with reality, putting
the physical safety and emotional welfare of children at risk

� to have loss of emotional control or violent and irrational behaviour
which frightens children, and leads to negative emotional effects

� to be divorced from reality leading to neglect of their own and their
children’s physical needs

� for their children to have insecure attachments resulting from
parents’ insensitivity, unresponsiveness, anger and criticism

� for their children to need others to provide care to minimize the
impact of such events.

The following social consequences were identified in some situations:

� Family income dropped or was used to satisfy parental needs;
essential needs of children were sacrificed.

� There was a risk of family members being drawn into criminal
activities or being organized by parents’ beliefs for children – a form
of emotional abuse.

� Standards of hygiene and basic care were neglected.

� Separation disrupted children’s lives.

� Families were alienated, networks were disrupted. Problems were
sometimes hidden from potentially supportive network, and social
lives were focused around parents’ needs.
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� Marital or partnership breakdown occurred and there were
intergenerational effects.

Risk factors and protective factors at different stages of development
Cleaver et al. (1999) have reviewed the impact of these factors alongside protec-
tive factors on children’s welfare and responses at different stages of develop-
ment.

Table 1.3 looks at the stages of development, identifying which factors lead
to increased risk and which factors can be protective.

The developmental stages examined are:

� Pre-birth and infancy.

� The first two years of life: 0–2 years.

� Toddler stage: 3–4 years.

� School years: 5–9 years.

� Older school years: 10 years and above.

The impact of mental health, drug and alcohol abuse and domestic
violence on parenting: specific effects
Although exposure to parental mental illness, alcohol and drug abuse and
domestic violence cause general stress and impacts on children and young
people’s health and development, there are some specific effects which need to
be considered. One example is the extent to which children born to parents with
mental illness carry a genetic loading and predisposition to becoming mentally
ill themselves.

THE IMPACT OF MENTAL ILLNESS ON PARENTING

In 2006 research by Rutter et al. (2006) indicated that exposure to high levels of
stress and adversity may make it more likely that children born with a genetic
predisposition, e.g. a close relative suffers from schizophrenia, are at risk of
developing symptoms at an early age. This implies that when assessing children
living in families where a parent has a mental illness, it is essential to assess the
quality of family life and support, as children may be uniquely sensitive to stress
and adversity.

This observation is underlined by the research of Wynne et al (2006a,
2006b), who followed the fate of children of schizophrenic parents who had
been adopted to families who did not have a psychotic family member. They
showed that if the child was adopted into a family which was well-functioning,
there was a low likelihood of that child developing a psychotic illness them-
selves. However, if the child had been adopted into a family which itself had
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Table 1.3 Risk and developmental factors for children

with parents with psychiatric problems, substance abuse

and domestic violence (Cleaver et al. 1999)

Stage Risk factors Protective factors

Pre-

birth

and

infancy

� Foetal damage – drugs, alcohol

� Physical violence

� Spontaneous abortions

� Premature birth

� Adequate nutrition, food

� Antenatal care

� Avoidance of drug use

� Safe residence

0–2

years

� Neurological damage

� Parental withdrawal

� Neglect, impoverished environment

� Rejection, irritability

� Insecure, disorganized attachments

� Presence of an alternative
supplementary caring adult

� Integrating primary health, mental
health and social services plan

� Use of Sure Start, family centres,
family support

3–4

years

� Continuing hidden neglect,
violence and inconsistency

� Delayed cognitive development

� Post-traumatic stress responses

� Inappropriate modelling

� Supplementary care

� Integrated care plan

� Enhanced income supports physical
standards

� Respite accommodation

� Consistent pre-school provision

5–9

years

� Children may be at risk of physical
injury, and show symptoms of
extreme anxiety and fear

� Academic attainment is negatively
affected, behaviour problematic

� Boys are more sensitive, girls are
affected if difficulties long term

� Attachments disorganized, fear of
hostility expressed

� Unexpected separations cause
distress, embarrassment and shame
over parents’ behaviour

� Children take on responsibility for
themselves and siblings

� Children can understand drug and
alcohol use as a form of illness

� An alternative, consistent, caring
adult responsive to needs, or
supportive older sibling when both
parents are affected

� Regular school attendance,
supportive, sensitive teachers

� Supportive friendships and social
support

� Learning specific coping strategies

� Physical or psychological
separation from stressful situations

10

years

and

above

� Coping with puberty alone

� Fear of hurt and injury

� Emotional and conduct disorder

� Bullying behaviour

� Education suffers

� Reject families

� Emotional loneliness

� Vulnerability to abuse

� Inappropriate responsibility taken

� Supplementary care

� Integrated care plan

� Practical domestic help

� School attendance, trusted adult, a
champion

� Basic education on sex, puberty,
contraception

� Information, recognition of caring
role, balanced with own needs

� Mutual friendships

� Coping strategies to separate self
and parent



high levels of family difficulties, then it was more likely that the child would
develop a psychotic illness. Being exposed to adversity had a significantly
negative effect in bringing forward the child’s genetic vulnerability. Sluzki
(2007) has described the reciprocal relationship between mental processes,
biological factors, the social or relational milieu and genetic constraints.

The case examples in Boxes 1.11 and 1.12 illustrate the complexity of
genetic vulnerability and environmental stress.

Box 1.11 Case example: Ruth E

Ruth E, a girl of 16 years, was seen in a secure unit as a result of extreme
self-harming and violent actions. Her uncle, her father’s brother, had a severe
paranoid schizophrenic illness and she was exposed to his paranoid attacks
against her mother over the first ten years of her life. In early adolescence she
showed extreme anxiety and suspiciousness, and later showed far more
extensive disturbance, including the development of hallucinations. It was
difficult initially to make a distinction between her genetic vulnerability and
her traumatic response to the life situation and it is likely both were playing a
part.

Box 1.12 Case example: Daniel F

A similar situation was seen in Daniel F, a boy of 14 living with his mother,
who had prevented him attending school as a result of her paranoid beliefs.
He was at home for a six-month period. Because of the mother’s illness there
was no stable base to their lives. When placed in foster care he began to
develop rigid behavioural patterns. He was suspicious in his responses,
which were disorganized and loud, and he was preoccupied with sexual
thoughts. A diagnosis of a psychotic illness was made. This appeared to be
the product of genetic predisposition and high levels of environmental stress
including the model of his mother’s illness and the poverty and failure of her
day-to-day care.

THE IMPACT OF DRUG AND ALCOHOL ABUSE ON PARENTING

Drug and alcohol abuse plays a complex role in terms of their impact on
parenting, depending on the type of drug used, the amount used, and fre-
quency. With alcohol misuse, it depends, along with other factors, on whether
there is binge drinking with patterns of sobriety alternating with serious
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drunkenness, or continuous alcohol use. Two clinical cases illustrate the situa-
tion where risk predominates, and where protective factors can operate (see
Boxes 1.13 and 1.14).

Box 1.13 Case example: Joanne G and Jamie G

The mother was caring for Joanne, a ten-year-old girl, and Jamie, a
five-year-old boy, on her own, having managed to separate herself from her
extremely violent partner. Her mode of coping with the impact of violence
on herself was to use alcohol in ever-increasing amounts, to such an extent
she became addicted. As a result of alcohol misuse, the care of her children
became poor, she found it increasingly difficult to get the children to school,
or to provide for their basic care. She increasingly used the ten-year-old girl
as a companion, keeping her up very late. The children’s attendance at
school became progressively worse, and the children were rejected and
bullied because of their unkempt appearance and clothing.

There was no alternative to reception of the children into care as the
mother rejected services from the community Drug and Alcohol Service. She
denied the level of alcohol abuse, and found it difficult to find alternatives to
deal with her extensive traumatic symptoms related to severe domestic
violence. She became extremely depressed, there were high levels of conflict
between the ten-year-old and herself, and it was very difficult to see any pos-
sibility of returning the children to her care.

Box 1.14 Case example: Luke H and Duane H

A mother caring for Luke, a ten-year-old boy, and Duane, a five-year-old
boy, separated from her partner who had been violent to her. Her response
was to become heavily addicted to street heroin and she struggled to substi-
tute heroin with methadone using the support of the Drug and Alcohol
Service. Following a crisis which occurred with the death of the maternal
grandmother, the point was reached where it was felt the two children
needed to be taken into care for their protection because of the extreme
negative effects of their mother’s abusing street heroin as well as methadone.

However, with support from the community Drug and Alcohol Service,
the children’s mother was able to stabilize her drug use, although the
ten-year-old did take on some parental supportive tasks in terms of caring
for the five-year-old. She gradually was able to use community resources to
improve the quality of her parenting and her care, and despite her continu-
ing methadone use. There was a prospect of her being able to diminish
methadone and use psychotherapeutic services to address the basic issues
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associated with experiences in her family of origin and subsequent domestic
violence which were key factors in leading her to use heroin as a form of
self-medication.

DOMESTIC VIOLENCE AND ITS IMPACT ON PARENTING AND ON
CHILDREN’S HEALTH AND DEVELOPMENT

A key observation in considering the impact of domestic violence is the overlap
between domestic violence and physical abuse. The presence of domestic
violence provides an intense climate of trauma and family violence, and can
have far-reaching effects on parents, children and young people growing up in
this context. A key concern is whether a parent responsible for perpetrating
violence against a partner, will also perpetrate violence against a child – a sig-
nificant risk (Kelly 1994). In addition, exposure to the climate of anger, identi-
fying with a parent who may be hurt, confusion in terms of gender role are all
factors which have been noted to have a particular effect in contexts of
domestic violence. The risk of severe forms of intimate partner violence result-
ing in homicide of adult partners and children results in overwhelming trauma
and bereavement for surviving children (Jones 2008). There are concerns about
children and young people growing up in such a climate, being caught in a
cycle of externalizing behaviour, interpersonal violence in adolescence, early
pregnancies, and re-enacting the patterns of violence to which they have been
exposed (Moffitt and Caspi 1998).

The genetic contribution has been demonstrated by Caspi et al. (2002) in
the Dunedin longitudinal study. This showed that genetic factors associated
with the production of neurotransmitter hormones which modulate mood
could predispose or protect some children from responding with antisocial
behaviour patterns despite being exposed to high levels of family stress.

Other family and environmental factors which can influence
parenting capacity
Research indicates a number of other family and environmental factors which
can influence parenting capacity, and affect the child’s needs directly. As noted
in looking at underlying factors associated with difficulties in parenting, the
history of the parents and individual family members has a significant impact
on the child, and on the parent and their capacity to provide adequate care.
Other environmental factors can help or hinder the child’s functioning.
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The characteristics of families when violence occurs
RISKS AND PROTECTIVE FACTORS ASSOCIATED WITH THE
CHARACTERISTICS OF THE FAMILY AS A SOCIAL STRUCTURE

The notion of risk factors associated with abusive parenting implies that there
is contrast between families which protect and those where there are risks.
Taking a sociological perspective, Straus and Gelles (1987) conceptualized the
family as a social structure which was prone to conflict and violence as a result
of the inherent contradictions of family life. They argue that the fact of often
opposing values of men and women, adults and children meant there was
always a likelihood of conflict occurring. They postulate that it was not a
question of whether there was violence in the family or not, but whether the
particular factors which predisposed to violence were operating, or whether
there were more protective, benign responses. These factors included the
following:

� The time families spent together provides opportunity for support and
nurturance, but could also mean that there is more opportunity for
conflict. Factors such as poor environmental conditions, low income,
property, unemployment are all factors which mitigate against
positive use of time spent together.

� A wide range of activities and interests can foster talents and strengths,
but can also result in the disproportionate expression of negative or
aversive behaviour when there are opposing wishes and activities.
Intensity of involvement provides emotional fulfilment and close
emotional connectedness, but can also result in mutual antagonism,
high levels of criticism, threats and shouting.

� Rights to influence can be an influence for good, giving children
appropriate directions and guidance. However, if there are extremes
of authoritarian parenting insensitive to children’s needs, opposition
and continuing conflict results.

� Age and sex differences can provide a test-bed for understanding and
tolerance, but can also lead to major conflict between generations,
families and sexes. Ascribed roles, i.e. differentiation between males
and females, can provide strength and identity, but there can also be
distorted beliefs about rights to punish and demand compliance.
Involuntary membership implies commitment and care, but means
that there is a demand to maintain loyalty and there is no escape.

� Families coping with stress can provide resources and resilience to
provide a sense of mastery, but can also lead to breakdown and
disorganization.
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� Family members’ knowledge of social biography can lead not only to
tolerance, care and understanding, but also to criticism and hurt on
the basis of knowledge and information.

TRAUMA-ORGANIZED FAMILY SYSTEMS

Characteristic of all forms of family violence, abuse and adversity are the
negative interlocking aspects of the relationship between child, parent and
family within a social context. Associated with a climate of violence is a
negative, emotionally abusive attitude by the victimizer towards the child or
partner – a prerequisite to any form of abuse, physical, sexual or emotional. As
noted this can be seen as a ‘trauma-organized system’ (Bentovim 1992, 1995)
or set of relationships, sometimes described as ‘relationship trauma’ (Sheinberg
and True 2008).

This model originates in the work of Straus and Gelles (1987) on abusive
families who observed the process of interlocking emotional responses by
which individuals with complementary difficulties come together and the
resulting reciprocal nature of abusive interaction in family life. Parents may
have had a belief that similar experiences can assist in the development of
understanding and empathy but unfortunately the likelihood is that each
partner comes to represent the focus of fear, panic and distress in the context of
intimacy and such responses come to organize the reality of relationships. Rela-
tionships in such situations are ‘organized’ by traumatic events – and these can
be described as trauma-organized systems (Bentovim 1992, 1995). They come
to dominate family life, and because of family characteristics of secrecy, loyalty
and exclusiveness, patterns of trauma and family violence may be maintained
over many years without discovery. There are self-reinforcing cycles between
family members – involving ‘here and now’ interaction between parents and
children as well as cycles over time linked to the unresolved nature of events in
parents, and family member’s history which continue to impact on parenting
capacity and the way children’s needs are met.

In families where there is violence or abuse, there is often an absence of a
protective individual or, alternatively, potential protectors are neutralized and
unavailable. The perpetrator feels overwhelmed by impulses towards actions of
a physically, sexually or emotionally abusive nature, which are felt to be beyond
control. The cause is attributed to the victim, who in line with individual,
family and cultural expectations is construed as responsible for the victimizer’s
feelings and intentions. Actions on the victim’s part to avoid abuse are inter-
preted as further cause to provoke more violent action, or as a justification for
further sexual or emotional abuse. The victim comes to internalize and is orga-
nized by the justifications, and an intergenerational recursive pattern is
established.

A process of silencing by the victimizer and disassociation by the victim
spreads to incorporate both the victim and victimizer and those who could

GROWING UP IN A CLIMATE OF TRAUMA AND VIOLENCE / 67



potentially protect. This may lead to the maintenance of a context of secrecy
and silence and the delayed recognition of severe abusive patterns. There is a
tendency for the victim when identified to deny and minimize experiences, or
to blame themselves. The perpetrator may in turn deny allegations and/or
attribute any account given by the victim to the professional interviewing the
child. Potential protective parents may side with the perpetrator or share in
blaming the victim.

As a result of the repeated nature of violent actions, traumatic stressful
effects come to organize the reality and the perceptions of those participating.
This includes potential protectors, and professionals who become involved in
the family situation. There is a pressure not to see, not to hear or not to speak, so
that identification becomes problematic and complex.

SOCIAL ADVERSITY

Risk factors which need to be assessed and addressed include living in poverty,
overcrowding, poor, substandard housing, unemployment, large family size,
isolation in the community from wider family and poor community resources,
especially when there is limited primary care (Bergner, Delgado and Graybill
1994; Finkelhor 1980).

The impact on the future parenting of children
and young people growing up in a climate
of trauma and family violence
Examining the impact and development of interpersonal violence introduces
the theme of the effect of early experiences living with trauma and family
violence on the child or young person’s later capacity to parent. It has been rec-
ognized for many years that parents who behave abusively have often been
abused themselves, so that there is an intergenerational influence. However,
given the concern to understand both risk and protective factors, we need to
understand what promotes harmful parenting and what is protective, which in
turn can result in more resilient functioning and therefore more satisfactory
parenting and care for the next generation.

Risk and protective factors in relation to future parenting of children
who have grown up in a climate of trauma and family violence in
childhood
LONGITUDINAL ISLE OF WIGHT COMMUNITY STUDY

To explore this process Collishaw et al. (2007) followed up the Isle of Wight
Community Study to adult life. They assessed the rate of abuse suffered by
those individuals in childhood, and through longitudinal research, looked at
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whether there were particular risk factors, or protective factors resulting in
more resilient functioning with the likelihood of more satisfactory parenting.
While they confirmed that childhood adversity is a potent factor in causing
mental health difficulties, there were personality strengths that protected indi-
viduals, and resulted in more satisfactory parenting. Developing competencies
to make and maintain supportive interpersonal relationships was the most
significant protective factor.

ADULT AND PARENTS’ ATTACHMENT STYLE

In their study of women growing up in adversity, and the impact on their
mental health and parenting capacities, Bifulco and Moran (1998) noted the
importance of adults’ or parents’ attachment style – a key aspect of which is the
ability to make and maintain relationships – in pathways from childhood to
adult functioning. Bifulco and Moran (1998) observed that the pathway to
poor parenting tended to involve parents who had insecure attachments and
who showed a higher degree of clinging, avoidance, fear or anger in their
general approach to relationships, together with significant adversity in marital
or partner relationships, including domestic violence. This resulted in incom-
petent, neglectful parenting, which in turn had a negative effect on children’s
mental health showing higher levels of depression or anxiety.

‘MULTIPLICATIVE’ IMPACT OF COMBINATIONS OF FACTORS ON FUTURE
PARENTING

Another study dramatically demonstrated the ‘multiplicative’ or escalating
level of effects on parenting for individuals who were abused in childhood
(Dixon, Browne and Hamil ton-Giachr i t s i s 2005a; Dixon,
Hamilton-Giachritsis and Browne 2005b). This was a community study which
followed up first-time parents to assess the risk of child abuse when parents had
themselves been abused in childhood. They found that having been abused in
childhood led to a four times higher risk of abuse occurring against the child. If
the parent was under 21, had been treated for mental health problems or had a
partner with violent tendencies, there was a 14-fold increase in the risk of
abusive action. Risk increased further when a mother had negative unrealistic
expectations of the child, was insensitive towards the infant and when there was
a negative response and a lack of development of a specific attachment prefer-
ence by the infant. Abusive action was then 17 times more likely.

The J family: a case study illustrating key themes from
the review of research
Parents with a history of adversity who have grown up in a climate of violence
may be drawn together, perhaps with beliefs about ‘rescue’ or ‘fit’. This can
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create a complex family organization and the effects on parenting can lead to
significant difficulties for care of the children. This is demonstrated in the case
example of the J family (Box 1.15). This is a complex case which nevertheless
illustrates many of the key themes drawn out in the literature review.

Box 1.15 Case example: the J family

The J family consisted of Jim and Mary J, the two parents and their four
children, who were referred as a result of the increasingly aggressive truant-
ing behaviour of Harry and Damien, the 13- and 16-year-old boys, and the
increasing anxiety of Rosie and Charmaine, the 10- and 12-year-old girls.
There were complaints by the girls of bullying and sexual harassment, they
felt unsafe; there were incidents of self-harming and eating disorders. An
assessment which followed the approach of the Assessment Framework
provided the following information.

Children’s developmental needs
HEALTH

There were concerns about the health of all the children as a result of phases
of poor care of the children and the home. Bullying of the girls by the boys
led to physical and sexual harm.

EDUCATION

The education of the boys had become increasingly concerning as they
moved towards adolescence. Their behaviour was increasingly oppositional
in school and they had poor concentration. They were truanting and had
been excluded from school because of fighting and swearing. The girls
attended school more regularly; they were compliant and tried to work.
Both received a good deal of support from the educational system, but not
from their parents.

EMOTIONAL AND BEHAVIOURAL DEVELOPMENT

The boys’ emotional and behavioural development had become increas-
ingly aggressive, challenging, oppositional, stealing, joining gangs, reject-
ing rules. Both girls were prone to depressed affect and both had begun to
self-harm and starve themselves. Both described traumatic imagery associ-
ated with exposure to domestic violence. Father was described by both girls
as the object of fear and also of warmth. They avoided emotional contact
with their mother, and did not confide in her. Attachments were disorga-
nized, with clinging behaviour, alternating with avoidance and confusion.

IDENTITY

The boys identified with their father’s angry, controlling style; they indi-
cated that they felt nurtured and reinforced by his affection. The girls identi-
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fied with their mother’s withdrawn, anxious, fearful style. The interaction
between the siblings maintained these marked gender differences, and their
need to have a more balanced view of themselves was not met.

FAMILY AND SOCIAL RELATIONSHIPS

Family and social relationships were confused. The boys were involved in
intense squabbling and competitiveness, with each other and with the girls.
The girls were more supportive of each other and more compliant and
sociable with the wider family. The boys were defiant and oppositional.

SOCIAL PRESENTATION

The boys presented as over-confident, forceful and aggressive in their style
of presentation. This was reflected by their involvement with gangs in the
community, identifying with the notion of being ‘hard’. The girls had poor
social presentation skills. They presented with far more diffidence, and were
anxious about themselves and unfriendly in their approach towards others.

SELF-CARE SKILLS

The boys’ approach to basic care put themselves and others at considerable
risk through association with antisocial elements in the community. The
girls were vulnerable to the bullying and sexually aggressive style of the
boys and they felt powerless and unprotected.

Parenting capacity
Jim and Mary J had difficulties in all dimensions of their parenting capacity.

BASIC CARE

The basic care they provided was poor. There were difficulties in providing
adequate basic care and parental differences and arguments led to failures of
adequate care of children and the home.

ENSURING SAFETY

Parents were in conflict with each other, with authorities, and with the
neighbourhood and social context. There was a sense of a lack of safety. The
father Jim’s angry mood and threatening, bullying style created a dangerous
atmosphere. He dismissed the girls’ complaints about the boys’ bullying
abusive behaviour, while Mary, the children’s mother, remained unrespon-
sive and emotionally withdrawn.

EMOTIONAL WARMTH

Emotional warmth was provided by the father, in contrast with his angry,
bullying style. The mother’s responses were far more withheld and unre-
sponsive. Parents were inconsistent in their involvement or understanding of
difficulties experienced by the children.
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STIMULATION

Jim and Mary provided limited stimulation for the children. There was poor
preparation and support for the children attending school: the girls were
more responsive to school, whereas the boys were truanting.

GUIDANCE AND BOUNDARIES

The guidance and boundaries set by the parents were inconsistent. The
control exercised was both oppressive and over-controlling, and sometimes
absent altogether. The parents’ expectations of the children were inappro-
priate. Boundaries over the boys’ truanting patterns as they moved towards
adolescence were not managed.

STABILITY

Some stability was provided through the parents remaining together, but the
inconsistent nature of their relationship provided a pervasive feeling of
instability.

Family and environmental factors
There was a range of family and environmental factors influencing Jim and
Mary’s capacity to parent their children and impacting on the children
directly.

FAMILY HISTORY

Both parents grew up in a climate of violence, being hit by belts and wit-
nessing violence perpetrated against maternal figures. Jim had been taken
into care because of his significant antisocial behaviour in adolescence. He
attributed this to his father’s extensive punitiveness, reinforced by physical
punishment to a degree, which he deemed to be unnecessary given his per-
ception of his father’s authority. He described himself as becoming increas-
ingly rebellious as he was growing up, getting into criminal activities and
battles with authority from an early age.

Mary described her exposure to an extensive set of cumulative, stressful
and abusive experiences, including sexual abuse perpetrated by her father,
her mother’s punitive and neglectful care, and her exposure to disruption of
care. She described her own traumatic response, including the development
of an eating disorder. She too was resentful of her mother’s abandoning her
to her abusive father and her mother’s failure of protection.

FAMILY AND INDIVIDUAL FUNCTIONING

There was a degree of stability in the household; however, the parents had
been exposed to an unstable family environment in their own childhood and
exposed to violence and abuse, and this continued to impact on their lives.

In terms of individual functioning, Jim had an externalizing, explosive,
angry, aggrieved style of relating to others. This was associated with the use
of anger to control and phases linked with alcohol and possibly drug use.

72 / SAFEGUARDING CHILDREN LIVING WITH TRAUMA AND FAMILY VIOLENCE



His externalizing style also allowed him to be more outgoing and adolescent
in his style of relating to others, including the children.

Mary was anxious and dissociated. She was withdrawn and distant from
others, including the children. She had an intense, enmeshed, dependent
relationship with Jim and recent attempts to assert herself had resulted in
extensive arguments and episodes of violence.

WIDER FAMILY

The wider family had attempted to be supportive without success.

HOUSING

The family’s housing has been poorly maintained.

INCOME AND EMPLOYMENT

Work for both Jim and Mary had been unpredictable and they had not
applied for available welfare benefits. The family income was therefore
inconsistent and resources were poorly managed.

FAMILY’S SOCIAL INTEGRATION

The family was isolated and found it difficult to integrate into their local
community. The family had experienced some discrimination, with the
family being labelled by neighbours as a ‘problem family’.

COMMUNITY RESOURCES

Jim in particular had been in a significant degree of conflict with community
agencies. Attempts had been made to support the family with very limited
success.

Analysis of processes and factors operating in the J family
The dynamics of the parents’ relationship and their responses to their own
pattern of abusive care had had a serious impact on the nature of the relation-
ships between the parents and children and the quality of parenting the
children had experienced. These patterns were complementary and
self-reinforcing and were maintained through responses to traumatic and
stressful events and experiences organizing relationship patterns. There was
a gender divide between ‘perpetrator’ and ‘victim’ modes, associated with
insecure attachment styles.

Through these processes each parent had developed an opposing per-
sonality style, which influenced, shaped and maintained the response of the
other, and provided models for the children and organized their differing
modes of development. The children’s responses mirrored their parents’
mode of relating, reinforced by the parenting they were receiving and the
cumulative impact of traumatic and stressful events. As a result the
intergenerational cycle of abusive events had been perpetuated rather than
broken. Although there were protective factors – the stability of the family,
and a capacity for warmth on the father’s part – there was a predominance of
risk factors.
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Despite these pervasive patterns there was hope that the children, later
being cared for separately, might be able to benefit from the care and thera-
peutic work they were receiving, and that the parents might be able to begin
to contemplate what changes they needed to make and whether they could
accept help to reach turning points in their own lives.

Conclusion
In looking at the J family the implications of some of the research findings are
illustrated and the complexity of practice becomes clear.

Subsequent chapters describe in detail the process of making
evidence-based assessments, analysis and planning interventions and measur-
ing outcomes using the Assessment Framework when children have been living
with trauma and family violence.
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Chapter Two

Assessing Children’s Needs

A Model of Assessment, Analysis, Planning
Interventions and Identifying and Measuring

Outcomes for the Child

Antony Cox, Liza Bingley Miller

and Stephen Pizzey

Introduction
This chapter presents a model of assessment, analysis, planning and measuring
outcomes for children and families based on the Assessment Framework triangle.

The model was developed in response to the findings from research on the
use of the Assessment Framework (Cleaver and Walker 2004) and from experience
of training staff in the use of the Standardized Assessment Tools. The picture is
one of information-gathering that was often conscientious and skilled but not
necessarily systematic or evidence based. The process of analysing information
was more challenging. There was a tendency to come to premature conclusions
about the nature of the presented problems, the factors underlying them, and
the action thought appropriate. Without a sufficient understanding and
analysis of the child’s needs, their family and their wider context, planning
cannot be appropriate and effective.

A systematic approach to assessment, analysis and the planning of inter-
vention is likely to result in a fuller identification of strengths and difficulties in
children and their environment, and a better understanding of underlying pro-
cesses. This in turn leads to better focused intervention, a more efficient use of
resources and better outcomes for children.
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Contents of the chapter
There are seven steps to the model and these are discussed in detail in the
chapter:

1. Consider the safety of the child, the referral, and the aims of the
assessment.

2. Gather additional information.

3. Categorize available information and organize it within the Assessment
Framework triangle: what is known and not yet known.

4. Analyse the processes influencing the child’s health and development.

5. Predict the likely outlook for the child.

6. Plan interventions.

7. Identify outcomes and measures which would indicate whether
interventions are successful.

Step 1: Consider the referral, the safety of the child, and
the aims of the assessment
In a safeguarding context, the first consideration on receiving a new referral
where there are concerns about maltreatment is to assess whether steps need to
be taken to ensure the child’s immediate safety, i.e. removal from family or
carers, removal of abusive adult from the household, or removal to different
family members. This initial assessment of whether the child is suffering or
likely to suffer significant harm is not a straightforward process and requires
consideration of the immediate threats to the welfare of the child, the factors
affecting the child’s safety and the risk of harm continuing or escalating if no
action is taken. Ongoing consideration of whether the child is suffering or
likely to suffer significant harm is important throughout the assessment
process. The assessment of the risk of harm is considered in detail in Chapter 6.

Once the professional is assured of the child’s safety the next step is to
review the referral and establish the focus and the aims of the assessment. The
overall aims will always be to:

� develop an understanding of the nature and level of a child’s needs

� gain an understanding of the factors affecting the child and their
needs, including the parenting they receive and other family and
environmental factors

� develop partnerships with family members and others, including
relevant professionals

� prepare for intervention if necessary.
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How extensive or deep the exploration should be is judged by viewing the
nature of the referral and any available information against the range of infor-
mation outlined in the Assessment Framework triangle. The domains and dimen-
sions are a guide to the range of areas where further information may be
relevant. It should be remembered that in all dimensions history should be con-
sidered as well as current status, as this can also inform hypotheses about pro-
cesses relevant to the child’s development. How deep the exploration should be
must be guided by timing as well as the need to know. Some information may
be available only when trusting relationships have been formed.

Questions that arise include whether it is essential to have a thorough
assessment of the child’s developmental status or vital to have a full appraisal of
the family? Are there environmental factors which need to be better under-
stood?The information-gathering procedure provides a basis for evaluating
how and whether a working relationship can be established with the family:
what is their capacity to cooperate in action to foster their child’s development?
This is a particularly crucial issue where there has been, or is likely to be, severe
abuse. This aspect will be addressed more fully in Chapter 7.

Step 2: Gather additional information
The information-gathering approach should be systematic to ensure that the
data obtained is adequate in its scope and well evidenced, and that time is used
effectively. Sources of information need to be considered. They include family
members, members of the community where relevant and professionals or
agencies who have been involved with the family. Thought should be given
also to the combination of family members that might be seen and in what
contexts. It is important to remember that what will be learnt will be influenced
by the combination and the context. For example, different information will be
obtained from seeing a child alone, from interviewing them with a parent, or
observing them in their own home as opposed to school.The approaches used
to gather information should be considered. They range from reviewing
existing files and requests for reports from professionals or agencies previously
involved or already engaged in work with the family, to interviewing, observa-
tion, use of Standardized Assessment Tools and referral for specialist assess-
ment.The Standardized Assessment Tools were commissioned by the Government
to assist professionals working with children and families are all potentially
valuable for information-gathering and making evidence-based assessments.

These tools, the approaches underpinning their use, the skills involved in
using them in practice and the information they can provide are more fully
described in Chapter 3 (see p. 106) but in summary, they are as follows:

� The Family Pack of Questionnaires and Scales (Department of Health,
Cox and Bentovim 2000) helps a worker to look at a range of
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aspects of a child’s developmental needs, parenting and factors
relating to individual well-being and family life.

� The HOME Inventory (Cox 2008; Cox and Walker 2002a) provides
an assessment of the child’s day-to-day experience, parenting and
the context of care provided for the child.

� The Family Assessment (Bentovim and Bingley Miller 2001) enables
workers to assess family functioning and family relationships,
including parenting, and the impact of family history.

� In My Shoes (Calam et al. 2000) is a computer-assisted interview
approach to help professionals communicate with children and
vulnerable adults about their experiences, relationships and feelings
in the various settings in which they spend their life.

� An additional tool, the Attachment Style Interview (Bifulco et al. 2002a,
2002b) developed by the Lifespan Research Group at Royal
Holloway University of London, helps to assess the quality of the
marriage or partnership between two adults, their support systems,
their attitudes towards support and their overall attachment style.

Step 3: Categorize available information and organize it
within the Assessment Framework triangle: what is known
and not yet known
Once information has been gathered, the next step is to categorize that infor-
mation to ascertain what is known, identify crucial information that is not yet
known and needs to be known, and to prepare for analysis. The Assessment
Framework triangle provides the basis for collecting together and then analysing
the available information on a child’s developmental needs and the factors
affecting them. The information obtained is categorized according to the three
domains: child’s developmental needs (CDN), parenting capacity (PC) and
family and environmental factors (F&EF) and the dimensions within each
domain (Figure 2.1).

At this stage there should be no attempt to explore how the different
factors or items are affecting each other. Although the assessor is beginning to
form ideas or hypotheses about what is going on with the child, their parents
and in the family and other factors which may be relevant, these hypotheses
need to be put on hold until all the information has been categorized. If links
are made too early, false assumptions can be made about a child’s level of func-
tioning and needs, the nature and reasons for any difficulties and strengths in
parents’ and carers’ capacity to care, and the family and environmental factors
affecting the child and/or their carers. In a safeguarding context, this can lead
in turn to misplaced planning for the changes thought appropriate to ensure the
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child’s safety and welfare. Interventions are then less likely to be targeted in an
appropriate and effective way.

Categorizing information under domains and dimensions of the
Assessment Framework triangle
In categorizing the information there should be a clear distinction as to which
domain is appropriate, otherwise hypotheses about processes involving the
child and their family may be mistaken.

The descriptions in the Assessment Framework for each domain and dimen-
sion, along with key questions to be considered at this stage are as follows:

Child’s developmental needs

Assessment of what is happening to a child require that each aspect of a child’s devel-
opmental progress is examined, in the context of the child’s age and stage of develop-
ment. Account must be taken of any particular vulnerability, such as a learning dis-
ability or a physically impairing condition, and the impact they may have on progress
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in any of the developmental dimensions. Consideration should also be given to the
social and environmentally disabling factors that have an impact on the child’s devel-
opment, such as limited access for those who have a disability and other forms of dis-
crimination. Children who have been maltreated may suffer impairments to their
development as a result of injuries sustained and/or the impact of the trauma caused
by their abuse. There must be a clear understanding of what a particular child is
capable of achieving successfully at each stage of development, in order to ensure that
he or she has the opportunity to achieve his or her full potential. (Assessment Frame-
work, p.18:2.3)

How is the child functioning in each of the dimensions in terms of their devel-
opment and well-being? How are they doing? Where is the child at in terms of
their developmental needs?

Parenting capacity

Critically important to a child’s health and development is the ability of parents and
caregivers to ensure that the child’s developmental needs are being appropriately and
adequately responded to, and to adapt to his or her changing needs over time. (Assess-
ment Framework, p.120:2.9)

What is the nature of the parenting that the child is receiving? What are the
parents or carers doing in terms of the care they provide for their child(ren) on
each dimension of parenting capacity?

Family and environmental factors

The care and upbringing of children does not take place in a vacuum. All family
members are influenced both positively and negatively by the wider family, the neigh-
bourhood and social networks in which they live. The history of the child’s family
and of the individual family members may have a significant impact on the child and
parents. A range of environmental factors can either help or hinder a family’s func-
tioning. (Assessment Framework, p.22:2.13)

What are the family and environmental factors which may be influencing
parenting or impacting directly on the child’s development?

Child’s developmental needs: dimensions
What strengths or difficulties does the child have in each dimension?

80 / SAFEGUARDING CHILDREN LIVING WITH TRAUMA AND FAMILY VIOLENCE



HEALTH

Health includes growth and development as well as physical and mental well-being.
The impact of genetic factors as well as of any impairment should be considered.
Involves receiving appropriate health care when ill, an adequate and nutritious diet,
exercise, immunizations where appropriate and developmental checks, dental and
optical care and, for older children, appropriate advice and information on issues
that have an impact on health, including sex education and substance misuse. (Assess-
ment Framework, p.19)

Is the child healthy? What health problems do they have? What are they? Have
they experienced any in the past?

EDUCATION

Education covers all areas of a child’s cognitive development which begins from
birth. Includes opportunities for play and interaction with other children, access to
books, the development of skills and interests and the need to experience success and
achievement. Involves an adult interested in educational activities, progress and
achievements, who takes account of the child’s starting point and any special educa-
tional needs. (Assessment Framework, p.19)

Has the baby started making any sounds? Has the toddler started to speak? Is
the child participating and learning at nursery or mothers’ and toddlers’ group?
How are they doing at school? Are they achieving educationally at the level
expected for their age and stage of development, or do they have educational
difficulties? What are they?

EMOTIONAL AND BEHAVIOURAL DEVELOPMENT

Emotional and behavioural development concerns the appropriateness of response dem-
onstrated in feelings and actions by a child, initially to parents and caregivers and, as the
child grows older, to others beyond the family. Includes the nature and quality of early
attachments, characteristic of temperament, adaptation to change, response to stress and
degree of appropriate self-control. (Assessment Framework, p.19)

Is the child’s level of emotional and behavioural development as expected for
their age? Are they showing emotional or behavioural difficulties? What form
do these take, e.g. depression, aggressive behaviour or problems in social com-
munication?

IDENTITY

Identity concerns the child’s growing sense of self as a separate and valued person.
Includes the child’s view of self and abilities, self-image and self-esteem and having a
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positive sense of individuality. Race, religion, age, gender, sexuality and disability
may all contribute to this. Feelings of belonging and acceptance by family, peer group
and wider society, including other cultural groups. (Assessment Framework, p.19)

What is known about the child’s sense of self-esteem and self-worth? How do
they express their own thoughts, feelings and wishes? What sense do they have
of themselves as a person?

FAMILY AND SOCIAL RELATIONSHIPS

Family and social relationships concern the development of empathy and the capacity
to place self in someone else’s shoes. Includes a stable and affectionate relationship
with parents or caregivers, good relationships with siblings, increasing importance of
age-appropriate friendships with peers and other significant persons in the child’s life
and response of family to these relationships. (Assessment Framework, p.19)

What evidence is there about the quality of the child’s relationships with other
family members? Do they have any difficulties relating to their peers and others
in their social network? What are they?

SOCIAL PRESENTATION

Social presentation concerns the child’s growing understanding of the way in which
appearance, behaviour and any impairment are perceived by the outside world and
the impression being created. Includes appropriateness of dress for age, gender,
culture and religion; cleanliness and hygiene; and availability from parents or care-
givers about presentation in different settings. (Assessment Framework, p.19)

How does the child present themselves in different social situations? Is that
appropriate to their age and stage of development? Is their dress in keeping
with the settings in which they live?

SELF-CARE SKILLS

Self-care skills concern the acquisition by a child of practical, emotional and commu-
nication competencies required for increasing independence. Includes early practical
skills of dressing and feeding, opportunities to gain confidence and practical skills to
undertake activities away from the family and independent living skills as older
children. Includes encouragement to acquire problem-solving approaches. Special
attention should be given to the impact of a child’s impairment and other vulnerabili-
ties, and on social circumstances affecting the development of self-care skills. (Assess-
ment Framework, p.19)
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In what way does the child care for themselves? For example, washing,
dressing, personal hygiene, travelling, or managing issues such as drug and
alcohol use? Are they able to care for themselves at a level appropriate for their
age and stage of development? Do they take inappropriate responsibility for
self-care skills? Are they more self-sufficient than is appropriate at their stage of
development?

For all these dimensions there will be the relevant history to consider.

Parenting capacity: dimensions
What are the parents doing or not doing that may be relevant to the child’s
development?

BASIC CARE

Basic care involves providing for the child’s physical needs, and appropriate medical
and dental care. Includes the provision of food, drink, warmth and shelter, clean and
appropriate clothing and adequate personal hygiene. (Assessment Framework, p.21)

How are the parents providing food, warmth, clothing and shelter for the
child? When there is a need for medical and other assistance, what do they do?

ENSURING SAFETY

Ensuring safety involves ensuring a child is adequately protected from harm or
danger. Includes protection from significant harm or danger, and contact with unsafe
adults or other children and from self-harm. Recognition of hazards and danger both
in the home and elsewhere. (Assessment Framework, p.21)

How do they attempt to make sure the child is safe? What about when the child
is not at home? What happens if there is domestic violence? What protection do
they provide from contact with individuals who may pose a risk to them?

EMOTIONAL WARMTH

Emotional warmth includes ensuring that the child’s emotional needs are met and
giving the child a feeling of being especially valued and a positive sense of his or her
own racial and cultural identity. Includes ensuring the child’s requirements for
secure, stable and affectionate relationships with significant adults, with appropriate
sensitivity and responsiveness to the child’s needs. Appropriate physical contact,
comfort and cuddling sufficient to demonstrate warm regard, praise and encourage-
ment. (Assessment Framework, p.21)
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What warmth and affection do the parents show towards the child? How do
they respond when the child is distressed? What encouragement, praise and
reassurance do they give in response to the child’s emotional needs?

STIMULATION

Stimulation relates to the need to promote a child’s learning and intellectual develop-
ment through encouragement, cognitive stimulation and providing social opportuni-
ties. Includes facilitating the child’s cognitive development and potential through
interaction, communication, talking and responding to the child’s language and ques-
tions, encouraging and joining the child’s play, and promoting educational opportu-
nities. Enabling the child to experience success and ensuring school attendance or
equivalent opportunity. Facilitating child to meet the challenges of life. (Assessment
Framework, p.21)

How do the parents talk with the child? Is this in a way likely to promote their
development of language? What social and learning opportunities do they
provide inside and outside the home? What help do they give with reading and
homework? How do they encourage their child’s learning and development of
social skills?

GUIDANCE AND BOUNDARIES

Guidance and boundaries include enabling the child to regulate their own emotions
and behaviour. The key parental tasks are demonstrating and modelling appropriate
behaviour and control of emotions and interactions with others, and guidance, which
involves setting boundaries, so that the child is able to develop a internal model of
moral values and conscience, and social behaviour appropriate for the society within
which they will grow up. The aim is to enable the child to grow up into an autono-
mous adult, holding their own values, and able to demonstrate appropriate behaviour
with others rather than having to be dependent on rules outside themselves. This
includes not over-protecting children from exploratory and learning experiences,
and also includes social problem-solving, anger management, consideration for
others, and effective discipline and shaping of behaviour. (Assessment Framework,
p.21)

How do the parents manage the child’s behaviour? What guidance do they
provide and how? How do the parents set boundaries for the child? What
rewards and sanctions do they use?

STABILITY

Stability involves providing a sufficiently stable family environment to enable a child
to develop and maintain a secure attachment to the primary caregiver(s) in order to
ensure optimal development. Includes ensuring secure attachments are not disrupted,
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providing consistency of emotional warmth over time and responding in a similar
manner to the same behaviour. Parental responses change and develop according to
the child’s developmental progress. In addition, ensuring children keep in contact
with important family members and significant others. (Assessment Framework,
p.21)

What steps do the parents take to maintain a stable home and family life for the
children? In what ways do they promote the development of secure attach-
ments in the child? How do they help them cope with any moves, separations
or losses?Again it is important to understand the course of parenting through-
out the child’s life.

Family and environmental factors: dimensions
Are there factors that may be promoting or adversely affecting the child’s
development directly, or by influencing parenting?

FAMILY HISTORY AND FUNCTIONING

Family history includes both genetic and psychosocial factors. Family functioning is
influenced by who is living in the household and how they are related to the child; sig-
nificant changes in family or household composition; history of childhood experi-
ences of parents; chronology of significant life events and their meaning to family
members; nature of family functioning, including sibling relationships and its impact
on the child; parental strengths and difficulties, including those of an absent parent;
the relationship between separated parents. (Assessment Framework, p.23)

What is the nature of relationships within the family? How does the family
function as a unit? In what joint activities do they engage? Is there any conflict
or domestic violence? Has a parent a mental health problem or difficulties with
substance or alcohol misuse? What was it? Is it still an issue? What changes in
family composition have there been in the child’s life? How have family rela-
tionships changed? What is the nature of the links between previous partners
and children now?What significant events, relationships or circumstances from
the past has each family member experienced? Which of those is still affecting
them now and how? Are there specific behaviours or interactions between
family members that may reflect the impact of family history on current indi-
vidual and family functioning? What are they?

WIDER FAMILY

Who are considered to be members of the wider family by the child and parents?
Includes related and non-related persons and absent wider family. What is their role
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and importance to child and parents and in precisely what way? (Assessment Frame-
work, p.23)

Who are the members of the wider family? Which of those people is particu-
larly significant to the child or family? What contact do the child and family
have with them? How do members of the wider family support the child or
family?

HOUSING

Does accommodation have basic amenities and facilities appropriate to the age and
development of the child and other resident members? Is the housing accessible and
suitable to the needs of disabled family members? Includes the interior and exterior
of the accommodation and immediate surroundings. Basic amenities include water,
heating, sanitation, cooking facilities, sleeping arrangements and cleanliness,
hygiene and safety and their impact on the child’s upbringing. (Assessment Frame-
work, p.23)

What is the nature, size and location of the family’s accommodation? Does the
available space reach the standard required by the housing regulations? What
specific housing needs of the family are provided for, e.g. adaptations, access,
and number of rooms? What is the nature of the neighbourhood in which the
child is living?

EMPLOYMENT

Who is working in the household, their pattern of work and any changes? What
impact does this have on the child? How is work or absence of work viewed by family
members? How does it affect their relationship with the child? Includes children’s
experience of work and its impact on them. (Assessment Framework, p.23)

How are the adults in the family employed? What is the nature of their work?
What are the hours, conditions, locations etc. of their work? How does this
affect family activities and interaction? If the adults are not in employment,
how does this affect the family?

INCOME

Income available over a sustained period of time. Is the family in receipt of all its
benefit entitlements? Is there a sufficiency of income to meet the family’s needs? In
what way are resources available to the family used? Are there financial difficulties
which affect the child? (Assessment Framework, p.23)
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What level of income does the family have? How do they manage financially
on that income? Is the family in debt? What welfare benefits and allowances are
they receiving? What are they eligible for?

FAMILY’S SOCIAL INTEGRATION

Exploration of the wider context of the local neighbourhood and community and its
impact on the child and parents. Includes the degree of the family’s integration or iso-
lation, their peer groups, friendship and social networks and the importance attached
to them. (Assessment Framework, p.23)

What links do the family have with their local neighbourhood and wider com-
munity? What friends and neighbours can they talk to and access support
from? How is the family involved in local social, leisure, sporting or other activ-
ities, groups and organizations?

COMMUNITY RESOURCES

Describes all facilities and services in a neighbourhood, including universal services
of primary health care, day care and schools, places of worship, transport, shops and
leisure activities. Includes availability, accessibility and standard of resources and
impact on family, including members with disabilities. (Assessment Framework,
p.23)

What relevant resources and services are available for the family members in the
local community? What relevant specialist services and provision is there? How
accessible are they? How do the family use the services and support that might
benefit them? If not, what are the barriers to their accessing them?

History
When gathering and categorizing information, it is essential to collect informa-
tion about past history relating to factors being considered in each dimension
and domain. This enables the assessor to understand current issues and
concerns better when analysing the information collected.

Monitoring information known and not yet known
Throughout the information- and data-gathering stage, it is vital to monitor
what dimensions mapped on the Assessment Framework triangle have been
covered in detail and those where knowledge is lacking. There will always be
aspects that are not fully understood. Once the available information has been
mapped into the Assessment Framework triangle, it may become obvious whether
crucial information is missing, e.g. how a child is doing at school; whether a
parent protects their child from witnessing domestic violence; whether there
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are wider family members who might be able to offer support. In some areas
historical data may be missing. Consideration needs to be given to what is not
yet known as it could be significant and therefore warrant further enquiry.

Being clear about what is not yet known guides what should be explored
further. It may be clear that without this information it will be hard to assess
whether the child’s needs are being met and whether there is any risk to their
safety, health and development. Ideally, such information will be gathered and
mapped before moving on to detailed analysis.

Step 4: Analyse the processes influencing
the child’s health and development
The fourth step is to hypothesize processes which may be affecting the child’s
development. The core questions in the analysis using the Assessment Framework
triangle are:

� What needs of the child are being met – and how?

� What needs of the child are not being met – and why?

The aim is to raise hypotheses or theories about how the factors on the dimen-
sions in the three domains are impacting on each other both within and across
the domains of the Assessment Framework triangle. For example:

� How are the child’s strengths and difficulties impacting on each
other?

� How are parenting strengths and difficulties affecting each other?

� How are family and environmental factors affecting each other?

� How is the parenting that is provided for the child affecting the
child’s health and development, both in terms of resilience and
protective factors and vulnerability and risk factor?

� How are family and environmental factors impacting on parenting
and/or on the child directly?

Checks need to be made as to whether there is evidence to confirm or refute the
hypotheses, which should be revised as new information emerges.

Concepts which help with analysis and planning: factors and
processes
In developing hypotheses about why some children’s needs are met and some
are not, it is helpful to distinguish processes (the pattern of influences) and their
strength or weight, i.e. their impact, as shown in Box 2.1.
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Box 2.1 Principles underlying analysis: processes
and impact

In analysing the information collected, it is necessary to consider:

� Processes – the pattern of influences

� Impact – the weight or effect of factors and processes

Factors are each individual item identified in each dimension for which there is
evidence. Processes refer to the ways in which individual factors relate to others
in the same or different dimensions and domains – the pattern of influences.

Weight or effect refers to the amount of impact of the various factors and
processes on other factors or dimensions or other processes. Which are the
factors or processes having the greatest effect on child development? What are
the severest problems or the greatest strengths? For example, low income can
result in less ability to take children out and provide a range of experiences,
which could have a negative impact on the child’s education. If the child
attends a good school, its positive impact on their education could compensate
and reduce the negative impact of low income. Here a negative pattern of influ-
ences is countered by a positive pattern which reduces the impact of the
negative process.

DISTINGUISHING BETWEEN PROCESSES

Processes – the pattern of influences – should be explored before considering
their impact. Distinctions need to be made between:

� processes which may have brought something about

� processes which may be keeping something going

� processes which can help to predict what might happen in the
future.

Distinguishing between the processes which may have brought about difficul-
ties or strengths and those that may be maintaining them is important because
they are often different. The understanding that this brings will affect what
interventions are chosen.

For example, a child breaks his leg and misses school for three weeks.
Although fit to return, the child remains at home; his mother, who is suffering
from depression, has enjoyed his company during the day and does not encour-
age his return to school. What brought about school absence was the broken
leg, but what kept the boy off school was his mother’s desire for him to remain
at home.
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In trying to understand how these different processes are affecting a child’s
developmental needs, it is useful to distinguish between linear and circular pro-
cesses (see Box 2.2).

Box 2.2 Principles underlying analysis: linear
and circular processes

Processes that take account of past, present or future may be linear or circular

Linear processes:
� How did the child get here?

� Where might the child be going?

Circular processess:
� Sustain what may be satisfactory or unsatisfactory

LINEAR PROCESSES

A linear process is when two factors are thought to be directly linked so that
alterations in one lead to changes in the other. This is when one factor (A) influ-
ences another (B), but the second factor does not influence the first, i.e. B does
not affect A. Linear processes may be chains: A affects B, B affects C and so on.
This type of process can be relevant to:

� where factors relating to the child (and family) brought things about

� where they are now

� where they might be going.

For example, delayed language development (CDN – health) (A) predicts that a
child will have difficulty learning to read (CDN – education) (B), which may
lead to future behavioural problems (CDN – emotional and behavioural devel-
opment)(C).

CIRCULAR PROCESSES

Circular processes can serve to sustain a strength or a difficulty. The identifica-
tion of circular processes affects choice of intervention. Circular processes are
recurrent so that one factor (A) affects (B), which in turn affects A. Several
factors may be involved so that A affects B which affects C which influences
A.For example, a child has difficulty with learning to read (CDN – education)
(A). The child worries about not reading well (CDN – emotional and behav-
ioural development) (B). This leads to poor concentration (CDN – emotional
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and behavioural development) (C) which in turn leads to difficulty learning to
read (A).A check is needed as to whether there are other processes, which help
to maintain the identified strength or difficulty.

In the example given above further exploration might reveal that the child
who has difficulty learning to read (CDN – education) (A) worries about it
(CDN – emotional and behavioural development) (B) and as a result does not
sleep well (CDN – health) (C). They are tired when they get to school (health)
(D). Tiredness combined with anxiety about reading further impacts on con-
centration (emotional and behavioural development) (E). They find reading
even harder (A). This is a circular process within the child’s developmental
needs domain, which serves to maintain the child’s reading problem.This
analysis of the circular processes that are at work helps to give an idea of what
actions might help the child’s difficulty and therefore how to intervene.Linear
and circular processes may operate within or across domains: see Box 2.3.

As an example of a linear process occurring across all domains, the family
has enough income (F&EF – income) to buy books (PC – stimulation), thus the
child has the opportunity to read and develop (CDN – education).As an
example of circular processes occurring across all domains, and expanding the
example of the child with difficulty in reading, a child who is not reading well
(CDN – Education) worries about it (CDN – emotional and behavioural devel-
opment) and doesn’t sleep well (CDN – health). He is tired at school (CDN –
health) and cannot concentrate to do his reading well (CDN – emotional and

Box 2.3 Principles underlying analysis: how linear
and circular processes operate

Linear or circular processes:

� within domains

� Within or between dimensions � Across domains
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behavioural development and education). His teacher is concerned about his
reading difficulties and writes to his parents (F&EF – community resources).
His mother is angry and reprimands the child (PC – emotional warmth and
guidance and boundaries). She tells his father, who threatens him with sanc-
tions (F&EF – family functioning; PC – guidance and boundaries and emo-
tional warmth). The parental actions feed into the negative cycle, increasing the
child’s anxiety and difficulties in sleeping and concentrating.Circular processes
help to highlight situations where the factors that brought things about may
not be what are keeping them going. It is necessary to understand that the
trigger for a problem (or indeed a strength) may have stopped being relevant
and that another process has taken over. This may have important implications
for how to intervene.

Expanding an earlier example, a boy who has broken his leg has time off
school (CDN – health; F&EF – community resources). He finds the relief he
experiences from not being bullied makes him reluctant and anxious about
going back to school (CDN – emotional and behavioural). His mother wishes
to protect him from unhappiness at school and therefore lets him stay off school
long after his leg has healed (PC – guidance and boundaries and emotional
warmth). The longer the time off school, the more anxious the boy is about
going back, and the more difficult it is for his mother to support him in return-
ing. Thus a circular process has taken over from the original health problem and
is sustaining the boy’s absence from school.

ANALYSING LINEAR AND CIRCULAR PROCESSES AND PLANNING

The analysis of the linear and circular processes at work can generate ideas
about what interventions may help with a child’s need. It may be more effective
to support a process that is building on a strength than attempt to alleviate one
that is causing a difficulty.

Although one process may appear particularly relevant, it is vital to
consider any others that could be influential. Evidence may run counter to what
may be intuitively considered the relevant process. For example, a mother’s
depression may not impair her parenting. On the other hand, relief of maternal
depression may not improve a poor relationship with her child. In analysing
information gathered during an assessment, what is paramount is whether there
is impairment or likelihood of impairment of the child’s development. This
means holding in mind that difficulties or impairments in parenting or broader
family and environment factors may or may not be producing impairments in
the child’s development or in parenting capacity. It is easy to assume factors are
linked, but it is essential always to have evidence as this will affect hypotheses
about processes and intervention and expected outcomes. Wrong assumptions
about the links will lead to interventions being incorrectly targeted and there-
fore unlikely to achieve the hoped for outcome.The task of the assessor is to
collect sufficient information and analyse it carefully to establish which factors
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are impacting on the child and in what way. The understanding developed
about the links between the child and their family and wider environment will
affect plans for intervention and expected outcomes.

Exploring the impact of factors and processes
Once the processes (i.e. pattern of influences or factors) have been analysed, it is
useful to look at the severity of any negative process and/or the weight of any
positive process (Box 2.4). In other words:

� What processes seem to be having the biggest effect on the child’s
development or on processes that affect it?

� Which are the greatest protective processes, which might help
mitigate against any difficulties?

Box 2.4 Principles underlying analysis: impact

� Severity of difficulty: the weight of negative processes

or

� Magnitude of strength: the weight of positive processes

This approach helps to accurately identify strengths on which it may be
possible to build and pinpoint areas of vulnerability or risk factors which need
action.

ASSESSING THE DEGREE OF SEVERITY OF DIFFICULTIES AND THE
MAGNITUDE OF STRENGTHS

The two key elements are severity of difficulty and magnitude of strengths.
Severity of difficulty is the magnitude or weight of a negative factor or process
within or across domains. A factor may look significant but its impact on a
child’s health and development may or may not be great, e.g. severe poverty.
Magnitude of strengths is the magnitude or weight of a positive factor or process
within or across in any particular dimension (Angold et al. 1995). Analysing the
impact of positive or negative factors and processes provides a fuller assessment
of risk and protective factors. This helps to prioritize where interventions may
be needed most urgently and where strengths can be most readily enhanced.
There are six aspects of factors and processes that help to gauge their impact, i.e.
severity of difficulties or magnitude of strengths. These are:

� intrusiveness

� pervasiveness
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� modifiability

� frequency

� duration

� unusualness.

Intrusiveness refers to the extent (or depth) to which a behaviour, emotion, expe-
rience, etc. interferes with or contributes to family activity such as family con-
versation or a child’s developmental needs, such as learning, sleep or physical
activity. For example, to what extent does a parent’s behaviour distract a child
who is concentrating, or on the other hand to what extent does a parent’s par-
ticipation extend the child’s play?Pervasiveness refers to the range (or breadth) of
people, situations and activities on which a strength or difficulty has an impact.
For example, the greater the number aspects of child development, people or
situations that are affected, the greater the concern or benefit. For example,
poor concentration at both school and home is a more severe problem than that
present in only school or home. Modifiability refers to the extent to which other
actions, experiences or situations alter or change a factor. For example, a parent
is calm and caring despite marital discord; a child’s temper tantrums occur only
with their mother; a child can distract themselves from anxious or depressing
thoughts. Frequency refers to the frequency of occurrence of behaviours, experi-
ences and events. How often factors or processes occur is relevant to their effect
on child’s developmental needs, parenting capacity and family and environ-
mental factors. The more frequent a factor or process, the greater its impact. For
example, rows between parents that occur daily as opposed to those occurring
monthly. Joint family activity occurring weekly as opposed to yearly. Duration:
in general, the longer the duration of the strength or the difficulty, the more
weight that factor carries, i.e. the more benefit in terms of a strength and the
more impairment in terms of difficulty. For example, recurrent stealing over a
two-year period versus a one-off episode. A good relationship between a child
and teacher that has persisted for a year versus a couple of weeks. Unusualness:
there are some factors which are exceptional and should be seen as major
factors in their own right, even though they may not be frequent, of long
duration or pervasive. This is because some behaviours or thought processes
that are unusual may indicate a severe need even if there is only a single episode.
For example, suicide attempt, a fixed delusion, fire-setting, a non-accidental
injury in a young child or running away from home. Some child behaviour or
ways of thinking may be normal at one age but unusual at another age, for
example, enuresis. Some ‘usual’ behaviours, emotions or thoughts are common
and normal when at low intensity, low frequency or short duration, e.g. depres-
sion and anxiety but become more significant at higher levels of frequency or
duration.
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PARENTAL ACTIONS AND FAMILY AND ENVIRONMENTAL FACTORS

Evaluation of impact can relate also to parents’ actions and/or family and envi-
ronmental factors. For example, parental intrusion may not be pervasive, but
involving only one dimension of parenting or one dimension of child need. Or
a parent may express anxiety only when the child is ill or may be approving
only when the child is engaged in sport. In these contexts, the extent of the
parent’s involvement – their intrusiveness – will affect the degree of influence, i.e.
impact. Frequency and duration are also relevant, for example, an isolated or
infrequent derogatory remark, occurring only at home, will have less effect
than such comments that occur several times a day, not only at home but also in
front of peers, teachers and shopkeepers.

Among unusual parenting factors, an episode of physical or sexual abuse
may also be ‘severe’. Unusual events are more likely to have enduring impact
either by their nature or because of other processes that are set in train. Ulti-
mately the greater the effect or impact a factor has on child development, the
more severe or beneficial it is. For example, if a child’s anxiety has been persis-
tent for six months, and present in all situations in the day, keeping them awake
at night and adversely affecting their relationships with family and peers, it is
severe. It is intrusive, pervasive across situations, activities and people, not mod-
ifiable, frequent and of long duration.

Contributing to the assessment of risk of significant harm
The analysis of the degree of severity of the negative factors in the child’s devel-
opmental needs and in the parenting capacity and family and environmental
factors domains helps to accurately assess the level of risk of harm to a child,
and identify the nature of the steps or interventions which may be required to
safeguard that child’s welfare.

Analysis of the magnitude of positive factors operating in and across all
three domains points to protective factors and sources of resilience which
should be supported in planning interventions.

Severe negative factors in the parenting or family and environmental
domains may signify the likelihood of impairment in development even where
none is detectable at the time of assessment. In exploring the degree of severity
of negative factors, it is usually the case that

� the more dimensions of domains that show difficulty

� the more frequently those difficulties are manifest

� the longer they have existed

� the less modifiable they are

� the more they intrude upon or adversely affect child development

� then the greater the severity of the problem to be addressed.
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Step 5: Predict the likely outlook for the child
The next step is to predict the likely outlook for the child in the light of the
analysis of the factors and processes affecting their development. Before
planning interventions, it is important to consider what a child’s future would
be if needs that are being met continue to be met, and needs that are not being
met continue to be unmet.The question here is what is likely to happen for a
child and family if nothing changes in the current situation. What are likely to
be the consequences for the child if there is no intervention?

Both the short-term and long-term consequences need to be considered.
Short-term factors relate to how a child is functioning now and in the immedi-
ate future, but there may be also important long-term effects for a child if
nothing changes in their circumstances. Analysis of the likely shorter and
longer-term effects may affect the level of concern and any plans to intervene.
At this stage hypotheses are developed predicting the future. Without trying to
predict the likely outcome for a child, serious implications of the current situa-
tion may be missed. When drawing out the potential implications for a child if
things continue as they are, however, it is always important to ask what
evidence there is to support the predictions. Neglect is an example where
longer term consequences of a poor level of care may not always be recognized.

Predicting the short-term and long-term outlook for the child relates just
as much to strengths as it does to difficulties. Having at least some needs met
both over the short term and the long term is likely to protect a child against the
impact of any difficulties they are likely to encounter. Protective factors in the
parenting a child receives and the benefits that come from positive family and
environmental factors help children to develop resilience. So it is important to
take account of strengths in all domains and dimensions which can be built on,
and not just focus on areas of difficulty and risk of harm.

So the questions at this stage are:

1. What are the consequences for the child if each particular need
continues to be met:

(a) in the short term?

(b) in the long term?

2. What are the consequences for the child if each particular need
continues to be unmet:

(a) in the short term?

(b) in the long term?

Where possible, predictions should be based on research. For example, that
delayed language development predicts difficulties in learning to read; that
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living with persistently discordant relationships between parents of caregivers
reduces the chances of forming satisfactory partner relationship in adult life;
that living with a parent who recurrently engages in criminal activity increases
the chances that the child will also do so; that in the context of several negative
factors, having a good, available and enduring relationship with an adult
reduces the likelihood of mental health and relationship difficulties in adult life
(Cleaver et al. 1999).

Step 6: Plan interventions
The sixth step is planning interventions based on the analysis of the informa-
tion that has been gathered. The following questions need to be considered:

1. What are the options for interventions which might help support
strengths and/or help meet the unmet needs?

2. Which met or unmet child need is each intervention targeted
towards?

3. What resources are available?

4. Which agency or professional and approach is the family most likely
to cooperate with?

5. Which intervention is likely to produce the most immediate benefit
and which might take time?

6. What should be the sequence of interventions and why?

7. Given the severity of the child’s needs and the capacity of the family
to cooperate, what is the likelihood of achieving sufficient change
within the child’s timeframe?

These questions are useful in building targeted, focused and realistic plans for
intervention.

Options
It is vital to consider options for interventions which might help support
strengths as well as those which might help meet the unmet needs.

Target of each intervention
When interventions are being planned, it is essential to be clear as to which met
or unmet needs each intervention is targeted towards. This is necessary if inter-
ventions are to be effectively monitored.
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Available resources
Plans need to be based on the resources actually available in the area and
grounded in practical reality. The focus is therefore on what is available and not
on what the assessor thinks should be available in the area they work. Existing
strengths, for example good relationships or positive activities, should be used
and developed.

Cooperation of family
The next question is which of the available resources and approaches are the
family most likely to cooperate with or engage with? There is little point in sug-
gesting interventions which the family might struggle to understand or would
have little motivation to engage with. If family members have a good relation-
ship with a particular professional, for example, a parent with a health visitor or
a child with a particular teacher, this may point to particular interventions or
facilitate their implementation.

Immediate and longer term benefits
Some interventions are likely to produce immediate benefits whereas others
might take time. For example, practical assistance might have an immediate
benefit, while family therapy is likely to take time.

Sequence of interventions
It is also important to consider what sequence of interventions will meet the
child and family’s needs best. All too often families are given a raft of interven-
tions to engage in. This may reduce their effectiveness. It is a better use of
resources and more manageable for the family to limit the number of interven-
tions and deliver them in a sequence which makes sense to the child, family and
worker. It may be that some interventions need to be prioritized over others.
Experience shows that a success in one intervention is likely to have benefits in
other areas.

Timeframe of child
In planning interventions, given the severity of the child’s needs and the
capacity of the family to cooperate, it is important to consider the likelihood of
achieving sufficient change within the child’s timeframe and adjust plans
accordingly.
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Step 7: Identify outcomes and measures which would
indicate whether interventions are successful
The seventh step is to identify how it will be known:

� if there has been an improvement in the child’s health and
development, i.e. whether the unmet child need(s) have been met

� whether that improvement is related to what has been done, i.e. the
intervention(s). For example, was the intended intervention
implemented and was it implemented at the frequency intended and
with the appropriate skill? Has the process or factor at which the
intervention is targeted been changed in the desired direction?

Aims in identifying outcomes
The aims in identifying outcomes for a child are to enable measurement of
change following intervention. The outcomes must relate to the analysis of the
child’s developmental needs the contribution of the parenting they are receiv-
ing to meet their needs (or not) and the impact of family and environmental
factors on both parenting and the child’s needs directly. Identifying outcomes
requires the following assessments.

ASSESSMENT OF THE CHILD’S DEVELOPMENTAL PROGRESS WITH
RESPECT TO A SPECIFIC STARTING POINT

This assessment can be an initial or core assessment, or the commencement of a
given intervention. In particular the goal is to explore which dimensions have
improved in their developmental trajectory, which are unchanged and which
have fallen back. Key outcomes relate to aspects of child development.

At the starting point or commencement of a focused intervention, an
assessment will have identified dimensions of the child’s development that
need to be enhanced. Intervention may have addressed some of these directly,
rather than by attempting to influence factors affecting parenting.

For example, a remedial reading scheme may have been instituted for a
child with reading difficulties. Outcome assessment aims to check whether the
child has progressed on the relevant dimension. If there has been no progress
the process will need to be examined.

ASSESSMENT OF CHANGES IN THE FACTORS OR DIMENSIONS OF
PARENTING OR IN THE FAMILY AND ENVIRONMENT WITH RESPECT TO
THE STARTING POINT

At initial assessment hypotheses will have been made about processes that are
thought to be affecting the child’s development in either a positive or a
negative way. Interventions may have aimed to work on these processes.
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Assessment of processes seek to determine whether changes in those processes
relate to child development outcomes or factors thought crucial to the child’s
progress.

It is not just a matter of assessing factors; processes need to be explored
also. This must be done systematically in the light of original hypotheses. In the
reading example above, progress might be related to frequency. Frequency of
remedial sessions could be monitored. In another example, it may have been
hypothesized that a mother’s unresponsive parenting was due to her depres-
sion. The mother’s mental state could be monitored and matched with her
responsivity towards her child.

ASSESSMENT OF THE EFFECTIVENESS OF ANY INTERVENTIONS

Interventions may aim to work directly on a child need or by addressing
relevant factors and processes. In either event an intervention does itself initiate
a process. For example, the reading scheme referred to above will have charac-
teristics that influence its effectiveness such as method, e.g. emphasis on
phonics, and frequency. The skill of the person implementing the approach can
vary. The characteristics of the child will also determine outcome. Some will
respond to one approach, others to another. In the preceding example, the
depressed mother may have received treatment. Was it effective?

UNDERSTANDING THE CHILD’S PROGRESS AND MODIFYING
INTERVENTIONS

Overall, the aim is to understand the child’s progress or lack of it and why, so
that interventions can be modified appropriately. This is summarized in
Box 2.5.

Box 2.5 Outcomes

The key outcome is the child's developmental progress

The aims are to assess:

� whether the child has progressed and in which dimensions

� how improvements or deteriorations have come about.

Considerations when identifying outcomes
BASELINE ASSESSMENTS AND FOLLOW-UP MEASURES

The assessment of outcomes of intervention necessitates the capacity to
measure change over time in:
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� the child’s development

� the factors and processes thought to influence the child’s
development.

To assess change there must have been a baseline assessment and follow-up
measures so that any changes over the time of the intervention can be identi-
fied.

HYPOTHESES ABOUT THE IMPACT OF INTERVENTIONS

It is necessary that there are hypotheses about processes at baseline, or it will
not be possible to assess the effectiveness of interventions because the appropri-
ate measures will not have been employed at baseline. The analysis of informa-
tion gathered during the assessment will have led to hypotheses about what
factors and processes are contributing to the child’s needs being met or unmet.
The interventions need to be based on those hypotheses (see Box 2.6).

Box 2.6 Selecting Measures

To select appropriate measures at baseline there need to be Hypotheses
about what the Interventions will do.

NB If change is shown that supports the hypotheses is does not guarantee
that it is the Interventions that have brought about the change.

The hypotheses about the processes which are affecting a child and their family
should also inform understanding of what the various interventions are pre-
dicted to achieve and how they will accomplish this. It is always important to
remember that if change is shown which supports the hypotheses it does not
necessarily guarantee that it is the interventions that have brought about the
change. For example, it may be hypothesized that a mother’s excessive alcohol
use is linked to poor basic care (PC – basic care) and that changes in her use of
alcohol will bring about improvements in hygiene and the diet provided for the
child (PC – basic care) and hence improvements in the child’s health (CDN –
health) and school attendance (CDN – emotional and behavioural). This may
prove to be the case. When drinking less the mother becomes more organized
and is able to get the child ready for school (PC – basic care and guidance and
boundaries). On the other hand, the child’s attendance at school may have
improved but rather than being attributable to the mother’s reduced drinking it
may be attributable to other factors such as increased involvement of the grand-
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mother or support from a teacher (F&EF – wider family or community
resources) thus increasing his or her motivation to attend school by themselves.

VALIDITY, RELIABILITY AND NORMS OF BASELINE AND FOLLOW-UP
MEASURES

Validity

Baseline and follow-up measures need to be valid, i.e. measure what they are
intended to measure. This means the assessor knows that the factor they wish to
be assessed is addressed by the measure being used.

For example, the Adult Wellbeing Scale (Snaith et al. 1978) measures aspects
of adult well-being and not something else. In using the Adult Wellbeing Scale,
the assessor can be assured they will obtain a measure of the level of a parent’s
depression, anxiety and/or inwardly directed and outwardly direct irritability.
They will not get ratings of how that parent cares for their child, just as a school
register measures attendance at school but not achievement while in school.

Reliability

The measures also need to be reliable (i.e. replicable over time, and give the
same results when used by different assessors). This means that the ‘measure’
returns similar results over at least short time periods, and that trained assessors
under comparable circumstances obtain similar scores when used with the same
individual or family; for example, when the Adult Wellbeing Scale is used by dif-
ferent assessors or the school register by different teachers.

Norms

Standardized measures often provide population norms and scores that can
help understand the significance of any change. Population norms means the
range of scores obtained in research with a large general population. Norms are
the spread of scores found for a defined population of respondents. Thus, it is
possible to state what percentage of the population score at different points on
the possible range of scores. For example, with the Strengths and Difficulties Ques-
tionnaire (SDQ: Goodman 1997; Goodman, Meltzer and Bailey 1998) it is
possible to predict what percentage of the population (within the relevant age
range) would be expected to get the score that a particular child has obtained.
In the case of the SDQ the level of scores has also been validated against inten-
sive assessments, so it is possible to predict the likelihood of a substantive
problem. This gives an indication about the likely level of strengths and diffi-
culties being presented by that child in terms of their emotional and behav-
ioural development and well-being.
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STANDARDIZED AND CASE-SPECIFIC MEASURES

For baseline measures to be replicated at a follow-up, they need to be standard-
ized or operationally defined. It is then possible to assess whether change has
taken place between the time of original (baseline) assessment and once the
interventions have been implemented.

Standardized measures

Standardized measures are those assessment tools which have operationally
defined items which are then scored, e.g. the Family Pack of Questionnaires and
Scales and the HOME Inventory. With questionnaires the range of answers is
specified and the respondent just ticks the appropriate response for them. The
responses are then summed up and scored according to the scoring instructions
for that questionnaire or scale. The resultant score gives a guide as to the
presence or absence of a particular factor or problem. With the HOME Inventory
or the Attachment Style Interview, both of which have semi-structured interviews
to guide the collection of information, the ratings for scoring the information
gathered in the interviews is defined by glossaries. Assessors need to be trained
to rate using the glossaries to achieve reliability in their ratings.

Case-specific measures

Case-specific measures can also be used provided they are operationally
defined so that they can be replicated over time or used in a comparable fashion
by different assessors. To be operationally defined they need to have agreed
criteria for counts or ratings. Ratings must be guided by markers for each point
on the scale. Otherwise there can be no certainty that baseline and follow-up
assessments are comparable. Ratings of behaviour over a period of time, such as
a school day, may be unreliable. It may be easier to achieve reliable results by
methods that count defined behaviours such as a bed-wetting chart, counting
the number of days a child is excluded from school, counting the number of
days a child has taken medication for hyperactivity or scoring the number of
times a child is ‘on task’ at fixed times during the day.

There has to be agreement about what measure might indicate that change
had taken place. For example, if a child’s unhappiness was hypothesized to be
linked to parental rows, and couple work had been instituted, how could
improvements in the parents’ relationship be measured? Possibilities include:

� frequency or number of times parents confided with each other in
last month

� frequency or number of parental rows in last month

� joint parental activity in last month.
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Criteria would be needed for the outcomes measured, i.e. confiding, rows and
joint activity. For example, rows could be defined in terms of raised voices and
subsequent tense atmosphere for at least an hour.To assess the child’s mood, a
possibility would be that the caregiver and/or teacher rates the child’s predom-
inant mood each day: happy, neutral, miserable. Then count the days per week
for each state over a two-week period at baseline and follow-up. The Adolescent
Wellbeing Scale (Birleson 1980) might be simpler, but for a younger child it is a
less good indicator, because of young children’s more rapid shifts of mood. The
caregiver and teacher could fill out an SDQ,(Goodman 1997; Goodman et al.
1998 before and after a period of intervention but, particularly for a younger
child this might not reflect the child’s predominant state over that period.

The tailor-made rating suggestion would have a more comprehensive cover
but even with rating guidance relies on imprecise impressions. It could be
better to choose a specific time of day to asses the child’s mood – for example,
when they come home from school. The caregiver could be asked to chart the
child’s mood at that point on each day. Criteria would be needed. The caregiver
can be asked how they know the child was happy or unhappy. They might say
that the child smiles and spontaneously chats about what has happened to them
at school, when they are happy; is silent, does not respond to invitations to talk
and is unsmiling when they are unhappy. The number of days a week when
either of these states was so would be recorded by the caregiver, with interme-
diate mood being scored as neutral. This is more precise than the rating of daily
mood but covers less of the child’s life. It could however be a good indicator of
the child’s state over more than the moment of arriving home from school. In
another example, a child might be frequently on report for ‘bad’ behaviour at
school. Number of days on report over a two-week period could be used at
baseline and at follow-up because it is readily defined by whether or not there
is an entry in the relevant register. Although the measure is relatively crude and
superficial, it could have value as representing the extent to which an undesir-
able process is present. Ideally any intervention would need to be based on
hypotheses about the nature of the ‘bad’ behaviour and the reasons for it.
Observation of defined behaviours in class could be used. If the behaviour was
poor concentration leading to the child repeatedly getting up from their chair
during a lesson, then number of times ‘out of chair’ in a specific lesson could be
used as a measure closer to the actual problem.

However it is only by having an hypothesis about why the child’s concen-
tration is poor that intervention can be assessed. For example, if the poor con-
centration is thought to reflect, for example, an Attention Deficit Hyperactivity
Disorder (ADHD) medication could be instituted and any changes noted using
school report or times out of chair. If the cause is considered to be due to the
child’s limited ability, this could be checked and their curriculum modified.
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Conclusion
These examples are intended to draw attention to the way that measures may
reflect a child’s developmental need, and/or the relevant processes, more or less
closely. Examination of the various factors involved in these processes leads to a
better understanding and assessment of whether interventions are working.
Measures can employ a variety of modes such as questionnaire, interview and
observation, and may be conducted with any relevant person, child, teacher or
caregiver, and in several different settings. The issue for outcome is that the
measure, person and setting must be the same at follow-up as at baseline. Chil-
dren’s behaviour may vary according to situation so that outcomes need to be
assessed in all appropriate contexts.
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Chapter Three

Collecting Information

Evidence-Based Approaches to Assessment

Antony Cox, Liza Bingley Miller

and Stephen Pizzey

Gathering information is the first step in any assessment. Assessments benefit
from a systematic approach to understanding a child’s needs and how far they
are being met. Chapter 2 looked at the value of the Assessment Framework
(Department of Health et al. 2000) as a map of the information which needs to
be gathered in order to understand a child’s world, and at concepts and princi-
ples that underpin information-gathering, analysis and evaluation of outcomes.
This chapter considers in more depth the value of Standardized Assessment Tools
in information-gathering.

It has been seen that good assessment requires a systematic approach
planned to ensure the safety of the child, and engagement of the children and
other family members. This requires sensitivity to the family’s context and cir-
cumstances, for example their ethnicity, cultural and religious affiliation,
housing, work, schooling and neighbourhood.

So, how can children and families be effectively involved in the assessment
process? Can Standardized Assessment Tools support a systematic approach that
also involves children and families in the assessment process? Do they help to
provide evidence both for families themselves and for others and professionals?

This chapter explores:

� The Standardized Assessment Tools and associated training packs.

� What are the principles underpinning the use of the assessment
tools?

� Why use Standardized Assessment Tools?

� What are Standardized Assessment Tools?
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� Benefits of using Standardized Assessment Tools.

� Limitations to using Standardized Assessment Tools.

� Training requirements.

� The contribution of the Standardized Assessment Tools to assessments
using the Assessment Framework.

The Standardized Assessment Tools and associated
training packs
The Department of Health commissioned the selection of a range of Standard-
ized Assessment Tools for professionals working with children in need and their
families to help them to make evidence-based assessments relevant to the Assess-
ment Framework. Because most of the tools had been developed in a research
context, the Department of Health also commissioned the preparation of user
guides and associated training packs and courses. The authors of the training
pack trained a group of accredited trainers to deliver the training, to enable
practitioners to use the tools effectively in practice. The Department for
Children, Schools and Families recommends use of these tools in a wide range
of assessments involving children and families. Subsequently the authors devel-
oped a model of assessment, analysis, planning interventions and identifying
and measuring outcomes set out in Chapter 2.

In brief, the assessment tools are: The HOME Inventory (Caldwell and
Bradley 2003; Cox 2008) which provides an assessment of the quality of
parenting and the home environment experienced by the child. The Family Pack
of Questionnaires and Scales (Department of Health, Cox and Bentovim 2000)
which covers a range of individual and family factors affecting both children
and adults.

The Family Assessment (Bentovim and Bingley Miller 2001) enables practi-
tioners to make an assessment of key aspects of family life and relationships and
the impact of family history on the current way in which the family functions.

In My Shoes (Calam et al. 2000a, 200b, 2005; Cooper 2006; Cousins 2006;
Glasgow 2004; Watson, Calam and Jimmieson 2002) is a computer-assisted
interview for helping professionals communicate more effectively with
children and vulnerable adults, particularly those with disabilities or learning
difficulties. It addresses their experiences, thoughts, feelings and wishes in the
various contexts in which they live.

The Attachment Style Interview (Bifulco et al. 2002a, 2002b) developed by
the Lifespan Research Group, Royal Holloway University of London, helps to
assess the quality of a couple’s marital or partner relationship, their other close
relationships, their use of support and their attitudes towards using support. It
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also provides an assessment of the individual attachment styles of the adult(s)
concerned.

What are the principles underpinning the use of the
assessment tools?
The principles identified as central to making assessments using the Assessment
Framework also governed the development of the user guides and training packs
for these Standardized Assessment Tools. These principles are laid out in the Assess-
ment Framework (pp.10–16) and are summarized below. They contribute to
well-grounded, evidence-based and fair assessments and should be at the heart
of any assessment work with children and families.

Ensuring assessments are child centred
The principal focus should always be the child’s health and development. The
concerns of the adults in the family are directly relevant, and should be consid-
ered in relation to the child’s development, but the child’s perspective, their
understanding and feelings must always be taken into account.

Assessments are rooted in child development
It is critical that workers have a sound understanding of children’s development
and the factors which influence it. This includes what to expect at different ages
and stages, and how a disabled child’s development may vary according to the
nature of their impairments. Developmental milestones should not be rigidly
applied but workers should have knowledge of what to expect at different ages
and stages of children’s development, so they can identify when further assess-
ment may be required.

Ensuring assessments are ecological in their approach
The child and their needs should be understood within the context of his or her
family and wider environment. For example, the impact of supportive grand-
parents or friendship groups should be taken into account. The difficulties pre-
sented by living in a context of economic disadvantage, poor housing, racial
discrimination or being a member of a marginalized group have to be
understood.

Ensuring equality of opportunity
Ensuring equality of opportunity emphasizes that all children should have the
opportunity to achieve their optimal development, and access to appropriate

108 / SAFEGUARDING CHILDREN LIVING WITH TRAUMA AND FAMILY VIOLENCE



services to achieve that end. This means professionals working sensitively and
knowledgeably with diversity of needs, culture, spiritual, religious and social
contexts. For example, where English is not a parent’s first language, interpreta-
tion may be necessary during assessment. Particular effort is required to ensure
that children with disabilities understand and participate fully in their assess-
ment.

Working with children and families in partnership
The aim should be to work in partnership with families wherever possible, not
as an end itself, but in order to safeguard children and promote their welfare.
This means using assessment approaches which are congenial to children and
parents, which they can influence, and which help them express their concerns
and demonstrate their strengths.

Building on strengths and identifying difficulties
Building on strengths as well as identifying difficulties emphasizes the impor-
tance of seeking out strengths, resilience and potential resources in children
and families on which to build, as well as making an accurate assessment of
areas of difficulty, vulnerability and risk.

Coordinating an inter-agency approach to assessment and provision
of services
Children in need, including those who are in need of safeguarding, often have a
range of professionals and agencies involved with them and their families. A
coordinated and consistent approach is required with a common language. This
is facilitated by a balanced, evidence-based approach to assessment.

Ensuring assesssment is a continuing process, not a single event
Understanding what is happening to a vulnerable child requires gathering
information from a variety of sources and making sense of it with the family
and with other professionals. This has several aspects:

� establishing good working relationships with the child and family

� developing a deeper understanding through multiple approaches to
the assessment task

� setting up joint or parallel assessments with other agencies as
appropriate

� analysing the findings from these various assessments
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� determining what interventions are most likely to be effective for
what needs

� identifying outcomes against which the success of the interventions
can be tested.

Assessment is therefore an iterative or developing process that should have a
number of components and be repeated over time, depending on the child’s
needs and the outcome of any interventions.

Ensuring assessment fits the purpose
Assessment always needs to fit the purpose it is intended for and should not be
over-intrusive, repeated or continued unnecessarily or conducted without any
clear purpose or outcome. Using Standardized Assessment Tools can help to
maintain a clear focus for assessment and provide both qualitative information
and quantitative measures of different aspects of children and families’ lives.
They can be used for baseline assessment at the start of any interventions, moni-
toring the impact of interventions, and the assessment of change over time.

Providing actions and services in parallel with assessment
It is an important principle that the process of assessment should be therapeutic
in its impact on the child and family, rather than detrimental. They should not
be left in a worse place than they were prior to the assessment. Assessment can
itself have therapeutic value if, for example, it helps the family gain greater
understanding of the difficulties they are experiencing and recognize the
strengths and resources they have available. This itself may lead to change.

In the safeguarding context there may be an immediate need to take steps
to protect a child or provide services. Whenever necessary, actions and services
should be provided in parallel with the assessment process, according to the
needs of the child, rather than waiting for the completion of the assessment.

Grounding assessment in evidence-based knowledge
Standardized Assessment Tools are evidence based. Their use can add strength to
systematic assessment, and promote analysis of processes which leads to
well-focused intervention. Continued systematic recording gives an evidence
base for monitoring progress in a way that informs each new stage of work.
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Why use Standardized Assessment Tools?
It has been seen that assessment aims to

� develop an understanding of the nature and level of a child’s needs

� gain an understanding of the factors affecting the child and their
needs, including the parenting they receive and other family and
environmental factors

� develop partnerships

� prepare for intervention if necessary.

Different assessment approaches access different information. Standardized
Assessment Tools extend the range of approaches available to the assessor. Their
standardized format gives structure to the process, and their use deepens under-
standing of a child’s predicament. Using Standardized Assessment Tools brings
additional benefits to the assessment both in terms of the quality of the infor-
mation gathered and the way they help engage children and families. Their use
helps to ensure wide coverage of relevant information, including identification
of strengths as well as difficulties.

What are Standardized Assessment Tools?
The selected Standardized Assessment Tools (the Family Pack of Questionnaires and
Scales, the HOME Inventory and Family Assessment, In My Shoes and the Attachment
Style Interview) have all been developed and tested within a research context.
The way they are used has been adapted for use in practice.

Standardized Assessment Tools have a range of formats, including question-
naires, scales, semi-structured interviews and observation.

Questionnaires and scales
Questionnaires and scales have lists of items with fixed wording to which a
person is invited to respond. For each item the respondent is given a fixed range
of options to tick, for example, in the Adolescent Wellbeing Scale (Birleson 1980),
the person responding looks at each item, such as ‘I feel sad’ and ticks one of
four options: ‘never’, ‘hardly ever’, ‘sometimes’, ‘all of the time’. The responses
are collated and summed. The resulting score gives guidance about the
presence or absence of the factors which that questionnaire or scale is designed
to assess, for example, depression in adolescents in the Adolescent Well-Being
Scale, emotional and behavioural difficulties in children and young people in
the Strengths and Difficulties Questionnaire (Goodman 1997; Goodman et al.
1998).
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The development of each questionnaire involved trying out many items
relevant to the characteristic or problem to be assessed. The items selected were
those which most effectively measured the extent to which the difficulty in
question was present or absent.

Family Pack of Questionnaires and Scales
Relevant references to the selected questionnaires and scales are to be found in
the Family Pack of Questionnaires and Scales (Department of Health, Cox and
Bentovim 2000).

This process of development ensures that the questionnaires and scales are
both valid and reliable so that they:

� address the areas which are the focus of that particular questionnaire
or scale (validity)

� effectively distinguish differences between respondents

� can be scored to give a measure of the feature being assessed, e.g.
alcohol use: Alcohol Scale (Piccinelli et al. 1997); the degree to which
daily hassles presented by parenting impact on a caregiver: Parenting
Daily Hassles Scale (Crnic and Booth 1991; Crnic and Greenberg
1990)

� give a similar score for the same respondent over time if the relevant
problem has not changed

� are reliable between raters, i.e. obtain the same score when
concurrently scored by different raters or administered by different
assessors to the same respondent within a short period of time.

Questionnaires and scales can therefore be relied upon to give useful guidance
about the presence or absence of particular factors, such as depression, anxiety
and irritability (Adult Wellbeing Scale: Snaith et al. 1978) or emotional and
behavioural strengths and difficulties in children (Strengths and Difficulties Ques-
tionnaire: Goodman 1997; Goodman et al. 1998). Because questionnaires and
scales are statistically valid for populations rather than individuals, they cannot
guarantee to give a correct assessment for a given individual person on a partic-
ular occasion. Any findings must always be considered in the light of a wider
assessment.

Using questionnaires and scales in practice
The crucial difference when using questionnaires and scales in practice, rather
than research, is to ensure that the meaning underpinning the ‘ticks’ placed by
the respondent on the questionnaire or scale in question are understood.
Administration is therefore always followed by discussion of specific responses.
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This gives the opportunity to explore the relevant area building on what the
respondent has done and clarifies the significance for the child, young person
or adult concerned of what they have ticked.

For example, if a young person completing the Adolescent Well-Being Scale
responds ‘most of the time’ to the item ‘I feel so sad I can hardly bear it’ (rather
than ‘never’, ‘hardly ever’ or ‘some of the time’), a practitioner needs to under-
stand more about what the young person is currently experiencing.

If a parent reports a high level of intensity of ‘hassle’ on one of the 20 daily
parenting hassles for those caring for young children (e.g. trouble at mealtimes,
arguments and bad behaviour going to the shops), the practitioner asks more
about that experience and the pressures and concerns contributing to the level
of stress.

Semi-structured interviews and observation
The three selected assessment tools that use a combination of semi-structured
interviewing and observation – the HOME Inventory, the Family Assessment and
the Attachment Style Interview – are more similar to usual day-to-day practice. The
aim is to provide a substantive assessment of parenting and other factors affect-
ing child development. In these assessment tools, the goals of the assessment,
i.e. what is to be measured, are carefully defined, but the way in which the infor-
mation is gathered is more flexible than with the questionnaires and scales. The
practitioner meets with the caregiver, caregiver and child or the whole family
and questions and observes until they have sufficient information to be able to
score the relevant items, guided by a glossary which defines each item. The
items or factors being assessed depend on the focus of the assessment tools
being used.

The HOME Inventory
The HOME Inventory assesses the quality of parenting and the home environ-
ment provided for a child. The focus is on the day-to-day experiences of a child
that influence their development.

Each HOME Inventory consists of a number of items grouped together into
subscales which assess relevant aspects of parenting and the child’s home
context. The inventories were constructed on the basis of research used to
generate scorable items reflecting that experience. These were tested in large
samples for the strength of their association with relevant aspects of child
development, parenting, the home environment and family activities. Items
were organized statistically into subscales concerned with different types of
child experience, e.g. ‘learning materials’, parental ‘responsivity’, ‘acceptance’
and ‘modelling’. When the scales were tested in large samples they were found
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to be strongly associated with the cognitive, social, emotional and behavioural
development of children.

Inventories have been developed for four different age groups between
birth and 14 years of age. There are also inventories for children with disabili-
ties and those that are in day care settings. The areas of parenting and the home
environment covered for each of the age groups for which there is a HOME
Inventory are shown in Table 3.1.

Table 3.1 Contents of the HOME Inventory subscales

0–3 subscale 3–6 subscale 6–10 subscale Early adolescent

subscale

Responsivity Learning materials Responsivity Physical environment

Acceptance Language stimulation Encouragement of

maturity

Learning materials

Organization Physical environment Emotional climate Modelling

Learning materials Responsivity Learning materials

and opportunities

Fostering

self-sufficiency

Involvement Academic stimulation Enrichment Regulatory activities

Variety Modelling Family

companionship

Family

companionship

Variety Family integration Acceptance

Acceptance Physical environment

The HOME Inventory is scored on the basis of an hour-long home visit with the
main carer and child of concern. The task of the assessor is to gather the infor-
mation needed to score the items in the relevant inventory through questioning
and observation, and then add up each subscale. Each item is carefully defined
in a glossary to promote consistency in the assessors’ rating. The assessor
derives a total for each subscale on the basis of scores for individual items, and
calculates an overall score by adding subscale scores. Once completed, the
HOME Inventory provides the assessor with a reliable and validated profile of
scores reflecting strengths and difficulties in the areas of parenting and the
quality of the home environment addressed.

The interviewing approach used in the HOME Inventory
The HOME Inventory was originally developed as a research tool in the USA
(Caldwell and Bradley 2001). In the UK version a semi-structured interview
schedule has been developed to assist practitioners in the UK to gather the
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relevant information. The focus of the interview is on a specific day for the
child and carer. Unless it is very atypical the previous day is explored in detail to
get a full picture of the child’s experiences. The aim is to obtain detailed
descriptions of events and behaviours by appropriate questioning. This helps to
establish what has actually happened as opposed to the caregiver’s opinions
about what has happened or what ‘usually’ happens. For use in practice explo-
ration of the child’s experience extends beyond the home to other contexts that
impact on their development including school and out-of-school activities. The
interview schedule provides a series of key questions which take the assessor
through the various stages of the child’s day. Examples are collected with
follow-up questioning about the sequence of behaviours and interactions sur-
rounding any particular event or incidents. Prompts and follow-up questions
are provided to facilitate exploration of important areas and to ground the
information collected in examples. Details are collected about the frequency,
duration and intensity of any difficulties or areas of strength identified. If
appropriate, the assessor then seeks information about frequency and duration
in the last week, month, six months etc. The questions in the interview sched-
ules are for guidance. It is not expected that they are followed rigidly. Practitio-
ners are encouraged to go beyond the prompts until they can score the items.
Once a professional is familiar with the approach the interview schedule can be
put to one side and a more flexible style can be used.

The careful exploration of the child’s experience of being cared for in the
home and other locations they encounter (e.g. school and out-of-school activi-
ties) on a particular day, grounded in concrete examples, helps the carer and
child to recall actual events. This in turn enables the assessor to gain a more
evidence-based assessment derived from reports of what actually happened,
added to by observations of the interaction between the carer and child and the
home environment itself.

Attachment Style Interview
The Attachment Style Interview (ASI) is similarly constructed, with a semi-struc-
tured interview designed to help the researcher or practitioner collect sufficient
information to be able to score a range of items derived from research. The ASI
takes an hour to complete. The practitioner uses the ASI with an adult to
explore and assess their partner (if relevant) and other close relationships,
quality of other support and attitudes about closeness or distance and overall
adult attachment style. This includes areas which can be difficult to explore
such as the levels of trust and confiding in a marital or partner relationship,
negative aspects of that relationship, any conflicts or violence, as well as atti-
tudes towards seeking and using support.

The Attachment Style Interview makes an assessment of:

� quality of marriage or partnership
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� quality of close supportive others

� ability to make and maintain supportive relationships and use of
support

� secure, avoidant and ambivalent attitudes to attachment

� overall attachment style and strengths and impairments in relating.

The interviewer takes the interviewee systematically through their close rela-
tionships and asks for grounded examples of behaviour or sequences of interac-
tion that have taken place recently. The follow-up questioning establishes fre-
quency, duration and intensity. The aim is to gather specific factual descriptions
which provide the basis for an evidence-based assessment rather than the more
opinion-based descriptions which can form part of such assessments. The inter-
view is audio-recorded to allow the assessor to play back the interview and
code and score the information gathered. A manual is provided with bench-
mark descriptions for all the scored items to increase the reliability of ratings
made. As with the other assessment tools, the systematic interviewing approach
used in the ASI means the assessor gains a wealth of evidence-based qualitative
information about the person’s close relationships and their use of support as
well as many other aspects of their life.

The Family Assessment
The Family Assessment is based on a model of family life and relationships
derived from research, clinical practice and the literature on working with
families. The model identifies three key areas which it is useful to assess when
trying to understand a child’s family context:

� family character

� family organization

� family history.

Family character concerns family communication – talking, listening and partici-
pation of family members, the emotional life of the family – how feelings are
expressed and responded to, family alliances – the nature of different relation-
ships within the family, and family identity – how issues of identity are dealt
with by the family.

Family organization involves the everyday tasks undertaken by families. There are
two main areas:

� family adaptability – roles and responsibilities and adapting to
family life, making decisions and problem-solving, managing and
resolving conflicts, and managing relationships with the wider
family and the community
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� parenting – promoting the development of the children, the nature
of attachments between the children and their parents, guidance,
care and management of the children.

Family history is the third area explored, looking at the impact of family
history – past significant events, circumstances and relationships – on the way
family members relate to each other and the manner in which they carry out
family tasks.

The model of family life and relationships or family functioning which is
used in the Family Assessment is illustrated in the Figure 3.1.

The model is systemic and interactional in that it particularly focuses on the
impact of the different components on each other. So the way family members
communicate with each other (family communication) and manage feelings
(emotional life) will have an impact on how effectively the family is able to
make decisions (making decisions and problem-solving) and manage conflicts
(managing and resolving conflicts). Family history affects the way all areas are
approached by the family because of past significant events, circumstances,
relationships and patterns of relating which adult family members bring to the
current family. Positive earlier experiences can increase the resilience of family
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members and act as protective factors in the face of current difficulties. Past
unresolved losses or traumatic experiences or past insecure attachments can all
represent sources of vulnerability and risk and impact negatively on the way the
current family functions.

The approach uses semi-structured interviews and family tasks for the
assessor to gather the relevant information. The assessor is encouraged to
collect information about each area of family functioning and family history,
and obtain illustrative examples.

A manual provides anchor descriptions for each element of interaction and
features that might be observed for families with ‘reasonable strengths’, ‘mod-
erate strengths and difficulties’ and ‘considerable difficulties’ for each element.
These were derived from specific research during the development of this Stan-
dardized Assessment Tool (Kinston, Loader and Miller 1987). This enables the
assessor to make both qualitative and quantitative (i.e. score) assessment for
each area. A continuum of strength and difficulty (called a Family Competence
Scale) for each element allows the assessor to make a numerical rating for each
element being assessed.

As with the HOME Inventory and the ASI, the Family Assessment provides a
profile of strengths and difficulties in a range of areas. In this case the main
focus is family life and relationships and the impact of family history. Again, the
use of semi-structured interviews – and in this case also family tasks – provides
a wealth of qualitative information which goes far beyond what is scored
formally. This helps the assessor to understand the child and family and
provides evidence for the assessment.

In My Shoes interview
In My Shoes is a computer-assisted interview which aims to help children, young
people and vulnerable adults communicate with a professional about their
experiences and feelings in the various settings in which they live. The
computer program presents images combined into a carefully structured series
of modules designed to help communication about the different settings in
which the child lives, the people in those settings and their experiences with
those people. The settings could be, for example, their birth, foster or adoptive
family, school, leisure activities or contact sessions. The program also includes a
module designed to help children show what physical or emotional pain or
sensations they have experienced, including abuse.

The approach involves a three-way interaction between child, computer
and interviewer. The child is encouraged to be an active participant in using the
programme. Manipulation of the images and the use of a range of other tools
such as speech and thought bubbles, sculpting figures, writing text messages in
boxes and a drawing tool, engage children, giving them a greater degree of
control and participation in the interview process.
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A results file, generated for every interview, records each choice and input
made on the computer and can be printed out, along with the pictures com-
pleted during the interview (e.g. of a child’s house and family members, or the
text messages written by the child). The sequence of modules provides a struc-
tured framework which contributes to a systematic approach. In My Shoes can be
used as a therapeutic tool as well for assessment. Unlike the other Standardized
Assessment Tools described, In My Shoes does not lead to a measure or rating, but it
can give information on many aspects of a child’s development and experi-
ences, for example their emotional literacy and understanding of different
aspects of their world.

Because In My Shoes is based on the use of pictures or icons to represent the
different aspects of the child’s life being explored (e.g. the child themselves,
emotions, settings, people in those settings, pain or hurt experienced), it can be
particularly helpful for children who are young, those with disabilities and
those with difficulties in communication or concentration. It also helps where
children or vulnerable adults find it hard to talk face to face or who have
language problems. The approach opens up discussion with a child about key
experiences and gives them a ‘voice’ in an exceptional way. The results file is
useful for sharing with the child or young person, with other professionals and
family members and for forensic purposes.

Benefits of using Standardized Assessment Tools
Because of the way Standardized Assessment Tools were developed and tested, they
bring a number of benefits to making evidence-based assessments, which
include the following.

Consistency
The standardized structure and content of the Standardized Assessment Tools and
the systematic way they are designed to be administered provides consistency
across assessments made by different workers.

Reliability and validity
The sound research background of the Standardized Assessment Tools helps to
ensure the scores derived from using them have both reliability and validity
when administered by professionals trained in their use. This means that differ-
ent assessors using the same Standardized Assessment Tool with a child and/or
family will arrive at a similar score (inter-rater reliability), and that the score will
also be consistent for assessments made at different points in time (reliability
across time) if the characteristic being measured has not changed. Validity
means that trained practitioners using the Standardized Assessment Tools can also
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be confident that they are assessing the factors the particular Standardized Assess-
ment Tool concerned is focused upon (rather than something else). For example,
the Adult Wellbeing Scale does address whether a person may be experiencing
anxiety, depression or irritability rather than other aspects of that adult’s
experience.

Norms
The large number of respondents involved in the development of most of the
Standardized Assessment Tools, and their validation against other measures,
enables the assessor to determine not only where their subject’s score falls
within the general population, but also areas of strength or difficulty.

In the context of practice, it is essential to explore what underpins such
scores further to discover their meaning for a specific child or family. With
questionnaires and scales, follow-up questioning is necessary. As with all
approaches to assessment, none of the Standardized Assessment Tools should be
used in isolation and all Standardized Assessment Tools findings should always be
checked against other information and assessments.

Structuring the assessment process
The use of Standardized Assessment Tools helps to structure the assessment process
by providing a systematic framework for exploring a particular area. This helps
the worker to focus on key areas and to cover the range and depth of informa-
tion necessary to make a sound assessment.

Giving a voice to children and other family members
The various approaches involved in the use of Standardized Assessment Tools often
give a ‘voice’ to children and other family members who might otherwise find
it hard to contribute to the assessment process. There can be a range of reasons
for their not being involved or participating fully in the assessment. Sometimes
particular family members feel disempowered because of their place in the
family, for example, young children or family members who have experienced
violence or abuse. Some may find direct face-to-face communication difficult
or have a disability or speech and language problem. Using Standardized Assess-
ment Tools may help. Some people find it easier to communicate via a question-
naire than they can in a face-to-face conversation. The triangle created by the
worker, the person concerned and their completed questionnaire can establish a
more appropriate space for discussion of responses and their significance.
Families involved together in a ‘family task’, from the Family Assessment, may be
able to be more ‘themselves’ than when being interviewed as a family group.
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Young children are often more able to take part in a ‘family task’ than they can
in a family interview involving questions and answers and discussion.

Identifying strengths as well as difficulties
The use of Standardized Assessment Tools helps workers to identify strengths as
well as difficulties. It is all too easy, in a problem-focused referral system and
service, to miss the areas of strengths and resilience presented by families. The
systematic exploration of the full range of experience and behaviours sur-
rounding a specific area helps the worker to avoid focusing only on areas of dif-
ficulty and risk. They can help discussion to extend beyond parental preoccu-
pations. Identifying strengths can help to engage families and build a better
rapport between the worker and family members. They can also point towards
interventions which build on existing strengths as well as tackling difficulties
and problems.

Additional data and information
Standardized Assessment Tools not only give guidance about strengths and diffi-
culties in the areas being assessed, but also provide a great deal of additional
data gathered through observation and reporting by the child and family. A
semi-structured interview approach, for example, may mean workers ask about
aspects of a family’s life or experience they would not usually ask about (e.g.
how family members communicate, decision-making or problem-solving in
the Family Assessment). Discussion of the meaning of a particular answer in a
questionnaire may lead to new information or better understanding of a
person’s experience, for example, why a past event in the Recent Life Events Ques-
tionnaire, (Brugha 1985) is still affecting someone and in what ways. A focus on
what has actually happened for a child on a specific day using the HOME Inven-
tory can reveal much about family relationships.

Assessment of change
Standardized Assessment Tools provide a systematic, reliable and valid assessment
of a specific area, therefore they are ideally suited to assist with the assessment
of change over time. They can therefore help monitor the effectiveness of an
intervention or support package and identify whether targets have been
achieved. If two different workers administer the same Standardized Assessment
Tool at different points – i.e. at the beginning and end of a piece of work with a
family – then greater reliability can be placed on the evaluation of the nature
and degree of any changes that have taken place. Thus one worker could
administer a Standardized Assessment Tool at the start of an assessment and
another worker could use it at the end of a six-month period to monitor change.
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Limitations to using Standardized Assessment Tools
There are limitations to using Standardized Assessment Tools that need to be taken
into account when planning an assessment, for example focus, validity and
multiple sources of information.

Focus
Each Standardized Assessment Tool is designed to assess specific areas of individ-
ual or family functioning or experience and, while additional information is
likely to be gathered from their use, they cannot be relied on to provide all the
information needed for an assessment. It is important to check what is not
known or understood and use a range of sources and approaches to gain a full
appraisal of the child and the factors affecting their well-being and
development.

Validity
The statistical validity derived from the development of the Standardized Assess-
ment Tools as research tools does give greater weight to findings resulting from
their use. However, the validity is statistical and what is statistically valid in a
large research population may not apply in an individual case in a particular
context. A professional using a Standardized Assessment Tool must always check
whether the information obtained matches up with and makes sense in the light
of other information known about the child and family. If it does not, further
exploration will be needed.

Multiple sources of information
The basic principle that good assessments should build on different sources of
information (e.g. child, family, school, wider family, health visitor and other
professionals), use different approaches and occur on different occasions is
equally true for Standardized Assessment Tools. It may be crucial to know, for
example, that children’s behaviour varies when they are with different people
(e.g. with each parent during contact) or in different contexts (e.g. at school or
at home). Varied methods of assessment on different occasions and the perspec-
tives of different assessors or professionals, add depth and weight to
assessments.

Professional judgements therefore need to be based on an integration of
information from a whole range of sources and perspectives.
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Training requirements

Skills in interviewing children and families
There are specific skills for interviewing and observing children and families
and for scoring each Standardized Assessment Tool, so training is required to use
them effectively. The training programmes to teach professionals to use the
Standardized Assessment Tools presented in this book have several key compo-
nents – the first being the interview approaches and specific interviewing
methods associated with using each Standardized Assessment Tool. These skills
help a worker to explore a specific area in a systematic, structured way using
both observation and careful exploration of examples. These approaches are
central to enabling an assessor to test hypotheses about what is going on with
the child and family and provide evidence for the emerging assessment.

Workers are trained to use a range of questioning approaches to help
children and other family members talk more easily about their experiences
and take a more active part in the assessment process.

Assessment skills using Standardized Assessment Tools
Training is also required to learn how to use the Standardized Assessment Tool to
gather reliable and evidence-based information in a systematic way that is con-
sistent with the guidance associated with the tools. Assessors need to score each
Standardized Assessment Tool reliably, know how to interpret the scores which are
obtained, and to place those findings in the context of the wider assessment.

Having gathered information efficiently, the next step (which was outlined
in Chapter 2) is to categorize and analyse that information and plan
outcome-focused interventions based on that analysis. Training professionals
in the use of a model of analysis and outcome-focused planning using the
Assessment Framework triangle as the basis for the analysis and planning forms
the third component of a number of the training programmes linked to each
Standardized Assessment Tool.

The contribution of the Standardized Assessment Tools
to assessments using the Assessment Framework

How can these standardized tools and evidence-based approaches be used in
assessment? What information do the Standardized Assessment Tools help to
gather about the child’s developmental needs, parenting capacity, and family
and environmental factors? The charts in the Appendix (see p.325) lay out some
of the factors which may emerge in each of the dimensions when using the dif-
ferent tools. Assessors will also explore the impact of different factors on each
other following the administration of the questionnaires and scales and during
the HOME, Family Assessment and Attachment Style Interview. Some
examples are given.



Chapter Four

Gathering Information, Analysis
and Planning Interventions

A Case Example – The Ward Family

Stephen Pizzey, Liza Bingley Miller

and Antony Cox

This chapter uses a case example, the Ward family, to demonstrate the applica-
tion of the principles of assessment, analysis, planning interventions and measuring
outcomes set out in Chapter 2 and the use of some of the Standardized Assessment
Tools described in Chapter 3 to gather information.

Ward family structure
Mrs Moira Ward is in her early thirties and is the mother of Laura, aged 14
years, and Michael, who is eight years old. Laura and Michael’s father is Bill
Ward, who they have not seen for six years. Over 15 months ago Moira Ward’s
previous partner, Gary Wills, left the family after three years. He had been much
loved by all the family and his departure caused them considerable distress. The
family structure is illustrated in Figure 4.1.

Ian Ross is Moira Ward’s partner, and he has been living with the family for
the past year. He is in his late thirties. Ian Ross has a son of Michael’s age, called
Alan, who lives with his own mother. Ian Ross does not currently see his son.

Step 1: Consider the referral, the safety of the child, and
the aims of the assessment
Michael’s school has referred him to children’s services because of its concern
about a marked change in his behaviour and appearance over the last year. He
has become increasingly anxious, distracted and unable to concentrate. He is
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persistently late and has a neglected appearance, having previously always been
smartly turned out. He often appears to be hungry. His performance at school
has deteriorated. Michael has talked about his mother’s new partner shouting at
him and sometimes hitting him if he does not do what he is told. No evidence
of marks or injury has been noted.

Michael’s presentation at school contrasts quite significantly with how he
appeared a year ago. Then he seemed quite a happy child who had a reasonable
circle of friends and who was generally performing at an average level at school.
His circle of friends has reduced and he is sometimes seen to be on his own at
playtime. His teacher has noted that he often complains of headaches or
stomach-aches, seems worried, comes to her for more attention than he used to
and is generally less confident.

Laura, his sister, has been truanting from school and Moira Ward was asked
to go into school for a meeting but unusually did not attend.

The referral information did not raise a concern about the need for imme-
diate protection, notwithstanding that there was reference to Michael reporting
he had been hit on occasions by Ian Ross. Michael’s reported deterioration
appears to have occurred during the time that Ian Ross has lived in the home
and after Moira Ward’s separation from Gary Wills. It was decided in the first
instance to meet Michael after school with his mother and Ian Ross to get a
picture of his experience in their care.

Step 2: Gather additional information
An assessment using the HOME Inventory was carried out with Michael and his
mother during the first meeting. Ian Ross could not attend because of work
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commitments. He arrived towards the end of the meeting and completed some
questionnaires and scales from the Family Pack of Questionnaires and Scales.

HOME Inventory
The HOME Inventory provides an assessment of the quality of parenting and the
home environment provided for the child. The procedure for administering the
HOME Inventory in the UK is to take the child and main carer(s) through a
specific day, usually the previous day or previous weekday, using a semi-struc-
tured interview approach.

UK INTERVIEWING APPROACH

Interview schedules, structured in terms of a specific day, have been developed
for use in training and practice (Cox 2008; Cox and Walker 2002a). When the
interviewer takes the parent or carer and child or young person through the
specific chosen day, the interviewer asks for a detailed description of what
actually happened that day and follows this up by enquiring about the fre-
quency and duration of similar incidents in the last week, month etc. If some-
thing important has not happened in the day in question (for example, seeing
friends, setting boundaries), the interviewer then asks about the last time the
particular factor occurred. Flexible questioning is encouraged to ensure
coverage of the items in the inventory, which are scored on the basis of what is
observed and reported. Structuring and conducting the interview this way
helps to get a grounded evidence-based picture of the child’s experience of
parenting and their life at home. The interview takes about an hour.

HOME INVENTORY INTERVIEW WITH MOIRA WARD AND MICHAEL

At the outset of the interview Moira Ward said she was more concerned about
Laura. She said, ‘Laura’s the one giving me all the trouble’.

The interviewer asked how long the family had been in their current house
and Moira Ward said she had lived in the house for about 15 months, following
a move because she ‘didn’t want any reminders of Gary’. She said Ian Ross had
moved in about a year ago. Michael said, ‘February 19th’. The interviewer
noted that Michael had a good memory and Moira Ward replied with a smile,
‘You’re my little brain box aren’t you?’

It was explained that school had expressed concern about Michael and that
a helpful way to understand the situation was to go through a school day. It was
agreed to discuss the previous day. The interviewer asked Moira what
happened right at the start of the day. Moira Ward said Ian Ross got up but that
she had not heard him. Michael said he heard Ian Ross ‘having a go at Laura in
the bathroom’ at 7.00a.m. He said, ‘They are always arguing him and Laura’.
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Michael woke Moira Ward who ‘had been a bit tired recently and had overslept’
(all week). Laura had already left for school.

Moira was then asked what had happened about Michael’s breakfast yes-
terday. Michael got his own breakfast. Moira Ward thought that being nearly
nine years old he ought to be able to do this. Michael had a bun for breakfast,
which surprised Moira Ward. He said there was no cereal and that on a number
of occasions he had ‘told’ his mother to get some in the shopping. Moira Ward
dressed while Michael had his breakfast.

Michael said he could not find any clothes. Moira Ward said she thought
Michael was old enough to get his own clothes. This was Ian Ross’s idea and
she agreed with him. Moira Ward was not sure whether Michael had washed
that morning. Moira Ward said she could not do everything and said to
Michael, ‘That’s probably why I’m so tired running after you all the time’. She
agreed that getting Michael ready was a bit of a ‘hassle’ and that Michael ‘got
under her skin’ and ‘it got to the point of shouting’ because he is late for school
and the teachers complain and try to give him detention. When asked how
often this had happened that week, she said it had happened every day.

Michael was asked about what happened when he arrived at school, and he
said he had to sign the late book. Moira Ward said it was not her fault he was
late because ‘he should get his stuff ready the night before’. She said, ‘Michael,
you’re really gonna get it if you don’t buck your ideas up’. She was asked what
‘get it’ meant and said he would get ‘a really good telling off ’. Michael said,
‘Hits me’. Moira Ward clarified this saying that Ian Ross ‘doesn’t hit him hard’
and that it was ‘just a little smack on the back of the legs or something. Just dis-
ciplining him.’ Moira Ward was asked how often this sort of thing happened.
She replied ‘a lot lately’ and that the letters from school ‘wind Ian up’. She said
Ian Ross ‘has a word with Michael’ and ‘We’ve got to knock it on the head now;
we’ve got to discipline him’.

On being asked the last time it had happened, Michael said ‘Monday’.
Moira Ward explained that ‘as Michael was always late for school, he was
grounded and not allowed to go out’. Michael had then pulled funny faces. Ian
Ross thought this was being cheeky so he gave him a ‘clip’. Moira Ward said,
‘He don’t hurt him or nothing’. When asked what she had done at this point,
Moira Ward said that she could not stand it any more and sat down and cried.
She said she had felt much better after a good cry. Moira Ward was asked how
often Ian Ross ‘clipped’ Michael. She said it ‘happened quite a lot recently but
not every day’. She thought it was about two or three times a week. The inter-
viewer asked Moira Ward and Michael where Ian Ross ‘clipped’ Michael. Moira
Ward said it was mainly on his legs although occasionally he gave Michael a
‘clip’ on the ear. While this discussion was taking place, Michael periodically
interjected saying he was hungry, but his mother did not respond.

Michael was asked about his school day. He liked ‘computing’. He had
only played once or twice this week with his friend Jamie at playtime. He was
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not allowed to have any friends home. Moira Ward explained that this was
because he was usually grounded and if he had friends home, ‘he’s not gonna
learn a lesson’. On being asked how often different family members went out
together, Moira Ward said she had ‘not taken Michael out lately’. When
shopping Laura did not like Michael hanging around because ‘he plays up’. Ian
Ross and Michael last went out together ‘about two weeks ago’ to play football.
Ian Ross came back in ‘a really bad mood because Michael was winding him up
because he wasn’t trying to play’. The family have few visitors. Moira Ward last
saw a member of her family just before she moved to their present address.

Next the interviewer asked about Michael’s homework. Moira Ward said
she did not insist on homework being completed until shortly before Ian Ross
was due home. Moira Ward was not sure whether Michael completed his
homework. On being asked, she said that neither she nor Ian Ross gave
Michael any help with his homework. She said Michael did not need this and
that this was the job of teachers. Michael has few hobbies or interests. Michael
was going to join a computer club but they could not afford the fees.

The interviewer asked when Ian Ross had got home from work, and what
happened at that point. Moira Ward said he got home about 6.30p.m. and
everyone sat down for dinner at 7.00p.m. She explained, ‘Dinner’s ready when
Ian gets home’. On further enquiry, it emerged that Laura did not eat with the
family. Moira Ward said Laura does not like eating with Ian Ross. Moira Ward
was not sure whether Laura had eaten anything that night and said that Laura
was ‘fussy’ about what she ate and ‘concerned about her weight’. Ian Ross,
Moira Ward and Michael had shepherd’s pie and peas. She said Michael ‘eats
what he gets’. He prefers crisps to fruit.

Next the interviewer asked what had happened about getting Michael to
bed. Moira Ward said she told Michael to get ready for bed at 9.00p.m. When
she went upstairs at 9.30p.m., he had not had a bath and as it was late she told
him to go straight to bed. She turned the light off in the hall. She said, ‘Mi-
chael’s got a problem with the hall light. He likes to keep it on but Ian thinks
he’s being a wimp’. Moira Ward said she felt a bit guilty turning the light off
but felt that he was not going to learn unless she did it. Moira Ward said
Michael just had to get used to having the light off. She said, ‘You’ve got to be
cruel to be kind’.

HOME INVENTORY: SCORING THE INFORMATION GATHERED DURING
THE INTERVIEW

The HOME Inventory focuses on an exploration of the nature and variety of a
child’s day-to-day experiences, the quality of the child’s home environment
and the parenting capacity of the caregivers from a perspective that is as close as
possible to that of the child. The HOME Inventory is based on a substantial body
of research regarding factors, which are supportive of positive child develop-
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ment. The HOME Inventory’s research base, which is worldwide, has steadily expanded
since the 1960s.

There are a number of HOME Inventories for children aged 0–3, 3–6, 6–10
and 10–14. The Middle Childhood HOME Inventory (6–10) was used to assess
Michael’s experience of care with his mother and Ian Ross. The inventory com-
prises a number of subscales, which measure different aspects of a child’s expe-
rience. They are:

� Responsivity – parental warmth and affection, approval and verbal
interaction.

� Encouragement of maturity – the extent to which parents expect the
child to demonstrate socially responsible behaviour and conform to
family rules. Individual items reflect parental actions designed to
foster the acquisition of these indicators of maturity.

� Emotional climate – punishment experienced by the child, parental
emotional composure and response to child’s negative feelings.

� Learning materials and opportunities – the availability of a range of
materials to meet the child’s developmental needs.

� Enrichment – the extent to which the parents consciously utilize
family and community resources to enrich the development of the
child in activities outside of the home.

� Family companionship – the extent the child is involved with the
parents in activities providing companionship and mutual
enjoyment.

� Family integration – the involvement of a ‘father figure’ in the child’s
life and a life history characterized by a consistent primary family
group.

� Physical environment – aspects of the child’s physical environment that
may impact on their development – for example, health or
concentration.

Each of the above subscales has a number of items, which are set out in the
HOME Inventory Record Form. Each item is scored ‘plus’ or ‘minus’ according
to its definition in the glossary. The total number of ‘pluses’ make up the
subscale score. The sum of all the subscale scores provides a total overall score.
The scores for each subscale are compared to the median score for the particular
subscale, that is, the most commonly occurring score in the research on general
population samples. Where actual scores are two or three points below the
median, concerns are raised. Similarly where the total score is seven points
below the median, a concern is raised about the child or young person’s overall
experience of care. The HOME Inventory scores have been found to discriminate
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better between ‘good enough’ care and low quality care for a child, than
between ‘good enough’ and high quality care.

RESULTS OF THE HOME INVENTORY INTERVIEW

The HOME Inventory scores revealed significant concerns regarding Michael’s
overall experience of care in the family household. The total overall score was
19 points below the median score. In particular, concerns were raised in the fol-
lowing areas: responsivity, encouragement of maturity, emotional climate, enrichment
and family companionship. Most of the subscales in which Michael’s care was
found to be inadequate were those involving parental actions and family events.
Those subscales where there was less concern were those that included house-
hold objects and residential conditions, i.e. learning material and opportunities,
family integration and physical environment.

The interview revealed that Ian Ross was hitting or ‘clipping’ Michael as
often as two or three times a week, Moira Ward often got up late, Michael had
to prepare his own breakfast from what he could find available and Michael was
being required to sleep without the hall light on, causing him distress. Michael
appeared to have few friends at school and few opportunities to sustain friend-
ships as he appeared to be regularly ‘grounded’.

Family Pack of Questionnaires and Scales
Some of the questionnaires and scales were chosen to use with Moira Ward and
Michael. All the questionnaires and scales contained in the pack were selected
because of their value in obtaining information relevant to assessing children
and families. Most of the questionnaires and scales have been designed to be
completed by respondents but can also be used as mental checklists for the
assessor. Many questionnaires have been designed to screen for particular
problems or needs. They have been standardized so that a score above a particu-
lar cut-off point indicates the strong probability of a significant problem of the
type for which the questionnaire or scale is screening. This can be a useful
guideline, but it must be remembered that scores above or below a particular
cut-off do not guarantee the presence or absence of a significant problem in the
individual case. Further discussion is necessary to clarify whether respondents
are over-or under- representing their needs. In day-to-day practice, each of the
questionnaires and scales provides a useful indicator as to the presence of
strengths and difficulties and, equally importantly, can be used as a vehicle for
opening up further for discussion between the worker and the respondent
about relevant areas of individual and family life.
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STRENGTHS AND DIFFICULTIES QUESTIONNAIRE

The Strengths and Difficulties Questionnaire (SDQ: Goodman 1997; Goodman et
al. 1998) was used with Michael (see below). The SDQ focuses on children’s
emotional and behavioural strengths as well as difficulties. It incorporates five
scales: pro-social (kind, cooperative and helpful behaviour), hyperactivity, emo-
tional problems conduct (behavioural) problems and peer problems. There are
versions of this scale to be completed by adult caregivers, teachers for children
aged 3–16, and young people between the ages of 11 and 16.

The scores are grouped into four bands so that in the general population
roughly 80 per cent of children score ‘close to average’, 10 per cent score
‘slightly raised’, 5 per cent score ‘high’ and 5 per cent score ‘very high’. The
exception is the scale for ‘kind and helpful behaviour’ with roughly 80 per cent
scoring ‘close to average’, 10 per cent ‘slightly low’, 5 per cent ‘low’ and 5 per
cent ‘very low’.

The information provided by the respondents is used to predict how likely
a child is to have emotional, behavioural or concentration problems severe
enough to warrant a diagnosis. For each diagnostic grouping, there are three
possible predictions: ‘low risk’, ‘medium risk’ and ‘high risk’. In general, these
predictions agree fairly well with what an expert would conclude after a
detailed assessment of the child. Around 25–60 per cent of the children who
are rated as ‘high risk’ do turn out to have the relevant diagnosis according to
experts. So do around 10–15 per cent of ‘medium risk’ children but only about
1–4 per cent of ‘low risk’ children.

It should be stressed that these are questionnaires that are used for screen-
ing for the possibility of the presence of difficulties. Greater reliance can be
placed on the results if they are supported by other assessments, which point to
similar conclusions.

Results from Michael’s Strengths and Difficulties Questionnaires

Moira Ward and Michael’s class teacher completed the SDQ. The results varied
in that the teacher rated Michael as having overall a high level of need whereas
Moira Ward rated him as having a low level of need. The teacher has known
Michael for a considerable time, raising the possibility that Moira Ward’s
reporting reflected her perception of Michael in the past rather than in his
present circumstances. Alternatively Michael may present differently at school
as compared to how he presents in the home. Michael was rated as having low
pro-social needs, thus the outlook for intervention with him is better.

Michael was not rated by either his mother or his teacher as having any
conduct problems but was seen as having significant emotional needs and peer
problems. The picture that emerged was of Michael being rather isolated and
being picked on and bullied by other children. He was noted to complain often
of headaches, stomach-aches and sickness, and he appears unhappy, down-
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hearted and tearful. He was rated as having ‘some need’ in the area of hyperac-
tivity, being easily distracted and with concentration that tended to wander.

The interviews with Moira Ward and Michael’s teacher corroborated this
picture. Moira Ward could name only one friend, Jamie. Moira Ward said that
on the previous night Michael squirmed and fidgeted when Ian came home,
and was nervous and clingy when the hall light was turned off at bedtime.
Michael’s teacher said that in the last week he played only with Jamie, was
bullied at least twice, and was seen standing near the dinner ladies at playtime.

Overall Michael was found to be at ‘high risk’ of having an emotional
disorder, ‘medium risk’ of a hyperactivity or concentration disorder and low
risk of a ‘behavioural’ disorder.

ADOLESCENT WELLBEING SCALE

The Adolescent Well-Being Scale screens for depression in young people between
the ages of 11 and 16. It was originally validated for children as young as seven
or eight although this younger group of children have been found to be less
consistent in their reporting of their feelings.

Results from Michael’s Adolescent Wellbeing Scale

Michael’s completion of this scale revealed that he scored significantly above
the cut-off point indicating the probability that he might be suffering from a
depressive disorder. It was particularly noteworthy that ‘most of the time’
Michael felt he could not stick up for himself, and he felt very lonely and very
bored. The subsequent interview with Michael on his own corroborated this
picture. He said he ‘felt lonely in the playground every day’. He could not stick
up for himself in the playground on the previous day when he was called names
and this happened all the time. He ‘is bored all the time because he has no one
to play with’. These findings reinforced the teacher’s comments about his peer
relationships reported earlier using the Strengths and Difficulties Questionnaire.

FAMILY ACTIVITY SCALE

The Family Activity Scale (Smith 1985) provides an opportunity to explore with
carers the environment provided for their children, through joint activities and
support for independent activities. The scale asks questions about activities that
were undertaken with a child over the last year. Some of the questions refer to
the previous three months.

Results from Family Activity Scale completed by Moira Ward and Michael Ward

Michael and his mother completed the Family Activity Scale. Michael had not
had a friend visit in the last month, had not been out with the family in the last
three months, nor had he seen family members. The overall impression was that
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Michael’s opportunities for social contact with others were quite restricted. The
social worker asked Michael and Moira Ward what they thought the results
would have been if the scale had been completed a year ago. They both indi-
cated that he had been involved in more activities in the past.

HOME CONDITIONS SCALE

The Home Conditions Scale addresses various aspects of the home environment
(for example, smell, state of surfaces in the house and the floors). Total scores
have been found to correlate highly with indices of development in children.

Results of Home Conditions Scale for Ward family

The scale revealed a satisfactory level of household cleanliness in the home,
notwithstanding that Michael’s bedroom was dusty and appeared not to have
been cleaned recently.

RECENT LIFE EVENTS QUESTIONNAIRE

The Recent Life Events Questionnaire focuses on recent life events and respondents
are asked to indicate whether the event has occurred and, if so, whether it still
affects them.

Results from Moira Ward’s Recent Life Events Questionnaire

Moira Ward said the separation from Gary Wills still affected her. She said her
family disapprove of her relationship with Ian Ross and that as a consequence
she had not seen them for some time. Her recent house move had not been by
choice. She felt she had to move because she found it difficult remaining in the
same home that she had shared with Gary Wills.

Brief family meeting using part of the Family Assessment
A brief meeting was held with Moira Ward, Ian Ross, Michael and Laura. A
module of the Family Assessment called Mapping the current identified problem(s),
concerns and difficulties was used as a basis for the discussion. This module seeks
to obtain a detailed description from family members of the current identified
problem, which has resulted in the referral and to get the views or perspectives
of different family members on the ‘problem’. The impact of the problem on
individual family members and on family life is explored as well as the
attempted solutions, which have already been tried. The interviewer also
gathers information about other current concerns or difficulties being experi-
enced by different family members.
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RESULTS OF BRIEF FAMILY MEETING WITH THE WARD FAMILY

Ian Ross and Moira Ward said their main concern was Laura’s behaviour. They
said she was giving them trouble by arguing with Ian Ross, spending increasing
time out of the home and returning late without saying where she had been.
Laura said the family had changed following the arrival of Ian Ross, who had
altered how they did things in the family. She said this had affected Michael,
who was not sleeping properly and was left to get himself ready for school
because Moira Ward did not get up on time. Laura said she had to take Michael
to the doctor one morning recently because their mother was still in bed. Moira
Ward said she was tired of all the arguments. The couple were asked about dis-
cipline in the household and whether physical punishment was used. Ian Ross
said he didn’t use physical punishment preferring to use other techniques such
as ‘grounding’. Michael remained quiet throughout the discussion.

Ian Ross and Moira Ward were agreed that the main problem was the argu-
ments between Ian Ross and Laura. They were asked about the last time this
had happened. Laura said that last week Ian Ross came into her room without
her permission at about 11.00p.m. She said he was aggressive in tone and he
demanded that she tell him where she had been. Ian Ross said that Moira Ward
had been worried about where Laura had been and with whom she had been
associating. Laura replied that he tried to tell her what to do even though he
was not her father. Michael was asked if he heard the argument. He nodded and
said it had kept him awake.

Moira Ward gave her permission to the social worker to contact the family
doctor about Michael. The doctor reported that Michael has generally enjoyed
good health. He was last seen about a heavy cold, and unusually was brought to
the surgery by his sister, Laura, rather than his mother.

Using further questionnaires and scales with the family
Further questionnaires and scales were administered with the family to gather
further information relating to concerns raised in the brief family meeting.

RESULTS FROM LAURA’S STRENGTHS AND DIFFICULTIES
QUESTIONNAIRES

Moira Ward, Laura’s teacher and Laura were asked to complete the SDQ in
respect of Laura. The results vary in that Moira Ward rated Laura as having a
‘very high’ level of need in terms of behavioural difficulties. This was having a
‘very high’ impact on Laura’s life. In contrast the teacher rated the level of
concern in these same areas as ‘slightly raised’. Laura rated herself as having a
‘slightly raised’ level of need in terms of behavioural difficulties, which were
having a ‘very high’ impact on her life.

Moira Ward, Laura’s teacher and Laura were interviewed. Moira Ward and
Laura referred to regular arguments taking place between Ian Ross and Laura.
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The teacher referred to Laura becoming involved in arguments with peers and
not being as cooperative as she used to be. Laura reported that her concentra-
tion had suffered over the last year. Moira Ward reported that Laura had
become disobedient and Laura referred to herself as being angry and unhappy.

Overall Laura was found to be at ‘high risk’ of having a ‘behavioural’
disorder and ‘low risk’ of an emotional disorder, hyperactivity or concentration
disorder.

RESULTS FROM LAURA’S ADOLESCENT WELL-BEING SCALE

Laura’s completion of the Adolescent Well-Being Scale revealed that she scored
above the cut-off point, indicating the probability that she might be suffering
from a depressive disorder. Laura’s scoring of specific items on the scale
revealed that Laura ‘never’ ‘looked forward to things as much as she used to’.
She ‘sometimes’ did not ‘sleep well’, had ‘horrible dreams’, ‘thought life isn’t
worth living’, felt ‘lonely’ and ‘so sad she could hardly bear it’. The subsequent
interview with Laura on her own revealed that the source of much of her
unhappiness was the impact of Ian Ross’s arrival in the home; she spoke of
having less time with her mother, arguing constantly with Ian Ross, and feeling
lonely and sad in the home.

Parenting Daily Hassles Scale
The Parenting Daily Hassles Scale (PDH) aims to assess the frequency and inten-
sity or impact of 20 potential parenting ‘daily’ hassles experienced by adults
caring for children. It has been used in a wide variety of studies concerning
children and families – particularly families with young children. It has been
found that parents (or caregivers) generally like filling it out, because it touches
on many aspects of being a parent that are important to them. Although the
scale is primarily aimed at parental stresses involved in raising younger
children, the scale can be used with older children.

RESULTS FROM PARENTING DAILY HASSLES SCALE COMPLETED BY
MOIRA WARD AND IAN ROSS

Moira Ward and Ian Ross completed the PDH, which revealed they were both
experiencing a high level of intensity of challenging behaviour. Events such as
mealtimes, requesting children to do things and being in public with the
children were rated as ‘high hassle’ for Ian Ross. The couple had a discussion
about the results. Ian Ross spoke about Moira Ward sometimes ‘almost giving
up’ and allowing the children, particularly Laura, to walk all over her. Moira
Ward was asked whether the children had presented such high levels of chal-
lenging behaviour when they were younger and she said that she thought this
was not the case. Laura emerged as one of the principal causes of ‘hassles’ for
both Ian Ross and Moira Ward.
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Adult Wellbeing Scale
The Adult Wellbeing Scale looks at how an adult is feeling in terms of depression,
anxiety, outward-directed irritability and inward-directed irritability.
Inward-directed irritability can point to the possibility of self-harm and
outward-directed irritability raises the possibility of angry actions towards a
child or children. Respondents are given the choice of four answers to 18 ques-
tions, ranging from cheerfulness, to appetite and to angry responses. Scores are
provided for each area of adult well-being and individual scores are rated as
either being ‘above the borderline’, indicating the possibility of a problem, to
‘borderline’ and ‘below borderline’

RESULTS FROM ADULT WELLBEING SCALES COMPLETED BY MOIRA
WARD AND IAN ROSS

Ian Ross and Moira Ward each completed the Adult Wellbeing Scale. The results
showed that Moira Ward was ‘above the borderline’ for depression and in the
‘borderline area’ for anxiety, outward-directed irritability and inward-directed
irritability. Ian Ross was found to be ‘below the borderline area’ for everything
except outward-directed irritability where he was in the ‘borderline area’. It
should be borne in mind that men are often found to under-report emotional
matters in questionnaires. The results of the scale were discussed with Moira
Ward and Ian Ross. Moira Ward felt she had been a bit ‘down lately’ but did not
think she was depressed. She felt tense and wound up most of the time about
Ian and Laura arguing and angry with herself a lot of the time because she’s
been oversleeping and not getting Michael to school on time. She experienced
an uncomfortable feeling like butterflies every day when Ian Ross was due to
return home and felt panicky when Ian Ross insisted on turning the light out
when Michael went to bed.

Ian Ross was surprised he was in the ‘borderline area’ for outward-directed
irritability. He said he was a man who ‘liked to be able to keep control of
himself ’ and ‘liked things to be clear and straightforward’. He said he saw
himself as sorting out the family’s problems. Ian Ross said he felt tense or
wound up when Laura argued with him and that could cause him to slam the
door in frustration. He becomes angry when Michael fails to do his homework
and snaps at Michael when he behaves like a ‘wimp’. He feels irritated with
Moira Ward when she ‘gives in to Michael and Laura’.

Alcohol Use Questionnaire
Alcohol misuse is estimated to be present in about 6 per cent of primary carers,
ranking it third in frequency behind major depression and generalized anxiety.
Adults often underestimate their levels of drinking when reporting them to
their doctor and others, but when completing questionnaires have been found
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to be more honest about their drinking habits. The primary benefit of this par-
ticular scale is that it opens up an opportunity for discussion about alcohol use.

RESULTS FROM ALCOHOL USE QUESTIONNAIRE COMPLETED BY MOIRA
WARD AND IAN ROSS

Moira Ward and Ian Ross completed the Alcohol Use Questionnaire. Ian Ross’s
completion of the questionnaire suggested a low level of regular consumption
of alcohol. Moira Ward’s completion of the questionnaire revealed past
concerns expressed by others about her consumption of alcohol. She denied
there were any current difficulties in this regard.

Step 3: Categorize available information and organize it
within the Assessment Framework triangle: what is known
and not yet known
The referral in this case example focused on Michael. As the interviews pro-
gressed, particularly when the family were interviewed together, it became
apparent that there were concerns about Laura and that these appeared to be
linked to the arrival of Ian Ross in the family home. It was recognized that
further discussion with the family was required to make sense of this. At this
stage a focus on Michael will be followed. Consideration of Laura’s situation
will be included in Chapter 5. The information gathered during the two inter-
views was then categorized into the relevant dimensions of each domain of the
Assessment Framework.

Michael’s development needs
HEALTH

Michael is reported to have generally enjoyed good physical health. More
recently he is reported to be tired on arrival at school so may have suffered from
lack of sleep. He has a consistent evening meal but he either goes without
breakfast or has very little. He is reported to be hungry at school in the
morning. Michael is reported to complain of headaches and stomach-aches at
school.

EDUCATION

Michael’s performance at school has deteriorated. Previously he had been per-
forming at an average level and he is now underachieving. His school report
emphasized his concentration was often poor and he had difficulty in settling
to tasks.
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EMOTIONAL AND BEHAVIOURAL DEVELOPMENT

The results of the Adolescent Well-Being Scale suggest he may be suffering from a
depressive disorder and the results of the SDQ provided a diagnostic prediction
that Michael is at high risk of having an emotional disorder. There is evidence
from the SDQ that Michael is at medium risk of having hyperactivity or con-
centration disorder.

IDENTITY

The results of the Adolescent Well-Being Scale suggest Michael is suffering low
self-esteem. He lacked confidence and did not appear to be experiencing much
success or achievement.

FAMILY AND SOCIAL RELATIONSHIPS

Michael has little contact with his extended family, and no contact with his
birth father or with his mother’s former partner with whom he was said to have
a positive relationship. He does not get out and see friends. He has a poor rela-
tionship with Ian Ross who is reported to hit him two or three times a week. He
interacted with his mother when they were alone together but did not partici-
pate in a family meeting, remaining quiet throughout. The results of the SDQ
regarding his pro-social behaviour suggest that he has developed social skills
and has an ability to relate to others. He is lonely among his peers at school. The
Family Activity Scale showed that he had not had a friend visit him in the last
month. In the last year his number of friends at school has reduced.

SOCIAL PRESENTATION

Michael’s physical appearance has changed over the last year. He used to be
well turned out at school but now has a neglected appearance.

SELF-CARE SKILLS

Michael is not able to perform some of the self-care tasks expected of him by his
mother and Ian Ross such as taking a bath, washing himself in the morning or
getting his own breakfast and getting to school on time.

Moira Ward and Ian Ross’s parenting capacity
BASIC CARE

Evidence from school and the HOME Inventory interview suggests that the
standard of basic care provided for Michael and his sister has deteriorated. The
provision of breakfast in the morning is variable. Moira Ward does not always
ensure there are the basic supplies necessary for breakfast available, has been
sleeping in and not been able to prepare breakfast for Michael. She has not
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been able to supervise his personal hygiene or ensure the availability of clean
clothing. The couple have been able to ensure the provision of warmth and
shelter for the children. They appear unable to ensure that Michael has
adequate sleep at night.

ENSURING SAFETY

There is evidence that Michael has been hit or ‘clipped’ by Ian Ross two or
three times a week recently. Moira Ward referred to Ian Ross occasionally
giving Michael ‘a clip on the ear’ and she has not been able to prevent this hap-
pening. The results of the emotional climate subscale of the HOME Inventory,
which is the amount of restriction and punishment experienced by the child,
showed a raised level of concern.

EMOTIONAL WARMTH

While Moira Ward has demonstrated a capacity to provide emotional warmth
in the past and to a limited degree in the present, there is evidence that this
capacity has reduced. Ian Ross has more rigid approach to discipline and a
stricter regime has been implemented by the couple. Michael is being required
to ‘grow up’. An example of this is Ian Ross’s insistence, supported by Moira
Ward, that the hall light is turned off at night when Michael goes to bed.
Michael experienced more physical warmth with his mother when they were
interviewed together than he did when the family including Ian Ross were
interviewed. The score for the responsivity subscale of the HOME Inventory
raised a concern regarding parental warmth and affection.

STIMULATION

The results of the HOME Inventory interview showed a lack of involvement on
the part of Moira Ward and Ian Ross in any activities with Michael or, indeed,
in supervising his homework, although there was an adequate supply of
learning materials and opportunities as measured by the HOME Inventory. The
subscale of enrichment, which is the extent to which Moira Ward and Ian Ross
consciously utilize family and community resources to enrich the development
of Michael in activities outside of the home, showed an elevated level of
concern. Michael appears to be frequently grounded and has few opportunities
for socializing with friends. He is not allowed to have friends in the home. Dis-
cussion of the Family Activity Scale revealed that Michael had been engaging in
more activities a year ago than he does now.

GUIDANCE AND BOUNDARIES

The key parental tasks are demonstrating and modelling appropriate behaviour
and control of emotions and interactions with others, and guidance, which
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involves setting boundaries, so that the child is able to develop an internal
model of moral values and conscience in social behaviour appropriate for the
society within which they will grow up. There is evidence from the encourage-
ment of maturity subscale of the HOME Inventory of an elevated level of concern
about Moira Ward and Ian Ross’s capacity to help Michael in this area. They
clearly expect Michael to get his own breakfast, attend to his own personal
hygiene, tidy his room and so forth, but provide him with little support to help
him do this. These expectations have changed substantially with the arrival of
Ian Ross and are not consistent with what had been previously expected of him.

STABILITY

Michael has had at least three significant male father figures in his life. He had
developed a positive relationship with Moira Ward’s former partner, Gary
Wills, which is in marked contrast to Ian Ross’s relationship with him. Ian Ross
is unyielding towards Michael and displayed little evident affection towards
him. Moira Ward has always cared for her children and they have never lived
separately from her.

Family and environmental factors
FAMILY HISTORY AND FAMILY FUNCTIONING

The results of the Recent Life Events Questionnaire show that Moira Ward contin-
ues to be affected by the separation well over a year ago from Gary Wills, her
former partner. The interviews demonstrated that Ian Ross’s views about
parenting are very different from Moira Ward’s. There is persistent discord
between Ian Ross and Laura. Moira Ward says this is affecting her. The results
of the Adult Wellbeing Scale show that Moira Ward is above the borderline for
depression and that Ian Ross was at the top of the borderline area for
outward-directed irritability. Moira Ward was also on the borderline for
anxiety, outward-directed irritability and inward-directed irritability and may
well be experiencing mental health difficulties at the moment. The results of
the Alcohol Use Questionnaire do not raise concerns about current levels of
drinking but do highlight there have been concerns in the past about Moira
Ward’s level of alcohol consumption.

WIDER FAMILY

The family do not have contact with members of the wider family. In respect of
Moira Ward and her extended family, this appears to be because they disap-
prove of her relationship with Ian Ross. They have not seen her mother for over
a year.
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HOUSING

The family home is a rented council house, which is adequately maintained.
The Home Conditions Scale did not reveal any concerns about domestic hygiene
apart from a general lack of cleanliness in Michael’s room.

EMPLOYMENT

Ian Ross is in full-time employment although the nature of it has not been
established. This may require further investigation.

INCOME

There appears to be a satisfactory level of income coming into the home to meet
the family’s needs.

FAMILY’S SOCIAL INTEGRATION

The HOME Inventory interview and the Family Activity Scale revealed the family
has little contact with neighbours and a relatively restricted social life.

COMMUNITY RESOURCES

The family do not use the library as they had a fine to pay. Michael attends the
local school. Moira Ward used to visit school regularly for parents’ evenings
and generally maintained good contact but of late she has been noted not to
respond to school letters. Teaching staff have been responsive to Michael’s
current situation both by writing to Moira Ward and making a referral to chil-
dren’s social care. The family is registered with a local general practitioner
(GP).

Identifying gaps in information
Having concluded the process of categorizing the information by the dimen-
sions and domains of the Assessment Framework, it is necessary to consider
whether there are any gaps in information. With the Ward family, it is apparent
that there are gaps in terms of an understanding of:

� the extent and impact of any physical abuse that may be taking
place

� a lack of detail about how Moira Ward and Ian Ross parent the
children

� the detailed nature of family relationships and family interaction

� the nature of the relationship between Ian Ross and Moira Ward

� the history of Laura and Michael’s development
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� Laura and Michael’s early family and social relationships, particularly
with Moira Ward’s extended family

� family history (including Ian Ross and Moira Ward’s respective
childhood experiences)

� Laura and Michael’s relationship (both past and present) with their
father and Moira Ward’s former partner, Gary Wills

� Ian Ross’s work and family finances.

Of particular concerns are the reports from Michael, his mother and the school
that he has reported being hit or ‘clipped’ by Ian Ross. Although denied by Ian
Ross, this appears to be continuing. There has been no evidence of any bruising
or other physical signs to date. It was decided that it was necessary to have a
better understanding of the situation in the family before discussing the hitting
or ‘clipping’ further with Michael or Laura on their own. Any disclosures from
them could increase their vulnerability in the household, particularly in the
absence of engaging with Ian Ross. Arrangements were made to carry out a
further family interview using the Family Assessment and thereafter individual
interviews with both the adults and Laura and Michael. The results will be
described in Chapter 5.

In the meantime thought can be given to making sense of the information
already gathered and categorized according to the Assessment Framework.

Step 4: Analyse the processes influencing the child’s
development and well-being

Michael’s met and unmet needs
In order to hypothesize about the processes, which might be affecting
Michael’s development, Michael’s met and unmet needs must be identified. It is
not necessary to have an exhaustive list of met or unmet needs in order to begin
to understand the processes that are in operation.

On the basis of what is known thus far, Michael’s met needs include that he:

� gets to school (albeit late)

� has age-appropriate clothing (albeit that it is sometimes dirty)

� has a reasonable evening meal

� receives appropriate health care when ill

� has some cuddles and joint activity with his mother

� can clearly communicate and show affection to his mother

� is not notably disobedient

� has a reasonable sibling relationship with Laura.
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Examples of his unmet needs are that he:

� is unhappy and unconfident to a significant degree

� is being hit

� gets up late

� gets to school without a proper breakfast

� gets to school late

� is tired in school

� is scared when the light is turned off at night

� has few friends

� struggles with his homework

� has few interests and hobbies

� cannot stick up for himself

� has dirty and smelly clothes

� does not have a happy relationship with Ian Ross.

Exploring factors and processes relating to Michael’s
met and unmet needs
SOME OF MICHAEL’S MET NEEDS

The exploration of processes and the weight or effect of the factors or processes
is made easier by taking as the starting point a single met or unmet need.
Michael last received appropriate health care when he was ill because Laura
took him to the doctor. This is an example of a linear process. This action by
Laura potentially benefited Michael’s health but did not have a significant
impact. It did not pervade other aspects of Michael’s development and
happened only once. Although a beneficial process, it is not one that is having a
significant impact across the range of Michael’s needs.

Michael has a regular evening meal. The process by which this is achieved
is that Ian Ross expects to have an evening meal when he gets in from work and
Moira Ward ensures this happens and Michael is expected to be at the evening
meal. There is a circular process operating between Ian Ross and Moira Ward in
which Ian Ross expects something and Moira Ward provides it and this serves
to maintain an aspect of their relationship. One of the outcomes of this process
is that Michael gets a reasonable evening meal. This has the benefit that
Michael will not go to bed hungry but does not appear to have a significant
impact on him getting to sleep, nor to have a generally beneficial impact on
other aspects of his development, even though it happens each evening and has
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been going on for quite a long time. This is an example of another beneficial
process which is meeting one aspect of Michael’s needs but does not appear to
extend very far beyond that particular need.

SOME OF MICHAEL’S UNMET NEEDS

Turning to unmet needs, the question that needs to be asked is why is a particu-
lar need unmet? An example of one of Michael’s unmet needs is that he has few
friends both in and out of school. A hypothesis for why this might be so is that
he is ‘grounded’ and not allowed to have friends to visit. This is because the
teacher writes letters home about him being late for school and Ian Ross’s
response, agreed to by Moira Ward, is to insist that he should not be allowed
out. This means Michael has reduced opportunities to socialize or sustain
friendships, which makes him less happy and contributes to his low level of
self-esteem. School staff have reported that he is rather isolated and bullied by
other children. The teachers, who have noted a contrast in his presentation from
about a year ago, have become more concerned about him and raised their
concerns in further correspondence to Moira Ward, leading to further alterca-
tions with Ian Ross over the situation and Michael being hit or ‘clipped’ by Ian
Ross. Conflict between Michael’s sister Laura and Ian Ross is generating a tense
and unhappy family atmosphere. Michael’s low mood is affecting his capacity
to sustain friendships both in and out of school. Ian Ross’s rows with Laura and
restriction of Michael’s visits to and from friends which are a result of rules he
has established, supported by their mother, can be seen as having a pervasive
effect on a range of aspects of Michael’s development. Disciplinary action is
happening often and has been going on for several months. There is little
evidence that this pattern has been modified.

These processes can be summarised as follows: Michael’s needs (CDN)
interact with each other in a circular fashion, namely ‘lack of friends’ brings
unhappiness, which in turn brings ‘lack of friends’; but Michael’s needs (CDN)
are also influenced by factors in the parenting and family and environmental
needs domains. The arguments in the family (F&E) are ‘getting down’ Moira
Ward (F&E). She gets up late in the morning and so does not ensure that
Michael is up, has an adequate breakfast and is off to school on time (PC),
which contributes to his lateness at school, his often being hungry on arrival
and having more difficulties in concentrating (CDN), causing the teacher to
report the school’s concerns to Moira Ward (F&E) leading to ‘grounding’ by
Moira Ward and Ian Ross and being hit by Ian Ross (PC) leading to Michael’s
unhappiness and lack of friends (CDN).

The focus on one unmet need rapidly exposes processes that can be
hypothesized to be generating and sustaining Michael’s unmet needs in several
developmental dimensions: health, education, emotional and behavioural
development, family and social relationships and social presentation. The wide
range of persistent impairments points to a high level of unmet need. The
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frequency, duration and pervasiveness of the processes involving family
conflict, and the mental health of Moira and Michael indicate that they are
having a severe impact.

Thus it can be seen that starting with one unmet need and analysing pro-
cesses can generate hypotheses about what underlies impairments in the child’s
development. However it is important to remember and consider factors that
have not been included in the formulation, which may point to other significant
processes impacting on Michael’s health and development. Possibilities include
factors in Michael such as specific educational difficulties, other aspects of
parenting such as the management of Michael’s fear of the dark, lack of
parental supervision, support of homework and involvement in joint activities,
or family and environmental factors such as housing, neighbourhood, debt and
family history, including the absence of contact with Michael’s birth father and
the impact of Moira Ward’s separation from Gary Wills.

Step 5: Predict the likely outlook for the child

Likely consequences for Michael if his situation does not change
If nothing were to change in Michael’s situation, what would be the likely con-
sequences? If he continues to be unhappy and lack confidence, be scared when
the light is turned out at night, have few friends, go to school without a proper
breakfast, and arrive at school hungry, anxious and less able to concentrate,
then in the short term he is likely to increasingly fall behind in school work and
become increasingly isolated at school with a consequent impact upon his
self-esteem and capacity to relate to others. In the long term, he is unlikely to
make the most of his educational opportunities, may well begin to develop
school attendance difficulties and have long-term problems in forming rela-
tionships as an adult as well as potential mental health problems. This rather
poor outlook for Michael is accentuated if one also takes account of his other
unmet needs, not least his unhappiness, which is contributed to by not only the
factors discussed above but also the physical chastisement that he is presently
suffering.

Step 6: Plan interventions
Interventions may be directed towards helping support strengths or helping
meet unmet needs. Michael has quite an extensive number of unmet needs,
which have been referred to above. Interventions will need to be targeted
towards the particular processes currently taking place within the family.

A significant factor that was identified during the analysis of processes was
that of the relationship between Moira Ward and Ian Ross and the impact it is
having on a range of aspects of Michael’s development. However, at this stage
this has not been sufficiently explored and the planning of any interventions
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focusing on this factor must await the outcome of the further interviews using
the Family Assessment described in Chapter 5.

A factor that was also having a significant impact was Moira Ward not
being able to get up in the morning, which was attributed to possible depres-
sion and interventions could be directed towards this. It was recognized that
the possible link with depression was an untested hypothesis at this stage and
that further exploration was required as there may be other relevant factors and
processes involved.

Interventions at this stage could be directed more specifically towards the
unmet need itself rather than necessarily the factors hypothesized to be causing
it. Interventions could be directed at ensuring Michael had a breakfast,
ensuring he left the home on time and in trying to support him at school with
regard to friendships and homework. There are examples of schools running
breakfast clubs and homework clubs and having schemes to help children
struggling with friendships. Intervention could be directed at trying to help
Moira Ward get up in the morning so that she could actually get Michael off to
school on time.

Before considering which intervention(s) to recommend, consideration
would have to be given to what the family would be most likely to be able to
cooperate or engage with. Some interventions would be likely to produce more
immediate benefits and some might take time. There may need to be a sequence
to these interventions.

Given the immediate concern about Michael being hungry at school, the
combination of a family support worker visiting to help Moira Ward to ensure
Michael got to school in time to attend the Breakfast Club could be seen as an
intervention which might produce an immediate benefit. Another practical
intervention could be the suggestion of a discussion with Moira Ward and Ian
Ross about the benefits of a nightlight to help Michael sleep.

Step 7: Identify outcomes and measures which would
indicate whether interventions are successful
The key outcome of the above interventions is whether Michael has made
developmental progress and is functioning at the level to be expected for his
age and stage of development. This requires an assessment of whether he has
progressed, in what dimensions and how the improvements or deteriorations
came about. It has been hypothesized that Michael is not receiving an adequate
breakfast because Moira Ward is not getting up on time because she may be
depressed. An immediate intervention suggested was the involvement of a
family support worker to help get Michael up so that he could attend the Break-
fast Club at school. It was hypothesized that, if he attended the Breakfast Club,
he would be at school on time, be less hungry and able to concentrate better in
class. A longer term intervention in this area might be to refer Moira Ward to
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her GP with a view to obtaining help from a specialist service regarding her
symptoms of depression.

Regarding measuring the outcome of the first intervention, a record could
be kept of the days on which the family support worker visited the home and a
commensurate record kept at the Breakfast Club of the days and times Michael
attended. These would be case-specific measures. It is hypothesized that, if he
attended the Breakfast Club, had something to eat and was at school on time,
this would contribute to improvement in peer relationships and increase levels
of self-esteem. These could be assessed by administering the Adolescent
Well-Being Scale and SDQ before the intervention took place and at follow-up.
The SDQ could be readministered to see if there was an improvement in his
mood and peer problems.

Regarding measuring the outcomes of the second intervention, if Moira
Ward’s referral to the GP resulted in the prescription of antidepressant medica-
tion, a record could be kept of the times she got up in the mornings during the
week before the intervention commenced and compared with the times she got
up in the morning after. This would be a case-specific measure. Any improve-
ment or deterioration in Moira Ward’s state. For the impact of her getting up in
the morning on Michael, case-specific measures such as school attendance
records could be used. His attentiveness in class could be rated in conjunction
with base-line and follow-up standardized measures such as the SDQ and Ado-
lescent Well-Being Scale.

Conclusion
The first stage of the assessment revealed a range of met and unmet needs of
Michael’s, some of which were sufficiently well understood to analyse the con-
tributory factors and processes and then plan and implement some interven-
tions. This would have the benefit of seeing whether the family could be
engaged and respond to working with the services involved and whether the
interventions were effective. There were clearly other difficulties, including
potential safeguarding concerns, where there were significant gaps in informa-
tion requiring further assessment at the same time before deciding how best to
intervene. This next stage of assessment is described in Chapter 5.
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Chapter Five

Assessing Strengths and Risks with

Children and Their Families
Operationalizing the Assessment Framework

Where There are Safeguarding Concerns

Arnon Bentovim, Liza Bingley Miller

and Stephen Pizzey

Introduction
As set out in previous chapters, the assessment of children’s health and develop-
ment requires a conceptual map of information which guides the assessment
and analysis of the child’s current developmental functioning and needs, the
care or parenting they are receiving and relevant aspects of the child’s family
and the wider environment in which they and their family live. The Assessment
Framework provides such a map.

This chapter focuses on the domains of the Assessment Framework in greater
detail to identify some of the strengths and difficulties in the different dimen-
sions, which are of relevance when assessing children and families in the safe-
guarding context.

Assessing strengths and difficulties in children’s
developmental needs, parenting capacity and family and
environmental factors
In order to further operationalize the Assessment Framework in a way which helps
workers to make evidence-based assessments in a safeguarding context, it is
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helpful to focus in more detail on the dimensions of each domain and to sys-
tematize further the way they are described.

One of the key principles underpinning the development of the Assessment
Framework is the emphasis on the importance of identifying strengths as well as
areas of difficulty. The assessment is then balanced and plans for intervention
can build on strengths as well as address areas of difficulty and need.

The Assessment Framework provides an invaluable map for collecting infor-
mation. In this chapter we attempt to provide a systematic guide for assessing
the degree of strength and/or difficulty in each of the dimensions of each
domain. In the description of approaches to analysis of data gathered in assess-
ments in Chapter 2, a method of evaluating the severity of impact of negative
factors and weight of benefit derived from positive factors has been described.
Here some particular strengths and difficulties will be highlighted that have
particular relevance in a safeguarding context. This is important because of the
nature of the events that occur in child abuse. They are often by their nature
‘severe’ because they impact on several domains of child’s developmental
needs, parenting capacity, and family and environmental factors. They often set
in train longstanding changes in all these domains.

Descriptors for different aspects of strength and difficulty for each dimen-
sion of the Assessment Framework have been developed that indicate what a
worker might expect to see if a child or family has strengths in any particular
dimensions and what might indicate difficulties in that area. These descriptors
are guides only and need to be used in the context of other information the
worker has obtained about the child and family and in light of professional
judgement. The descriptors can help identify gaps in information or evidence
and assist the worker in looking for examples of behaviour or sequences of
interaction, which help to form an evidence-based assessment.

Children’s developmental needs domain

Health
In this section strengths and difficulties are defined and operationalized for
each of the dimensions in the children’s developmental needs domain in turn,
i.e. health, education, emotional and behavioural development, identity, family and social
relationships, social presentation and self-care skills. Indicators of the level of the
child’s functioning and how well the child’s needs are being met are listed in
Table 5.1.
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Table 5.1 Indicators of strengths and difficulties in each dimension

Level of functioning Area of need Level of functioning

Strengths Difficulties

Foetus healthy in pregnancy General physical health Foetal health or survival

threatened in pregnancy;

repeated injuries and/or

infections at any stage of

development

Good general health in

perinatal period, the early

years and later childhood

Chronic physical illness

and/or illness or injury

requiring repeated

hospitalization

No injuries or illnesses

requiring repeated or

protracted hospitalization

Onset of soiling or enuresis

after continence was firmly

established

No physical genetic disorders Physical or genetic disorders

Child takes exercise and eats

a healthy diet

Takes little exercise and eats

a poor diet

Child has positive health

attitudes

Child has negative attitudes

towards health

Positive trajectory of physical

growth

Growth and development Negative trajectory of

physical growth and failure

to thrive

No persistent developmental

problems

Presence of a developmental

problem, e.g. learning

difficulties, autism or delay in

language development

No non-accidental injury Injuries or illnesses

possibly related to

physical and sexual abuse

Non-accidental injury

No genital injuries or

infections; hymen intact

Genital injuries; ruptured

hymen; genital infection

Other evidence child has

experienced sexual abuse

Fictitious illnesses or injuries

to child reported

No significant level of

anxiety or depression

Mental health Protracted periods of anxiety

or depression

Absence of delusions or

persistent hallucinations

Firmly held delusions or

persistent hallucinations
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No major sleep problems Major and protracted sleep

disturbance

Absence of flashbacks of

abusive or traumatic

experiences

Flashbacks of abusive or

traumatic experiences

Capacity to mentalize and

appreciate feelings and point

of view of others

Lack of capacity to mentalize

or appreciate feelings and

point of view of others

Looking at health it can be seen there are four components to operationalize the
Assessment Framework.

GENERAL PHYSICAL HEALTH

It is useful to provide a general account of the physical health of the child.
Strengths are associated with good general health, no problems during preg-

nancy, perinatal period, early years, later childhood and the development of
appropriate attitudes to health on the child’s behalf.

Difficulties may include poor general health during the pregnancy, during
the perinatal period, early years, later years, with a general negative attitude to
health and/or a risk-taking attitude developed by the child. Repetitive injuries
and illnesses to a child raise a warning about the possibility of abuse. This can
include fictitious illnesses being reported by caregivers, which are not found on
medical examination and assessment.

GROWTH AND DEVELOPMENT

Strengths are usually reflected in a positive trajectory of physical growth and the
child thriving.

Difficulties are often indicated by a negative trajectory of physical growth
and failure to thrive. Characteristics associated with major impairment of
growth and development are described at a later point under the different cate-
gories of harm, differentiating between growth failure in weight and height, or
in height alone, and associations with signs of neglect. Children with develop-
mental disorders are more vulnerable to physical and mental health problems.

INJURIES OR ILLNESSES POSSIBLY RELATED TO PHYSICAL AND SEXUAL
ABUSE

Strengths are represented by there being no evidence of non-accidental injury or
injuries or illnesses that may indicate abuse, fictitious illness or sexual abuse
during development and currently.

Difficulties are represented by the presence of non-accidental and acciden-
tal injury or physical signs of sexual abuse. There are extensive and widespread
ways in which physical and sexual abuse can present, ranging from bruising
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and fractures associated with physical abuse to regression and soiling, for
example, associated with episodes of sexual abuse. A further example of the
harmful impact of dangerous parental behaviours are the physical manifesta-
tions of the fabrication of symptoms or induction of illness state by parents.

MENTAL HEALTH

Evidence of the impact of good and poor mental health development may be
reflected in all the other dimensions in the children’s developmental needs
domain.

Strengths are represented by the presence of a predominantly positive mood,
enjoyment of activities and relationships, and the absence of persistent anxiety,
depression or the symptoms of severe mental illness. The child is not unduly
concerned with their own state of health, accepts the need for treatment when
appropriate, and does not engage in activities that pose a serious threat to
physical or mental health.

Difficulties are indicated by symptoms of mental illness or disorder such as
persistent delusions, obsessions, hypochondriasis or eating problems. Of par-
ticular relevance in a safeguarding context are the signs of post-traumatic stress
disorder such as flashbacks, sleep problems, anxiety or depression. Problems
with the capacity to mentalize, recognize and appreciate the feelings and point
of view of others may be evident. However, when making an assessment it must
be remembered that such symptoms are also found in children with autistic
spectrum disorder and related conditions.

Education
Indicators of the level of the child’s functioning and how well the child’s needs
are being met are listed in Table 5.2.

Education encompasses four components, discussed below.

DEVELOPMENT OF COGNITIVE AND LANGUAGE SKILLS

The satisfactory unfolding of a child’s cognitive and language skills is funda-
mental to successful progress in education.

Strengths include evidence of the satisfactory development of a child’s cog-
nitive and language skills, which are often protective factors for the child in the
safeguarding context.

Difficulties: it is important to attempt to distinguish between cognitive,
language or educational difficulties which reflect genetic or developmental
factors within the child that are contributing to the delay or difficulty, and
those which might be due to a failure to provide appropriate levels of stimula-
tion and care to ensure that the child achieves his or her optimal level of devel-
opment. This is difficult to do without psychometric testing and broad-ranging
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assessment, so although a history of delays in the development may in some
cases suggest safeguarding concerns, it must not be assumed that they are the
consequence of maltreatment.

ATTITUDE TO LEARNING AND WORK AND ADJUSTMENT TO
EDUCATIONAL CONTEXT

The process of a child’s adjustment to educational contexts needs to be consid-
ered across the lifespan, from functioning in pre-school contexts through tran-
sition to early school, and subsequent progress through junior and senior
school and on to higher education or employment.

Strengths include curiosity and desire to learn, ability to use appropriate edu-
cational materials and work in a school context, carrying out educational tasks
among peers supported and directed by a teacher. The child accepts the need
for assistance and instruction. Initiative and self-motivation in educational
activities are strengths. A positive attitude will be reflected in performing
out-of-school assignments and the maintenance of satisfactory attendance.
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Table 5.2 Indicators of strengths and difficulties

in the education dimension

Level of functioning Area of need Level of functioning

Strengths Difficulties

Satisfactory unfolding of

cognitive and language skills

Development of cognitive

and language skills

Significant delays and/or

unevenness in cognitive

and/or language skills

Satisfactory readiness for

educational contexts; interest

in learning

Attitude to learning and

work and adjustment to

educational context

Child not ready to participate

in or cannot adjust to

educational context

Accepts teaching;

self-reinforced learning

Lack of interest in learning;

rejects teaching; no

self-motivation to learn

Satisfactory acquisition of

educational skills and

knowledge according to

ability

Educational progress Failure to acquire educational

skills and/or knowledge at

level appropriate to ability

No special educational needs Special educational needs Evidence of special

educational needs

Has special educational needs

but makes progress expected

taking into account the

nature of their specific

educational difficulty

Failure to achieve at level

expected for intelligence and

specific educational difficulty,

e.g. dyslexia



Difficulties are indicated when the child shows little curiosity or desire to
learn, and/or has difficulty using available educational materials or working in
a school context. Rejection of the need for support and instruction can contrib-
ute to educational failure. Out-of-school assignments may not be performed,
and particularly at older ages there may be poor attendance. Self-motivation
and initiative in educational tasks will be lacking.

EDUCATIONAL PROGRESS

Strengths are indicated by children making progress in all aspects of education,
including both skills and knowledge, at a level appropriate to their capacity. It
is common for children to vary in their ability with different subjects or activi-
ties but if they are particularly successful in at least one area that is a strength.

Difficulties are characterized by persistent difficulty in acquiring educa-
tional skills or knowledge. The more widespread the difficulty, the more severe
it is. Early difficulties in developing basic educational skills may set the child on
a negative trajectory of lack of success, negative educational experiences and a
low level of achievement, which reinforce a negative attitude to learning,
leading to further failure.

SPECIAL EDUCATIONAL NEEDS

Associated with the attitude to learning and work is the issue of whether the
child or young person has special needs. These may arise in a number of differ-
ent ways, which may include innate cognitive and language factors as well as
the influence privation and neglect. It is important to remember that it is not
necessarily either innate or environmental factors that are contributing to a par-
ticular difficulty; they may be acting in combination.

Strengths are where the child is making progress consistent with their abili-
ties. The child needs to be able to respond to any special educational input
provided.

Difficulties are evident when a child is failing to make the progress that can
be reasonably expected on the basis of their special needs. As indicated above
resistance to necessary support and instruction can contribute to failure. This
may be particularly important where there are special educational needs.

Emotional and behavioural development
Indicators of the level of the child’s functioning and how well the child’s needs
are being met are listed in Table 5.3.

Strengths in the emotional and behavioural development dimension include
evidence that a child can regulate their emotional states appropriately as well as
express feelings appropriately and respond empathically. Positive emotional
adjustment and a reasonable response to stressful events are relevant and the
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Table 5.3 Indicators of strengths and difficulties

in the emotional and behavioural dimension

Level of functioning Area of need Level of functioning

Strengths Difficulties

Emotional states and levels of

arousal well regulated,

appropriate responses to age

and stage of development

Regulation of emotional

states relative to age and

developmental stage

Persistent or recurrent states

of arousal, frustration, distress

and/or disorganized

emotions

Secure attachment behaviour

towards caregivers and/or

other salient adults

Early attachment

behaviour

Markedly insecure or

disorganized attachment

behaviours towards

caregivers or other salient

adults

Capacity to concentrate and

maintain attention; not

overactive

Concentration and level of

activity

Difficulties with attention

and concentration; marked

overactivity

Feelings clearly and

appropriately expressed;

predominantly positive mood

Expression of feelings and

characteristic mood

Expression of feelings

lacking or inappropriate;

pervasive negative mood

No persistent anxiety or

depression

Persistent anxiety or

depressed mood

Traumatic experiences

resolved; no persistent

post-traumatic symptoms

Response to traumatic and

stressful events

Persistent unresolved

traumatic symptoms

Positive emotional and

behavioural adjustment and

reasonable response to

stressful events

Exaggerated or absent

response to stressful events,

mood difficulties,

oppositional behaviour,

aggression, self-harm,

dangerous behaviour

Collaborative and pro-social;

no or infrequent dangerous

risk-taking behaviour

Social behaviour

Behavioural disorders are

usually included here

although they get

double-coded under family

and social relationships if that

behaviour is evident in those

relationships

Severe or persistent

uncooperative behaviour

No severe nor persistent

aggressive behaviour, stealing

Aggressive behaviour or

stealing

Shows sympathy and

empathy

Lack of sympathetic and/or

empathetic behaviour



capacity of the child to concentrate and maintain their attention are also
elements of positive emotional and behavioural development. Pro-social
behaviour is a strength and is appropriately placed on this dimension although
it also appears on the family and social relationships dimension if such behav-
iour is displayed in those relationships.

Difficulties: it should be noted that many different factors can contribute to
a child’s emotional and behavioural state, so there should not be an immediate
assumption that post-traumatic symptoms are indicative of abuse. In the same
way, if a child has difficulties with attention or concentration, there may be
underlying genetic and temperamental factors and/or a contribution from the
home or school environment. It is important not to assume that disrupted atten-
tion and concentration derive from growing up in a climate of violence and
abuse. Persistent and pervasive disobedience, aggression and/or lack of sympa-
thetic or empathic behaviour can arise for many reasons including the experi-
ence of abuse. Research repeatedly points to combinations of factors and pro-
cesses as determinants of children’s emotional and behavioural state.

REGULATION OF EMOTIONAL STATES RELATIVE TO AGE AND
DEVELOPMENTAL STAGE

Strengths are represented throughout a child’s development by evidence that the
child’s emotional states and levels of arousal are reasonably well regulated,
depending on the age and stage of development of the child, and that they
gradually develop the capacity to contain and manage feeling states more satis-
factorily. Strengths can be seen across the whole range of a child’s emotions and
behaviour from predominantly positive mood, good concentration, satisfac-
tory eating and sleeping to pro-social actions. Many children show difficulties
in at least one aspect for a period of time. The presence of satisfactory develop-
ment in other areas indicates a positive outlook.

Difficulties: when there are difficulties in a child’s emotional functioning
and therefore higher levels of need, there is usually evidence of the child’s emo-
tional states being characterized either by high levels of arousal or extreme
responses to frustration or disorganization of the child’s emotional states. This
may persist into later childhood and adolescence so that older children
continue to show extreme responses to frustration and distress, which usually
reflects a poor capacity for self-regulation.

EARLY ATTACHMENT BEHAVIOUR

Strengths include secure attachment behaviours in a young child, which are
evident when a child seeks care or comfort when aroused, distressed or fright-
ened, accepts care from their caregiver and is calmed and comforted by it. This
behaviour is also evident when a child is reunited with the main caregiver fol-
lowing a separation.
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Difficulties include disorganized attachment behaviour which is shown by a
young child switching rapidly between different feelings such as distress,
anger, arousal, excitement, with poor modulation, when being reunited with
the caregiver or when the child is distressed, frightened or aroused.

EXPRESSION OF FEELINGS AND CHARACTERISTIC MOOD

Strengths are reflected in the child or young person having a predominantly
positive mood and an ability to express their feelings in an appropriate way.
States of anxiety and/or depression are not persistent nor frequently recurrent.

Difficulties may be indicated when, in circumstances where expression of
certain feelings would be fitting, the child shows no feeling or inappropriate
feelings. For example they may not be appreciative of praise, be intensely suspi-
cious about the positive responses of others or have a predominant negative,
angry, or distressed mood. Persistent and/or recurrent anxiety or depression
indicate significant difficulties, particularly where they are pervasive across
different situations and activities.

RESPONSE TO TRAUMATIC AND STRESSFUL EVENTS

A characteristic experience for children growing up in a climate of violence is
the overwhelming nature of the abusive and stressful life events to which they
are subject. Repetitive violent and abusive experiences have a cumulative
impact generating negative processes that impair the child or young person’s
health and development.

Although there are patterns of development that can appear characteristic
of those children or young people who have suffered such events, it must
always be remembered that some are, for various reasons, more resilient and do
not show serious impairment of their health and development. Furthermore
many of the symptoms and behaviours can occur for other reasons. Dreams and
flashbacks which portray specific abusive or violent experiences, or play and
other behaviours, which re-enact such experiences explicitly are usually a
strong indicator that the child has indeed encountered these events.

Strengths are indicated when a child or young person who has experienced
abuse and violence shows no evidence of the emotional and behavioural diffi-
culties usually associated with post-traumatic stress disorder described in the
section below. They are able to respond to life events appropriately and be col-
laborative and pro-social (thoughtful and cooperative) in their responses
towards others. It is particularly important to look for strengths among
children who have experienced recurrent abuse or violence. While there will be
some who are nevertheless developing satisfactorily in all areas, there will be
many who show difficulties in some dimensions but strengths in others.

Difficulties: children or young people who have experienced multiple abuse
and/or violence that has built up incrementally over time usually show two
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broad patterns of emotions and behaviour – internalizing and externalizing,
which may develop into or trigger disorders of mood and conduct. Internaliz-
ing patterns are characterized by evidence of persistent arousal, disturbed
mood, irritability, frozenness, i.e. lack of emotional response, intense recollec-
tions of abusive or violent events through nightmares or flashbacks, broken
sleep, avoidance of circumstances or events associated with their traumatic
experiences, disassociation from current events, dreaminess and absences. A
child may experience intense fears, anxieties over falling asleep, panic or fear-
fulness. Children may develop emotional disorders such as depressive states,
disorders of mood or exhibit self-harming behaviour.

Externalizing responses are characterized by misuse of drugs, alcohol or
other substances, or the development of conduct or behavioural problems
which involve excessive anger or aggression and sometimes a re-enactment of
violence which they have experienced. The presence of a predominantly
externalizing or internalizing pattern does not preclude a mixture. Some who
are aggressive are also depressed or anxious. Some who are depressed misuse
drugs.

This can affect other areas of a child’s development. For example, some
children suffering from emotional problems, such as depression or anxiety or
being too fearful or too angry to be able to put energy into how they take care
of themselves and their appearance and present themselves to the outside
world.

Some children and young people show sexualized behaviour. This may be
manifest as a preoccupation with drawing or enacting sexual behaviour in play,
or at later age promiscuity. There may be evidence of premature sexual interests,
sexualization of relationships, intensive masturbatory activities or inappropri-
ate sexual activities with peers or adults. This may include the development of
intensely eroticized and inappropriately sexualized activities with self or with
others, or extreme frozenness or promiscuous patterns of relating. In extreme
cases, there is the risk of the child or young person developing dangerous
sexual behaviours and attitudes and a view of sexual relationships with children
as being appropriate.

Other features include obsessions or obsessional behaviour. However, it
should always be remembered that most behaviour of children or emotions
they experience can be brought about by a wide variety of factors, not necessar-
ily family violence or abuse.

Identity
Indicators of the level of the child’s functioning and how well the child’s needs
are being met are listed in Table 5.4.

Identity is concerned with the following four concepts.
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SENSE OF SELF AS INDIVIDUAL IN FAMILY

Strengths: when a child has a positive sense of identity they are clear about how
they are similar and different from others, and reasonably comfortable with
those similarities and differences. This includes their gender identity and the
recognition that they belong to a particular family and cultural group.
Satisfactory identity development also comprises a sense of personal worth and
that the child feels valued and of value to others.

Difficulties: a child may be unclear or unhappy with who they are. This may
be concerned with whether or where they belong in terms of family or commu-
nity. There can be a sense of separateness that is so acute that the child feels that
they do not belong with any social group. At the other extreme they can feel so
absorbed or taken over by relationships in the family or community that they
have no will of their own. All aspects of personality are relevant. It may be
gender identity with which they are uncertain or uncomfortable. They may
consider themselves unvalued and of no benefit to others.

INDIVIDUAL CHOICE AND ACTION

Strengths are indicated when a child is confident in expressing and making
choices that reflect their individual needs and wishes.
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Table 5.4 Indicators of strengths and difficulties in the identity dimension

Level of functioning Area of need Level of functioning

Strengths Difficulties

Child has secure sense of self

as an individual who belongs

to a family

Sense of self as individual

in family

Child does not have a secure

sense of self as individual

belonging to a family

Child is able to make

choices, assert their views

and needs, and act as an

individual at a

developmentally appropriate

level

Individual choice and

action

Child unable to make choices,

assert personal views or needs

and cannot initiate action for

self; ‘omnipotent’ sense of self;

over-assertive

Positive sense of self as

valued and of value to others;

confident in where belongs

socially and culturally but

preserving sense of

individuality

Sense of self and others in

social and cultural

contexts

Negative sense of self as

unvalued or bad; unconfident

or unhappy with where

belongs socially or culturally;

no sense of belonging or

identity absorbed; no

independent views or actions

Satisfactory sense of gender

and/or sexual identity and

comfortable with it

Gender and/or sexual

identity

Unhappy with gender and/or

sexual identity or uncertain of

it



Difficulties may be reflected in a lack of confidence in expressing personal
needs or expressing or making choices. Sometimes a child may feel not just
unvalued but bad; they may be preoccupied with acts that are socially disap-
proved and/or have a strong desire to commit them. Their sense of personal
worth can be so low that the child expects to be rejected by others and/or does
not expect that their needs will be met.

SENSE OF SELF AND OTHERS IN SOCIAL AND CULTURAL CONTEXTS

Strengths: a positive sense of self can be seen in a child’s capacity to make choices
and express individual needs and wishes with an appropriate degree of asser-
tiveness in the different social contexts in which they live. Whether they picture
themselves in a positive light can be shown by their confidence in being
accepted in the family and other social groups, and having a positive sense of
future possibilities and realistic hopes and expectations for the future.

Difficulties in a sense of self are often reflected by a lack of assertiveness in
making choices or expressing personal needs and wishes. A negative sense of
self, feeling of badness, a fear of having an ‘evil’ character and/or a fear and
sense of foreboding about the future may be expressed. There may be an almost
total lack of confidence in social interactions within and/or outside the family.
Alternatively, in older children, an ‘omnipotent’ sense of self may be observed,
which may be related to experiences of abuse and neglect. The child or young
person may have impossible dreams for the future and/or a totally unrealistic
view of their capacities.

GENDER AND/OR SEXUAL IDENTITY

Strengths: the child or young person develops a gender identity about which
they are both clear and comfortable. This may be more difficult to achieve
where gender identity or behaviour does not match physique, or where gender
orientation is not heterosexual.

Difficulties are likely to be characterized by a child or young person being
uncertain about their gender identity or sexual orientation.

Family and social relationships
Indicators of the level of the child’s functioning and how well the child’s needs
are being met are listed in Table 5.5.

Family and social relationships encompass the following five concepts.

CHILD’S GROWING RELATIONSHIPS WITH FAMILY AND OTHERS

Strengths: the child relates warmly, sympathetically and empathically to others
in family contexts, and cooperates constructively in family activities. The child
is able to cooperate actively in school and with others outside the family.
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The child does not persistently bully or manipulate others, or isolate them-
selves. There will always be occasions when a child acts or responds disobedi-
ently, angrily or in uncaring way, but the predominant picture is one of warmth
and cooperation.

Difficulties: disorganized attachment behaviour in early childhood predicts
difficulty in later relationships. Difficulties include a child persistently or recur-
rently engaging in disobedient, uncooperative or aggressive behaviour towards
others. Such behaviour may not occur in all contexts or with all people, but in
severe cases it will be more pervasive. Other difficulties include bullying,
manipulation and avoidance of interaction within the family or with significant
others such as teachers or school peers.
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Table 5.5 Indicators of strengths and difficulties

in the family and social relationships dimension

Level of functioning Area of need Level of functioning

Strengths Difficulties

Child able to participate in a

network of emotionally

responsive, stable,

affectionate relationships

inside and outside the family

Child’s growing

relationships with family

and others

Child has a network of

disrupted, unstable

relationships or relationships

marked by enmeshment, or

hostility, absence of warmth

inside and outside the family

Child able to relate to, be

responsive towards and show

affection and empathy for

others

Child withdrawn, hostile or

unable to be responsive and

empathic towards others in

family

Child has a network of secure

organized attachment figures

Development of network

of attachments

Child has a network of

insecure, disorganized or

indiscriminate attachments

Collaborative relationships

with parents, reasonable

demands made by child;

child protective towards and

protected by siblings and

peers, older and younger

Relationships with

parents, siblings and peers

Exploitative, avoidant,

over/under-dependent

relationships with parents,

unreasonable demands made

by child; child fighting

and/or rivalrous with

siblings, abusive towards or

abused by peers and siblings

Positive relationships with

teachers and peers

Relationships in school Negative relationships with

teachers and peers

Child connected, responsive,

independent, pro-social

attitudes and relationships,

respects diversity

Attitudes to family, social

and cultural contexts

Child isolated, dominating,

controlling, dependent,

antisocial attitudes and

relationships, prejudiced



DEVELOPMENT OF NETWORK OF ATTACHMENTS

The establishment of satisfactory early attachment relationships with care-
givers is a key factor in ensuring a child’s emotional and behaviour adjustment,
and their capacity for relating to others.

Strengths: secure attachment behaviour with a main caregiver and respon-
sive social behaviour in a young child are strengths. However, such behaviour
may not be shown on all occasions, and certainly not with all people. Children
with developmental problems often have a different pacing and pattern of evo-
lution of early social relationships, which may constitute a vulnerability but
does not necessarily predict major later problems in relationships.

Difficulties: disorganized attachment behaviour in early childhood predicts
later difficulty in relationships with peers and adults. Such behaviour is shown
by the child fluctuating between clinging and rejection or avoidance of care-
givers and other people they know well, or indiscriminate seeking of attention
from strangers. It may also be associated with children who ‘freeze’ under situa-
tions of stress and neither go towards their caregiver nor avoid contact with
them nor seek or accept comfort from others.

RELATIONSHIPS WITH PARENTS, SIBLINGS AND PEERS

Strengths are represented by the child having a sense of themselves as being
emotionally close to their immediate family members and others in their world.
The child or young person has a reasonably collaborative relationship with
parents with evidence of a positive set of alliances with parental figures,
siblings and peers and the capacity for being able to communicate effectively
with others, demonstrate and respond to emotional warmth and accept
guidance and boundaries set by caregivers. A child or young person with
strengths in this area is likely to show reasonable levels of protective responses
to younger siblings.

Considerable difficulties may be demonstrated by the child or young person
exploiting family relationships and alliances, manipulating peers, and/or
having difficulties in communicating and managing emotional responses with
family members and peers and others. Their behaviour may include making
unreasonable demands, rejecting boundaries and guidance offered by care-
givers, being unable to accept or demonstrate emotional warmth, getting
involved in fights, and exhibiting rivalrous behaviour with siblings, abusive
behaviour towards peers or extensive bullying, victimization or disrupted
boundaries. Persistent disobedience, non-cooperation or withdrawal from
interaction with others are also evidence of difficulties.

RELATIONSHIPS IN SCHOOL

Strengths: positive relationships between the child and their peers and teachers
can be a protective factor with regard to the child’s development. Acceptance of
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teaching, reasonable obedience and cooperation with the teacher and peers
both in and out of class are all strengths, as is any pro-social behaviour, e.g.
caring for others.

Difficulties: conversely, poor relationships between children and their peers
or teachers can have a negative impact on the child’s overall development.
Bullying, aggression, manipulation and, on the other hand, excessive anxiety in
relationships or avoidance of interaction with others may all present
difficulties.

ATTITUDES TO FAMILY, SOCIAL AND CULTURAL CONTEXTS

Strengths: a child or young person with strengths in this area is likely to be con-
nected, responsive, independent, pro-social, i.e. cooperative and helpful in
their responses to others, and respectful of diversity and valuing of relation-
ships with others.

Difficulties in functioning are indicated when children or young people are
isolated, dominating in their responses, controlling or overly dependent. They
may well develop antisocial attitudes and relationships and show evidence of
considerable prejudice and intolerance of others and of difference. This can be
a feature of children who have grown up in a context of violence and neglect.

Social presentation
Indicators of the level of the child’s functioning and how well the child’s needs
are being met are listed in Table 5.6.

Social presentation is concerned with three main concepts, as follows.

UNDERSTANDING THE NEED TO PAY ATTENTION TO APPEARANCE,
DRESS, BEHAVIOUR AND HYGIENE

Children develop a growing understanding of the need to pay attention to their
appearance and to dress and behave in ways which are appropriate to the differ-
ent social contexts they take part in. They gradually recognize that the way
they present themselves has an impact on the attitude of others towards them.

Strengths: are reflected when a child or young person has a growing under-
standing of the impact of their appearance, dress, behaviour and level of
hygiene on how others respond to them and take steps to dress and behave in
ways that are appropriate to each setting they find themselves in.

Difficulties: some children and young people are unaware, resistant to or
unable to understand how others respond to them and do not adjust their dress,
behaviour and level of hygiene in a fashion appropriate to the social context.
This can be found among children who have suffered neglect, or experienced
abuse, but is not necessarily for those reasons.
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ADJUSTMENT AND ATTITUDES TO IMPAIRMENT AND DISCRIMINATION
BY OTHERS

In terms of the child’s developmental needs domain, children also need to learn
ways of adjusting to and managing their own impairment and difference
within themselves and managing expressions of discrimination in ways which
reduce the impact on their own self-esteem and potential. This difficulty occurs
among children who have suffered abuse but is not confined to children in that
predicament.

Strengths are evidenced when a child or young person can acknowledge
their impairment or other difference from others, present themselves and
manage the responses of others with self-respect and assertiveness while main-
taining a capacity to value diversity and difference in others.

Difficulties: some children find it difficult to adjust to their impairment so
that they present themselves and respond to others in ways which adds to their
difficulties. They may demonstrate a lack of self-worth and find it hard to be
self-assertive or be rejecting or angry and confrontational in their behaviour
towards others. These patterns of behaviour can impact negatively on aspects of
their own development such as their family and social relationships and
education.
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Table 5.6 Indicators of strengths and difficulties

in the social presentation dimension

Level of functioning Area of need Level of functioning

Strengths Difficulties

Awareness of and capacity to

present self positively, with

pride in appearance, dress,

hygiene and behaviour,

appropriate to age, gender

and culture

Understanding the need to

pay attention to

appearance, dress,

behaviour and hygiene (as

appropriate for their age,

gender and culture)

Lack of awareness or capacity

to present self in positive

light, with pride in

appearance, dress, hygiene

and behaviour, appropriate to

age, gender and culture

Impairments adjusted to and

managed, copes with

discrimination by others

Adjustment and attitudes

to impairment and

discrimination by others

Failure to adjust or manage

impairment, child rejects

impairment and/or diversity

in self or others; child unable

to cope with discrimination

by others

Evidence of respect for

family, cultural, religious and

spiritual values and diversity

in own social presentation

Respect for family,

cultural, religious and

spiritual values and

diversity

Shows lack of respect for

family, cultural, religious and

spiritual values in

self-presentation



RESPECT FOR FAMILY, CULTURAL, RELIGIOUS AND SPIRITUAL VALUES
AND DIVERSITY

Learning to demonstrate an appropriate degree of respect for family, cultural,
spiritual and religious values is part of positive child development.

Strengths include evidence of a child or young person’s respect and regard
for positive values held by their family and the beliefs and values embedded in
the cultural, religious and/or spiritual aspects of their family life and commu-
nity. The child or young person shows evidence of developing their own
internal set of values to guide their life and behaviour and ways of relating to
others including a respect for diversity and difference.

Difficulties: a child or young person may show lack of respect for family,
cultural and religious and/or spiritual values and have difficulty fitting into
their immediate family and community. Alternatively, a child or young person
may be unable to manage critical/punitive responses from others. Some
children and young people may reject or feel unable to follow demands from
their family and community to adhere to cultural and other values.

Self-care skills
Indicators of the level of the child’s functioning and how well the child’s needs
are being met are listed in Table 5.7.

Self-care is concerned with the following three concepts.
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Table 5.7 Indicators of strengths and difficulties

in the self-care skills dimension

Level of functioning Area of need Level of functioning

Strengths Difficulties

Positive self-care, emotional

and communication skills

unfolding in sequence of

competencies leading to

increasing independence

within child’s capacity

Developing a capacity for

independent living skills

Poor self-care skills, uneven

pattern of development of

emotional and communication

skills so that the child fails to

achieve independence given

their capacity

Positive capacity to

problem-solve in family,

school and community

Developing a capacity to

problem-solve in family

and community contexts

Failure to problem-solve in

family, school or community;

child helpless or

over-confident

Appreciates contexts of

danger and risk, realistic

sense of safety and an ability

to keep self safe, capacity for

exploration

Appreciation of risks and

safety

Failure to appreciate risks,

over-anxious or puts self in

danger



DEVELOPING A CAPACITY FOR INDEPENDENT LIVING SKILLS

Strengths are indicated when a child or young person demonstrates having
acquired competence in practical self-care skills, emotional literacy and compe-
tence in communicating with others which is enabling them to develop
autonomy and independence in line with their age and stage of development.

Difficulties are evidenced when children are not able to care for themselves
and are not developing the self-care skills at the level to be expected for their
age and stage of development or who are more self-sufficient than normally
expected.

DEVELOPING A CAPACITY TO PROBLEM-SOLVE IN FAMILY AND
COMMUNITY CONTEXTS

Children and young people have to learn to problem-solve, deal with difficul-
ties and with the unexpected, including crises in school and in family life on a
daily basis.

Strengths are indicated if a child shows resilience in coping with stressful
events; this may give an indication of their capacity for self-care with strengths
being demonstrated by a positive capacity to problem-solve in a variety of
contexts.

Difficulties, on the other hand, are often shown by a failure to
problem-solve, or a child or young person is helpless, overwhelmed or perhaps
over-confident in one or more settings.

APPRECIATION OF RISKS AND SAFETY

An important aspect of self-care is a child or young person being able to recog-
nize the need to keep oneself safe, gradually acquiring an appreciation of risks
in the various social contexts they encounter, e.g. family, peer group, school and
wider community.

Strengths are often shown by a child or young person being able to take
appropriate care, being aware of stranger danger, knowing how to behave
when both within and outside the family. This includes an appreciation of
contexts which present danger and risks and having a realistic sense of safety
and a capacity to explore and know how to keep themselves safe in new or
potentially difficult social contexts.

Difficulties in this area include when children or young people fail to appre-
ciate risks or when they demonstrate undue or excessive anxiety about any
appropriate degree of exploration, or alternatively when children are putting
themselves in contexts of danger.

Parenting capacity domain
In this section, the parenting capacity domain is examined in a similar way by
defining and operationalizing strengths and difficulties for each of the dimen-
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sions of parenting capacity, which involves the provision of basic care, ensuring
safety, emotional warmth, stimulation, guidance and boundaries and stability by the
parent(s) or carer(s) of the child.

Basic care
Indicators of strengths and difficulties in the basic care dimension of parenting
capacity are listed in Table 5.8.

Table 5.8 Indicators of strengths and difficulties

in the basic care dimension

Strengths Parenting capacity Difficulties

Parents work well together

to provide adequate,

reasonably organized,

effective basic care

Parents’ capacity to

provide effective basic

care

Parents fail to provide

adequate basic care, parents

divided and provide

ineffective, inadequately

organized basic care

Parents reasonably adaptable

to child’s changing needs,

basic care consistent over

time

Adaptability to changing

needs and consistency of

basic care over time

Parents fail to adapt to child’s

changing needs; basic care

inconsistent over time

Parents able to place

appropriate reliance and

support from extended family

and community agencies to

provide basic care

Parents’ ability to use

extended family and

community resources to

provide basic care

Parents place undue reliance

of family and community or

unable to use family or

community resources to

enable them to provide basic

care

Basic care looks at three main concepts.

PARENTS’ CAPACITY TO PROVIDE EFFECTIVE BASIC CARE

The complexity of the parenting tasks involved in providing basic care depends
on the nature of the particular child’s needs, the number of children and the
context in which the family is living. The challenges are particularly great when
there are the major changes and disruptions associated with living in a context
of family violence. The capacity of the parents to work together to provide
basic care, or of a lone parent to work with appropriate family members or
external assistance when required, is key to being able to respond to a child’s
needs. As children grow older, organization of the family’s arrangements
becomes more complex because there are different demands to ensure chil-
dren’s basic care is adequately provided for and that their health and care needs
are appropriately organized and managed by parents.
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Strengths are represented when good basic care is provided by parents
working well together to provide adequate effective care. When an individual
parent is caring alone, strengths are reflected in their being able to manage the
complex tasks associated with ensuring that the basic care needs of children are
being met single-handed or eliciting the help of others when required.

Difficulties are represented when parents fail to provide adequate basic care
in terms of providing food, regular meals, adequate clothing, care over
washing, dressing, managing hygiene, ensuring children receive necessary
medical care and so on. The delivery of basic care may be inconsistent, chaotic,
disrupted or dominated by arguments or attention to the adults’ needs or there
may be ineffective management of the children’s activities, for example, in
relation to self-care and social presentation. Parents may have extensive or per-
sistent battles with children about basic care activities such as dressing,
washing and behaviour at mealtimes or a child may be expected to care for
themselves or care for others in the family, including their parents, in a way not
appropriate to their age and stage of development.

ADAPTABILITY TO CHANGING NEEDS AND CONSISTENCY OF BASIC
CARE OVER TIME

Parents need to be able to maintain the organization of family arrangements
and provide basic care with a reasonable degree of consistency while adapting
to the changing needs of children at different ages and stages of development
and the specific needs of each individual child.

Strengths: positive features include evidence of parents having a reasonable
ability to meet children’s changing needs and provide consistent care at differ-
ent phases of their development.

Difficulties are represented when parents fail to adapt to the changing needs
of children. The parenting that might be appropriate for the care of an infant
will not meet the needs of that same child moving through school age or into
adolescence. There may therefore be an inconsistency in the quality of the
parenting provided, with phases of reasonable basic care and adaptability to
changing needs and phases where there are significant failures in parenting.

PARENTS’ ABILITY TO USE EXTENDED FAMILY AND COMMUNITY
RESOURCES TO PROVIDE BASIC CARE

Parents need to be able to use the extended family, when it is a potential source
of support, to help provide basic care if required. When parents are separated,
the capacity of parents to work together despite separation is an important
aspect of parenting to assess. The use of extended family and community
agencies is often key for parents to be able to maintain adequate basic care,
especially if they have difficulties of their own such as mental health or sub-
stance misuse problems, episodes of conflict or domestic violence or other
forms of disruption.
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Strengths are represented when parents are able to place appropriate reliance
and support in providing basic care from extended family and community
agencies.

Difficulties include when parents place undue reliance on family or commu-
nity agencies to provide basic care, or fail to use separated parent figures or
family members or community agencies in time of considerable need.

Ensuring safety
Indicators of strengths and difficulties in the ensuring safety dimension of
parenting capacity are listed in Table 5.9.

Ensuring safety is operationalized to include the following four concepts.

ESTABLISHMENT OF SECURE ATTACHMENTS

The establishment of secure attachments is a key factor in safety. Ensuring
safety relies on the core attachment relationships established between children
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Table 5.9 Indicators of strengths and difficulties

in the ensuring safety dimension

Strengths Parenting capacity Difficulties

Parents provide positive

caregiving responses to

care-seeking behaviour by

child, evidence of

establishment of secure

attachments

Establishment of secure

attachments

Unresponsive caregiving by

parents or rejection of

care-seeking behaviour by

child, evidence of insecure or

disorganized attachments

Parents have reasonable

expectations of child in

respect of protection and

ensuring safety, appropriate

handling, reliable caregiving

and protection

Parents’ expectations of

children and handling of

protection issues

Parents have inappropriate

expectations in relation to

protection and safety of

child, unreliable, fragmented

caregiving and handling of

protection issues

Parents ensure adequate care

and safety for children in

home and environment

Provision of safety in the

home and in the

environment (relative to

risks and developmental

stage)

Parents fail to protect

children from hazards in the

home and environment

Parents protect children from

individuals who present a

risk to them

Protection from

individuals who present a

risk to children

Parents fail to protect

children from individual(s)

who present a risk to them in

the home environment or

elsewhere



and parents and other appropriate family members. In families where parents
have fostered the development of secure attachment relationships and children
are securely attached to their parents, the family provides a secure base from
which the children can explore, checking back and returning when in need of
proximity, keeping safe or reassurance about whether the situation is safe.
Parents therefore need to maintain an appropriate level of closeness and
distance between themselves and their children in order to maintain the basic
safety of the growing child.

Strengths are demonstrated by a child growing up in a context where their
parents and other carers provide positive caregiving responses to their
care-seeking behaviour and with whom they have established secure attach-
ments. Parents need to ensure these are reinforced and developed with a
network of attachment figures both within and outside the family over time.
Parents need to provide children with a consistent place of safety and the
expectation that their care-seeking needs will be reliably met.

Difficulties occur when parents or carers demonstrate unresponsive
caregiving and/or reject care-seeking behaviour by their children. There is a
spectrum of more insecure attachments including patterns of clinging or
ambivalent care-seeking behaviour by the child, which are associated with
unpredictable or inconsistent parenting, or avoidant behaviour, which develops
as a result of rejecting and punitive responses to care-seeking. More disorga-
nized attachment patterns emerge in the context of disrupted care or abuse by
the child’s caregiver. In this way, a network of insecure or disorganized attach-
ments can result in the creation of a context of danger and risk for the child(ren)
instead of providing safety.

PARENTS’ EXPECTATIONS OF CHILDREN AND HANDLING OF
PROTECTION ISSUES

Parents need to adapt the ways they handle protection issues and establish safe
boundaries and their expectations of children in response to their growing
capacity to care for themselves. They need to adapt. How parents handle their
own protection and keeping themselves safe and setting boundaries for them-
selves and their behaviour is also an important factor, as this provides a model
for children in developing an adequate sense of safety and self-management.

Strengths are represented when parents have reasonable expectations of a
child in terms of the degree of dependence or independence they develop at
different ages and stages of development. When parents are reliable and
provide appropriate caregiving and protection and are generally ‘there’ for the
child, it helps to create a context of safety for the child and a model for their
own developing capacity to keep themselves safe.

Difficulties are evident in contexts where parents or carers have inappropri-
ate expectations such as, for example, when children are expected to be inap-
propriately adult and self-caring or are not encouraged to take responsibility
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for themselves, which can lead to the child failing to develop an appropriate
model of self-safety. When care is unreliable, fragmented or the parents’
caregiving and handling of their children is rejecting or negative, then a
context of both physical and emotional danger exists for the child.

PROVISION OF SAFETY IN THE HOME AND IN THE ENVIRONMENT

Awareness and consciousness about the need to make sure the home is safe for
the child and that they are not at risk in the wider environment is an important
component of appropriate parenting.

Strengths are represented when parents take steps to ensure the child is safe
in the home. Parents and carers demonstrate a constant and continuing aware-
ness of the risks presented to the child and in the wider environment protect
them from and prepare them for areas of danger.

Difficulties are indicated when parents ignore or fail to recognize hazards
and fail to protect children as a result and do not ensure the child is safe in the
wider environment and do not teach the child to recognize risks and potential
areas of danger to them.

PROTECTION FROM INDIVIDUALS WHO PRESENT A RISK TO CHILDREN

It is important that parents protect children from individuals who represent a
risk to them both inside and outside the home, including, where relevant,
former or current partners.

Strengths are evident when the child is not exposed to individuals who
present a risk to them because parents or carers are able to recognize concerns
about the dangers represented by potentially dangerous individuals or groups
and provide an appropriate degree of protection both inside the family and in
the wider social context so that the child is not put at risk of harm.

Difficulties in this area of parenting are often indicated by the presence in
the family of individuals who present a significant degree of risk to the child or
when parents fail to take note of or respond to concerns raised by children or by
those outside the family. This often includes parents failing to draw attention to
the presence of such individuals to the relevant authorities. In families who are
living in a climate of violence, this may include parents having frequent and
brief liaisons, partnerships which are made despite concerns about the risk that
particular individuals pose. Parents may also ignore worries raised by children
and others about individuals caring for the child at home or in the family. If
children are exposed to their parents having multiple partners or if their parents
have confused gender identity, or if the child is abused by being used as a sexual
partner or if they come to associate sexuality with violence, they may become
confused about sexual roles and relationships.
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Emotional warmth
Indicators of strengths and difficulties in the emotional warmth dimension of
parenting capacity are listed in Table 5.10.

Emotional warmth looks at a number of areas including the following.

PARENTAL CONSISTENCY, RESPONSIVENESS, EMPATHY AND
UNDERSTANDING OF CHILDREN’S VARYING EMOTIONAL STATES

A key component of emotional warmth is concerned with how parents express
feelings towards children and their capacity to respond appropriately to
varying emotional states shown by children. It is important they are able to
provide emotional consistency and that they are receptive and responsive to the
child’s feelings and are able to show empathy and understanding of children’s
emotional needs at different ages and stages of development.

Strengths are demonstrated when there is evidence of the parents showing
clarity of emotional expression, warmth and consistency towards the children.
This is usually reflected by the parents showing warmth, attunement, empathy
and understanding with a general sense of tolerance towards the children, and
parental responses being appropriate to the feeling states shown by children. If
carers reinforce and manage the child’s communicated needs effectively, this
creates a sense of internal security for the child and a positive sense of their own
identity. Containing a child’s emotional distress strengthens their expectation
that their needs will be met and this helps them to form a core identity built on
acceptance and care.

Difficulties: families growing up in a context of violence and abuse may be
characterized by a pattern of parents expressing feelings in an intense or over-
whelming or inconsistent way. This may include parental coldness, criticism,
humiliation and/or and punitiveness towards the children, or a lack of
empathy, attunement or understanding or an absence of expression of feelings.

PARENTS’ VALUING OF CHILDREN AND PARENTS’ EMOTIONAL TONE

Allied to the expression and responsiveness to feeling states of the children is
the degree of which children are valued and the general emotional tone of the
parents towards the children.

Strengths are represented when the parents have a supportive and mutually
valuing approach towards the children, a positive emotional tone and provide a
context of calmness and positive coping with parenting.

Difficulties are indicated when parental emotional responses towards the
children are attacking, rejecting, scapegoating and/or devaluing, creating a
negative chaotic, cold or panicky atmosphere related to parenting, rather than
one of calmness and coping with parenting.
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DEGREE OF PARENTAL SUPPORT, ENGAGEMENT AND PARTICIPATION
AND MANAGEMENT OF BALANCE OF DEPENDENCE AND
INDEPENDENCE

The degree of support, engagement and participation of parents in the chil-
dren’s lives and managing the balance between dependence and increasing
independence is the final aspect of emotional warmth.

Strengths are shown where there is evidence of parental support, engage-
ment and participation with their child while ensuring an appropriate balance
of dependence and independence and respect for the child.

Difficulties are shown when there is evidence that parents are either
over-involved or under-involved with their children. This may take the form of
parents being enmeshed or over-involved with and/or over-dependent on their
children with associated conflict avoidance. Alternatively there may be
evidence of parents being uninvolved with their children or exploitative,
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Table 5.10 Indicators of strengths and difficulties

in the emotional warmth dimension

Strengths Parenting capacity Difficulties

Parents express feelings

clearly and with consistency,

parental warmth, tolerance,

receptiveness, attunement,

empathy and understanding

towards children and

appropriate responses to

children’s feeling states

Parental consistency,

responsiveness, empathy

and understanding of

children’s varying

emotional states

Overwhelming or absent

expression of feelings by

parents, parents unreceptive,

cold, critical or punitive

towards children and lack of

empathy, attunement and/or

understanding, parental

inconsistency in responses to

children’s feeling states

Parents’ valuing of child,

positive emotional tone,

calmness, atmosphere warm

Parents’ valuing of

children and parents’

emotional tone

Parents attacking, rejecting,

scapegoating, devaluing,

undermining towards

children with negative

emotional tone, negative

parental emotions

predominate and atmosphere

negative, chaotic or panicky

Parents supportive towards

children, engaged and

involved, respect child,

maintain balance of

dependence and

independence

Degree of parental

support, engagement and

participation and

management of balance of

dependence and

independence

Parents unsupportive,

over-involved or

under-involved with child,

enmeshed with or ignore,

exploit, disqualify or

humiliate the child; parents

promote either

under-dependence or

over-dependence of child



disqualifying or humiliating towards them. They may require the children to be
more independent than appropriate for their age and stage of development.

Stimulation
Indicators of strengths and difficulties in the stimulation dimension of parenting
capacity are listed in Table 5.11.

Stimulation is concerned with the following four concepts.
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Table 5.11 Indicators of strengths and difficulties

in the stimulation dimension

Strengths Parenting capacity Difficulties

Parents provide stimulation,

praise and encouragement,

responsive to child’s learning

needs

Degree of parental

stimulation and praise,

encouragement and

responsiveness to child’s

learning needs

Little stimulation provided by

parents for child’s learning

and social development;

parents cold, rejecting,

undermining, critical

atmosphere, unresponsive to

child’s learning needs

Parents provide clear

communication, attentive

listening, acknowledgement

and responsiveness towards

children

Parents’ ability to

communicate with

children and listen,

acknowledge and respond

to them

Parents fail to acknowledge

or listen to child, parents

controlling, directive, stifling

towards children or ignore

them; minimal interchange

between parents and children

Parents provide challenging

tasks and activities in home

and social contexts and

support learning and social

development; parents

involved, sharing, focused,

and creative in relation to

children’s play, learning and

social activities, provide

encouragement, persistence

and continuity

Provision of opportunities

for learning and social

development and parental

participation

Parents provide few or

inappropriate opportunities

for learning and social

development in family or

social context, lack of

parental involvement, focus

or sharing in relation to

children’s play, learning or

social activities, failure to

provide encouragement or

continuity

Child well prepared and

supported for and parents

involved in educational

contexts

Preparation and support

for child for educational

contexts

Poor preparation and support

for attendance and

involvement in educational

contexts and parents not

involved



DEGREE OF PARENTAL STIMULATION AND PRAISE, ENCOURAGEMENT
AND RESPONSIVENESS TO CHILD’S LEARNING NEEDS

Strengths: parents provide a stimulating and enriching environment for the
children which is responsive to their learning needs along with encouragement,
praise and reassurance to children to help them develop their potential.

Difficulties are characterized by parents failing to provide adequate stimula-
tion for the children so that there is an impoverished environment for their
intellectual and social development. Parents may be critical, cold, rejecting and
undermining towards the children and unresponsive towards the children’s
learning needs.

PARENTS’ ABILITY TO COMMUNICATE WITH CHILDREN AND LISTEN,
ACKNOWLEDGE AND RESPOND TO THEM

Children’s educational and social development is enhanced if parents are able
to communicate effectively and take part in conversations with their children
and children are not excluded or ignored.

Strengths: parents having skills in communicating clearly, and being able to
share and pursue a topic of conversation with the children. They can also
acknowledge and listen carefully to children when they talk and respond
appropriately.

Difficulties include when parents are over-controlling or directive in their
communications with children, or when they fail to listen to them or stifle or
ignore their communications or when there is minimal interchange.

PROVISION OF OPPORTUNITIES FOR LEARNING AND SOCIAL
DEVELOPMENT AND PARENTAL PARTICIPATION

Children’s development is likely to be enhanced when parents ensure that they
have access to a range of activities which help them develop their knowledge
and skills at an appropriate level for their age and stage of development.

Strengths: parents are able to provide adequate opportunities and experi-
ences for learning and social development in different social contexts which
reflect appropriate expectations of achievement by their children. This is often
achieved by parents creating learning and social opportunities and then partici-
pating in activities together where children learn to share, focus and maintain
their involvement in an activity or interest, including creative play.

Difficulties may be indicated when parents may provide few appropriate
learning or social opportunities for the children and little encouragement or
support for the child in relation to their involvement and achievement in
schools and other educational contexts. Parents may fail to expect children to
achieve, disrupt or abandon tasks relating to learning and social development
or fail to participate in social and learning opportunities with the children
when appropriate.
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PREPARATION AND SUPPORT FOR CHILD FOR EDUCATIONAL
CONTEXTS

It is well established that careful preparation of a child for their nursery, school
and other educational contexts has a significant impact on the child’s educa-
tional achievement.

Strengths are reflected if parents take care to provide opportunities for
learning and social development as the child grows in ways which prepare
them for the different educational contexts they are going to encounter. This
includes parents providing structure and support for school work, having
expectations of the child achieving at school which helps them maximize their
potential and helping them find a balance between the demands of school, rela-
tionship with peers and family life.

Difficulties may be indicated when parents fail to provide adequate support
for children’s learning and social development, have low expectations for their
children’s achievement or do not help them with managing their school work
and balance their friendships, their school commitments and involvement in
family life.

This may be particularly important when children have special educational
needs which are unrecognized by parents or where they reject concerns about
the child’s progress. In some cases, parents may perceive children as having far
greater difficulties than they in fact have, so that an increasingly negative view
of the child may develop over time. Parents may demand more special attention
from services than required or fail to provide enough support with education so
the young person may reject the idea he or she has special needs, disrupt
attempts to support them or reject the learning context altogether. Clearly this
can lead to a child or young person failing to achieve their potential with the
parents having contributed to failing to address their special needs.

Guidance and boundaries
Indicators of strengths and difficulties in the guidance and boundaries dimension
of parenting capacity are listed in Table 5.12.

Guidance and boundaries focuses on four main areas.

GUIDANCE AND BEHAVIOURAL MANAGEMENT

Strengths are indicated when appropriate parental guidance and behavioural
management of the child can be observed and parental expectations of the child
are realistic and there is appropriate use of rewards and sanctions.

Difficulties are present when oppressive behavioural control by parents can
be observed. Parents may show excessively punitive response towards their
children or have inappropriate expectations of them. Alternatively behavioural
management by parents may be absent or inconsistent.
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HELPING CHILDREN MANAGE FRUSTRATION

A key aspect of guidance and boundaries is how parents manage the children’s
response to frustration. This includes tantrum behaviour in younger children
and forceful, aggressive, demanding responses or a significant degree of
distress in children and young people at later stages.

Strengths are indicated by parenting which helps children manage or be dis-
tracted away from frustration represents a strength. Parents will be observed
containing and managing children’s frustration with calmness and finding
appropriate ways of providing reassurance.

Difficulties are often evidenced by parents showing intolerance of chil-
dren’s frustration and reinforcing their children’s negative states through anger,
rejection or inappropriate levels of ignoring them.

CLARITY AND FLEXIBILITY OF BOUNDARIES, RULES AND EXPECTATIONS

Strengths are evident when parents provide flexible boundaries while maintain-
ing structures and reasonable expectations for their children. Parents maintain a
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Table 5.12 Indicators of strengths and difficulties

in the guidance and boundaries dimension

Strengths Parenting capacity Difficulties

Parents provide positive and

reflective guidance and

behavioural management and

adequate care, realistic

expectations of children,

appropriate use of reward

and sanctions

Guidance and behavioural

management

Absent or oppressive parental

guidance and behavioural

control, unrealistic

expectations of children,

inappropriate, punitiveness

and use of sanctions and

rewards

Parents help child to manage

or distract child from

frustration

Helping children manage

frustration

Parental intolerance or

reinforcement of frustration

or negative states in child

Parents provide flexible

boundaries and rules, parents

maintain structures and adult

and child distinction

Clarity and flexibility of

boundaries, rules and

expectations

Parents set rigid boundaries,

lack of boundaries or rules,

over-protection or child

expected to care for parent

Parents manage

decision-making

collaboratively in relation to

providing guidance and

boundaries for children,

oppositional behaviours

managed without undue

conflict with child

Management of conflict

and oppositional

behaviour

Parental provision of

guidance and boundaries

marked by frequent futile

arguments with child, failure

to resolve conflicts with or

manage oppositional

behaviour by child



clear distinction between adults and children, with children being encouraged
to take increasing amounts of responsibility without having to take on inappro-
priate responsibilities.

Difficulties are indicated when parents set rigid boundaries and are inflexi-
ble and unresponsive to children’s needs. This is often marked by their inability
to perceive, understand and manage a child’s areas of frustration and behaviour,
so that their responses as parents are punitive and rejecting, which then
increases the level of the child’s difficulties. Alternatively, in situations where
children and parents are functioning at a similar level, or where the child is
expected to take on a parental role, parents often find it extremely difficult to
provide appropriate guidance, and boundaries are often unclear or absent.
Parents may give children powerful parental roles and fail to provide manage-
ment of the children’s behaviour or assistance in managing frustrations so that
the children fail to develop an appropriate capacity to manage anger and
frustration.

MANAGEMENT OF CONFLICT AND OPPOSITIONAL BEHAVIOUR

Strengths are evident in families where guidance and boundaries have been
managed adequately, parents help children to manage conflicts appropriately
and decision-making is made collaboratively and on the basis of considering
the needs of all family members.

Difficulties: in family contexts where there are considerable difficulties,
there are frequent, futile arguments between parents and children. Parents may
fail to resolve conflicts with children or to make decisions collaboratively and
often an atmosphere of considerable discomfort and unhappiness is
maintained.

Stability
Indicators of strengths and difficulties in the stability dimension of parenting
capacity are listed in Table 5.13.

Stability is to do with five main concepts.

DEGREE OF STABILITY OF PARENTING DURING DEVELOPMENTAL AND
FAMILY LIFE CYCLE

Strengths: in families where there is a reasonable degree of strength, there is
evidence that the parenting has been reasonably stable over the family life cycle
and that the parenting provided has remained appropriately focused on provid-
ing stability for the children even during times of stress and during potentially
destabilizing events.

Difficulties are represented by family contexts where there are significant
imbalances or distortions within the parenting partnership and a network of
disrupted, unstable relationships. The family structure may transient so that
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there are frequent disruptions in parenting, partnerships are unsustained, and
there may be high levels of enmeshment, hostility and an absence of warmth
inside and outside the family.

MAINTAINING CONTACT WITH KNOWN FAMILY MEMBERS

Strengths: where there are strengths, even though there may be family break-
down, nonetheless parents work together to ensure that consistent and
adequate contact is maintained with significant family members to enable the
children to sustain their attachments.

Difficulties occur when children experience significant separation and iso-
lation from parent figures. Parents may have had a number of partners with
whom there is no ongoing contact or support. Relationships may have been
disrupted and parents have not maintained contact for the children with key
family members.
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Table 5.13 Indicators of strengths and difficulties

in the stability dimension

Strengths Parenting capacity Difficulties

Parents ensure stability

provided during development

Degree of stability of

parenting during

developmental and family

life cycle

Transient family structure,

disruption, no adaptation to

changes in family and social

contexts

Parents maintain appropriate

contact with key members

despite separation

Maintaining contact with

known family members

Isolation of parents and

children, contacts not

sustained, or distorted

Parents maintain stable

network of parents and

parent substitutes for children

Stability of a network of

important figures

Unstable network of parents

and parent substitutes

Parents help child to develop

social responsibility and a

sense of their identity in

family, cultural and social

contexts

Developing child’s sense

of social responsibility

and family, cultural and

social identity

Parents expect child to be

inappropriately adult or treat

them as much younger child,

parents fail to help their child

to develop sense of their

identity in family, cultural

and social contexts

Parents maintain consistency

and stability in the face of

significantly stressful and

potentially destabilizing

events

Managing stability in the

face of adversity and

major family changes

Children exposed to

variations of parental

involvement and disruption

in the face of stressful and

destabilizing events



STABILITY OF A NETWORK OF IMPORTANT FIGURES

This aspect of stability involves parents providing a context in which children
can develop secure attachments through being able to rely on the presence of
attachment figures who provide attuned, responsive and sensitive caregiving
over time.

Strengths: parents ensure that they and other attachment figures for the child
are available to the child and provide consistent caregiving over time, even
when there are separations or changes in significant adults caring for the child,
so that the child has access to a stable network of parents and parent substitutes.

Difficulties: are represented by contexts where there is instability as far as
parents and parent substitutes are concerned and children have no network of
stable figures on whom they can rely. Parents may not ensure that the child’s
relationship with key attachment figures is maintained or that they provide
attuned and responsive caregiving when the child is with them.

DEVELOPING CHILD’S SENSE OF SOCIAL RESPONSIBILITY AND FAMILY,
CULTURAL AND SOCIAL IDENTITY

Strengths: stability ensures that children are helped to develop a sense of social
responsibility and are made aware of and helped to feel connected with family,
cultural and social contexts as one aspect of a positive sense of their own
identity.

Difficulties: in unstable contexts, parents may not ensure appropriate con-
nection with the wider family, or social and cultural contexts so that stability is
not provided either from within or outside the family. Parents may expect a
child to be inappropriately adult, or to remain in an over-dependent role so that
they do not develop a sense of social responsibility or involvement in their
family, cultural and social contexts.

MANAGING STABILITY IN THE FACE OF ADVERSITY AND MAJOR FAMILY
CHANGES

Strengths: it is characteristic of families where there are strengths that parents can
manage to maintain a stable life for children in the face of adversity of major
social change, stressful and potentially destabilizing events. This means that
despite events in the parents’ own lives or in the family social environment,
parenting arrangements are maintained with consistency.

Difficulties: considerable difficulties occur when there is extreme variation
in parental involvement with children and/or disruption in the face of major
stressful and destabilizing events. This may occur as a result of individual
parental mental health or other problems, or because of disruptions within the
family and social context and environment.
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Family and environmental factors domain

Family history and family functioning
In this section strengths and difficulties are defined and operationalized for
each of the dimensions in the family and environmental factors domain in turn,
i.e. family history and family functioning, wider family, housing, employment, income,
family’s social integration and community resources. Indicators of strengths and diffi-
culties in the family history and family functioning dimension of family and envi-
ronmental factors are listed in Table 5.14.

Table 5.14 Indicators of strengths and difficulties

in the family history and family functioning dimension

Strengths Family history and

functioning

Difficulties

Stable household, maintenance

of significant relationships

despite separation and change,

family and social support

Stability of the household Unstable changing household,

relationships disrupted, not

maintained or destabilized by

extended family and social

context

Stable childhood and

protected from major losses or

disruption; traumatic events

processed, so autonomous

functioning achieved

Parents’ childhood Unstable family environment

in childhood; exposure to

violence, abuse, rejection, loss,

illness; traumatic events

unprocessed and attachments

dismissive or preoccupied or

entangled

Recognition and

acknowledgement of

significant past events,

relationships and

circumstances and appropriate

‘coming to terms’ with

traumatic or distressing

experiences

Impact of family history Unresolved past significant

events, relationships or

circumstances having major

impact on current individual

emotional states and family

functioning

Adequate functioning,

reasonable health,

acknowledgement and

management of physical and

mental illness or impairments,

or personality difficulties,

appropriate management of

drugs and alcohol

Individual functioning of

the parents during

development and currently,

physical and mental health,

management of

impairments, personality

difficulties, criminality,

substance misuse

Negative functioning with

regard to physical and mental

health, impairments and

disability, personality

problems, criminal activities,

substance misuse

Family members use

appropriate treatment;

community support is used

Family’s use of treatment

and community support

Family members fail to engage

in treatment and social support

or reject appropriate services

ASSESSING STRENGTHS AND RISKS WITH CHILDREN AND THEIR FAMILIES / 181



Table 15.4 cont.

Strengths Family history and

functioning

Difficulties

Couple supportive, respectful,

confiding, balance of

assertiveness and ability to

compromise

Couple relationship Couple isolated, unsupportive,

unconfiding, unbalanced,

dominant or submissive

pattern, destructive, at war

Violent partner ceases

domestic violence,

acknowledges responsibility,

aware of consequences for

partner and children;

collaborative, sharing,

motivation to change

Domestic violence issues Violent partner denies or

legitimizes violence, continues

to be violent, fails to take

responsibility or blames

victim, impact on children

ignored, uncollaborative,

resistance to intervention

Reasonably flexible yet stable

family organization meeting

individual needs and adaptable

to changing circumstances and

life cycle stages

Family organization to

meet family members’ basic

needs and respond to

changing needs and

stressful events over life

cycle

Family rigid, chaotic,

disrupted by stress, minimal

adaptation to changing

individual needs, inconsistent

provision of care for family

members

Family members have

reasonable strengths in ability

to communicate, listen and

respond to each other, to

express and respond to

feelings appropriately, to

maintain positive family

alliances and a sense of

individual and family identity

over time

Nature and stability of

family functioning

Family members have

considerable difficulties in

communicating clearly and

listening to one another and

responding appropriately and

expressing and responding to

emotions positively; family

alliances divide or disempower

some family members,

negative sense of individual

and famiy identity

Family history and family functioning is a key area and there are a number of factors
that can have a major impact on family life and relationships. Family history and
family functioning has been operationalized in the following elements.

STABILITY OF THE HOUSEHOLD

This element looks at the way in which significant relationships have been
managed in the household, despite separation and change.

Strengths in this area are represented by the maintenance by a stable house-
hold and are associated with stability of parenting. If there have been separa-
tions or changes, significant relationships have been maintained and adequate
support provided to the family members despite separation.
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Difficulties arise when there is considerable instability and disruptions are
such that close relationships, including children’s relationships with significant
attachment figures, are not maintained, or the household has been destabilized.

PARENTS’ CHILDHOOD

The degree of stability and protection the parents had as children in their own
development, and the range of adverse experiences they suffered including
exposure to violence and abuse and loss and the way they relate to past experi-
ences can affect their current functioning.

Strengths are represented by the parents having experienced stability in their
own childhoods, where they were reasonably protected from major loss or dis-
ruption. If traumatic events occurred in their childhood, it is a protective factor
if the parents have been able to process them and can describe them using the
language of the adult adverse experiences in their childhood with a coherent
narrative with congruent emotions linked with those experiences. This is
linked to parents having a reasonable degree of autonomous functioning where
they are neither preoccupied by nor dismissive about their childhood experi-
ences.

Difficulties are associated with the parents’ childhood having been
unstable, especially when they have grown up in a family environment where
they were exposed to violence, abuse, rejection and illness. It is of concern
when it is clear that these experiences have not been adequately dealt with and
remain unprocessed in the form of either dismissive attitudes to experiences or
when it is evident that the parent remains preoccupied about or entangled with
his or her past or idealizes of what may be seen to have been highly stressful.

IMPACT OF FAMILY HISTORY

It is then important to identify whether and how significant events, circum-
stances and relationships are affecting the current functioning and relation-
ships of family members.

Strengths are indicated when parents recognize and acknowledge the role of
significant past events and relationships. They have been able to come to terms
with adverse past experiences in an appropriate way and there is evidence that
such events are not influencing their current individual functioning, including
their mental and physical heath, and their relationships with others in the
family and in terms of their capacities to parent adequately.

Difficulties are indicated when parents have been unable to resolve signifi-
cant events in an emotional sense and it is evident that difficult relationships or
circumstances continue to have a major impact on the parents’ current physical
or mental health and/or emotional state, their capacity to parent and on family
functioning.
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INDIVIDUAL FUNCTIONING OF THE PARENTS

It is important to assess the individual functioning of the parents, including
physical and mental illness, impairments or disability, personality difficulties or
involvement with antisocial activities. It is important to know what sort of
treatment and community support each individual has had, both in the past and
currently, including hospitalization and periods in prison and how they have
responded to it.

Strengths are reflected when individuals are able to function adequately in
their different roles inside and outside the family. Where individuals have
physical or mental health difficulties, they acknowledge and manage them and
use and cooperate with appropriate treatment and community support.

Difficulties in this area are indicated when parents’ physical or mental
health problems are impacting on their current functioning, including their
capacity to parent. This may also involve parents having personality problems,
or major problems with substance misuse, both drugs and alcohol, and addic-
tion problems. Parents may have difficulty in adapting to physical or mental
health problems or impairments or be disabled in ways that affect their capacity
to parent. They may be reluctant to cooperate with appropriate treatment pro-
vision or to use support within their family or the local community.

COUPLE RELATIONSHIP

Where there are two adults in a family, it can be helpful to assess the couple rela-
tionship in terms of the balance of support, respect, the pattern of dominance
and submission in relationships and whether the couple can confide in each
other.

Strengths: when relationships are supportive, confiding, and appropriately
respectful with a balance of assertiveness and compromise, children’s welfare is
likely to be enhanced. Where one or other parent has significant personal diffi-
culties, a strong couple relationship can serve to neutralize the potential impact
on the children and therefore protect them. Even when one of the couple has
significant difficulties with parenting, their partner can provide sometimes
important support for their individual development in ways which help them
develop their parenting skills.

Difficulties are represented when the couple are isolated from each other
and fail to acknowledge, confide in or support each other. This includes failing
to acknowledge their responsibility to work together as parents in the best
interests of the children, even when they may have difficulties as a couple,
whether living together or separately. The relationship may be unbalanced
with one person being markedly dominant and the other submissive. There
may be high levels of destructiveness with a couple being at war and in major
conflict about issues such as contact or roles. These factors can have a highly
deleterious effect on the capacity to provide adequate parenting.
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DOMESTIC VIOLENCE ISSUES

It is important to look carefully at any issues of domestic violence, and the way in
which such issues are dealt with in the family as a potentially key factor affecting
the parents’ response to their children’s needs. Domestic violence is a factor often
associated with other family and environmental factors, such as individual mental
health issues and negative attitudes from the families of origin.

Strengths: where violence has occurred, it is sign of strength when the perpe-
trator stops being violent, acknowledges appropriate responsibility for the
violence and is aware of the consequences for their partner and for their
children and is motivated to change. The welfare of the children is more likely
to be protected when the couple accept the importance of ensuring the safety of
the children, are able to be collaborative and are ready to be involved in appro-
priate therapeutic programmes.

Difficulties: where there are difficulties the violent partner often legitimizes
the violence, justifies, denies or minimizes the extensiveness of the violence.
They may fail to cease being violent, blame the victim, fail to take responsibility
themselves and ignore the impact on children. They are likely to resist interven-
tion and fail to be collaborative with families and professionals, thus creating
contexts of danger and anxiety.

FAMILY ORGANIZATION TO MEET FAMILY MEMBERS’ BASIC NEEDS AND
RESPOND TO CHANGING NEEDS AND STRESSFUL EVENTS OVER LIFE
CYCLE

The family as a system also has to be sufficiently flexible to adapt to the
changing needs of family members and the different family life cycle stages
over time. This involves the way the family is organized to meet the needs of
family members and whether they can respond effectively to any challenging
or stressful events they encounter.

Strengths: in family contexts where there are adequate strengths, reasonable
family functioning and stability is maintained despite disruptive events. Family
functioning and relationships are such that even if an illness, major difficulty or
life event arises, there are adequate family and other resources available to cope.

Difficulties: where there are difficulties, it is evident that the family func-
tioning is overwhelmed and disorganized by major events resulting in a chaotic
and disrupted family environment.

NATURE AND STABILITY OF FAMILY FUNCTIONING

To meet the changing needs of children and young people through their devel-
opment family functioning needs to be at an optimal level in terms of the alli-
ances between parents and between parents and children, the capacity for com-
munication and emotional responsiveness and the ability to manage closeness
and distance between family members. These aspects of family functioning are
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central to the parents being able to get their own emotional and other needs
met and respond to the needs of their children.

Strengths: when there are strengths, the key aspects of family functioning are
well managed including boundaries and closeness and distance between family
members, communication and emotional responsiveness so that the changing
needs of children are met throughout their development.

Difficulties: where there are difficulties, family functioning is rigid or
chaotic and the family is disorganized and disrupted by stress. There are usually
significant difficulties in aspects of family relationships such the alliance
between the parents, parent–child relationships and the way talking and listen-
ing and feelings are handled. This may mean that parenting cannot be provided
on a consistent basis and there is not enough flexibility to enable the parents to
adequately respond to the changing needs of the children.

Wider family
Indicators of strengths and difficulties in the wider family dimension of family
and environmental factors are listed in Table 5.15.

RELATIONSHIP WITH THE WIDER FAMILY

Supportive family members in the wider family can provide a major protective
factor in families living with violence. The involvement of unsupportive family
members may add to the difficulties for both parents and children and in some
cases raise the level of concern about the safety of the children. It is therefore
important to understand how far the family is connected to their wider family
and whether the adults in the family can take appropriate responsibility for
maintaining and managing those relationships.
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Table 5.15 Indicators of strengths and difficulties

in the wider family dimension

Strengths Wider family Difficulties

Network of supportive family

members; support available

when needed with disability,

illness and times of stress;

caregiving provided and

practical and emotional

support

Relationship with the

wider family

Wider family intrusive,

over-involved, abandoning or

ineffective; failure to provide

caregiving or practical or

emotional support when

needed with disability, illness

or times of stress

Protection from individuals

presenting risks to family

members provided

Protection of family

members from individuals

who present a risk to

them

Failure to protect from

individuals who present risks

to family members



Strengths: families with strengths in this area have a network of supportive
family members in their wider family who provide help and assistance espe-
cially in times of stress. Family members, including children, are also protected
by the wider family from individuals or potential partners who might represent
a risk to them.

Difficulties: in families with difficulties, members of the wider family may
be intrusive and over-involved or, alternatively, they may be hostile, critical or
disengaged. They may fail to caregive when the need arises or to offer emo-
tional support or practical assistance in times of crisis. The adults may also fail
to protect the children from individuals and potential partners who present a
risk to them.

There is then a set of issues to do with the supportive infrastructure sur-
rounding the family concerned with housing, employment and income which
may interfere with the child’s needs for care or contact and ensuring adequate
substitute arrangements.

Housing
Indicators of strengths and difficulties in the housing dimension of family and
environmental factors are listed in Table 5.16.

Housing includes looking at the availability, quality, maintenance and consis-
tency of housing available.

Strengths: with housing it is clearly beneficial for all family members, espe-
cially children, when there is stable, suitably maintained housing appropriately
adapted to the family and individual children’s needs, particularly if there is
disability.

Difficulties are present when housing is temporary, poorly maintained or
not adequately adapted to the children’s specific needs, for example, if there is a
large sibling group or if any of the children have a disability, this can signifi-
cantly increase the difficulties for parents trying to bring up their children.
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Table 5.16 Indicators of strengths and difficulties

in the housing dimension

Strengths Housing Difficulties

Stable housing availability,

suitable for needs of child

and other family members,

maintained by owner or

family, child and parent

friendly, adapted for

disability

Availability, quality,

maintenance and

adaptations

Unstable housing

circumstances, unsuitable for

needs of child and other

family members, poorly

maintained by owner or

family, poorly adapted for

children and/or disability



Employment
Indicators of strengths and difficulties in the employment dimension of family
and environmental factors are listed in Table 5.17.

Table 5.17 Indicators of strengths and difficulties

in the employment dimension

Strengths Employment Difficulties

Work available, working

patterns consistent with

supporting family life and

providing adequate consistent

care

Nature and pattern of

work

Inconsistency of work

availability, unpredictability

of working patterns, work

patterns fail to support and

provide for family life

Balance between work hours

or pattern and child’s needs

for care or contact and

substitute care arrangements

adequate

Balance of work and

parenting

Hours or work pattern

undermines family life, or

interferes with child’s needs

for care or contact and

substitute care arrangements

inadequate

Unemployment managed in

way which does not

undermine family life

Issues associated with

unemployment

Unemployment disrupts and

undermines family life

Work undertaken by young

people or associated

responsibilities appropriate

Child’s experience of

work

Undue pressure on children

and young people to work or

take responsibility for care

due to parents’ work patterns

Issues of employment are central including the nature and pattern of the adult’s
work and how they balance work with parenting, the child’s experience of
their parents being at work and how this impacts on income and the use of
available resources.

Strengths: there are strengths in this area when working patterns are consis-
tent with supporting family life and providing adequate care for the children. It
helps when there is reasonable balance between children’s and parents’ needs,
in terms of work arrangements, and the parents’ work patterns do not result in
undue responsibility being placed on the children to care for themselves or
each other. It is also a strength when periods of unemployment do not under-
mine family life.

Difficulties: in families with employment difficulties, unpredictable work
patterns, long or unreasonable work hours or unemployment disrupts family
life and undermines the parents’ ability to care effectively for the children.
Children may be left to care for themselves while their parents are at work or be
required to care for younger siblings on their own.
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Income
Indicators of strengths and difficulties in the income dimension of family and
environmental factors are listed in Table 5.18.

Table 5.18 Indicators of strengths and difficulties

in the income dimension

Strengths Income Difficulties

Sustained and adequate

income, entitlements claimed

and utilized

Availability of income Income inadequate,

inconsistent or unsustained

leading to privation;

entitlements not claimed or

used inappropriately

Primary focus for use of

available resources is on child

and family needs

Use of available resources Available resources used on

adult needs, children and

family needs neglected

Children buffered from

variations in income

Children not protected from

impact of variations in

income

Resources well-managed and

adequate standard of care

maintained within income

Available resources poorly

managed and inadequate

standard of care maintained

Strengths are indicated when the income coming into the family is reasonably
sustained with adequate standards of care maintained within the family
income. Any state entitlements are used with a primary focus on child and
family rather than meeting individual adult needs or wishes.

Difficulties are indicated when there are financial problems in families. The
income coming into the household may be inadequate, inconsistent or not sus-
tained, leading to family members being deprived of basic requirements. The
available financial resources may be poorly managed or used on adult needs or
wishes rather than targeted towards the needs of the children and the family as
a whole.

Family’s social integration
Indicators of strengths and difficulties in the social integration dimension of
family and environmental factors are listed in Table 5.19.

INTEGRATION OF CHILDREN AND PARENTS INTO LOCAL
NEIGHBOURHOOD AND COMMUNITY CONTEXT

The family’s social integration looks at the integration of children and parents
into the local neighbourhood and community context, including the avail-
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ability of peer groups, friendships and social networks and how the adults and
children in the family use such resources in the wider family and community.
The level of the family’s social integration will be affected by the attitudes and
climate of neighbourhood and community, for example in relation to diversity
and disadvantage and affect their own relationships and capacity to use
support.

Children and young people have a right to be accepted and valued
whatever their cultural, ethnic, spiritual or religious identity and whether or not
they have an impairment. The responses of those around a child to any differ-
ence, including to any impairment they may have, can serve to disable a child
and reduce their chances of reaching their potential. Interventions need to
target such disabling responses in others.

Strengths are represented by the families who are integrated and accepted by
the neighbourhood and wider community. The family is able to use the avail-
able resources to support the children’s development, including building up a
positive sense of their identity, their social skills and independence. In the
community, there is a climate of acceptance and valuing of diversity and active
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Table 5.19 Indicators of strengths and difficulties

in the family’s social integration dimension

Strengths Family’s social integration Difficulties

Family accepted by and

integrated into

neighbourhood and wider

community

Integration of children

and parents into local

neighbourhood and

community context

Children and family isolated,

not accepted by or integrated

into neighbourhood or wider

community

Family uses available

resources, educational and

social opportunities to

support development of

children’s sense of identity,

social skills, independence

and sense of responsibility

Family use of available

resources, social and

educational opportunities

to develop social skills,

identity and independence

of children

Family does not use available

resources and opportunities

for development of child’s

identity, social skills,

independence and sense of

responsibility

Acceptance and valuing of

diversity; discrimination

actively discouraged

Community attitude to

diversity

Climate of threat,

discrimination, absence of

tolerance, antisocial influence

in neighbourhood and wider

community

Peer group and friendship

networks available and used

by children and adults in

family

Availability and use of

peer group and friendship

networks

Peer group and friendship

networks unavailable or not

used by children and adults

in family



prevention of discrimination. In addition, peer groups and friendship networks
are available for both children and adults in the family.

Difficulties may be indicated when children and other family members are
isolated within their community. This may be because they have not actively
tried to become integrated into the local neighbourhood and community or
because they have not been accepted by others. Peer groups and social and
friendship networks may be unavailable. There may be difficulties with specific
services. For example, a key factor in how children function in educational
contexts is the nature of relationships the child and young person makes with
both peers and teachers throughout his or her educational career. If the quality
of family–school relationships is poor, this impacts on the relationships
between the child and teachers and peers. In addition, the family may not take
up the available opportunities that would help to foster the children’s sense of
identity, or they may not have adequate resources to do so. Alternatively, the
family may be living in a climate of threat and discrimination. It may be that
family members themselves are an antisocial influence in the neighbourhood.

Community resources
Indicators of strengths and difficulties in the community resources dimension of
family and environmental factors are listed in Table 5.20.
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Table 5.20 Indicators of strengths and difficulties

in the community resources dimension

Strengths Community resources Difficulties

Availability of accessible

community resources and

facilities to fit needs of child

and other family members

Community resources and

facilities

Absent or inadequate or

inaccessible community

resources and facilities which

do not fit needs of the child

and other family members

Threshold for services

reasonable; recognition by

services of needs related to

child living in context of

family violence

Access to universal

services

High threshold for services;

little or no recognition by

services of needs related to

child living in context of

family violence

Specialist resources available

and accessible

Accessibility and

availability of specialist

resources and services

Lack of availability of or

access to specialist resources

and services

Recognition by services of

needs related to child living

in context of family violence

Little recognition by services

of needs related to child

living in context of family

violence

Good communication

between services and family

Poor communication

between services and family



COMMUNITY RESOURCES AND FACILITIES

It is important to assess what community resources are available to the family,
how accessible they are and whether they fit the needs of the family. This
includes the threshold for universal services, and the availability of and access
to specialist services. Services have to be able to recognize the needs of children
and families living in a context of family violence to provide an effective input.
In terms of children with special educational needs, their additional or special
needs, whatever their origin, need to be recognized and properly assessed so
that adequate intervention and support can be provided. This is linked to how
well the professionals providing services communicate with the family and the
family’s relationship with the professionals with whom they are involved. This
is a key factor in the longer term risks of future abuse or neglect for a child
remaining in their family, the prognosis for achieving change and the likeli-
hood of interventions being successful.

Strengths: it is clearly helpful when families live in contexts with reasonable
community services, where the resources which fit the needs of children or
families are available, the threshold for services are reasonable and specialist
resources are available and accessible. Good communication and cooperation
between the professionals providing services and the family also benefits the
children and their development. Where professionals understand the links
between children’s needs and any current problems they may have and their
experiences of abuse, neglect and/or family violence, the support and services
provided are likely to be more effective.

Difficulties are indicated when there are few community resources or those
which are available are inadequate and do not fit the needs of the family
members. In addition, there may be a high threshold for access to services and a
lack of specialist resources. Additional needs of children living with family
violence may not be recognized. For example, a school may fail to understand
the links between a child’s experiences of abuse and neglect or other traumatic
experiences and current educational difficulties. They therefore may not
provide the additional support and specialist input a child requires to begin to
be able to achieve more in school. There may be poor communication between
those delivering services and the family, with little understanding or flexibility
on the part of those providing services and a lack of cooperation from family
members.

Case example: The Ward family

The Ward family is used as a case example in Chapter 4 to illustrate the

process of assessment, analysis and planning described in earlier chapters.

Here the family is referred to again to illustrate the use of the Family

Assessment and how operationalizing the Assessment Framework by focusing

further on strengths and difficulties in each dimension can help to explore
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and highlight the safeguarding concerns, which have been raised by the

core assessment.

It became apparent during the interviews set out in Chapter 4 that

family history and family functioning was having a significant impact on

the situation and it was decided to use the Family Assessment to explore these

aspects. The Family Assessment has been described in Chapter 3

(pp.116–118). It uses semi-structured interviews and family tasks for the

assessor to gather the relevant information and can be used as part of a core

assessment or as a specialist assessment conducted by professionals from a

range of disciplines.

A family meeting was held with Moira Ward, Ian Ross, Laura and

Michael Ward present. The interviewer explained the purpose of the

interview and explored a range of areas of family life and relationships. The

interviewer worked to involve all the family members so that they could

have a ‘voice’ and their perspective could be understood. Some of the key

information emerging from the family interview is described below.

When asked who was the main carer of the children, Moira Ward

replied that it was her and that she provided comfort to the children. She

said that Ian Ross was often not there. The handling of boundaries, parents’

expectations of the children and adequate protection, and punishments and

rewards was discussed. Ian Ross was emphatic about punishment, stating

that ‘grounding’ was his approach. Moira Ward spoke about Laura being

put in her room because she was so argumentative. Laura asserted that it was

not just her who was argumentative, indicating that Ian Ross was also

‘loud’. Laura and Ian Ross challenged each other. Ian Ross justified his

control, shouting and forcefulness, claiming that the way the family worked

beforehand was wrong. He said he wanted ‘a nice family and that

everybody had to obey the rules’.

Moira Ward said there was an unacceptably high level of conflict in the

home, which involved Laura and Ian Ross. Michael exhibited considerable

distress, covering his ears and head with his arms and tucking his legs up.

Moira Ward tried to explain that talking might help the family. Laura and

Ian Ross cut across her and did not listen. Ian Ross leant across with a

controlling, aggressive, blaming response to Laura, who tried to assert the

reality of what she saw happening at home.

The interviewer explored who in the family wanted the situation to be

different. Both adults agreed that peace would be a desirable outcome. Ian

Ross indicated that peace would occur when people agreed with his

approach, which he emphasized with powerful gestures of the hands and

arms. Laura asserted that the family unit had worked in the past and that

they could live in peace again without the presence of Ian Ross.

The children were able to respond to a question about Ian Ross’s

smacking. Michael pointed at Ian Ross and Laura said firmly that it was Ian
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Ross who had the hardest hand. The interviewer asked the parents about

times when they might have lost control, and whether they had been

concerned about the children getting hurt. Ian Ross forcefully stated that he

had never laid a finger on the children, challenging anyone to dispute this.

He acknowledged shouting, but not physical punishment.

Laura confronted Ian Ross by bringing up the subject of his physical

abuse of her mother. She demonstrated a strong alliance with her mother,

wanting to speak for her and for her to be protected. Moira Ward attempted

to say that the conflict had been forgotten and patched over, although she

accepted the fact that this does not guarantee that violence will never

happen again. Attempts were made to silence Laura, who was labelled by

Ian Ross as vindictive.

The interviewer asked whether ‘some hitting’ happened, noted that

Michael had curled up even more when the subject was raised, and

connected it with the initial problem, which they had identified as high

levels of argument. Moira Ward asserted that there had been one incident

early in her relationship with Ian Ross when he had hit her, partly

attributing it to drink and acknowledged that she had been accused of

‘asking for it’, adding, ‘perhaps I was’. She indicated her own strength and

resources – she was not going to accept his violence and so ‘chucked him

out’. She asserted somewhat anxiously that Ian Ross had learnt his lesson.

Ian Ross stated that it was ‘a stupid mistake’; while not blaming alcohol he

indicated that he was ‘the worse for wear’ and the ‘violence was out of

character’. He stated that he ‘had to plead’ to be accepted back into the

family.

Laura pointed out that Michael was sitting in the interview crying. The

interviewer invited Moira Ward to give him a cuddle. Laura described the

process of arguments leading to her mother’s stress, and her going to get a

drink. Ian Ross minimized the situation, saying, ‘We all like a bit of a drink’.

Moira Ward focused on drink as a means of helping her ‘unwind’ rather

than helping her cope with conflicts or avoid her need for external support.

Laura voiced concern for her mother. Michael remained curled up,

withdrawn and avoided eye contact.

The interviewer asked about various aspects of the family’s care and

how they managed the day. Laura described how she got Michael up each

morning. Michael said that he had to ‘make himself ready, brush his teeth,

remember everything and get to school’. Moira Ward described this as an

aspect of the new regime, ‘the new rules’ and the need for the children to be

independent. In saying this, Moira Ward said they were Ian’s ‘new rules’

and reflected Ian Ross’s view of Michael and the need to ‘toughen him up’.

Laura asserted that Michael was only eight years old.
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The family were asked to undertake a task without the interviewer

being directly involved. They were asked to imagine they were going on an

outing together and plan a day out together. The task started positively. Ian

Ross brought up what seemed to be a positive idea – they could all go on an

outing to Hastings, by the sea. Moira Ward smiled and Michael showed a

warm response. Laura cut across saying that Michael could not do ‘that

many things’. Both Moira Ward and Ian Ross then asked Laura what she

would want to do. Both cut across each other and across Laura, creating an

uncomfortable atmosphere. Michael curled up. Laura refused to take the

lead, or make any suggestions. Her negative response evoked a negative,

critical comment from her mother.

Moira Ward and Ian Ross joined together in criticism of Laura. Then

Laura and Ian Ross confronted each other in a ‘head to head’ – Ian Ross told

Laura not to ‘grit her teeth’ at him as she challenged his authority. Moira

Ward desperately tried to reduce the tension, saying they should just drive

anywhere. Laura said they just would not ‘survive together in a car for any

length of time’. She revealed her concern about the uncomfortable nature of

current family life.

Moira Ward then took the initiative and, indicating her negotiating

skills, tried to suggest an activity, which would be caring and positive for

both children. She suggested that they should get their rooms decorated

and sorted out. Ian Ross was unable to agree with this suggestion. He

asserted that Moira Ward’s ideas were impractical, that the cost would be

too great, and implied once more that she would allow the children to be in

control rather than herself. Moira Ward challenged this in a minor way,

saying that a pot of paint cost eight pounds rather than the hundreds of

pounds he implied. Laura asserted Ian Ross was ‘tight-fisted’. There ensued

an escalating battle between Laura and Ian Ross, with mother opting out

and Michael being withdrawn.

The interviewer talked to the family about the theme of family likes

and dislikes in order to explore issues of identity, family alliances and the

emotional life of the family. Moira Ward was initially asked about what she

likes about Ian Ross. She talks about liking Ian Ross’s strength. The

interviewer asked Ian Ross what he thought Moira Ward would say if she

were asked what she found more difficult about him – following the

principle of not putting potentially vulnerable family members, in this case

Moira Ward, in a difficult position by directly inviting them to talk about

negative aspects of their partner. He said he knew she found the arguments

difficult. Moira Ward was then able to make quite a forceful statement about

the fact that Ian Ross has a son who is very different to Michael. She tries to

tell Ian Ross that he should not make comparisons between his son and

Michael. She went on to say that she wished that he would not make
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comparisons because Michael was not quite as strong as other boys. She put

her arm around Michael’s shoulders.

Turning to the children, the interviewer asked them what they like

about their mother as a mother. Laura picks up on her mother’s attempts to

keep the peace in her house as something she likes – she recognized that her

mother attempts to defuse arguments. Michael was also asked about what

he liked about his mum, and as he talked about liking a cuddle with her, he

wraps himself up, holding his arms and almost seeming to sink into his

tee-shirt. Moira Ward put her arm around him. Michael emphasized that he

liked time with her, when this was possible.

The interviewer asked indirectly what the family might dislike, again

following the principle that to put children into a position where they have

to challenge the adult or parent is usually unacceptable. She asked Moira

Ward and Ian Ross to consider what they imagine the children might find

difficult. Moira Ward referred to herself and talked about ‘being

preoccupied’ – the arguments were on her mind and the start of each day

did not feel fresh as the difficulties from the day before pressed in on her.

Laura stated that this was not the case before Ian Ross came on the scene.

Her mother did not respond to this and talked about Laura arguing.

The interviewer then tried to get confirmation from both children,

asking them for feedback on the mother’s statement that she was

preoccupied. They agreed with this. Michael’s body language and emphatic

non-verbal agreement gave a clear indication that he found the change in

his mother, her preoccupation, withdrawal and associated difficulties

problematic. The interviewer then asked whether he felt his mother worries

about him too much. He said he wanted more rather than less of his

mother’s attention and indicated that too much of her energy is being taken

up with arguments between Laura and Ian Ross.

Another family task was used to explore the nature of the family

relationships further. In contrast to asking the family directly about their

likes and dislikes, the family were asked to talk to each other about their

likes and dislikes while the interviewer remained silent. This task provided

an alternative way of understanding the family’s sense of themselves as a

family. This revealed very similar patterns to the interview. Moira Ward

started by trying to urge the family to take part, which there seemed to be a

reluctance to do. Ian Ross, with some reluctance to joining in the task, rather

jokingly said that he did not like Brussel sprouts. Moira Ward talked about

not liking football. Michael revealed an important dislike, saying that he

did not like sleeping with the light off. Laura said very forcefully that she

did not like Ian Ross and he responded to this by indicating that this was a

blunt statement.
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As if thinking further about Michael’s statement, Laura asked Michael

whether having the light off was the reason why he could not go to sleep,

and Michael confirmed that he did not like the light off. This immediately

provoked a response from Ian Ross, confirmed by Moira Ward, that Michael

should not be ‘wrapped in cotton wool’ as he was old enough to have the

light off. Moira Ward sided with Ian Ross, agreeing with him. Laura then

got into an argument; she pointed out that Michael was not sleeping. He

looked scruffy. He was not his usual self. He was not coping. She noted that

‘then you shout at him for being tired’. The task ended with Moira Ward

joining Ian Ross in his criticism of Laura’s attitude and with Laura asserting

that she didn’t care what Ian Ross thought.

The above section of the interview was brought to a conclusion and

Moira Ward and Ian Ross were subsequently interviewed about their

background and history. Moira Ward’s family background was character-

ized by punitive, parental attitudes and domestic violence. She had had a

number of partners herself and had used alcohol in the past as a coping

strategy. This seemed to have had the effect of evoking Laura’s support and

Michael’s anxious clinging attachment. Ian Ross came from a

hard-drinking, male-orientated family in which his father used domestic

violence as a way of maintaining control. Moira Ward was further

interviewed on her own about the episode of domestic violence and her use

of alcohol referred to earlier in the interview. She confirmed that there had

been one incident that had been associated with Ian Ross drinking and as

stated in the interview she told him to leave, which he did. She

acknowledged her use of alcohol had increased. When asked about her

difficulty getting up in the morning, she thought the alcohol might be

contributing to this.

Michael and Laura were spoken with together. Regarding being hit by

Ian Ross, Michael confirmed the account he had given in the earlier

interview with his mother (using the HOME Inventory, see Chapter 4),

namely that Ian Ross has recently been hitting him about two or three times

a week. Michael said that Ian Ross hit him on the legs as a punishment. Both

Michael and Laura confirmed they had witnessed Ian Ross hit their mother

on the occasion referred to earlier. Michael said he was frightened when this

happened. They both reported Moira Ward drinking more heavily than

usual. They contrasted the present situation with how things had been

when their mother lived with Gary Wills, her previous partner. Then their

mother drank less and seemed less worried. They both reported that they

had liked Gary Wills very much and were very sad when he left.

Examination of social work and medical records indicate concerns

about previous episodes of neglect and instances of violence between Moira

Ward and previous partners.

ASSESSING STRENGTHS AND RISKS WITH CHILDREN AND THEIR FAMILIES / 197



Categorizing information and identifying strengths
and difficulties
Having obtained further information the next task is to add the information

to that which has been previously obtained and categorized in Chapter 4

and thereafter analyse it in the manner set out in Chapters 2 and 4. Rather

than repeat the exercise entirely here we have chosen to select certain

dimensions from each domain to demonstrate this approach to categorizing

the information and identifying strengths and difficulties in each

dimension gathered in more complex cases particularly those involving

safeguarding concerns. For clarity, we have also continued to focus the

example on Michael, though Laura’s needs are obviously also important.

Children’s developmental needs domain

Health
GENERAL PHYSICAL HEALTH AND GROWTH AND DEVELOPMENT

Michael aged eight has a generally reasonable health history and has

thrived. There are no persistent developmental problems. Concerns about

health have been more recent given Michael’s neglected appearance. He is

reported to be tired on arrival at school so may have suffered lack of sleep.

Michael is reported to complain of headaches and stomach-aches at school.

PHYSICAL AND SEXUAL ABUSE AND NEGLECT

Michael has a consistent evening meal but he either goes without breakfast

or has very little. He is reported to be hungry at school in the morning. Over

recent months where there has been a degree of neglect, concerns about

appearance, lateness at school, not having regular meals, a change in levels

of functioning consistent with recent neglect in a child who had previously

functioned more satisfactorily.

More recently Michael and Moira Ward have reported that he has been

hit by Ian Ross two or three times a week. Michael has been exposed to

physical violence perpetrated by Ian Ross against Moira Ward.

MENTAL HEALTH

The results of the Adolescent Well-Being Scale suggest that Michael may be

suffering from a depressive disorder.

Level of strengths, difficulties and risk

Strengths Difficulties

X
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Education
DEVELOPMENTAL, COGNITIVE AND LANGUAGE SKILLS

There has been satisfactory unfolding of skills, and evidence of generally

positive development until recent concerns about Michael’s development.

ATTITUDE TO LEARNING AND WORK AND ADJUSTMENT TO
EDUCATIONAL CONTEXT

Michael is showing developmental difficulties and poor adjustment to

educational contexts. Key concerns include Michael’s poor attendance at

school, arriving late, poor concentration, appearing hungry, unkempt, a

significant change in educational response, and his current negative

response to learning.

EDUCATIONAL PROGRESS

Michael’s performance at school has deteriorated. Previously he had been

performing at an average level. Michael had been positive about learning

and work, previously, Michael’s failure of progress has led to concerns.

SPECIAL EDUCATIONAL NEEDS

Michael has basically good potential, and has not required specific

intervention and support for special needs.

Level of strengths, difficulties and risk

Strengths Difficulties

X

Emotional and behavioural development
REGULATION OF EMOTIONAL STATES, RELATIVE TO AGE AND
DEVELOPMENTAL STAGE

There is evidence from the SDQ that Michael is at high risk of having an

emotional disorder and from the Adolescent Well-Being Scale that he is at risk

of developing a depressive disorder. Michael was observed to cover his ears

and head with his arms and tucking his legs up during sections of the Family

Assessment interview. Michael curled up even more when the subject of

‘hitting’ was raised. He was observed to be crying, withdrawn and avoiding

eye contact during sections of the interview. Michael’s emotional responses

are to be withdrawn, highly distressed, frozen, with a pervasive depressed

mood.
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EARLY ATTACHMENT BEHAVIOUR

Michael has a history of an anxious clinging attachment to his mother at

times of stress, e.g. when his mother was suffering domestic violence by her

partners, and/or when she was drinking heavily.

CONCENTRATION AND LEVEL OF ACTIVITY

There is evidence from the SDQ that Michael is at medium risk of having

hyperactivity or concentration disorder. His concentration at school has

deteriorated during the course of the last year.

EXPRESSION OF FEELINGS AND CHARACTERISTIC MOOD

Michael shows evidence of a presence of a pervasive, negative mood and

withdrawal.

RESPONSE TO TRAUMATIC AND STRESSFUL EVENTS

During the family meeting Michael was observed to be curled up and

withdrawn and he avoided eye contact. When an argument took place

between Ian Ross and Laura, Michael exhibited considerable distress,

covering his ears and head with his arms and tucking his legs up. There is

concern about Michael’s recent exposure to domestic abuse perpetrated

against their mother by Ian Ross, fuelled by his use of alcohol and the

impact of his mother’s withdrawal associated with alcohol misuse. This is

contributing to Michael’s withdrawal, depressed affect and neglected

appearance.

SOCIAL BEHAVIOUR

There is evidence from the SDQ that Michael is at low risk of having a

conduct disorder. He was also found to have ‘low needs’ in terms of his

pro-social behaviour.

Level of strengths, difficulties and risk

Strengths Difficulties

X

Identity
SENSE OF SELF AS INDIVIDUAL IN FAMILY

Michael is showing evidence of disruption of his closeness to his mother.

He said he wanted more cuddles with his mother and wanted her to think

about him more. He regrets the loss of Gary Wills, his mother’s previous
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partner, with whom he had a positive identification. He is distant from Ian

Ross. He is notably quieter and more withdrawn in the presence of Ian Ross.

INDIVIDUAL CHOICE AND ACTION

Michael was consistently able to assert his views when he was interviewed

with his mother and his sister. In contrast he was rarely able to do this when

interviewed in the presence of Ian Ross.

SENSE OF SELF AND OTHERS, FAMILY, SOCIAL AND CULTURAL

Generally Michael is showing increasing difficulties in being appropriately

assertive and this is related to his pattern of withdrawal. He is not as

confident or happy as he used to be in both social contexts, e.g. school,

where is withdrawing from peer relationships, and in the family home.

GENDER AND/OR SEXUAL IDENTITY OF RELATIONSHIPS

Michael does not exhibit any particular problems in terms of sexual identity

and relationships.

Level of strengths, difficulties and risk

Strengths Difficulties

X

Family and social relationships
CHILD’S GROWING RELATIONSHIPS WITH FAMILY AND OTHERS

Within the family context in the past, Michael had more satisfactory

relationships with both his mother and her former partner than he does

now. While there is evidence of warmth in Michael’s relationship with his

mother, his family relationships are now marked by disruption, unstable

relationships and hostility. He interacted with his mother when they were

alone together but did not participate in a family meeting, remaining

largely quiet throughout. Michael is showing a degree of both clinging to

his mother and withdrawal from the family.

DEVELOPMENT OF NETWORK OF ATTACHMENTS

Michael has a history of an anxious clinging attachment to his mother.

There have been disruptions of attachments with his father, and with Gary

Wills, his mother’s previous partner. Michael has indicated feelings of

sadness and loss about Gary’s departure. He has no contact with either his

father or Gary. Relationships with paternal figures and partners have been
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disrupted including separation from a partner who had provided positive

interaction. He has a poor relationship with Ian Ross and has not made an

attachment to him.

RELATIONSHIP WITH PARENTS, SIBLINGS AND PEERS

The results of the SDQ regarding Michael’s pro-social behaviour suggest

that he has developed social skills and has an ability to relate to others.

During the HOME Inventory interview Michael made persistent demands of

his mother for food, His mother described him as a child who whined a lot.

The Family Activity Scale showed that he had not had a friend visit him in the

last month. He is not able to get out and see friends.

RELATIONSHIPS IN SCHOOL

Michael withdraws from social relationships in educational contexts.

Michael is lonely among his peers at school. Over the last year, his number

of friends at school has reduced.

ATTITUDES OF FAMILY, SOCIAL AND CULTURAL CONTEXTS

While Michael has a history of well-developed pro-social skills, he is

presently quite isolated within the family and at school. He has little contact

with his extended family.

Level of strengths, difficulties and risks

Strengths Difficulties

X

Social presentation
UNDERSTANDING THE NEED TO PAY ATTENTION TO APPEARANCE,
DRESS, BEHAVIOUR HYGIENE AS APPROPRIATE FOR THEIR AGE, GENDER
AND CULTURE

Michael’s physical appearance has changed over the last year. He used to be

well turned out at school. Michael is showing increasing failure to pay

attention to appearance, dress and hygiene, with an increasingly neglected

presentation.

Level of strengths, difficulties and risk

Strengths Difficulties

X
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Self-care skills
DEVELOPING A CAPACITY FOR INDEPENDENT LIVING SKILLS

There are concerns about Michael’s poor self-care skills, difficulties in

meeting parental expectations. His response is to become less competent in

terms of his self-care skills. Michael’s problem-solving skills in family and

community are showing increasing signs of difficulty, including his failure

to attend school on time, or to make sure that he has adequate nutrition, and

his not being able to organize and manage himself at home or in the

community. His needs for support, guidance and care are considerable.

DEVELOPING A CAPACITY TO PROBLEM-SOLVE IN FAMILY AND
COMMUNITY CONTEXTS

Michael is not able to perform some of the self-care tasks expected of him

by his mother and Ian Ross, such as taking a bath, washing himself in the

morning or getting his own breakfast and getting to school on time.

APPRECIATION OF RISKS AND SAFETY

Michael is generally anxious and fearful.

Level of strengths, difficulties and risk

Strengths Difficulties

X

Parenting capacity domain

Basic care
PARENTS’ CAPACITY TO PROVIDE EFFECTIVE BASIC CARE

Moira Ward has in the past demonstrated a reasonable capacity to provide

basic care for the home and the children and that she has been a competent

home-maker. Evidence from school and the HOME Inventory interview

suggests that the standards of the basic care provided to the children has

deteriorated. The provision of breakfast in the morning is variable. Moira

Ward does not always ensure there are the basic supplies necessary for

breakfast available and has been sleeping in and not able to prepare

breakfast for Michael. She has not been able to supervise his personal

hygiene or ensure the availability of clean clothing. The couple have been

able to ensure the provision of warmth and shelter for the children.

However, they appear unable to ensure that Michael has adequate sleep at

night. Ian Ross’s expectations and views about Michael caring more

independently for himself have led to increasing conflicts between himself

and Moira Ward, who feels caught between him and the children. As a
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result there has been a failure of provision of adequate care, with

inappropriate expectations of Michael for self-care and self-organization.

His appearance is neglected, there are inadequate meals, inappropriate

expectations of self-care and he is late and failing in school.

ADAPTABILITY TO CHANGING NEEDS AND CONSISTENCY OF BASIC
CARE OVER TIME

Conflict between Ian Ross and Moira Ward about what it is reasonable to

expect Michael to do for himself prevents Moira Ward responding to

Michael. She has become less aware of and responsive to his basic needs.

Her basic capacity to provide care adequately becomes increasingly less

effective.

Moira Ward is becoming less sensitive to Michael’s needs, as Ian Ross

becomes more critical and demanding he focuses on work rather than

support Moira’s basic care of children. His expectations distort the views of

what is required to adapt to the children’s needs.

PARENT’S ABILITY TO USE EXTENDED FAMILY AND COMMUNITY
RESOURCES TO PROVIDE BASIC CARE

With the family’s recent move there has been limited use of the extended

family support. Also, in contrast to Moira Ward’s previous behaviour, there

has been a reluctance on her and Ian Ross’s part to be involved with

community agencies in response to the concerns expressed by the school

about Michael’s poor attendance and neglected appearance.

Level of strengths, difficulties and risk

Strengths Difficulties

X

Ensuring safety
ESTABLISHMENT OF SECURE ATTACHMENTS

The past history of the family is a one of reasonably secure attachments

between Moira Ward and her children, particularly reinforced by her

relationship with a previous partner. Michael has always been more clingy.

In response to Ian Ross’s views about Michael being over-protected, Moira

Ward’s caregiving is less responsive resulting in the degree of neglect

experienced by Michael and a context of considerable insecurity for him

and Laura. In terms of the analysis of the processes taking place in the

family, Moira Ward’s increasing drinking makes her less sensitive to safety

issues.
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PARENTS’ EXPECTATIONS OF CHILDREN AND HANDLING OF
PROTECTION ISSUES

There are inappropriate expectations of Michael in terms of his age and

stage of development, expectations of self-care and independence.

Boundaries are ineffectively managed; there is a failure to protect the family

environment given Moira Ward’s increasing pattern of heavy drinking.

SAFETY IN THE HOME AND IN THE ENVIRONMENT RELATIVE TO RISKS
AND DEVELOPMENTAL STAGE

There has been a failure of protection of the children from Ian Ross as a

potentially punitive individual who is attempting to influence family life

towards his expectations of a change from the laissez-faire but emotionally

positive response to an atmosphere of tension and a punitive parenting style

which reduces the sense of safety for both children.

PROTECTION FROM INDIVIDUALS WHO PRESENT A RISK TO CHILDREN

There is evidence that Michael has been hit or ‘clipped’ by Ian Ross, and

that Moira has not been able to prevent it happening. This was reported by

Michael and Moira Ward in the HOME Inventory interview. The results of

the emotional climate subscale of the HOME Inventory, which indicates the

amount of restriction and punishment experienced by the child, showed a

raised level of concern. The results of the Family Assessment interview reveal

that Ian Ross denies ‘hitting/clipping’ Michael. Moira Ward did not

challenge him about this denial despite having told the social worker in the

HOME interview, in the presence of Michael, that ‘hitting/clipping’ of

Michael by Ian Ross took place as frequently as two or three times a week.

Moira Ward’s inability to challenge Ian Ross about this increases concerns

about her capacity to protect Michael from Ian Ross.

Level of strengths, difficulties and risk

Strengths Difficulties

X

Emotional warmth
PARENTAL CONSISTENCY, RESPONSIVENESS, EMPATHY AND
UNDERSTANDING OF CHILDREN’S VARYING EMOTIONAL STATES

There is evidence that the family unit of Moira, Laura and Michael Ward

and Gary Wills was one where there was effective emotional responsiveness,

a reasonable degree of warmth and understanding. While Moira Ward has

demonstrated a capacity to provide emotional warmth in the past and to a

limited degree in the present, there is evidence that this capacity has been
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influenced by Ian Ross’s more rigid attitude and has led to the couple

deciding to implement a somewhat stricter parenting regime.

The change in the family make-up with the arrival of Ian Ross has led

to a significant change in emotional warmth. Michael is being required to

‘grow up’. An example of this is Ian Ross’s insistence, supported by Moira

Ward, that the hall light is turned off at night when Michael goes to bed,

something which means he is scared at night and does not sleep well. Moira

Ward demonstrated more physical warmth towards Michael when they

were interviewed together than she did when the family, including Ian

Ross, were interviewed. The score for the responsivity subscale of the HOME

Inventory raised a concern regarding parental warmth and affection. With a

different level of expectation, there is a greater criticism, punitiveness, a

failure of understanding and responsiveness.

PARENTS’ VALUING OF CHILDREN AND PARENTS’ EMOTIONAL TONE

When Michael and Moira Ward were interviewed together, there was

evidence of Moira Ward exhibiting a mixture of warmth and positive

emotional tone with devaluing and negative comments. When the family

were interviewed together there was a serious increase in negative tone,

criticism, attack and hostility within the family, although this was mostly

directed towards Laura and principally by Ian Ross, with some agreement

by Moira Ward. Moira Ward reports that Ian Ross compares Michael

unfavourably to his son of the same age by another relationship, which she

comments she wishes Ian Ross would not do: it is clear she is aware that this

is not helpful for Michael.

DEGREE OF PARENTAL SUPPORT, ENGAGEMENT AND PARTICIPATION
AND MANAGEMENT OF BALANCE OF DEPENDENCE AND
INDEPENDENCE

The context prior to Ian Ross’ arrival, when there was support, valuation,

participation between mother, her previous partner and the children, has

now changed. The score for the encouragement of maturity, enrichment and

family companionship subscales of the HOME Inventory raised a concern

regarding the participation of Moira Ward and Ian Ross in any activities

with Michael and the lack of supportive guidance being given to Michael to

help him mature. Expectations are set about the completion of homework

but no help is given to Michael to help him comply with this expectation.

Level of strengths, difficulties and risk

Strengths Difficulties

X
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Stimulation
DEGREE OF PARENTAL PRAISE, ENCOURAGEMENT, ENRICHMENT AND
RESPONSIVENESS

Originally the family appeared to be a context where there was reasonable

parental praise, warmth and responsiveness, with Michael responding

reasonably to his educational context. With the change there has been far

more parental criticism, rejection, undermining, a gradual failure of

appropriate stimulation and support for Michael. The results of the HOME

Inventory interview showed a lack of involvement on the part of Moira Ward

and Ian Ross in any activities with Michael or, indeed, in supervising his

homework.

PARENTS’ ABILITY TO COMMUNICATE WITH CHILDREN AND LISTEN,
ACKNOWLEDGE AND RESPOND TO THEM

During the Family Assessment it was evident that communication between

Moira Ross and Ian Ward and the children is now disrupted, characterized

by forceful statements, withdrawal, high levels of conflict, failure to listen

and failure to develop a constructive dialogue. There are some exceptions to

this when Moira Ward responds to Michael’s expressions of his wish to

spend more time with his mother and his wish that she worried more about

him and less about Ian Ross and Laura. On these occasions, she put an arm

round him and leaned towards him.

PROVISION OF OPPORTUNITIES FOR LEARNING AND SOCIAL
DEVELOPMENT AND PARENTAL PARTICIPATION,

Although there was an adequate supply of learning materials and opportunities

provided in the home, as measured by the HOME Inventory, the subscale of

enrichment, which is the extent to which Moira Ward and Ian Ross

consciously utilize family and community resources to enrich the

development of Michael in activities outside of the home, showed an

elevated level of concern. Michael appears to be frequently grounded and

has few opportunities for socializing with friends. He is not allowed to have

friends in the home. Discussion of the Family Activity Scale revealed that

Michael used to be engaging in more activities a year ago than he does now.

This has been in terms of family activities together outside the home, and an

increasing withdrawal of Michael from outside activities.

PREPARATION AND SUPPORT FOR CHILD FOR EDUCATIONAL
CONTEXTS

In the past Moira Ward participated and supported the children’s

educational participation. She used to have regular involvement with the

school. Now there is a significant failure in ensuring that Michael is being
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adequately prepared for educational provision which is manifested in Moira

Ward and Ian Ross not ensuring Michael’s attendance at school on time,

failing to ensure he has enough sleep to concentrate, and failing to provide

adequate nutrition, or support for homework.

Level of strengths, difficulties and risk

Strengths Difficulties

X

Guidance and boundaries
GUIDANCE AND BEHAVIOURAL MANAGEMENT

There has been significant change within the family life as far as guidance,

care and management are concerned. There is evidence from the

encouragement of maturity subscale of the HOME Inventory of an elevated level

of concern about Moira Ward and Ian Ross’s capacity to help Michael in this

area. They clearly expect Michael to get his own breakfast, attend to his

own personal hygiene, tidy his room and so forth, but provide him with

little support to help him do this. These expectations have changed

substantially with the arrival of Ian Ross and are not consistent with what

had been previously expected of him. In the Family Assessment interview it

was clear that Ian Ross perceives discipline and control as having being

absent and he asserted that Moira Ward was failing to maintain appropriate

boundaries and discipline. His expectations are higher and failure on the

part of Michael (and Laura) to comply evokes increasingly punitive

responses. He also has expectations that Michael should be more

independent, take on self-care capacities, which Moira Ward is complying

with. Firmness, use of time out ‘groundings’, ‘hitting/clipping’ are being

used extensively, as well as punitive rejecting responses.

HELPING CHILDREN MANAGE FRUSTRATION

Ian Ross is intolerant of distress and anger and oppositional responses and

fails to appreciate and understand Michael’s responses to considerable

change in the household. Moira Ward is able to be more sympathetic to

Michael when interviewed on her own with him than she is when

interviewed with Ian Ross present. She is also, despite her pattern of

complying with Ian Ross, able to stick up for Michael occasionally during

the Family Assessment interview.
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CLARITY AND FLEXIBILITY OF BOUNDARIES, RULES AND EXPECTATIONS

There is therefore a confusion of boundaries which are rigid but get poorly

maintained, with a failure of protection and responsiveness. Michael is

expected to care for himself without adequate support or guidance,

resulting in failure to complete homework or have a bath at night. There are

frequent arguments and failure of conflict resolution, and an absence of

agreement and development of an appropriate agreed set of rules and

expectations.

MANAGEMENT OF CONFLICT AND OPPOSITIONAL BEHAVIOUR

Conflict is poorly managed. When Michael’s school sends notes regarding

his late arrival, Ian Ross’s response is to ‘clip’ him and then for Moira Ward

and Ian Ross to ‘ground’ Michael. The responses of Ian Ross and Moira

Ward include an increase in their expression of anger towards Michael.

There is evidence of an increasing risk of physical abuse. Overall there is a

marked absence of adequate guidance for Michael and a marked presence of

punitive responses.

Level of strengths, difficulties and risk

Strengths Difficulties

X

Stability
DEGREE OF STABILITY DURING DEVELOPMENTAL AND FAMILY CYCLE

The relationship between the mother and the two children has been stable,

but has been undermined by the breakdown of Moira Ward’s relationship

with her previous partner, Gary Wills, and her attempt to maintain the

relationship with her new partner. Michael has had at least three significant

male father figures in his life. He had developed a positive relationship with

Moira Ward’s former partner, Gary Wills, which is in marked contrast to Ian

Ross’s relationship with Michael. Ian Ross is unyielding towards Michael

and displayed little evident affection towards him. Moira Ward has always

cared for her children and they have never lived separately from her.

MAINTAINING CONTACT WITH KNOWN FAMILY MEMBERS

There has been a failure of maintenance of contact for the children with

parental figures, which has added to the sense of instability, a lack of contact

with extended family members or parental figures.
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STABILITY IN THE FACE OF ADVERSITY AND MAJOR FAMILY CHANGE

Moira Ward is attempting to introduce change into the family to support

her relationship with Ian Ross, with the risk of the children becoming

isolated from her, the likelihood of an increased use of controlling

behaviour by Ian Ward and an increased risk of further violence and family

breakdown. There is a resultant general instability in the family network,

confusion about expectations of the children in terms of their roles and

expectations.

There has therefore been considerable stress associated with the change

of family structure, violence between Moira Ward and her new partner,

leading to her excess drinking, plus withdrawal and oppositional behaviour

by Michael and Laura respectively. There is a feeling of instability and risk

of family breakdown.

Level of strengths, difficulties and risk

Strengths Difficulties

X

Family and environmental factors domain

Family history and family functioning
STABILITY OF THE HOUSEHOLD

Moira Ward and Ian Ross have both had a number of relationships, Ian Ross

having a son by a previous partner, and Moira Ward having separated from

Michael and Laura’s father, also having a number of partners including a

positive relationship for three years with Gary Wills before her relationship

commenced with Ian Ross, some 12 months before the assessment.

Thus both parents have had a degree of instability of household,

attachments disrupted and not maintained, to the distress of Michael and

Laura. Ian Ross’s rigid, high expectations appear to mirror his previous

family relationships, his son being a very different child to Michael. Ian

Ross has attempted to recreate his previous family context. A struggle to

maintain stability is a common factor to both parents. There is considerable

instability of the current household for Michael and Laura.

PARENTS’ CHILDHOOD

Moira Ward’s family background was characterized by punitive, parental

attitudes and domestic violence. She has had a number of partners herself

and has used alcohol in the past as a coping strategy. This has had the effect

of evoking Laura’s support and Michael’s anxious clinging attachment.
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Looking at Ian Ross’s family background, he comes from a

hard-drinking, male-orientated family, where domestic violence was used

by his father as a way of maintaining control.

IMPACT OF FAMILY HISTORY

Models from the family of origin play a part in partner choice, partner

relationship and parenting responses. Ian Ross recreated the punitive

paternal style, while Moira Ward attempted to reverse the punitive and

controlling style of her own upbringing, which makes her vulnerable to her

partners who employ abusive controlling modes of relating.

INDIVIDUAL FUNCTIONING OF PARENT DURING DEVELOPMENT AND
CURRENTLY, PHYSICAL AND MENTAL HEALTH, MANAGEMENT OF
IMPAIRMENTS, PERSONALITY DIFFICULTIES

The results of the Adult Wellbeing Scale show that Moira Ward was above the

borderline for depression and that Ian Ross was at the top of the borderline

area for outward-directed irritability. Moira Ward was also in the borderline

for anxiety, outward-directed irritability and inward-directed irritability

and may well be experiencing mental health difficulties at the moment.

The results of the Alcohol Use Questionnaire did not raise concerns about

current levels of drinking but did highlight that there have been concerns in

the past about Moira Ward’s level of alcohol consumption. The Family

Assessment interview revealed that in contrast to Moira Ward’s earlier

account, she is in fact drinking to excess and that this is having a significant

impact on how she is presently coping. Ian Ross’s use of alcohol was

associated with his violence to Moira Ward.

Both parents use alcohol as a coping strategy, with Moira Ward being

caught in a cycle of anxiety, tension, attempts to comply with Ian Ross’s

expectations, Laura’s defiance, Michael’s withdrawal and Ian Ross’s

expectations by drinking with increasing frequency and intensity. Moira is

at risk of an alcohol dependency disorder.

FAMILY’S USE OF TREATMENT AND COMMUNITY SUPPORT

In the past Moira Ward has maintained good contact with Michael’s school.

Recently she has not responded to the school’s request for her to come in to

speak to staff about Michael.

Level of strengths, difficulties and risk

Strengths Difficulties

X
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COUPLE RELATIONSHIP

The couple relationship between Ian Ross and Moira Ward is conflictual;

however, both partners are committed to the relationship. Moira Ward has

considerable difficulties in influencing Ian Ross’s forceful strong opinions

concerning the children, and is forced to sacrifice her own and her

children’s needs for the sake of the couple’s relationship. Despite

reservations she is working with Ian Ross in attempting to change the

family culture to fit into his ideas. Ian Ross asserts and needs to change in an

adversarial way, demanding compliance, using blame to justify his attitudes.

DOMESTIC VIOLENCE ISSUES

There has been an episode of domestic violence, Moira Ward’s response was

to insist on Ian Ross leaving the family home. He reluctantly acknowledges

responsibility and blames alcohol. Moira Ward blames herself and also

drink. They both exhibit limited awareness of the impact on the children,

and associated physical punitiveness towards Michael is minimized.

FAMILY ORGANIZATION AND NATURE AND STABILITY OF FAMILY
FUNCTIONING

There are high levels of family conflicts and difficulties with multiple

determinants. There is a history of Moira Ward coping better with the

children’s needs. Family organization has been disrupted by Ian Ross

attempting to improve on what he perceives to be Moira Ward’s lack of

discipline and control. He believes the children are controlling her.

Resulting conflict and high levels of disagreement between family

members has meant that Michael’s needs are not being met. Laura is

attempting to fulfil her mother’s parental tasks and Michael’s needs are

continuing to be neglected. There is an absence of involvement with wider

family and a reluctance to be involved with the community agencies.

Level of strengths, difficulties and risk

Strengths Difficulties

X

Summary of other relevant dimensions
The family do not have contact with members of the wider family. In

respect of Moira Ward and her extended family, this appears to be because

they disapprove of her relationship with Ian Ross. The family has not seen

Moira Ward’s mother for over a year. The HOME Inventory interview and the
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Family Activity Scale revealed the family has little contact with neighbours

and a relatively restricted social life.

The family home is a rented council house, which is adequately

maintained. The Home Conditions Scale did not reveal any concerns about

domestic hygiene apart from a general lack of cleanliness in Michael’s room.

Ian Ross is an individual who has a good earning potential. There is

adequate income available.

Michael attends the local school. Moira Ward used to visit school

regularly for parents’ evenings and generally maintained good contact, but

of late she has been noted not to respond to school letters. Teaching staff

have been responsive to Michael’s current situation both by writing to

Moira Ward and by making a referral to children’s social care. The family is

registered with a local GP. With the increasing conflict within the family

context, increasing neglect of Michael, Laura’s opposition and separating

herself, there is conflict between the family and community resources and

the school, and a reluctance to be involved with health and social services.

They have agreed to a family meeting, and there has been a reasonable

revealing of the extensiveness of difficulties.

Level of strengths, difficulties and risk

Strengths Difficulties

X

Summary in terms of Assessment Framework dimensions

In terms of Michael’s developmental needs, he appears to be receiving

inadequate nutrition and exercise. He appeared unhappy and there are

indicators that he is depressed. There is evidence he is being physically

chastised. There was a history of him making reasonable educational

progress but recently he has begun to struggle at school. There are concerns

about his emotional development. He appears clingy and rather timid and

seems to lack self-esteem. He has restricted family and social relationships.

He appears to have few friends and to have little contact with members of

his extended family. His appearance has worsened over the past few

months, resulting in him looking rather dishevelled and unkempt.

In terms of parenting capacity, there is evidence that Moira Ward and Ian

Ross are failing to meet Michael’s physical needs, particularly regarding the

adequacy and consistency of diet provided for him. There is also evidence

of increasing lack of supervision of his hygiene, clothing and so on. Michael

and Moira Ward have revealed that Ian Ross has hit Michael, although Ian
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Ross has denied this. Michael has also witnessed the domestic violence

exhibited by Ian Ross towards his mother.

There is a history of Michael enjoying a closeness in his relationship

with his mother. This appears to be changing, particularly in the presence of

Ian Ross. The parenting response to Michael’s clingy and unhappy

presentation appears marked by a rather harsh regime designed to ‘toughen

him up’. Evidence of this is the requirement that the hall light should be

turned off at night when he goes to sleep. Michael appears to enjoy some

physical contact with his mother.

While there is evidence of a limited range of learning materials being

available, there is little evidence of encouragement given to Michael to help

him use them. Moira Ward and Ian Ross appear to be finding it difficult to

ensure Michael’s attendance at school on time. There is little evidence of

Michael being encouraged to join after-school clubs or, indeed, other clubs

outside of school.

Moira Ward and Ian Ross provide Michael with guidance and

boundaries in an extremely rigid fashion, which does not appear to have

been the case before Ian Ross moved in to live with Moira Ward. Michael is

increasingly exposed to a limited, rigid environment where there is little

opportunity for discussion and consideration of issues affecting him. There

appears to be inappropriate demonstration and modelling of behaviour,

control of emotions and interactions with others by Moira Ward and Ian

Ross and, indeed, Laura. This environment does not help Michael develop

his own capacities for problem-solving, regulation of emotions and so on.

The environment currently provided is rather unstable. Although there

is evidence of Moira Ward having provided adequate parenting for Michael

in the past, the benefit of this is being tested in the face of the demands from

Ian Ross for a different way of managing Michael. While Michael’s

attachment to his mother has not been disrupted, it is noticeable that the

consistency of emotional warmth which he previously enjoyed has now

changed and become rather more limited. Parental responses appear to be

more punitive and there is a marked absence of support and encouragement

for Michael.

In terms of family and environmental factors, there is evidence that, in the

past when Moira Ward lived with her previous partner, the care of Michael

and, indeed, his sister Laura was better. There is also evidence that these

were happier times for the family. Moira Ward has had in the past a series of

difficult relationships, sometimes marked by violence. Ian Ross comes from

a rigid background in which there was domestic violence in his family

perpetrated by his father. Ian Ross appears to have a tendency towards

outward-directed irritability. Moira Ward appears rather depressed and

there is evidence of her drinking alcohol excessively. There is evidence of
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domestic violence between Ian Ross and Moira Ward. The couple appears

to be committed to being with one another but find agreeing about how to

parent the children difficult. The family appears dominated by the

conflicting relationship between Ian Ross and Laura and the rather

submissive presentation of Michael. Moira Ward appears overwhelmed by

the family’s difficulties. There appears to be little support available to the

family from the wider family.

The family appears to benefit from reasonable housing that is presently

kept to a reasonable standard. Ian Ross works and provides money for the

family. The family appears to have little contact with other people in the

neighbourhood. Apart from school, Moira Ward appears to have little

contact with agencies in the area.
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Chapter Six

Assessments Where
There are Continuing
Safeguarding Concerns

Arnon Bentovim

Introduction
In Chapter 2 a generic model of evidence-based assessment, analysis, planning
interventions and identifying outcomes and measures is described. The model
incorporates the Assessment Framework triangle and the use of the DCSF recom-
mended Standardized Assessment Tools (see Chapter 3) and is relevant to all
children whether in need or those in need of protection or thought to be at risk
of significant harm. The process includes:

� considering the safety of the child, the referral and the aims of the
assessment

� gathering additional information

� categorizing available information and organizing it within the
Assessment Framework triangle

� analysing the processes influencing the child’s development

� predicting the outlook for the child

� planning interventions

� identifying outcomes and measures which would indicate whether
interventions are successful.
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Assessing children’s needs in a safeguarding context
There are additional considerations in assessing the needs of children growing
up in a context of trauma and family violence. This chapter explores seven
stages of assessment required in situations where harm to a child’s development
has already occurred or is likely to occur as a result of being exposed to a cumu-
lative set of traumatic and stressful events.

In this chapter:

� Seven stages of assessment in the safeguarding context are explored.

� A crucial stage in the process is the assessment of the likelihood of
successful rehabilitation and the risks of re-abuse. A 12-step process
for assessing the risk of re-abuse to a child, parenting capacity and
prospects of rehabilitation is presented.

� The Ward family is used as a case example to illustrate the
assessment stages and the 12-step process.

When initial investigation gives rise to significant levels of concern, a core
assessment is carried out following guidelines set out in Working Together (HM
Government 2006) and the Assessment Framework. Every Child Matters (Depart-
ment for Education and Skills 2004b) delineates the five outcomes for children
which interventions involving children should aim to achieve and incorporates
the Integrated Children’s System. This provides the structure, guidance and
protocol for assessment and planning for children and their families and inte-
grates the model of assessment and the assessment tools. The Public Law
Outline (2008) lays down the statutory requirements for reports submitted to
court in care proceedings identifying the Assessment Framework triangle as the
core framework for assessment and planning.

Definition of significant harm
Definitions of ‘significant harm’ included in the UK legal framework regarding
safeguarding children was referred to in Chapter 1 (see p21). The definition has
developed over a period of time to include a wide variety of forms of harm, so
that children exposed to the variety of harmful contexts referred to are
included. The key issue is the threshold at which intervention in family life is
justified. This requires the establishment of criteria for the court to intervene
and put in place legally binding arrangements and for the state to share care
with parents and make decisions which would ensure protection of the
children, their recovery and meeting their potential for future health and devel-
opment.
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Legal definition of harm
As discussed in Chapter 1, it is important to be aware of the distinctions made
in legal contexts where the issue of harm is being assessed. The notion of signif-
icant harm is a threshold which needs to be established to justify compulsory
intervention in family life. It is established by the courts, and the local authority
social services departments and their legal departments are the prime movers in
drawing attention to the concern about the needs of a child.

As mentioned in Chapter 1, the Children Act 1989 – Section 31(9) in
England and Wales provides the following definitions:

� ‘Harm’ means ill treatment, or the impairment of health or
development, including for example impairment suffered from
seeing or hearing the ill treatment of another.

� ‘Development’ means physical, intellectual, emotional, social or behavioural
development.

� ‘Health’‘ means physical or mental health.

� ‘Ill treatment’ includes sexual abuse and forms of ill treatment which are not
physical – including emotional abuse.

Section 31(10) states that:

Where the question of whether harm suffered by a child is significant turns on
the child’s health or development, his health or development shall be
compared with that which could reasonably be expected of a similar child.

It will be noted that there needs to be the establishment of a specific form of harm,
ill treatment, impairment of health or development, including mental health.

Section 120 of the Adoption and Children Act 2002 updates the defini-
tion of ‘harm’ in the Children Act 1989 – Section 31(9). The addition is ‘in-
cluding, for example, impairment suffered from seeing or hearing the ill-treat-
ment of another’ and has the effect of strengthening the case for significant
harm through domestic violence, or the abuse of another in the household.

In Scotland and Ireland, the definitions of harm and maltreatment used in
the comparable legislation need to inform assessments in the safeguarding
context.

Seven stages of assessment in the safeguarding process
The stages in the process of safeguarding children include the following:

� Stage 1: The phase of identification of harm and initial
safeguarding.

� Stage 2: Making a full assessment of the child’s needs, parenting
capacity, family and environmental factors.
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� Stage 3: Establishing the nature and level of harm and harmful
effects.

� Stage 4: Assessing the likelihood of response to professional
intervention in the context of the level of the child’s needs and the
level of parenting capacity and family and environmental difficulties.

� Stage 5: Developing a plan of intervention to include therapeutic
work in a context of safety and protection from harm.

� Stage 6: Rehabilitation of the child to the family when living
separately or moving on from a context of protection and support.

� Stage 7: Placement of children in new family contexts where
rehabilitation is not possible.

Stage 1: The phase of identification of harm and initial
safeguarding
The initial step is to recognize when a child is being harmed. This awareness
arises in many contexts – family, community and professionals, and requires a
variety of routes and established ways for such awareness to be communicated
(e.g. Working Together to Safeguard Children: HM Government 2006).

Looking at physical and sexual abuse as two examples, it is possible to
identify some key signs and patterns which can help to alert professionals to the
possibility that a child is being harmed.

Physical abuse
Physical abuse is usually presented either directly by a child or parent or by an
interested third party, as described in Box 6.1.

Box 6.1 Presentation of physical abuse

� Repetitive patterns of injury, parents using different hospitals to
avoid detection.

� Injuries not consistent with the history, too many, too severe, the
wrong kind, the wrong distribution, wrong age.

� A pattern of injury, which strongly suggests abuse, for example
bruising to a young baby. Few reasonable explanations for the
injuries. Multiple injuries may be observed following what is
described as moderate fall. Severe head injuries in babies and
toddlers, rib fractures; subdural haematoma and retinal haemorrhage
associated with violent shaking, multiple cigarette burns; fractures in
infants and toddlers are all characteristic of severe child abuse.
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� The presence of other signs of abuse, e.g. neglect, failure to thrive,
sexual abuse.

� Unusual behaviour in parents, e.g. delay in seeking medical advice,
refusal to allow proper treatment or admission to hospital,
unprovoked aggression towards staff.

(Bentovim 2006a)

Injuries may be discovered incidentally, for example a child being allowed to
go to school or nursery or to another person’s care, when injuries may be found
and reported. In such situations parents often deny knowledge of the injury
and no satisfactory explanations are given – although there may be a covert
wish for discovery. This may be a way of drawing attention to overwhelming
family stress, which cannot be openly acknowledged.

Some of the important features in the history are illustrated in Box 6.2.

Box 6.2 Important features in the history

� The parents give a discrepant history which changes with the
telling or who tells it. Details are vague or unclear. Exact details of
time, place, persons and actions are required to clarify the
presentation. There needs to be a comparison of the accounts of
various professionals, with major differences needing explanations.
Parents may not give the same story.

� An unreasonable delay in seeking help or care, especially following
a fracture or serious burn or scald, is a strong indicator of an abusive
situation. Denial that a child is in pain and minimization of
symptoms are common. A baby may be left tucked in a cot, only to
be brought hours later when he or she refuses a feed or begins to
have a seizure.

� Trigger factors are behaviour in the child which precipitated a
parent’s violence; inconsolable crying, difficult feeding or wetting,
stealing or lying may all provoke an angry outburst on a stressed
parent’s part.

� As abuse escalates, parents find it increasingly difficult to allow
anyone into their lives for fear of discovery, and the isolation grows.

� Past history of high levels of parental anxiety, frequent admissions
to hospitals in the first months of life, frequent accidents,
behavioural difficulties, growth and development delays all may be
sources of anxiety, and the source of stress, and the result of poor
care.
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Poisoning, suffocation and induced or fabricated illness are forms of dangerous
physical abuse, which are not characterized by the loss of control, punitiveness
and anger, associated with physical abuse, but more with a perception or a
belief that the child has a physical illness. The parent believes he or she has to
convince the medical team that this is the case and does so by describing or
inducing symptoms, requesting investigation or intervention. Behavioural dif-
ficulties may be interpreted as having physical causes. While the child becomes
the focus of medical attention, the parent gains the support and comfort of
being the parent of a sick child, receiving care and support by proxy. Death may
result from any of these forms of physical abuse, long-term physical or psycho-
logical harm. These patterns need to be recognized by the relevant profes-
sional, and reported (HM Government 2006).

Sexual abuse
Sexual abuse presents in a variety of different contexts, and different presenta-
tions, as in Box 6.3 9 (adapted from Vizard and Tranter 1988).

Box 6.3 Presentation of sexual abuse

� Disclosure By child or third party

� Physical indicators Rectal or vaginal bleeding, pain on
defecation

Sexually transmitted disease (STD)

Vulvovaginitis (inflamation of the skin
around the vagina) or vaginal
discharge or ‘sore’

Dysuria (painful passing of urine) and
frequency, urinary tract infections

Physical abuse, note association of
burns, pattern of injury, death

Pregnancy

� Psychosomatic indicators Recurrent abdominal pain

Headache, migraine

Eating disorders, bulimic variety

Encopresis (involuntary faecal soiling)

Secondary enuresis (involuntary
passing of urine)

Total refusal syndrome
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� Behavioural indicators

(a) Pre-school Sexually explicit play, ‘excessive’
masturbation, insertion of foreign bodies
(girls), self-mutilation, withdrawn, poor
appetite, sleep disturbance, clingy,
delayed development, aggression

(b) Middle years Sexualized play, sexually explicit
drawing or sexual precocity,
self-mutilation, anxiety, depression,
anger, poor school performance, mute

(c) Teenagers Sexually precocious, prostitution,
anxiety, anger, aggression, depression,
truancy, running away,
solvent/alcohol/drug abuse,
self-destructive behaviour, overdoses,
self-mutilation, suicide

� Learning difficulties or severe learning problems

May present with depression,
disturbed (including aggressive)
behaviour

Sexualized behaviour

� Physical handicap Attempts at disclosure not
understood; may be physical and
psychosomatic indicators as
above

� Social indicators Concern by parent or third party,
sibling, relative or friend of
abused child

Known offender in close contact with
child

Each of the particular forms of abuse, failure to thrive, physical abuse and
neglect has characteristic patterns, e.g. the poor growth, skin quality and devel-
opment of neglected children who are failing to thrive, the pattern of emotional
responses, depressive symptoms, self-harming, anxious or angry responses of
children who are emotionally abused. Neglect and emotional abuse are more
subtle and are not recognized as acutely by professionals. The nature and
impact of experiences of neglect and emotional abuse emerge in the context of
the comprehensive assessment described later in this chapter. Different forms of
abuse often present in the same family and present at different times in differing
ways. The analogy of an iceberg with multiple impact points describes child
abuse aptly.
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Social work, health, police and education professionals will be involved,
through a process of strategy meetings, child protection conferences, initial and
core assessments and reviews (DOH 2000, 2002) with action following to
safeguard the child depending on the level of current risk and future harm.

The full extent of harm of a child may not be known initially, nor the extent
of the trauma or the effects (Cicchetti and Carlson 1989). For instance, when
one child has been identified as being harmed sexually or physically in a family,
it is not unusual to find that other children in the family have been harmed. The
impact of a parent with a psychiatric illness, or prone to substance abuse or
domestic violence, may differ substantially depending on the age or develop-
mental stage of children. It may emerge that a parent, who is initially perceived
as protective, may also have been involved or have condoned abusive action.
There may be considerable uncertainty about parents’ capacity to protect their
children, or the extent of abuse and safeguarding requirements until further
assessments are completed.

The presence of severe or extensive abuse of a child, for example sexual
abuse associated with physical abuse and neglect, will make it more likely that
there will be major difficulties associated with parenting capacity and family
and environmental factors. The emergence of mental health difficulties in
parents, domestic violence which has not been reported earlier or addiction
(Cleaver et al. 1999) are all likely to indicate a higher level of complexity and
requiring more extensive professional and legal intervention. In such situations,
it may be necessary to use interventions, which are supported through child
protection conference decisions, or a court order to adequately safeguard the
child and address their needs. This can include having to work with and
motivate parents who themselves may have considerable difficulties and require
extensive services.

Stage 2: Making a full assessment of the child’s needs,
parenting capacity, family and environmental factors

Standardized Assessment Tools
In Chapter 3, a range of Standardized Assessment Tools were described and their
role in making evidence-based assessments of children’s developmental needs
and functioning, the capacity of parents to meet their needs, and family and
environmental factors which impact on parenting, family life or the children
directly.
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Specialist assessments
Specialist or further assessments may be required depending on the need for
further information on specific aspects of children’s developmental function-
ing, parenting capacity or family and environmental factors which emerges
from the initial and core assessments with children and their families. Initial
assessments must be completed in 7 working days and the regulations require
that the core assessment process takes place over 35 days.

Other assessments can include paediatric assessments to make detailed
examination of health and development; child mental health assessments of
post-traumatic states, or offending behaviour; adult mental health assessments
of parents as individuals and couples, drug and substance misuse assessments;
psychological assessments of children’s and parents’ intellectual and general
functioning; educational assessments, and adult offending assessments. A
variety of different professionals in the social work and health fields have the
skills to make specialist assessments and such assessments have an important
role in assessing the impact of harm on a child and understanding and assessing
the factors associated with harm and harmful parenting as well as the potential
for change. This includes gauging the modifiability of any difficulties in
parenting and/or family and environmental factors which have contributed to
the harm experienced by the child.

Constructing a comprehensive chronology
An important element of a specialist assessment is the recommendation to con-
struct a comprehensive chronology of significant information from medical,
social services and educational contexts which helps to establish the nature of
risk and protective factors experienced by the young person and the family.

It is often a challenge to gather and analyse information about a child’s
history and map the interventions and outcomes in previous work with the
child and family. But such information is central to establishing the harm and
protective factors a child has already experienced and to assessing the potential
for change. Systems for collecting and analysing information from documents
are useful to ensure a full picture is obtained. Cross-sectional research at Great
Ormond Street Hospital for Children, London (Skuse et al. 1998), which
looked at the history of young people who had displayed sexually abusive
behaviour, showed that information from case notes etc. could be reliably
analysed using descriptors. Bifulco, Brown and Harris (1994) have demon-
strated that an instrument, the Childhood Experience of Care and Abuse (CECA),
used to assess the presence of physical, sexual or emotional abuse and neglect,
can be applied to chronological or historical data from case files or elsewhere in
order to construct a chronology for a child or young person.
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Contexts for assessment
Depending on the level of concern, assessments may need to take place while a
child is accommodated in a place of safety, for example, due to the nature and
severity of possible harm or risk of harm or the severity of parental mental
health or substance or alcohol abuse problems. A foster placement provides the
opportunity for observing the state of the child immediately after being in
parental care, establishing needs and assessing the child’s response to a context
of more adequate care.

Observing a child’s response to parental contact provides opportunities for
establishing the nature of parenting capacity and family relationships and other
family and environmental factors. A family centre provides the opportunity for
extensive observations, and testing the child and family’s response to interven-
tions (e.g. the Marlborough Family Day Hospital: see Asen et al. 1989). Resi-
dential settings for the family (Healy, Kennedy and Sinclair 1991) or fostering
placements for a mother or father and baby allow for 24-hour observation of a
wide range of parent–child and other relationships and interactions. It is often
necessary to combine different contexts to establish a comprehensive under-
standing of children’s needs, parenting capacity and family and environmental
factors, and integrate assessments from a number of perspectives.

Capacity of parents and family to acknowledge responsibility and
need for change
An essential component of the assessment process is the reflection on the
assessment process by parents and professionals. The use of the Standardized
Assessment Tools requires a consistent and continuous reflective process with
parents, children and young people which facilitate an exploration of the
parents’ and other family members’ capacity to reflect on the findings of the
assessment as it takes place and recognize the need for change. Central
questions are:

� Do parents acknowledge the extensiveness of their child’s
difficulties, and need for intervention?

� Do they acknowledge responsibility for harm they may have been
responsible for?

� Is there willingness to address individual, family and environmental
issues which may be having a deleterious impact on parenting
capacities?

� Is there a prospect for positive change within the young person’s
timeframe?

ASSESSMENTS WHERE THERE ARE CONTINUING SAFEGUARDING CONCERNS / 225



Stage 3: Establishing the nature and level of harm and
harmful effects
In considering the issue of harm, a broad-based, integrated approach is
required to assessing whether a child has suffered harm or is likely to suffer
harm in the future. The Assessment Framework is the conceptual map used in the
UK to guide assessments of children’s needs and the factors influencing
whether they are met, and in Chapter 5, the Assessment Framework has been
operationalized to facilitate gathering information in the safeguarding context
about strengths and difficulties in each dimension of the three domains.

Assessing the impact of parenting capacities on children’s
developmental needs
To assess the needs of children who are at risk of being harmed as a result of
abusive parenting, it is useful to focus on the parenting capacity domain of the
Assessment Framework to define the range of parental strengths and difficulties
and the potential resulting effects on children’s functioning and the potential
harm which may result.

By looking at each dimension of the parenting capacity domain in turn, it is
possible to draw out some key themes and connections between strengths and
difficulties in specific dimensions of parenting capacity and the impact on par-
ticular dimensions of children’s developmental needs. The themes have particu-
lar relevance in the safeguarding context. It is essential to note, however, that
there are many other themes which could be included and also that the dimen-
sions are interrelated so that different aspects of parenting may impact on one
or more several areas of a child’s developmental needs. In addition, of course,
the impact of family and environmental factors must always be taken into
account.

CYCLES OF POSITIVE PARENTING

In a family with parenting strengths, it is possible to map some links between
the provision of positive parenting in each dimension and the predominant
potential impact on the child’s health and development.

Basic care

The provision of good quality basic care which includes attention to children’s
health needs facilitates the child’s growth, self-care and health, promoting the
healthy development of the child and helping them develop a capacity for
adequate self-care.
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Ensuring safety

Providing adequate responsiveness, safety and protection ensures that there is pro-
tection at home and away from home, including protection from all types of
abuse, including physical and sexual abuse. It also promotes the development
of secure attachments is supported so that the child is confident and free from
harm.

Emotional warmth

The provision of adequate emotional warmth and containment supports emotional
development, facilitates the regulation of the child’s emotional states and the
development of their emotional coping capacities and positive emotional
adjustment.

Stimulation

Positive stimulation and effective communication ensures the development of the
child’s cognitive, motor and language skills which are the building blocks for
future education.

Guidance and boundaries

Providing adequate guidance and boundaries for children and managing their behav-
iour effectively ensures that they develop an appropriate level of cooperative
behaviour in their relationships with others, self-assertiveness and pro-social
attitudes.

Stability

Stability of family relationships promotes the building of secure attachments and
ensures the satisfactory development of the child’s sense of identity, and their
capacity for family and social relating.

Figure 6.1 represents a benign developmental cycle related to positive
parenting. It illustrates the way that positive family and environmental factors
provide the background for parents to develop adequate parenting skills. Linking
these parental capacities in a circular fashion indicates that there is an
interactional process which involves each of these particular parental qualities.

The positive parenting skills impact in turn on children’s health and
development resulting in the child thriving with healthy development and good
self-care skills and freedom from harm, as well as having a sense of security and
confidence, maximizing their educational skills, capacities and potential and
developing emotional coping skills and resilience and collaborative and
pro-social behaviour, and having a positive sense of identity and social and
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family relationships. These are linked in the outer ring of the circle, again indi-
cating the interaction between these different aspects of development.

CYCLES OF HARMFUL PARENTING

Cycles of more harmful impacts on children resulting from parenting difficul-
ties are represented in Figure 6.2. Here negative family and environmental factors are
associated with difficulties in parenting capacities. These difficulties affect the pro-
vision of basic care and attention to health needs, parental responsiveness, pro-
tection and security, consistency of emotional warmth, stimulation and com-
munication, providing guidance, boundaries and managing children’s behav-
iour and maintaining stable relationships. In turn, parenting difficulties in each
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Figure 6.1: Parenting strengths and positive impacts on child health and development



of these dimensions relate to potentially harmful impacts on children’s
development and well-being.

Representing the domains in a circular fashion indicates the interaction
between these various parenting difficulties which reinforce, interact and are
cumulative in their impact on children’s development. Each form of potentially
harmful parenting may be associated with recognized patterns of harm to
children and young people.
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Basic care

Failures in the provision of care and attention to health can result in patterns of
neglect and harm to the healthy development of the child with poor health
care, failure to thrive and poor development of the child’s self-care skills.

Ensuring safety

When parents do not ensure the child’s safety in the home and in the community or
fail to provide adequate supervision, responsiveness and protection there is an
increased risk the child will suffer physical and sexual harm, be exposed to
violence or become involved in risk-taking behaviour related to drug, alcohol
and other substance misuse. There is also a higher risk of children developing
of disordered attachments.

Emotional warmth

A failure to provide consistent emotional warmth, containment and empathic responses
may result in a child having problems in managing their emotional states,
having disordered expression of emotions and poor emotional coping skills
and being emotionally vulnerable.

Stimulation

When parents do not provide adequate stimulation, effective communication and
attention to a child’s educational and social learning needs, this can result in the
child developing negative attitudes to learning and failing to achieve their edu-
cational potential.

Guidance and boundaries

Parental difficulties in providing adequate guidance, boundaries and management of
behaviour can result in the child failing to develop pro-social and collaborative
behaviour with the risk of antisocial behaviour and disorders of conduct and
oppositional behaviour.

Stability

Failures in providing stable family and social relationships can result in harm to the
formation of child’s sense of identity and potential problems for them in inter-
personal relationships and maintaining attachments.
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Impact of family history and family functioning
It is also always important to consider the impact of family history and family
functioning on development of parenting capacities, as well as the other
dimensions of family and environmental factors, as discussed in more detail in
Chapter 2.

Detailed analysis of the specific effects of harmful parenting on the
child
Having identified the broad themes and connections between positive and
negative patterns of parenting and their potential impact on children’s develop-
mental needs, it is helpful to take each area of parenting and look in detail at
whether it is possible to relate the elements of parenting difficulties to specific
harmful effects. Building on the operationalization of the Assessment Framework
in Chapter 4, the following descriptors are adapted for contexts when children
are in need of protection, and decisions about intervention need to be taken.
Descriptions of strengths and difficulties in parenting capacity are juxtaposed
with descriptions of the potential impact on the child’s developmental needs,
when needs are met adequately or when there is a risk of harm.

Basic care: failure by parents or carers to provide adequate care and
attention to health needs
Box 6.4 lists parental strengths and difficulties and the impact on the child
when providing basic care.

Box 6.4 Providing basic care and attention to
health needs
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Parental strengths
� Provides adequate, effective

basic care and attention to
health needs reasonably
organized.

� Adapting successfully to
children’s changing needs.

� Appropriate reliance and
support on extended family
and community.

� Appropriate attention to
health and disability issues.

Parental difficulties
� Lack of basic care and

attention to health needs
inconsistent poorly organized
over time.

� Failure to adapt to children’s
changing needs.

� Undue reliance or unable to
use extended family and
community.

� Failure to attend to physical
health or disability.



HARMFUL PARENTING PATTERNS

In this dimension of parenting capacity, difficulties include a lack of basic care,
inconsistent or poorly organized parenting, the provision of inadequate nutri-
tion or failure to attend to a child’s needs for feeding, failure to attend to health
or disability needs, distorted beliefs about illness states of the child and/or a
degree of invalidism (treating the child as an invalid) and failure to adapt to
children’s changing needs over time. Parents may fail to utilize or to be unduly
reliant on extended family and community resources.

IMPACT ON CHILD

Evidence for harmful effects includes children showing signs of poor care,
including having neglected appearance, poorly cared-for skin, hair and
clothing and/or non-organic failure to thrive. This might be associated with a
‘Cinderella’ appearance; there may be evidence of deprivation, noted through
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� Focus on health and
maximizing of physical
potential.

Impact on child when basic
care provided and health
needs adequately met

� Good general health and
positive health attitudes.

� Child thriving, healthy,
growing well.

� Satisfactory care and attention
to health throughout
development.

� Health and disability issues
responded to adequately,
functioning to potential.

� Child has capacity to care and
present self positively,
potential, positive health
attitudes.

� Appropriate reliance on
extended family and
community resources.

� Invalidism, beliefs about
illness, induction of illness
states.

Risk of harm: impact on
the child when failure to
provide basic care or meet
health needs adequately

� Poor standards of care,
general health.

� Child not thriving, evidence
of neglect, poor growth, poor
health care, skin care, failure
to thrive.

� Lack of attention to care and
health needs during
development.

� Health and disability, not
functioning to potential, lack
of care.

� Poor capacity to care and
present self within potential,
negative health attitudes.

� Over- or under-reliance on
family and community
resources.



characteristic skin and hair changes and a degree of growth failure in both
height and weight. In severe forms of non-organic failure to thrive, this may
include the unusual state of ‘derivational dwarfism’, a state associated with
endocrine abnormalities of the production of growth hormone. In less severe
cases, height may be more affected than weight. Reviewing health records over
a number of years can be helpful as there may be a longstanding evidence of
poor care and failure to help the child develop self-care skills. Alternatively, the
child may take more responsibility for their own self-care than would usually
be expected for their age and stage of development, i.e. ‘pseudo-adult’ func-
tioning, as a form of compensation.

A parental context of invalidism, distorted beliefs or induction into illness
states results in a range of processes which negatively impact on the child’s
health. This includes the most severe cases, when the child might be subject to
life-threatening induction of illness states, for example suffocation or
attempted drowning, administration of noxious substances and medication, or
interference with medical procedures (Gray and Bentovim 1996). Moderate
forms of induction or fabrication of illness states would include fabrication of
symptoms leading to extensive medical investigations, or major anxieties about
the child’s health with associated ‘doctor shopping’.

Evidence of a poor state of health in a child is noted through failure to
attend for medical examinations or the regular immunization of children. A
failure to attend to a child’s disability needs may be indicated when the child
level of disability is greater than the potential which could be expected, given
the child’s impairment(s).

INTEGRATED INTERDISCIPLINARY ASSESSMENTS

These are complex judgements and require integrated interdisciplinary assess-
ments from health, social work and psychological professionals. Baseline infor-
mation can be obtained from the evidence-based assessment tools, particularly
the HOME Inventory. These assessments may need to be reinforced and elabo-
rated upon through specialist assessments to define the nature and extent of
harm to the child’s health, the contribution of the parenting difficulties to the
problems experienced by the child and the potential for adequate care.

Ensuring safety: failure by parents or carers to provide security and
protection from harm
Box 6.5 lists parental strengths and difficulties and the impact on the child
when providing security.
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Box 6.5 Parental provision of safety, responsiveness
and protection
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Parental strengths
� Attuned, responsive, reliable,

coherent caregiving.

� Safe environment, appropriate
discipline and relating.

� Reasonable expectation of
children dependence or
independence, self-care, care
of others.

� Adequate supervision of
activities inside and outside
the home.

� Provision of safe environment
and protection from physical
hazards, risky individuals
inside and outside home.

Impact on the child when
adequate safety and
protection ensured

� Developing secure primary
and secondary attachment
responses.

� Age-appropriate capacity for
safe independent behaviour,
care of self and others at home
and in the environment.

� No evidence of physical or
sexual harm sustained at home
or environment.

� Injuries sustained consistent
with age and developmental
stage.

Parental difficulties
� Unresponsive, unreliable,

fragmented caregiving.

� Unsafe environment
inappropriate punitiveness,
sexualized relating, risk of
physical and/or sexual abuse.

� Unreasonable expectation of
children’s dependence or
independence, self-care and
care of others.

� Inadequate supervision of
activities inside and outside
the home.

� Environment unsafe, failure of
protection from physical
hazards and risky individuals
inside and outside the home.

Risk of harm: impact on
the child when failure to
ensure adequate safety
and protection

� Developing insecure,
disorganized or
indiscriminate attachment
responses.

� A lack of age-appropriate
capacities for safe
independent care of self – at
home and in the environment
– over-dependent,
pseudo-mature.

� Evidence of physical or
sexual harm sustained at
home or in the environment.

� Injuries sustained not
consistent with age and
developmental stage.



HARMFUL PARENTING PATTERNS

This area of parenting failure can result in the most severe forms of harm.
Parenting difficulties in this area focuses on the failure to provide security and
protection from harm. This includes unresponsive, unreliable, fragmented
caregiving, the child living in an unsafe environment and the parents failing to
provide protection from inappropriate punitiveness or sexual experiences. An
unsafe physical environment includes failure of protection from physical
hazards inside or outside the home and the child not being kept safe, including
exposure to risky individuals or contexts. This may be associated with inappro-
priate parental expectations either of dependence or independence in a child.

IMPACT ON CHILD

This can, in turn, result in evidence of physical or sexual abuse of a child and/or
a child exhibiting sexualized behaviour. The most severe levels of harm include
fractures and other injuries which are multiple and found in different sites and
which may have occurred over a period of time. Fractures around the head and
neck in a baby under six months are, of course, of particular concern.

The most severe forms of sexual abuse include children or young people
being involved in longstanding attempted or actual genital or anal intercourse,
especially younger children and/or involvement in prostitute sex rings. Less
severe forms of sexual abuse involve exposure and sexual contact without pene-
tration.

In terms of physical harm when children are not kept safe, failure to protect
children from danger can result in severe injuries, poisoning, burns or scalds,
preventable accidents, whether in the home or outside the home.

A key negative impact when there is a failure of parental attunement to the
child is the development of insecure, disorganized or indiscriminate attach-
ments. As children get older they may develop compliant or controlling angry,
dismissive responses and be unable to develop appropriate dependence or inde-
pendence in their relationships with others.

Exposure to harmful or risky individuals inside or outside the home can
result in abusive action perpetrated against the child. The impact of physical
and sexual abuse includes children developing patterns of arousal which cannot
be easily managed by the child or caregiver, premature sexualized behaviour,
frozen emotional states, dissociation or compliant or explosive responses.

INTEGRATED INTERDISCIPLINARY ASSESSMENTS

The assessment of children exposed to a context which fails to provide
adequate security and protection requires a well-coordinated health, social
work and police response.

The use of the evidence-based assessment tools provides a comprehensive
assessment of functioning of the child, the level of parenting capacity and the
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impact of individual and family functioning strengths and difficulties and
other relevant family and environmental factors. The use of the In My Shoes
interview for children provides a useful tool for skilled specialist interviews of
the child. It is essential when more serious harm has occurred to construct a full
chronology of health, social work, criminal records to explore past concerns,
and intergenerational patterns of harm. Specialist assessments of children,
young people, abusive parents and partners may be required from the perspec-
tive of mental health or offending services. Integration of information requires
an interdisciplinary approach to analysis and care planning.

Emotional warmth: failure by parents or carers to provide adequate
emotional warmth and responsiveness
Box 6.6 lists parental strengths and difficulties and the impact on the child
when providing emotional warmth.

Box 6.6 Emotional warmth and containment
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Parental strengths
� Satisfactory expression and

reception of feelings, valuing,
respecting consistent.

� General emotional tone,
warmth, calmness, humour,
support, engagement.

� Empathy, understanding of
child’s emotional responses
and states, containment and
tolerance, non-punitive
responses.

� Protection of child from
current traumatic losses and
stressful events and situations,
mental health, parental
conflict, or personality issues
currently and in early
development.

Parental difficulties
� Failure to express or respond

to feeling, critical,
humiliating, rejecting,
inconsistent.

� General emotional tone,
negative, undermining,
exploiting, disqualifying,
coldness, lack of support,
disengaged.

� Lack of empathy, failure to
understand child’s emotional
states, lack of containment,
intolerance, punitive
responses.

� Failure to protect child from
current traumatic losses,
situations, stressful events,
parental conflict, mental
health, or personality issues,
currently and in early
development.



HARMFUL PARENTING PATTERNS

Parental difficulties in providing emotional warmth and containment are associated
with the risk of emotional abuse. Difficulties in parenting capacities associated
with potentially emotionally abusive actions include parents who fail to
express or respond to feelings and the presence of predominant, critical, humil-
iating, rejecting tone in the relationship between parent and child. Associated
with a failure of empathic, emotional understanding, parents may ignore or
respond punitively to a child’s expression of their emotional needs. Parents
may also perceive the child’s normal assertiveness as oppositional, defiant,
rebellious and aggressive leading to disqualification and lack of support of the
child.

Two major areas of potentially abusive aspects of parenting capacity in this
dimension are the failure to protect children from potentially traumatically
stressful events or from the extremes of inconsistent parental emotional states
and distorted perceptions. This can include exposure to physical and sexual
abuse of a child or other family members, traumatic loss or witnessing violence.
Parents may fail to protect children from the impact of parental relationship
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Impact on the child when
provision of emotional
warmth and containment
adequate

� Child is part of a network of
secure, organized attachments.

� Capacity to respond
appropriately to emotional
communication, emotional
states well regulated.

� Shows basic positive
emotional mood, brief
appropriate responses to
disappointment and change.

� Traumatic and stressful events
have been processed without
lasting effects.

� Positive emotional adjustment.

Risk of harm: impact on
the child when failure to
provide adequate emotional
warmth and containment

� Child is part of a network of
insecure, disorganized
attachments, clinging,
indiscriminate, avoiding or
controlling responses.

� Lack of a capacity to respond
to emotional communication,
arousal, frozenness results,
and emotional states poorly
regulated.

� Pervasive negative mood,
failure to cope with
disappointment, change.

� Persistent fear, distress,
traumatic responses, failure of
processing.

� Negative emotional
adjustment, mood difficulties,
anxiety states and self-harm.



conflicts or their own substance misuse, alcoholism or serious mental health
difficulties.

IMPACT ON CHILD

The responses of children to these emotionally highly stressful experiences can
result in children being unable to develop normal emotional responsiveness or
to regulate their emotional states. This may be demonstrated in the child by
frozen emotional responses, high emotional arousal states, marked anger or
oppositional responses, avoidance or a fear of closeness. A child may have a per-
vasive negative mood and low self-perception and be unable to cope with
disappointment.

A child experiencing an absence of emotional warmth from their parents or
caregivers, may also have difficulty in developing a capacity for empathy and
present as unfeeling, aggressive, withdrawn or distancing in response to others.
There may be evidence of persistent grief, unresolved traumatic symptoms and
failure of emotional adjustment, linked with persistent fear, distress, anxiety,
anger and regression Responses can include the child or young person taking
on a predominately caretaking role or having self-perceptions organized by
parental reality.

INTEGRATED INTERDISCIPLINARY ASSESSMENTS

The use of a combination of evidence-based assessment tools can provide a
picture of the parents’ capacity to provide adequate emotional warmth and con-
tainment and the extent to which children’s emotional needs are being met.

Assessment of this key area of harm requires coordination between social
work and mental health teams, including those focusing on child, family and
adult health issues. To establish the child or young person’s emotional needs
may require a child and adolescent mental health service assessment associated
with adult mental health assessments for individuals or the couple. The contri-
bution of assessments by domestic violence, substance or alcohol abuse services
may need to be integrated into the overall assessment process to determine level
of parents’ needs and difficulties as individuals and/or as a couple and to estab-
lish the potential for change.

Stimulation: failure by parents or carers to provide stimulation and
communication
Box 6.7 lists parental strengths and difficulties and the impact on the child
when providing stimulation.
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Box 6.7 Stimulation and communication
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Parental strengths
� Praise, warmth,

encouragement, stimulating,
responsive, enriching
environment.

� Clear communication, good
listening, acknowledge,
responsive.

� Participating, sharing,
focusing, interacting, creating,
persistence, continuity.

� Provides challenging tasks,
supports learning.

� Well-prepared and supported,
involved in educational
settings.

Impact on child when
adequate provision of
stimulation and
communication

� Satisfactory unfolding of
skills, cognitive, motor and
language.

� Capacity to develop positive
communicational and
interactional skills with family
members, siblings and peers.

� Satisfactory attendance,
achievement, attention in
educational settings.

� Positive peer, teacher and
family relationships.

� Satisfactory progress along the
line of play to work.

� Special needs recognized,
positive intervention, support.

Parental difficulties
� Critical, cold, rejecting,

undermining, impoverished
environment.

� Minimal interchange, failure
of listening, controlling,
directive, stifling, ignoring,
unresponsive.

� Few or inappropriate
opportunities for play and
activities, lack of
involvement, participation,
failure to focus, share, lack of
persistence.

� Poor preparation, support,
uninvolved in educational
settings.

Risk of harm: impact on
the child when failure to
provide adequate
stimulation and
communication

� Significant delays and
unevenness in unfolding of
cognitive, motor and
language skills.

� Poor capacity to
communicate or interact with
family members, siblings and
peers.

� Unsatisfactory attendance,
educational failure, disrupted
attentional capacities.

� Poor peer, teacher and family
relationships.

� Failure to progress along the
line of play to work.

� Special needs unrecognized,
poorly assessed, failed
intervention and support.



HARMFUL PARENTING PATTERNS

Parents who are failing to provide adequate stimulation and communication may
be recognized through observation of markedly critical, cold, inconsistent and
undermining responses towards their children. They may be providing an
impoverished environment for the child with few learning or social opportuni-
ties. There may be a lack of communicational interchange, with parents failing
to listen or respond to the children, and a lack of parental involvement and par-
ticipation in play or sharing activities inside and outside the home.

Educational needs in general are likely to be ignored or minimized. There
may be poor support for pre-school and school activities and limited concern
about the child’s educational achievements or sustaining school liaison. When
the child has a disability, parents may not be responding to the child’s special
needs or may be failing to sustain necessary interventions.

IMPACT ON CHILD

The impact on a child of these considerable parenting difficulties in this dimen-
sion can include significant developmental delays or unevenness in the devel-
opment of the child’s cognitive and motor language skills. The child may have a
poor capacity for communication, fail to develop a capacity for play and/or
show an absence of curiosity. They may not perform to potential exhibiting dif-
ficulties such as rejecting special needs arrangements, unsatisfactory attendance
at school, problems with learning, educational failure and disruptive behaviour,
inattentive responses and problems in peer and teacher relationships.

INTEGRATED INTERDISCIPLINARY ASSESSMENTS

The use of the evidence-based assessment tools provides a picture of whether
there is the parenting capacity in place to provide adequate stimulation and
communication and children’s responses. To fully assess the processes may
require specialist assessments of children’s potential through specialist health
and psychological assessments, liaison with educational professionals, and
scrutiny of educational and health records.

Making a distinction between the contribution of environmental and
genetic factors to children’s restlessness, inattentiveness, communicational and
learning difficulties can be complex and requires interdisciplinary approaches.
Assessments of parents’ cognitive and psychological functioning may be
relevant in the evaluation of parenting capacity and the ability of parents to
respond to specific interventions, especially when children’s needs for services
and support are considerable if they are to achieve their potential.
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Guidance and boundaries: failure by parents or carers to provide
guidance, boundaries and management of behaviour
Box 6.8 lists parental strengths and difficulties and the impact on the child
when providing guidance and boundaries.

Box 6.8 Guidance, boundaries and management of
behaviour

Parental strengths
� Good management, realistic

expectation, appropriate
reward and sanctions,
moderate use of discipline and
punitiveness.

� Manages or distracts from
frustration or negative states,
tolerates firmness without
battles.

� Flexible boundaries, rules,
structures, appropriate adult
and child distinction.

� Conflict and oppositional
behaviour managed
adequately and resolved, basic
collaborative responses.

Impact on child when
adequate provision of
guidance, boundaries and
management of behaviour

� Predominantly collaborative,
compliant, pro-social
behaviour in home, school
and social context,
controllable and manageable.

� Protective and protected to
parents and siblings, tolerant,
responsive, accepts rules and
boundaries.

Parental difficulties
� Poor management, absent or

oppressive behavioural
control, punitiveness,
inappropriate expectations.

� Intolerance or
over-reinforcement of
negative states and
frustration, punitiveness or
controlled by child’s response.

� Rigid or absent boundaries,
‘parentified’ children,
over-protection, child having
to care for parent.

� Conflicts and oppositional
behaviour managed
inconsistently, frequent futile
arguments, failed resolution,
non-collaborative approach.

Risk of harm: impact on
child when failure to
provide adequate guidance,
boundaries and
management of behaviour

� Predominantly oppositional
or over-compliant, aggressive,
antisocial behaviour, home,
school and social context,
bad-tempered and
controlling, unmanageable.



HARMFUL PARENTING PATTERNS

Potentially harmful parenting difficulties in this dimension can include inap-
propriate expectations of children’s behaviour relative to their developmental
stage, absent or oppressive behavioural control and antisocial models of
response by the parents in the community and neighbourhood and in the
family itself. There may be either high levels of punitive reinforcement or inap-
propriate indulgence of children’s needs. Parents may be intolerant of chil-
dren’s emotional states, ignoring or blaming the child rather than understand-
ing the child’s level of appropriate distress. Parents may allow themselves to be
controlled by the child.

These responses may be associated with the failure to manage
intergenerational boundaries which may be rigid or absent. Parents may be
overprotective or ‘infantilize’ a child or, alternatively, have inappropriate expec-
tations of independence and self-reliance. There may be a climate of futile argu-
ments and a failure to resolve conflicts.

IMPACT ON CHILD

The impact on children and young people’s development includes oppositional,
over-compliant behaviour, passive responses, or unmanageable, antisocial
risk-taking behaviour, alcohol and drug misuse. Children may be unable to cope
with frustration so that there is evidence of temper tantrums, frozen emotional
responses, inappropriate feelings of guilt and/or being responsible for the
parents’ states. Boundary problems may result in a child becoming a ‘parental’ or
caregiver child or a ‘pseudo-mature’ individual who has had to take responsibil-
ity for him- or herself than they are developmentally ready to do. Children and
young people may therefore exhibit infantile, enmeshed, sexualized or aggressive
responses. This can include being excessively argumentative or exploiting
parents, siblings, other family members or peers in either a passive or active role.
A child may re-enact sexual or aggressive behavioural responses as a result of
previous failures by parents to set clear boundaries, manage behaviour and avoid
using antisocial models of response themselves.
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� Connected, responsive,
independent, respectful to
cultural and racial differences.

� Appropriate drug and alcohol
use.

� Exploitive, avoidant, passive,
fighting, bullying or bullies,
rivalrous, abusive physically
and sexually, rejects rules and
boundaries.

� Isolated, dominating,
controlling, antisocial,
sexually and prejudiced to
cultural and racial differences.

� Inappropriate drug and
alcohol use.



INTEGRATED INTERDISCIPLINARY ASSESSMENT

In addition to the evidence-based assessment tools which can provide a com-
prehensive picture of the parental capacities to provide adequate guidance,
boundaries and management of the children’s behaviour, specialist assessments
may be required to fully understand the impact on children and young people’s
behavioural control in complex cases. These may include assessments of young
people’s needs and the risk of them exhibiting aggressive, or antisocial
responses, e.g. sexually or physically offending behaviour, in collaboration
with youth offending services, mental health services or services for sexually
abusive young people (Edwards et al. 2007). Assessments of parents’ antisocial
behaviour and mental health histories and current functioning may also be
required to clarify the level of risk of harm and assess the prognosis for change.

Stability: failure by parents or carers to ensure stable family
relationships and a sense of identity
Box 6.9 lists parental strengths and difficulties and the impact on the child
when providing stability.

Box 6.9 Stability and family relationships
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Parental strengths
� Stability of parenting

currently and during
development.

� Stability of parental
partnerships and family
relationships.

� Maintaining of a network of
relationships despite
separation.

� The development of a family
sense of togetherness, social
and cultural identity,
supporting appropriate
individuals.

� Support for individuation,
maintaining separation and
connectedness.

� Resilient response to adversity
and major family change.

Parental difficulties
� A lack of stability of

parenting currently and
during development.

� A lack of stability of parental
partnerships and family
relationships.

� A failure to maintain a
network of relationships
following separation.

� The lack of a sense of family
togetherness, failure to
provide a social and cultural
identity.

� Failure to support
individuation and premature
separation or enmeshed
relationships.

� Lack of a supportive response
to adversity or family change.



HARMFUL PARENTING PATTERNS

The final section looks at strengths and difficulties in the parenting capacity
dimension covering the need to provide stable family relationships and a sense
of identity for children and looks at the harmful impacts that parenting difficul-
ties in this area can have on children’s development.

Harmful parenting in this dimension includes there being a marked lack of
stability in family relationships and adult partnerships or relationships which
may be disruptive, abusive or disconnected. Parents’ failure to acknowledge
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Impact on child when
adequate stability and
family relationships
provided

� Child is a member of a
network of emotionally stable
and affectionate relationships.

� Reasonably assertive, clear
role and identity.

� Optimal relationships with
family and external world.

� Satisfactory sexual identity
and relationships.

� Child has an appropriate
degree of closeness and
distance with parental sibling
and family members.

� Child connects with separated
parent.

� Child developing a positive
sense of self, assertive and is
developing a sense of family
and cultural identity with
appropriate individuation and
avoidance of negative
identification.

� Child copes with adversity
and negative events.

Risk of harm: impact on
the child when failure to
provide adequate stability
and family relationships

� Child is a member of a
disrupted, network of
unstable relationships,
enmeshed or hostile.

� Lack of assertive skills,
under-assertive or
over-assertive, confused role
and identity.

� Destructive relationships with
the family and external
world.

� Uncertain gender, sexual
identity, relationships.

� Child has an inappropriate,
enmeshed or excluded
relationship with parental,
sibling or family member.

� Child fails to connect with
separated parental or family
members.

� Child has an absent or
omnipotent sense of self;
absence or over-assertiveness.
Failure to develop a sense of
family cultural identity,
identifies with negative
family figures.

� Child cannot cope with
adversity and negative events.



their parental role in the context of separation has significant disruptive effects.
It can lead to breakdown and loss of stable family relationships, attachments
and, consequently, a loss of a sense of family identity. A failure to maintain a
network of social, educational and cultural relationships can lead to prejudice,
isolation, antisocial responses and withdrawal. Children require support to
move towards becoming more independent, developing relationships with
peers and others and taking appropriate adolescent roles. Family breakdown
adversity may result in lack of coping, being overwhelmed by moves and losses
in the face of major changes.

IMPACT ON CHILD

The result of parenting difficulties in this dimension for the child can be the
child developing a fragmented sense of their identity. They may become
enmeshed in the identity of a particular family member or isolated from
parental figures. Any sense of developing an integrated family identity is dis-
rupted through breakdown and the child may display clinging, rivalrous or
oppositional behaviour.

The child’s sense of cultural identity may be also become fragmented and
the child may develop prejudiced, abusive, isolated, antisocial behavioural
responses which again can lead into significant, dangerous situations outside
the home.

Above all, the child or young person can fail to develop a resilient capacity
to cope with change or move through the developmental processes which
would be expected to form part of most children and young person’s experi-
ences as they move from childhood to adult life.

INTEGRATED AND INTERDISCIPLINARY ASSESSMENT

In addition to the use of the evidence-based assessment tools, a variety of indi-
vidual and family assessments may be required to understand the complex
factors of family breakdown and its impact on children’s functioning and the
extent to which their needs are met or harm is being caused.

Assessment of strengths and difficulties in family and environmental
factors
Box 6.10 lists strengths and difficulties in family history and family function-
ing. Later in this section, Box 6.11 lists strengths and difficulties in other family
and environmental factors. Strengths and difficulties in these and other dimen-
sions are more fully described in Chapter 5.
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Box 6.10 Family history, family functioning and
wider family

INTEGRATED AND INTERDISCIPLINARY ASSESSMENT

The use of the evidence-based assessment tools can provide an account of indi-
vidual, couple and family functioning. Depending on the nature of these
elements it may be necessary to carry out specialist assessments, e.g. of parental
mental health or issues of domestic violence. Services specializing in substance
or alcohol misuse can assist in establishing the extent of strengths and difficul-
ties, determining the need for intervention and assessing the prospect for
recovery or more adequate functioning within a child’s timeframe.
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Strengths
� Stable and protected

childhood from major losses,
disruption, traumatic events
processed, autonomous
functioning.

� Recognition and
acknowledgement of
significant past events,
relationships and
circumstances.

� Adequate functioning,
reasonable health management
of physical or mental illness,
personality difficulties,
impairments, appropriate
treatment and support.

� Supportive, respectful,
confiding and balance of
assertiveness and compromise.

� Violent partner acknowledges
responsibility, supports
partner and children.
Collaborative, sharing
motivation to change.

� Network of supportive family
members, supportive and
substitute.

Difficulties
� Unstable family environment,

exposure to violence, abuse,
rejection, loss, illness,
unprocessed, dismissive,
preoccupied or entangled.

� Unresolved significant events,
relationships or
circumstances, major impact
on current family functioning.

� Negative functioning,
physical and mental ill health,
disability, personality
problems, criminality, drug
and alcohol misuse, failure of
treatment and social support.

� Isolated, unsupportive,
unconfiding, unbalanced,
dominant or submissive
pattern, destructive, at war.

� Violent partner legitimizes
violence, fails to take
responsibility, blames victim,
children ignored,
uncollaborative, resistant.

� Family members intrusive,
over-involved, abandoning,
ineffective, fail to caregive,
support or substitute.



Box 6.11 Other family and environmental factors

INTEGRATED AND INTERDISCIPLINARY ASSESSMENT

The use of the evidence-based assessment tools should help establish strengths
and difficulties in the further dimensions of family and environmental factors.
Social work investigation, integrating information from community agencies,
such as housing, benefits offices and community health, reinforces and
provides a fuller picture of the impact of elements.

Creating a profile of harm
Given the picture of harm which emerges from the evidence-based assessments
of the strengths and difficulties in each dimension of parenting capacity, the
identification of any harmful parenting and the analysis of the impact on chil-
dren’s developmental needs, it then becomes feasible to create a profile of harm.

Although the different forms of harm are described as though they are
discrete, they often co-occur, as described in Chapter 1, and it is the interaction
and cumulative impact of multiple forms of harm that has the most significant
impact on a child’s development and functioning.
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Strengths
� Stable well-maintained

housing fits family needs.

� Working patterns sustain
family life.

� Reasonable balance of child
and parent needs.

� Appropriate responsibilities
for children.

� Sustained adequate income,
focused on children’s needs.

� Family integrated, using
resources and having
appropriate network.

� Adequate resources available.

Difficulties
� Unstable, disruptive housing,

poorly maintained, poor fit
for needs.

� Unpredictability,
inconsistency of work, failure
to sustain family life.

� Work patterns undermine
family life.

� Undue pressure on children to
work.

� Inadequate income,
unsustained, used for adult
needs, children’s needs
neglected.

� Poor integration, excluded.

� Poor use of resources, failure
to use network.

� Lack of adequate resources.



Stage 4: Assessing the likelihood of response to
professional intervention in the context of the level of
the child’s needs and the level of parenting capacity and
family and environmental difficulties
There are two key steps to this stage of assessment in the safeguarding process.
The first step, based on the principles in Chapter 2, is to make a functional
systemic analysis of the processes which have led to the occurrence of patterns of sig-
nificant harm. This includes understanding the way the dimensions in each
domain of the Assessment Framework may contribute, and the interaction
between dimensions and domains. It also requires a consideration of circular
and linear processes, the severity of difficulties (the weight of negative pro-
cesses which may be acting as maintaining factors and the magnitude of
strengths), and the weight of positive processes, which are potentially protec-
tive factors. In Chapter 2 it was observed that significant harm was more likely
if there were difficulties in a number of dimensions, difficulties were manifested
frequently, have existed over a long period, were strikingly intrusive and
resistant to modification.

The second step is to establish a prognosis for change, i.e. an assessment of
the likelihood of achieving change within the child’s timeframe, using infor-
mation about factors associated with the risk of re-abuse, and knowledge about the
likelihood of response to intervention. This requires a consideration of each
domain, an assessment of the level of difficulty in each of the dimensions, the
recognition of difficulty by parents, children and young people, and the likeli-
hood of response within the child’s timescale. Based on a review of each
domain, an overall assessment of prognosis can be made, and an appropriate
intervention plan made.

Functional systemic analysis of processes leading to patterns of
significant harm
It is helpful to gather information in the following areas.

PREDISPOSING FACTORS

Predisposing factors can impact negatively on parenting capacity through
circular and linear processes involving family and environmental factors, e.g.
mental health issues, factors associated with unresolved abusive events in the
lives of parents. Parenting capacity may be characterized by significant difficul-
ties in key areas, e.g. providing safety and emotional warmth, maintaining
boundaries and managing behaviour. The child or young person’s functioning
may indicate longstanding difficulties in the area of health, education, emo-
tional and behavioural development and so on. There may be significant areas
of unmet needs in relation to disability or special needs.
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PRECIPITATING OR TRIGGERING FACTORS

There are precipitating or triggering factors which may be associated with
changes in dimensions in the child’s developmental needs domain, in relation
to the child’s functioning or development, for example, a child entering
puberty, the development of oppositional behaviour, the increasing needs of a
number of children in the family. This may have a circular impact on the dimen-
sions of the parenting capacity, e.g. difficulties in the provision of basic care or
guidance and boundaries and management of behaviour becoming increas-
ingly negative in character. Changes in family and environmental factors may
change the pressure being placed on parenting capacity or on the child directly,
e.g. breakdown in relationships, which stresses a single parent and reinforces
parental capacity difficulties in providing adequate safety or stability.

PROFILE OF HARMFUL RESPONSES

This information can be drawn together to create a profile of harmful responses
which helps to identify the harm which can be associated with each area of
parental capacity. These can be divided into maintaining factors and protective
factors.

Maintaining factors

Maintaining factors are associated with the continuation and reinforcement of
negative factors and circular processes associated with each domain. For
example, anger and arousal in a child, associated with high levels of punitive
parenting, is affecting their behaviour in school and undermining relationships
with siblings and peers which in turn results in further punitiveness and rejec-
tion. Parenting difficulties in providing adequate basic care, for example, may
affect capacity to provide adequate emotional warmth, support education, and
provide safety for a child with the child’s response affecting each area of
parenting capacity in turn. Current difficulties in the family and environmental
factors dimension can reinforce difficulties, e.g. the breakdown in a relation-
ship can trigger unresolved areas of early history, which may lead to abuse of
alcohol or self-harming behaviour, with a circular impact on parenting and
risks of increasing difficulties in meeting children’s needs.

Protective factors

Protective factors will include the maintenance of areas where children’s needs
are being met despite difficulties, e.g. continuing attendance at school, or atten-
tion being paid to health needs. The role of extended family support can be
important, for example, a grandparent who provides temporary care can
prevent the circular impact of negative factors. There may be an openness to
acknowledge and seek help from services and other community resources to
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bolster limited capacities to meet children’s needs such as parents actively
seeking for help for their individual and/or couple difficulties.

In Chapter 8, the Green family will be described and a functional systemic
analysis of factors leading to significant harm will be made.

Factors associated with the risk of re-abuse and the prognosis for
intervention
This section demonstrates factors associated with the risk of re-abuse and the
prognosis for intervention. These judgements have been drawn from a number
of sources. Work carried out at Great Ormond Street Hospital for Children
(Bentovim, Elton and Tranter 1987) introduced the notion of the prospects for
successful rehabilitation of a child who has required protection to their family.
These range from a hopeful prognosis where factors related to the child, family
and context indicated that it was likely that rehabilitation could be achieved to
a poor prognosis which was associated with a child who has suffered a severe level
of abuse, parents not taking adequate responsibility for the level of harm and
factors such as severe personality disorder or substance abuse being present,
making it unlikely that rehabilitation could be achieved in the child’s
timeframe. A doubtful prognosis was identified when there was a lack of clarity,
whether there were sufficient protective factors to make the prognosis hopeful,
or the balance of negative factors made the prognosis poor. This is a situation
where further work needed to be carried out to determine whether rehabilita-
tion can be achieved or not.

Subsequent work by David Jones (1998) and Jones, Hindley and
Ramchandani (2006) summarized factors associated with re-abuse in family
contexts. These factors are associated with hopeful or poorer prognosis in
terms of the prospects of rehabilitation where there had been safeguarding
concerns. They noted a group of factors where there was significant risk of
re-abuse if a child continued to live in the family. These factors were associated
with denial, antisocial personality disorders and learning disability associated
with mental health problems. Rehabilitation was less likely to be achieved in
these situations with a high risk of re-abuse.

An assessment using the Great Ormond Street model (Sylvester et al. 1995)
noted that a key issue associated with the prognosis for rehabilitation was the
attribution of blame to children when the child was being perceived by the
parent as being responsible for the parent’s abusive action. This concept is
related to the way relationships can be ‘organized’ by traumatic events.
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A 12-step process for assessing the risk of re-abuse to a child,
parenting capacity and prospects of rehabilitation
Based on these findings, a 12-step process is described to determine the risk of
re-abuse and the prospect for rehabilitation. The stages suggested are in Box
6.12.

Box 6.12 A 12-step process for assessing the risk of
re-abuse to a child, parenting capacity and
prospects of rehabilitation

Step 1: Examine the overall levels of harm, past and present, and examine the
impact on the child’s health and safety, educational issues, emotional life,
behaviour and identity and how the child’s needs were met in the past and
currently.

Step 2: Assess the level of parenting, protection and therapeutic work the
child requires, considering the levels and extensiveness of harm, and factors
which would act as an additional factor requiring particular parenting skills,
e.g. disability.

Step 3: Establish the following: do parents acknowledge the level of harm?
Can they take appropriate responsibility for harm? Do they acknowledge
the need for protection and therapeutic work to ensure the child’s future
safety and recovery?

Step 4: Consider the level of parenting capacity in the areas of provision of
basic care, ensuring safety and providing emotional warmth, stimulation,
guidance, boundaries and stability.

Step 5: Establish whether parents acknowledge the nature and level of
current difficulties in parenting capacity and whether they have the motiva-
tion to achieve change.

Step 6: Assess the parents’ potential to respond to the child’s needs and to
develop their parenting capacity to help children recover from abusive
effects and achieve their potential.

Step 7: Identify the influence of individual and family factors on parenting
capacity, considering factors from the parents’ childhood, health, relation-
ships, family organization and family relationships, including with the
wider family.
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Step 8: Find out whether the parents acknowledge the role of individual and
family factors and their effect on parenting and their level of motivation to
change.

Step 9: Assess the potential for change in individual and family factors and
to respond to intervention and improve parenting to meet the children’s
needs.

Step 10: Consider the role of environmental factors such as housing,
employment, income and family integration and their impact on parenting,
individual and family functioning and the parents’ capacity to meet the chil-
dren’s needs.

Step 11: Establish whether parents recognize the role of environmental
factors and the potential for change.

Step 12: Explore the nature of family–professional relationships, and estab-
lish whether there is a potential for working together and the availability of
resources to achieve change within the child’s timeframe.

The tables and descriptive text which follow have been constructed using the
Assessment Framework. A description is provided of factors which can usefully be
observed in each of the areas. The factors included are those which have been
shown to have a better or worse implication for prognosis. The 12-step process
will now be described in more detail.

Step 1: Overall levels of harm, impact on the child and how the
child’s needs were met
The first stage is to analyse information available to assess the overall level of
harm to the child.

Table 6.1 provides a descriptive range from those children who are subject
to least severe levels of harm, less risk of re-abuse and a better prospect for reha-
bilitation, to those children who have suffered higher levels of harm, higher
risks of re-abuse and a poorer prospect of rehabilitation. Overall levels of harm,
past and present, need to be considered, severity of harm, different forms of
harm, extensiveness of traumatic effects, the impact on health, emotional devel-
opment, behaviour, educational achievement, identity and relationship diffi-
culties. There also needs to be consideration of whether needs have been met
previously during the child’s development, and the history of previous harm.

252 / SAFEGUARDING CHILDREN LIVING WITH TRAUMA AND FAMILY VIOLENCE



Step 2: Level of parenting, protection and therapeutic work the child
requires
The next stage is putting in place the protection, parenting (often foster
parenting) and therapeutic work required to ensure that the child will not be
subject to future harm and to help achieve the child’s potential. Children who
are subject to considerable levels of harm, higher risks and poorest prospects
for rehabilitation require the highest level of protection through appropriate
legal proceedings. They may also require specialist parenting and the provision
of extensive therapeutic help to recover from harm. Those children with
moderate or less severe levels of harm may require less extensive therapeutic
parenting and support, and lesser levels of protection.

Step 3: Whether parents judged responsible for harm can
acknowledge the level of harm or harmful behaviour to the child
The next level is concerned with the level of parental responsibility taken for
harmful behaviour, whether parents can acknowledge harm which has
occurred, and whether there is contemplation or taking responsibility for
abusive action and for harmful effects and an acknowledgement that the child
has a need for protection and appropriate therapeutic work. See Table 6.3.
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Table 6.1 Step 1: Areas to be considered

and prospects for rehabilitation

Areas to be considered Better prospect for

rehabilitation

Poor prospect for

rehabilitation

Level of harm sustained Child with single forms of

harm

Child subject of severe levels

of harm, or multiple areas

Traumatic effects Limited traumatic effects Extensive traumatic effects

Emotional and

behavioural development,

identity and relationship

harm

Limited evidence of impact

on emotional, behaviour,

identity and relationship

functioning

Evidence of considerable

impact on emotional, identity

and relationship functioning

Level of neglect,

educational difficulties

and care issues

Limited evidence of impact

on health, neglect,

educational, development,

self-presentation and self-care

Presence of considerable

impact on health, neglect,

educational difficulties,

self-presentation and self-care

History of how needs met

in general, previous harm,

trauma, neglect, emotional

and developmental harm

Reasonable strengths and

evidence of needs being met.

Limited previous harm,

trauma, neglect and/or

emotional/developmental

harm

Evidence of needs not being

met. Extensive history of

previous harm, trauma,

neglect, emotional and

developmental harm.



Table 6.3 Step 3: Areas to be considered

and prospects for rehabilitation

Areas to be considered Lesser risks, better prospects

for rehabilitation

Greater risks, poorer prospects

for rehabilitation

Parental

acknowledgement of level

of harm or harmful

behaviour and responses

Acknowledgement of level of

harm or harmful behaviour

Failure of parents and/or

child to acknowledge level of

harm or harmful behaviour

Degree of responsibility

taken for abusive action

and impact

Appropriate degree of

responsibility taken for harm

Denial of responsibility for

abusive or neglectful action

Alleges falsification by

professionals

Acknowledgement of

impact of abuse and

harmful effects

Acknowledgement of

traumatic responses and

emotional, relationship and

developmental harm

Failure to acknowledge level

of traumatic responses,

emotional, developmental

and relationship harm

Acknowledgement of the

need for protection and

therapeutic work

Acceptance of need for

protection and care

arrangement and therapeutic

help for child

Failure to acknowledge a

need for protection or

therapeutic help

Step 4: Level of parenting that has been provided for the child
This section describes the level and quality of parenting which has been
provided for the child, and assesses the parents’ capacity to provide adequate
parenting (see Table 6.4). This includes consideration of basic care, organiza-
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Table 6.2 Step 2: Areas to be considered

and prospects for rehabilitation

Areas to be considered Better prospect for

rehabilitation

Poor prospect for

rehabilitation

Level of protection

required

Do not require high levels of

protection, use of conference

and core group approaches

The highest level of

protection required through

appropriate legal proceedings

Level of parenting

required

Potential to respond to

variety of parenting

Requires specialist parenting

for recovery

Level of therapeutic work

required

Focused therapeutic help

required for specific forms of

harm

Extensive therapeutic help

required for recovery from

harm



tion and safety, the provision of emotional warmth, stimulation and encourage-
ment, guidance and boundaries and behavioural management, and general sta-
bility. Serious harm is usually associated with considerable parenting
difficulties.

Table 6.4 Step 4: Areas to be considered

and prospects for rehabilitation

Areas to be considered Lesser risks, better prospects

for rehabilitation

Greater risks, poorer prospects

for rehabilitation

Level of parenting

provided

Reasonable provision of basic

care

Extensive difficulties in the

provision of basic care

Basic care and

organization and safety

Reasonably adequate family

organization

Unreliable, fragmented

chaotic organization of

family functioning

Management of behaviour

and safety

Reasonable discipline and

acceptable level of safety

within the home and

environment

Punitive or rejecting, failure

to provide adequate safety

inside and outside the family

Level of emotional

warmth and

responsiveness

Adequate emotional warmth

and response to emotional

needs

Negative emotions,

exploiting, disqualification,

critical, attacking, coldness

Provision of stimulation

and encouragement

Reasonable degree of

stimulation, encouragement

of development and

educational achievement

Critical lack of stimulation,

praise, encouragement of

educational attendance and

achievement

Boundaries and

behavioural management

Adequate boundaries,

behavioural management

Rigid boundaries,

parentification, enmeshment,

failure to manage behaviour

Stability of relationships Reasonable stability and

maintenance of network of

relationships

Transient, disrupted unstable

network

Step 5: Assessing parental capacity to acknowledge the level of parental
difficulties present and establishing the motivation to achieve change
The next area is to consider whether there is an acknowledgement of the level
of parenting difficulties – ranging from reasonable parental acknowledgement
and acceptance of the level of parenting difficulties and awareness of resulting
harm and children’s needs through to lack of parental awareness or denial of
the level of parenting difficulties and a pattern of blaming the authorities and
family and environmental factors (see Table 6.5). Motivation to achieve
changes range from adequate motivation to limited or little motivation.
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Table 6.5 Step 5: Areas to be considered

and prospects for rehabilitation

Areas to be considered Lesser risks, better prospects

for rehabilitation

Greater risks, poorer prospects

for rehabilitation

Acknowledgement of level

of parenting difficulties

Reasonable

acknowledgement and

acceptance of level of

parental difficulties and

awareness of resulting harm

Failure to acknowledge level

of parenting difficulties, or

harm, blames family or

environmental factors, agency

failures, mutual blame

Motivation to achieve

change

Motivation to achieve

adequate levels of parenting

Limited or little motivation to

contemplate the need for

change

Step 6: Assessing parents’ potential to respond to the child’s needs and
to develop their parenting capacity to help children recover from
abusive effects and achieve their potential
Professional judgement is required about the potential of parents to develop
the capacity to respond to the child’s needs within the time framework and
willingness to accept assistance and to develop an adequate capacity to care (see
Table 6.6). Alternatively, professionals may have to decide whether it would be
unlikely that parents could develop adequate skills to provide protection,
support and meet children’s needs, as a result of the extensiveness of harm and
extensiveness of parenting difficulties.

Table 6.6 Step 6: Areas to be considered

and prospects for rehabilitation

Areas to be considered Lesser risks, better prospects

for rehabilitation

Greater risks, poorer prospects

for rehabilitation

Potential for parenting

capacity to respond to

child’s needs within

timeframe, given level of

harm and parental level

Potential to achieve level of

parenting to meet children’s

needs

Harm is of limited degree,

fewer parenting difficulties

Highly unlikely that parents

could develop adequate skills

to protect, support and meet

children’s needs, extensive

harm, and extensiveness of

parenting difficulties

Motivation to accept help

required to achieve

change

Willingness to accept

appropriate assistance,

reasonable prospect for

response to parenting work,

appropriate planning of

intervention feasible

Failure to contemplate need

or benefit from parenting

work, considerable doubt

about commencing work
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Step 7: Identifying the influence of individual and family factors on
parenting and the parents’ capacities to meet the child’s needs
This section describes factors in relation to individual and family issues, and
their influence on parenting capacity (see Table 6.7). This includes factors from
the adults’ childhood; their individual health and development; their couple
relationships; the level of family organization and links with the wider family.
There are lower risks and better prospects for rehabilitation when parents have
stable adequately protected childhood, disruption and traumatic loss ade-
quately processed with reasonably supportive, confiding relationships,
acknowledgement of violence, flexibility of family organization and a general
supportive network. There is a poorer prognosis in families where exposure to
violence, abuse and rejection in parents’ own childhood results in the develop-
ment of conflictual relationships, serious borderline and antisocial personality
disorders, substance abuse, psychotic illness, denial of the impact of violence
and ineffective, unsupportive family relationships.

Table 6.7 Step 7: Areas to be considered

and prospects for rehabilitation

Area to be considered Lesser risks, better prospects

for rehabilitation

Greater risks, poorer prospects

for rehabilitation

Influence of individual

and family factors on

parenting

Reasonably stable protected

childhood, traumatic loss and

disruption processed,

reasonable coming to terms

with experience

Exposure to violence, abuse,

rejection, instability

continuing, unresolved,

unprocessed events

Factors from childhood Reasonable secure attachment Disorganized attachments

Individual health and

development

Positive functioning physical

and mental health

Negative functioning,

physical and mental health

Adequate functioning,

acknowledgement,

management of mental health

difficulties and impairment,

antisocial activities, adequate

support for learning

difficulties and disabilities

Antisocial, sadistic,

aggressive, borderline

personality disorders,

paranoid psychosis, substance

abuse, criminal history, severe

physical health, learning

difficulties, worsened by

mental health problems

Current relationships Reasonably supportive

confiding relationships,

responsibility acknowledged

for violence and adequate

management

Isolated unsupportive

relationships, violent partner,

ignores impact on children



Table 6.7 cont.

Area to be considered Lesser risks, better prospects

for rehabilitation

Greater risks, poorer prospects

for rehabilitation

Family organization Flexible family organization

to meet changing needs

Rigid, chaotic family

organization, failure to

respond to changing family

needs

Management of conflict,

decision-making,

communication and

emotional support

Adequate conflict

management,

decision-making,

communication, emotional

support and identity

Considerable difficulties in

conflict management,

decision-making,

communication, alliances

emotional support and

identity

Relationships with wider

family

Reasonably supportive

network in wider family,

support and substitute

Intrusive, over-involved,

ineffective relationships with

wider family

Step 8: Investigating parents’ acknowledgement of the role of
individual and family factors, and their effect on parenting and a
motivation to change
The question then arises as to the acknowledgement of the role of individual
and family factors and motivation to change (see Table 6.8).

Table 6.8 Step 8: Areas to be considered

and prospects for rehabilitation

Areas to be considered Lesser risks, better prospects

for rehabilitation

Greater risks, poorer prospects

for rehabilitation

Acknowledgment of role

of individual and family

factors

Acknowledgement of role of

childhood individual

functioning, relationship and

family relationships in

affecting parenting

Failure to acknowledge role

of childhood factors,

individual functioning or

relationship and family

difficulties on capacity to

parent

Motivation to change Motivation to change,

willingness to engage in

therapeutic work

Low motivation to change,

unwillingness to

acknowledge or to be

involved in therapeutic work
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Step 9: Assessing the potential for change in individual and family
factors, and improving parenting to meet the child’s needs
The final question is the potential for change in individual and family factors
for parenting to meet children’s needs, whether there is an acknowledgement
of the role of childhood individual functioning, family relationships, a motiva-
tion to change, an openness to therapeutic work within the child’s timeframe,
the availability of therapeutic resources and the potential to respond to a period
of work (see Table 6.9).

Table 6.9 Step 9: Areas to be considered

and prospects for rehabilitation

Area to be considered Lesser risks, better prospects

for rehabilitation

Greater risks, poorer prospects

for rehabilitation

Potential for change in

individual and family

factors to impact on

parenting to meet

children’s needs

Individual relationship and

family factors, modifiable

within child’s timeframe

Extensiveness of individual

family and relationship

factors highly unlikely to be

changeable within child’s

framework

Availability of therapeutic

work, and prospect of

response to therapeutic

work

Therapeutic work available

and likelihood of change to

improve parenting to meet

children’s needs

Requisite therapeutic work

unavailable or potentially

ineffective as a result of level

of difficulties in child,

individual, relationship and

parenting difficulties

Good prospect for trial of

intervention

Poor prospect of any trial of

therapeutic intervention

Steps 10, 11 and 12: Explaining the role of environmental factors
and their impact on parenting, individual and family factors and
children’s needs
The final section is environmental factors, which are treated in a similar way,
looking at the different elements including housing, employment, income,
family integration and family resources, whether these environmental factors
are recognized, whether there is a potential for change. The nature of family–
professional relationships is important whether again there are understandable
levels of negative feelings and grievances, extending to negative combative
relationships. Table 6.10 illustrates the factors.
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Table 6.10 Steps 10, 11 and 12: Areas to be considered

and prospects for rehabilitation

Area to be considered Lesser risks better prospects for

rehabilitation

Greater risks, poorer prospects

for rehabilitation

Step 10

Housing

Stable, reasonably maintained

housing and adapted for needs

Unstable, disrupted, poorly

maintained housing

Employment Consistent working patterns

support family life, sustained

Unpredictability,

inconsistency of employment,

failure to support, provide for

family life

Income Adequate income and

entitlements claimed

Inadequate income,

entitlements not claimed

Available resources used to

support needs

Income used for adult needs

Family integration Acceptance valuing of

diversity

Resources not used,

opportunities rejected, climate

of threat, discrimination,

antisocial influence

Resources in community Available adequate resources Absent, inadequate resources,

not fitting needs of the family

Step 11

Recognition of role of

environmental factors

Parental recognition of the

role of environmental factors

Failure to acknowledge

environmental factors and its

impact on individual and

family functioning

Motivated to change, seek

support and help to improve

and modify where required

Refusal to acknowledge needs

for change, refusal to engage

with appropriate agencies

Potential for change Level of environmental

difficulties modifiable with

positive motivation and work

with support agencies

Extensiveness of

environmental difficulties

considerable

Achievable within child’s

timeframe

Unlikely to achieve sufficient

change within the child’s

timeframe

Step 12

Family–professional

relationships

Relationships between family

and professionals,

understandable levels of

negative feelings and

grievances, dependence

Negative combative

relationship between family

and professionals, endless

conflicts, divisive, inconsistent

responses

Resources available in

community to meet individual,

family and parenting needs as

well as the needs of the child

Resources not available within

the timescale of the child and

family



Assessing the prognosis for change
On the basis of the profile of harm (drawn up using steps 1, 2, 4, 7 and 10) and
the prospect of rehabilitation (determined using steps 3, 5, 6, 8, 9, 11 and 12),
a view can be taken about whether overall the prognosis is reasonably hopeful, i.e.
there are sufficient factors to predict that a positive outcome is achievable
within the child’s timeframe, or alternatively that the factors make it highly
unlikely that a safe context can be achieved for the child.

Frequently there is a degree of doubt, as it is unclear whether (a) parents are
able to take responsibility, (b) the child’s state can improve with increased
contact with the parent, (c) parenting itself can improve sufficiently to meet the
children’s needs, and (d) individual factors or environmental contexts can also
change. This indicates the requirement for further assessments to determine
whether a degree of clarity about prognosis can be achieved.

INTEGRATED INTERDISCIPLINARY ASSESSMENTS

Family centre attendance, participation of parents in drug, alcohol or mental
health services, residential assessments, attendance at a parenting course or
family or individual therapy may be indicated. Other specialist assessments
may be required if the family is involved with Family Court proceedings. Inter-
disciplinary consultations and conferences, between professionals, or family
group conferences may contribute to the decision-making process. The courts
may arbitrate between differing views about the potential for rehabilitation or
the need for the child to have alternative long-term care.

The 12-step process for assessing risks of re-abuse, parenting
capacity and the prospects for rehabilitation – the Ward family
We return to the Ward family to illustrate the use of the 12 steps to assess the
prospect of adequate care and the reversal of harm, the outlook for re-abuse or
the likelihood of continuing harm to the children, Michael, aged eight, and
Laura, aged 14, as well as the potential for change by their mother, Moira Ward,
and her new partner, Ian Ross, and their capacity to protect each of the children
from harm. The use of the 12-step process follows the assessment and analysis
of both children’s developmental needs, parenting capacity and the impact of
family and environmental factors, as illustrated for Michael in Chapters 4
and 5.

Case example: The Ward family

This case example uses the 12-step process for assessing the risk of re-abuse

to a child, parenting capacity and prospects of rehabilitation.
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Step 1: Level of harm
Michael and Laura are children who have been reasonably well cared for in

the past, and have had no significant earlier episodes of major harm being

sustained, despite Moira Ward’s drinking pattern. Over the past six months

there has been evidence with Michael of moderate to severe levels of harm:

there are signs of significant neglect, his reports of being hit as physical

chastisement by Ian Ross, heightened levels of anxiety and poor

concentration, educational failure, poor self-presentation and self-care. In

terms of both Ian Ross and Moira Ward’s parenting of Michael and Laura,

there is evidence for moderate levels of punitive responses and their

exposure to domestic violence and moderate to severe emotional harm as a

result of the very changed parental expectations of both children with

negative harmful effects to both – resulting in neglect on Michael’s part and

oppositional defiance on Laura’s part.

Step 2: Level of protection required and the therapeutic
work
It is essential that both Laura and Michael have good quality parenting.

They have a positive history of care in the past. They need to be protected

from the increasing levels of conflict within the family between their

mother and Ian Ross and the higher levels of punitiveness and

inappropriate demands being made on them as children and young people.

There may be a requirement for therapeutic help for both children in

addition to good quality parenting and therapeutic support to reverse their

current patterns of responses to harmful parenting behaviours. If Moira

Ward and Ian Ross cooperate with parenting training and practical support

to help them change the patterns of care provided for Michael and Laura at

home, and with suggested interventions at school (e.g. Breakfast Club at

school for Michael) this would improve the situation somewhat for the

children immediately while longer term work is undertaken.

Step 3: Is there parental and children’s
acknowledgement of harmful situation?
There is a high level of concern, particularly by Laura on behalf of Michael,

given her perception and reporting of his increased neglected appearance

and withdrawal, and the failure of her own attempts to support and protect

him. She has directly brought to the attention of professionals both Ian

Ross’s abuse of Moira Ward, and Moira Ward’s increasing level of drinking.

Moira Ward has acknowledged Michael’s indications that Ian Ross hits him

as physical chastisement. However, there is a minimization on Ian Ross and

Moira Ward’s part of the traumatic and emotional developmental impact of
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current family relationships on the children as Ian Ross continues to assert

his views of the children’s needs, and Moira Ward fits into his views to

comply with his expectations. There is limited acceptance of the need for

protection, care and therapeutic help for Michael and Laura.

Step 4: Level of parenting
Moira Ward and Ian Ross have moderate to severe difficulties in providing

basic care and adapting to Michael and Laura’s current needs. There is

inadequate stimulation or support for the children’s educational needs.

Basic care is becoming increasingly inadequate, particularly of Michael,

with Moira Ward’s increasing alcohol use. Ensuring safety is compromised

because of the ‘new rules’ which Ian has brought in, which mean that

Michael is newly expected to get himself to school. Both children have not

been protected from witnessing an incidence of domestic violence.

Guidance, boundaries and behavioural management are punitive and

ineffective, and there is a sense of instability of family life and relationships

and parenting. Family organization is marked by high levels of conflict,

disagreements, withdrawal and separations and therefore affecting family

stability.

Step 5: Acknowledgement of level of parenting
difficulties and motivation to achieve change
There is an acceptance and acknowledgement by Moira Ward and Ian Ross

of some of the current parenting difficulties of conflict, although harm is

minimized. There is an uncertain degree of motivation to achieve change

given the complexity of factors which are associated with the need to

provide more effective parenting potential.

Step 6: Is there a potential for parenting capacity to
respond to child’s needs within timeframe in the light of
level of harm and parenting difficulties?
There is a potential for Moira Ward to be able to parent the children more

effectively, as noted in the earlier history when she cared for the children

without Ian Ross. In the current climate of conflict and given Moira Ward’s

attempts to fit in with Ian Ross’s expectations, Moira Ward and Ian Ross

have a limited understanding of the negative effect of Ian Ross’s parenting

style. There is doubt about whether they will be able to respond to the

children’s needs within their framework of time, given the considerable

differences in the parents’ ideas about all aspects of parenting and the risk

of increasing tension, alcohol use and a repeat of earlier domestic violence.
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Step 7: Influence of individual and family factors
Both parents have a history of exposure to violence and the use of violence

to control. Moira Ward has attempted to parent in a less punitive way, but

has had a number of partnerships where there has been violence. Ian Ross

has modelled himself on his own paternal models of violence and control.

Moira Ward has used alcohol in the past as a coping mechanism and in the

current family situation she is depressed and using alcohol and withdrawal

to an increasing degree, which is resulting in increasingly poor care of

Michael. Laura’s attempts to compensate, increasing conflict and critical

responses from Ian Ross are associated with a worsening of her alcohol use.

As a result, family organization generally has been undermined with a

reduction of support from the wider family.

Individual, family and couple factors are therefore having a

considerable influence on current parenting capacity in the Ward family.

Step 8: Is there acknowledgement of the role of
individual and factors and a motivation to change?
The most powerful acknowledgement of these factors and motivation to

change is from Laura who has attempted to draw professionals’ attention to

the major factors in the worsening situation within the family of her

mother’s alcohol misuse and the risk of further violence between Ian Ross

and Moira Ward. There is therefore some parental acceptance of other

factors, but a mixed motivation to engage in work.

Step 9: Potential for change in individual and family
factors to impact on parenting to meet the children’s
needs
The issue of the potential for change will very much depend on Moira

Ward’s willingness to involve herself with drug and alcohol services, as the

level of her alcohol use has now become far more extensive and is affecting

her functioning to a considerable degree. This will require an acknowledge

of the problem by both herself and Ian Ross as well as an acknowledgement

that their conflicting attitudes concerning expectations of the children,

discipline and self-care is having deleterious effects. These need to be

confronted, in both couple and family work, and this requires involvement

with services if change is to be achieved. With an extensive package of

treatment, it may be possible to achieve changes but, given the past history

of good care by Moira Ward, this would require considerable motivation to

achieve change.
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The parents’ responses to these issues in case conference and core meet-

ings will impact on whether care proceedings are going to be necessary to

protect the children, provide adequate parenting and test the parents’

capacity to provide more adequate care.

Step 10: Environmental factors and their impact on
parenting
The family housing, employment income and use of resources have been

affected in part by the family moving recently, after the couple had got

together, and establishing the current family home. Moira Ward has

experienced the separation from her previous partner and the breakdown of

her previous home, which has contributed to her depression. There is

evidence that Moira Ward’s reliance on Ian Ross’s income is a factor in

readiness to comply with his views.

Step 11: Is there a recognition of the role of
environmental factors?
This is not a major issue in this family for the most part; however, there is

limited recognition of the concern of educational and community agencies

about Michael moving to a new area with Ian Ross, which may contribute

to difficulty in involvement and recognition of these factors.

Are environmental factors changeable within child’s timeframe? The

care of the home itself is positive, resources are present to be able to care

more adequately for the children providing that a more responsive attitude

is taken.

Step 12: Family–professional relationships
There is uncertainty about how the Ward family views their relationships

with professionals. There is some evidence of openness and the family has

cooperated with the assessment process, but there has also been some

conflict. However, there is no evidence of extreme negativeness about

professional intervention. Prior to Ian Ross’s arrival in the family, the school

had found Moira Ward to be cooperative with school and supportive of the

children’s education.

Potential for change
In the Ward family, there is evidence of current significant harm to each of

the children, a limited awareness of the parental and individual

contribution, and a degree of doubt whether the family can change and

respond to the children’s needs within their timeframe. It would seem likely
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that a period of therapeutic work and engagement with the family would be

required to test whether change can be achieved within the children’s

timeframe, or whether a period of alternative care will be required. The

recognition of difficulties by Laura is a key factor in bringing concerns to

professional awareness, as well as concerns raised within the educational

context itself.

Stage 5: Developing a plan of intervention to include
therapeutic work in a context of safety and protection
from harm
This next stage of the seven-stage process of assessment where there are safe-
guarding concerns is formulating a plan of intervention. A view has to be taken
as to what is the most appropriate plan for the child and other children in the
family on the basis of the level of harm which has occurred, the risks of
re-abuse, and the prospects for rehabilitation and taking all these factors into
account. This will be described in Chapter 8 as an aspect of approaches to reha-
bilitation.

For the Ward family, a child protection conference was reconvened. Moira

Ward and Ian Ross accepted that Michael’s name needed to be put on the

Child Protection Register, and they agreed with the child protection plan

based on Michael and Laura’s needs, their parenting difficulties and the

considerable stress on their current family relationships.

In terms of formulating a plan for the family, given their positive

motivation for help, their acknowledgement of the difficulties and the fact

that problems were relatively recent, it would be reasonable to provide a

protection plan where both Michael and Laura continued to live at home

while attending a specialist child and adolescent mental health service. An

abuse-focused family work approach (Kolko 1996) involving family

members individually and conjointly, using cognitive behavioural and

systemic approaches would be required to help them manage anger more

appropriately and ensure each of the children’s needs would be met

appropriately.

Family members would be assisted to manage conflict more

appropriately, mother and stepfather to develop a unified parenting

approach. It would be important to support the strengths which reinforced

the family’s identity, associated with the mother’s previous positive pattern

of care, and to recognize where Ian Ross’s approach could have value.

Moira Ward and Ian Ross would need help with their relationships as

partners as well as parents, which could help Moira Ward avoid problem

drinking. In addition, she may need to attend local drug and alcohol

266 / SAFEGUARDING CHILDREN LIVING WITH TRAUMA AND FAMILY VIOLENCE



services to obtain some additional individual help with her problem

drinking. The children, particularly Michael, would need help to cope with

the traumatic effects of punitive abusive care, and a trauma-focused

approach (Cohen et al. 2000) would be likely to be helpful. Ian Ross would

need help to acknowledge the harm that he has caused to the children and

to Moira Ward, and Moira Ward to acknowledge that her attempts to bridge

differences between Ian Ross’s views and her own have also caused harm.

It would be important to decide on measures to assess whether change

had occurred. The findings from the Strength and Difficulties Questionnaires

filled in by Michael, by the school, parents and from the Adolescent

Well-Being Scale completed by Michael, as well as the results from the Adult

Wellbeing Scales, Alcohol Scales and the Parenting Daily Hassles Scale completed

by Moira Ward and Ian Ross, all gave useful baseline information in the

early stages of the assessment and a combination of them would help to

assess whether change has taken place. Changes in the findings from the use

of the HOME Inventory and Family Assessment would reflect whether a more

positive environment of care and relationships had been achieved at the end

of a programme of intervention. It would also be useful to devise some

case-specific measures for assessing the qualitative shifts in key

relationships between family members at specific times of day, e.g. between

Moira Ward and Michael when he gets home from school, when Ian Ross

comes in from work, at family mealtimes or when Michael goes to bed. Such

information would be reported to child protection conferences and close

links between therapeutic and care agencies would need to be maintained.

There needs to be openness about therapeutic process, reflecting the child

protection concerns and the need to demonstrate that changes have

occurred. When Family Court proceedings have resulted in parental

responsibility being shared with a social services department, and

therapeutic services are commissioned by the care authorities, then it is

appropriate that the therapeutic processes are reported back to both the

family and any safeguarding meetings which hold responsibility for

planning and making decisions about intervention and monitoring and

evaluating the outcomes of the intervention. This is in contrast to the

situation where the family requests or commissions help themselves,

expecting confidentiality to be maintained.

Stage 6: Rehabilitation of the child to the family when
living separately or moving on from a context of
protection and support
The therapeutic stages to test the capacity of families to achieve the necessary
changes to make rehabilitation possible are described in Chapter 8. If rehabili-
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tation is to be achieved, it is crucial to target interventions in a focused way to
achieve change in the identified areas of difficulty in parenting capacity, the
family and environmental factors affecting parenting and to meet the needs of
the child more directly where necessary. It is essential for the issue of protection
to be central.

This can be achieved:

� By providing support for the family through a professional network
of support provided in the home.

� By providing contexts outside the home for the family to attend.
Facilities can range from family centres to residential contexts which
provide levels of supervision indicated by the assessment of the level
of harm and potential to harm which indicates the degree of
protection required.

� Separation of children from sources of harm, either through care
being provided by a non-abusive parent, or children being placed
with foster carers, or in contexts which meet their needs, depending
on levels of harm and extensiveness of the impact of harm.

Therapeutic work
Therapeutic work needs to be multimodal focused on offending parent(s),
children and family contexts. There is a growing body of evidence-based
approaches now available to focus on the areas of parenting which results in
negative impacts, on the effects on the child, and on the family and environ-
mental factors which have a negative impact on parenting, and on the capacity
of families to meet the needs of children (see Chapter 8 for further details).

Stage 7: Placement of children in new family contexts
where rehabilitation is not possible
There is now growing evidence about children who have had extensive
harmful experiences benefiting from alternative care. Rutter’s work with
Romanian orphanage children (Rutter 2001; Rutter and ERA Sudy Team
1998) illustrates the positive impact of early placement of severely neglected
children. It also illustrates the harmful effects of later placements, and the
negative long-term effects which cannot be reversed. Bingley Miller and
Bentovim (Department for Children, Schools and Families 2008; Bingley,
Miller and Bentovim 2007) have explored in greater detail elsewhere the work
required to support adoptive placements.

There is a current emphasis on placing within the family network before
considering placements in non-family placements. Kinship placements have
the strengths of maintaining the child’s sense of identity, and the maintenance
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of established relationships. However, there may be risks of the child being
exposed to significant adversity, depending on the patterns of strength and dif-
ficulty of the extended family network, and there may be risks of
re-traumatization and undermining of placement security through contact with
abusive family members.

There are a number of key issues to be considered in placing children for
long-term fostering or adoption. Attachment, grief and loss are often promi-
nent issues for the child who has to face the loss of perhaps the only family he
or she may have known. The repetition of attachment responses – clinging,
avoidance, ambivalent and disorganized responses – may be confusing, and
require intervention to manage without becoming perpetuated through inap-
propriate responses. There is also the risk of the evocation of unresolved attach-
ment responses for the adoptive parent in a similar way to a birth parent. There
is evidence that when such processes are set in train, the child develops a poorer
relationship with the carer, and instead of growing security and improving rela-
tionships, there is a maintenance of insecurity and poor emotional development
(Steele et al. 2003).

Loss is a pervasive issue for the adopters, and the adopted child, and can
occur at various phases of the adoptive family life cycle (Bingley Miller and
Bentovim 2007). At each stage of development the adoptive parent may
become aware of discrepancies with the ‘lost ideal child’ and the adopted child
the loss of the ‘idealized’ parent which may have sustained older children in the
face of trauma and family violence.

As a result of early adverse experiences and the later placements of children
who have suffered maltreatment, there may be persistent emotional and behav-
ioural difficulties, and the emergence of difficulties, e.g. around later phases of
development. It is essential that adoptive parents who take on the care of
children who have lived with trauma and family violence are supported
through the provision of therapeutic work. A key to successful outcome is the
provision of good quality care. The adoptive parent is a key partner in the task
of promoting resilience, and the journey to recovery, but their care needs to be
enhanced through specific approaches to meet the considerable needs of the
children placed in their care. These are described in Chapter 7 and apply to
parents, foster carers and adoptive parents alike.
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Chapter Seven

Therapeutic Intervention
with Children Living with Trauma

and Family Violence
Arnon Bentovim

Introduction
The ultimate goal of intervening in the life of children living with trauma and
family violence, subject to a cumulative set of traumatic and stressful experi-
ences is to prevent further harm and transform their lives to recover and fulfil
their potential.

In this chapter

� The different levels of prevention that guide the delivery of services
are described.

� The roles and responsibilities of the Local Safeguarding Children
Board are examined.

� The range of services which may need to come into play when
intervening in families are explored.

� Specific treatment approaches and the evidence for their
effectiveness is reviewed.

� Key themes of the therapeutic work involved are explored in some
depth.

� Core elements of evidence-based practice for parents and children
living with trauma and family violence are considered with reference
to the domains and dimensions of the Assessment Framework.
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Levels of intervention
In looking at the services and treatment approaches which can be considered
when working with children and families, it is useful to look at the different
levels of prevention and interventions which are conventionally used. To
understand the process it is helpful to use the language of primary, secondary and
tertiary intervention.

Primary prevention
Primary prevention is concerned with the provision of services to prevent
children living with trauma and family violence. This includes:

� the provision of universal services for all children and families which
will support and prevent trauma and family violence

� services targeted on those families and individuals who may be at
particular risk perpetrating violence.

Secondary prevention
Secondary prevention is concerned with the recognition and intervention with
children and families where there is evidence of children being subject to
trauma and family violence, to ensure adequate protection from further harm
and to assess children’s and families’ needs. It involves the provision of inter-
ventions aimed at supporting strengths and addressing difficulties for children
and families so that children’s needs can be met.

Tertiary prevention
Tertiary prevention is concerned with interventions for children and parents
and families to ensure that the cycle of intergenerational re-enactment and rec-
reations of context of trauma and violence is interrupted and positive pathways
to resilience and fulfilling lives are promoted.

Roles and responsibilities of Local Safeguarding Children Boards in
intervention
In the UK there has been a long history of development in terms of agencies
‘Working Together’ to safeguard and promote the welfare of children in their
areas. A sequence of publications in the ‘Working Together’ series (Department
of Health, Home Office and Department for Education and Employment
1999; HM Government 2006) have promoted the work of professionals in
reporting, and intervening with children who are subject to trauma and family
violence. A key approach is the establishment of Local Safeguarding Children
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Boards whose role is to intervene effectively to safeguard and promote the
welfare of children. The responsibilities of Local Safeguarding Children
Boards include primary, secondary and tertiary prevention.

PRIMARY PREVENTION

Level One: To prevent maltreatment, or impairment of health or
development, and ensure children grow up in
circumstances consistent with safe and effective care,
ensuring the children know who they can contact
when they have concerns about their own or other’s
safety and welfare.

Level Two: Proactive work which aims to target particular groups,
for example, to safeguard and promote the welfare of
groups of children who are potentially more
vulnerable than the general population. These include
children living away from home, children with a
disability, or children of parents with mental illness,
drug and alcohol abuse or domestic violence who are
particularly prone to suffer trauma and family
violence.

SECONDARY PREVENTION

Level Three: Reactive work to protect children who are suffering, or
at risk of suffering maltreatment, for example, children
abused and neglected within their families. Recovery
and developmental work is required to ensure that
children achieve their full potential and have optimum
life chances.

TERTIARY PREVENTION

Level Four: Developmental work with the aim of ensuring the
children achieve their developmental potential and
have the optimum life chances.

Levels of services required to achieve the goals of prevention
To achieve these goals requires a number of levels of services in primary, sec-
ondary and tertiary services.
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PRIMARY PREVENTION: PREVENTION AND PROACTIVE WORK

Level One intervention comprises universal services available for all children
and families.

These are provided by professionals, such as health visitors, general practi-
tioners, early years staff, and teachers in educational contexts, community and
neighbourhood facilities.

Level Two services are targeted services for vulnerable children, for
example:

� children of parents with mental health, drug and alcohol abuse and
domestic violence

� children with parents who themselves have suffered maltreatment

� children and families who have suffered significant disruption as a
result of social adversity, unemployment, immigration.

SECONDARY PREVENTION: REACTIVE WORK

Level Three interventions comprise specialist services for children at risk of
harm.

TERTIARY PREVENTION: DEVELOPMENTAL WORK

Level Four activities are targeted specialist services for children who have
suffered abuse and neglect.

The role of different services
This section looks at the role of these services in more depth.

Level One intervention: universal services
HEALTH, EDUCATION AND SOCIAL WORKER PRACTITIONERS

The role of health, education and social worker practitioners delivering univer-
sal services for the population of children and parents is to provide an impor-
tant scaffolding to support families at all stages of development. This support
needs to be focused through pregnancy, birth, the early stages of developmen-
tal, pre-school and school years through adolescence and into parenting fol-
lowing the cycle of development and family change. Ensuring families with
young children have sufficient financial resources to make provision for their
growing needs is an important preventative intervention.

Some family life cycle stages are recognized to be particularly significant in
terms of offering support. For example, the provision of the services focused on
pregnancy in terms of preparation for parenthood, support around the early
days following birth is seen as a key focus. There is interest in the approach
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adopted in the Netherlands where families are provided with support over the
first weeks, an example of the provision of universal services at key points to
foster the establishment of attachments (Van Zeijl et al. 2006).

UNIVERSAL PRE-SCHOOL SERVICES

Provision of universal pre-school services supports the early development of
children, involving parents in developing capacities for play, in early education.
Bringing together education, health and social work services to provide an
integrated approach to the early years (see Every Child Matters: Department for
Education and Skills 2004b), moving through to adolescence and later years
provides support at key phases of development. The role of extensive
programmes to address issues of interpersonal and sexual violence as intro-
duced in Canadian schools (Wolfe 2006), focus on managing issues of safety,
training in contraception, information about safe sex, access to confidential
counselling and ensuring that young people have an appropriate degree of
authority over their own lives. Providing information and support as young
people move towards autonomy is an important element of universal services
for all children and families to prevent premature pregnancy, or young people
becoming involved with and organized into contexts of extensive abuse and
neglect without their awareness. Mentoring in schools and training in peer
support help the development of a supportive social network.

Recognition of children and families living in contexts of family violence

A key role for universal services is to provide appropriate levels of education to
ensure that children and young people who are living in contexts of family
violence are recognized by professionals with whom they come into contact.
There needs to be an awareness of patterns of children’s presentations of
physical and sexual and emotional harm (see Chapter 6). It is essential that
there is thorough knowledge, training and awareness of the different patterns
of presentation, routes for consultation and for bringing to attention the appro-
priate professionals of contexts of concern.

Access channels to services for children and parents

It is vital that there are accessible channels through which children and family
members can report that they are living in a context of family violence. These
are essential given the context of absolute secrecy and loyalty to the family
which characterizes abusive family situations.
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ChildLine

ChildLine is an example of a free telephone helpline for children who have not
been able to speak in other contexts. ChildLine can take protective steps to seek
help for a child, encourage a child to speak to a protective figure, maintain
contact with the child and develop experience in supporting children directly
living in a context of family violence

Stop It Now!

A recent development has been the application of a public health approach to
sexual abuse: the ‘Stop It Now!’ campaign aims to inform the public about the
nature of sexual abuse, and helps family members concerned about sexual
abuse to seek assistance, irrespective of whether they are partners or parents, or
are themselves the abuser (www.stopitnow.org.uk, accessed 7 December
2008).

NSPCC, Barnardo’s and integrated services for children

Publicity campaigns by organizations such as the National Society for Preven-
tion of Cruelty to Children (NSPCC) and Barnardo’s as well as educational
programmes in school and the community about the nature of abusive behav-
iour inform children and parents about the nature of harm and ways of seeking
safety. While helplines can offer accessible routes to support, they can be effec-
tive only if complemented by services in the community able to offer accessible,
face-to-face help and support, e.g. drop-in centres, community-based family
centres and children’s centres, which should be available as aspects of inte-
grated services for children.

Level Two intervention: targeted services for vulnerable children
There are three key areas of particular focus for targeting services for vulnerable
children:

� children growing up in contexts of privation and poverty

� work focused with vulnerable parents to promote secure attachments
and positive parenting

� parents suffering mental illness, drug, alcohol abuse and domestic
violence.

CHILDREN GROWING UP IN A CONTEXT OF POVERTY AND PRIVATION

Sure Start and neighbourhood regeneration programmes

Smith (2006) reviewed the effectiveness of early interventions with young
children and their parents. She described the launch of the UK government
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initiative Sure Start 1999. This is a programme comprising a number of inter-
ventions, located in different disadvantaged areas. The central aim is ‘to
improve the health and well-being of families and children, before and from
birth, so children are ready to flourish when they go to school, to improve the
health and well-being of families’ (Glass 2001 p.18). The aim is to be achieved
by helping the development and coordination of services in disadvantaged
areas, so they are available for all families with young children in the area, com-
munity driven and professionally coordinated, and flexible at the point of
delivery.

Evaluation of this approach has been concerned with whether the
multi-agency, community-based programme of early intervention makes a dif-
ference to school performance, rather than the detailed contribution of each
element of the programme (Glass 2001). There is limited information about
effectiveness of this approach. Early observations have indicated that children
are treated in a warmer and more accepting manner by their parents or care-
givers than in comparison areas (Tunstill et al. 2005). In a recent controlled
study, Melhuish et al. (2008) has indicated that three year olds and their families
in disadvantaged areas who have attended Sure Start local programmes show
better social development and behaviour and greater independence than
children in control areas. Families showed less negative parenting, provided a
better home learning environment, and used more services to support child and
family development.

Jack (2006) has described the development of neighbourhood regenera-
tion programmes, to identify local needs and patterns of social support and
with the goal of alleviating the stressful effects of community-level poverty and
other inequalities. The aim was to build the capacity of the community through
improved training and employment opportunities.

Although not an explicit goal, there was a reduction of child abuse.
Eastham (1990) designed a programme to specifically achieve the goal by
establishing small teams of community social workers to develop the social and
support network of local families. Community development methods were
used to establish and support a wide range of community groups, including
pre-school playgroups, youth clubs, women’s groups and adult education
classes.

A five-year evaluation revealed significant reductions in numbers of
children placed on the Child Protection Register and children ‘looked after’ by
the local authority or supervised within their own home. Jack (2006) points out
that the focus on high profile child abuse cases continued to skew services to
identification of children suffering abuse, whereas the Cawson et al. (2000)
study demonstrates that there are more ‘unidentified’ children in the commu-
nity, than children identified. They therefore argued that it would be logical to
provide more resources for intervention in the community to balance out the
focus than on identified cases.
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In this context it is relevant to observe the rise in concerns about the
numbers of neglected children reported through child protection procedures
(Rose et al.2006), perhaps reflecting the growth of professional awareness of
this pervasive difficulty.

SERVICES FOR PARENTS TO PROMOTE A POSITIVE ATTACHMENT AND
GOOD QUALITY EARLY CARE

In Chapter 1 attention was drawn to the nature of risk associated with
parenting which fails to be attuned to the growing infant’s needs. This can
result in children having disorganized attachments and failing to develop a
capacity to mentalize, as well as being at risk of other harmful elements.

Early interventions with parents and children

There is now extensive information about the impact of early intervention with
parents and infants. Hanson, Morrow and Bandstra (2006) describe the scope
of early interventions with young children and parents in the USA, comple-
menting Smith’s (2006) review in the UK. Marcenko and Staerkel (2006)
review the extensive work with parents and infants in the USA following the
groundbreaking work of Olds, Sadler and Kitzman (1999, 2007) which devel-
oped the Home Visiting approach delivered by public health nurses, comple-
menting the health visiting approaches developed in the UK. Examples of com-
munity intervention described by Dixon et al. (2005a, 2005b) described in
Chapter 1 noted the factors which predisposed to maltreatment for parents
who themselves have been abused, defining the risk associated with this group
and the impact of intervention.

Gomby (2000) reviews a number of these approaches in the USA. A factor
of considerable importance is that, in addition to intensive parenting
programmes, general services in the community need to be available to rein-
force direct interventions. Barlow (2006) reviews the effectiveness of
programmes in the UK involving postnatal support workers and home visiting
by health visitors, noting that identification of early evidence of harm and
appropriate referral was an important element of this approach.

Specific focus on promoting positive attachments has been described in the
Mellow Parenting Programme (Mills and Puckering 2001), which employs a
group approach delivered in hospital or community-based family centres.
Parenting support groups focused on the development of parenting skills are
combined with group work and video feedback sessions. The STEEP approach
(Egeland and Erickson 2004) promotes the welfare of infants and parents
through an intensive group-based discussion and video feedback approach.
Toth et al. (2002) described the value of a parent–infant psychotherapy approach
which attempts to work with the experiences of parents in terms of their own
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abuse and maltreatment, and helps modify the impact on attunement and
responsiveness. The elements of evidence-based intervention which are effec-
tive in these approaches will be discussed in further detail later in this chapter.

PARENTS SUFFERING MENTAL ILLNESS OR DRUG AND ALCOHOL ABUSE
PROBLEMS OR DOMESTIC VIOLENCE

In Chapter 1 attention was drawn to factors which lead to potential risk to
children in contexts where parents suffer mental illness, drug or alcohol abuse
or domestic violence. Assessment needs to pay attention to the presence of the
risk and protective factors described to ensure that protective factors are
provided at each stage of development. These protective factors may include
good nutrition and antenatal care in the pre-birth period, the provision of a safe
residence, the presence of supplementary caring adults, integrated primary
health and social services plans, the timely use of family centres and family
support, enhanced income, appropriate respite, practical domestic help.
Helping parents develop more effective coping strategies is also essential to
mitigate the effect of risk factors.

It is crucial that there is a continuing process of active assessment of
whether children’s and young people’s needs are being met adequately, the
quality of parenting capacity and the impact of the family and environmental
context. Close collaboration between adult mental health, drug and alcohol
services, services for domestic violence and childcare professionals need to be
maintained to ensure that the balance of risk and protection is kept under close
review. The role of children as carers also needs to be closely monitored so that
children’s needs are not sacrificed for the benefit of parents. Attempts have been
made to bring services for child protection and domestic violence services
together through developing shared understanding of the risks to children and
ensuring appropriate intervention (Browne, Falshaw and Dixon 2002a).

Psycho-educational approaches and child–parent psychotherapy
with pre-school children

There is an important role for psycho-educational approaches, for example,
family-based interventions for adults with mental health disorders (Leff 2000)
which support family members in understanding the nature of mental health
disorders, and promote modes of response which can maintain positive mental
health.

Child–parent psychotherapy with pre-school children (Lieberman, Van
Horn and Ghosh Ippen 2005; Lieberman, Ghosh Ippen and Van Horn 2006)
was specifically designed to assist pre-school children exposed to marital
violence. Interventions are guided by unfolding child–parent interactions, with
appropriate play material to elicit trauma play and foster positive social interac-
tion. The aim is to change maladaptive behaviour, support development and
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create a joint narrative of traumatic events. Attempts were made to manage
inappropriate behaviour, modify punitive critical parenting and support the
development of more positive relationships with abusive parents. Evaluation of
the approach suggested that children benefited significantly, and mothers’ trau-
matic scores lessened compared to a control population.

Level Three interventions: proactive services for children at risk from
harm
In Chapter 6 an account is provided of the seven stages of the assessment
process where there are safeguarding concerns about a child:

� Stage 1: The phase of identification of harm and initial safeguarding.

� Stage 2: Making a full assessment of the child’s needs, parenting
capacity, family and environmental factors and levels of harm.

� Stage 3: Establishing the nature and level of harm and harmful
effects.

� Stage 4: Assessing the likelihood of response to professional
intervention in the context of the level of the child’s needs and the
level of parenting capacity and family and environmental difficulties.

� Stage 5: Developing a plan of intervention to include therapeutic
work in a context of safety and protection from harm.

� Stage 6: Rehabilitation of the child to the family when living
separately or moving on from a context of protection and support.

� Stage 7: Placement of children in new family contexts where
rehabilitation is not possible.

The provision of such services is the statutory responsibility of children and
young people’s departments of social services, who following the guidelines of
Working Together to Safeguard Children ensures that appropriate planning and
investigation of concerns is operationalized. There is a requirement for investi-
gation to be jointly planned with community child health and police services.
Local Safeguarding Children Boards are required to ensure that all profession-
als are aware of their responsibilities to report concerns, and to participate as is
appropriate with investigations and assessments using the Assessment Framework.
This implies that there may be a need for involvement with services for children
and families – education, physical and mental health, young offenders, services
for adults, physical and mental health, offending, community services and
housing. The aim is to use interdisciplinary work focused on the core assess-
ment process to bring information together, make decisions about the use of
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child protection conferences, court processes, and recommendations about
longer planning to meet the needs of children and families.

Following this assessment a plan for intervention is developed which is
likely to involve the use of proactive services such as the continuing provision
of services available through children and young people’s welfare services,
community support, fostering and adoption services, specialist voluntary
agencies providing therapeutic services, mental health services for children,
parents and families, offender treatment services, drug, alcohol and domestic
violence services and specialist educational services.

Level Four interventions: specialist services for children who have
suffered abuse and neglect and their parents
Services for children who are living in a climate of trauma and family violence,
who have suffered abuse or neglect associated with traumatic experiences
require a significant range of services. The overall aim of these services is to
ensure that lasting harm to the child does not occur, and that the child and
other children in the family are effectively protected from further episodes of
harm.

To review specialist services for children and parents who have suffered
abuse or neglect, and evidence-based approaches to therapeutic work requires a
process which:

� examines the robustness and limitations of the evidence available on
effective intervention

� looks at how such interventions may be integrated into an
appropriate therapeutic approach tailored to the needs of the
children and family.

Evidence on the effectiveness of interventions
There is now a growing literature looking at effectiveness of intervention
including Bentovim (2006b), Corcoran (2006), De Panfilis (2006), Finkelhor
and Berliner (1995), Jones (1998), Jones and Ramchandani (1999),
Ramchandani and Jones (2003), Stevenson (1999) and Tanner and Turney
(2006). These studies have examined the impact of therapeutic intervention on
children and young people who have experienced neglect, emotional, physical
or sexual abuse. In looking at the field as a whole, sexual abuse has been studied
most extensively, then physical abuse, neglect far less so and sexually offending
behaviour to a moderate extent. Stevenson’s (1999) review provides a model
for categorizing the sort of studies that have been carried out:

280 / SAFEGUARDING CHILDREN LIVING WITH TRAUMA AND FAMILY VIOLENCE



� controlled follow-up studies of treated cases

� studies where repeated measures of the impact of intervention were
made without control groups

� control groups using other populations to compare the results of
those who had been offered specific treatment programmes

� randomized control trials of interventions concerned with the
particular forms of abuse being studied.

Those studies which demonstrate most effective interventions are those which
compare a structured intervention with a particular focus and consistent
training of those providing therapeutic work, compared to ‘treatment as usual’
in the community. Differences are far less in evidence when comparisons are
made between one or more well-designed therapeutic approaches which are
consistently delivered by well-trained personnel.

Looking at some specific findings, early studies by Monck et al. (1994)
assessed the impact of adding group work to systemic family therapy
approaches with children and families where sexual abuse had occurred.
Clinical assessments indicated the advantage of the combined approach and
children and parents valued group experiences reporting that they helped to
reduce their sense of isolation and stigma. However, while standardized
measures showed general improvement, they did not distinguish between these
standardized approaches. It seemed likely that the firm protective context of
care for children may well have provided the foundation for children’s and
parents’ positive response to therapeutic work.

Kolko (1996, 2002) noted that functional family therapy and multifamily
cognitive behavioural therapy were equally effective in working with families
where physical abuse had occurred, and both were more effective than treat-
ment in the community as usual. Trowell et al.’s (2002) research comparing
individual work with group work with children who had been sexually abused,
again showed some advantage as far as traumatic symptoms were concerned
with individual work, but overall there were few differences. Therapeutic
approaches using cognitive behavioural therapy for children showing trau-
matic symptoms of sexual abuse (Cohen et al. 2000) consistently show
improvements compared to unstructured individual play therapy, again demon-
strating the response to well-structured approaches.

Integrated multimodal therapeutic interventions
More recently there has been a move towards bringing together a number of
evidence-based approaches delivered over time to intervene on the multifac-
eted aspects of families where abuse of children occurs, given that a number of
different forms of abuse may be co-occurring, with a wide range of effects. This
is described as ‘multimodal, multisystemic, multi-component’ interventions.
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What follows is a guide to evidenced approaches to intervention, rather than a
full account.

PARENT INTERACTION THERAPY

Chaffin et al. (2004) and Timmer et al. (2005) described parent–child interac-
tion therapy, which is a dyadic intervention to alter specific patterns of coercive
interaction. The aim is to modify modes of interaction between the parent and
child, diminish child behaviour problems and promote positive parenting. The
intervention has several phases:

� The first phase aims to enhance parent–child relationships.

� The second phase focuses on improving child compliance.

� Therapeutic approaches include didactic teaching and coaching
skills using direct intervention.

� Video feedback is frequently a complement to this.

� There is a focus on the development of communication skills,
positive reflections on play and activities, verbalization and
engagement of play, use of selective attention, reward for
appropriate behaviour and compliance, the use of time-out.

Generally it was found to be an effective approach to improve behaviour, and
reduce likelihood of future abusive action compared to a control group.

ABUSE-FOCUSED COGNITIVE BEHAVIOURAL THERAPY

A further example is abuse-focused cognitive behavioural therapy for families
involved in physical and coercive abuse devised by Kolko, Herschell and
Baumann (2007). They have developed a multimodal approach which has
brought together different approaches so that both individual and family
elements have been combined.

A number of overlapping stages of work are described:

� Engagement and psycho-education: the focus here is to understand
clinical concerns, completing an assessment, and engaging the
family. It is essential to establish a safety plan, clarify the
foundations for a collaborative working relationship, clarify
tentative treatment goals and enhance motivation.

� Psycho-education about treatment and force or abuse: this includes helping
family members to understand the elements of behaviour, emotions
and cognitions which contribute to abusive action, to describe
causes and consequences of using force, to set up an agreement that
less force would be used, and to introduce a weekly report of
discipline practices.
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� The focus on learning was explained and concepts of developing skills
and competency and home practice were introduced.

� Child disclosure: this includes discussion of upsetting feelings and
experiences to promote the disclosure initially within individual
work with the child and then to clarify any issues with parents,
followed by a clarification session between parents and children.

� Individual skills building: this includes teaching cognitive, affective
and behavioural skills, working with individuals until the family is
ready to work together and learn new skills.

� Processing and learning coping skills: this work focuses on helping
family members learning how to process and cope with feelings,
including anger, to clarify views on physical discipline and abuse, to
maintain positivity for caregivers and to assist in regulation of
emotion controlling anger and anxiety.

� Working on social relationships with young people, promoting positive
behaviour management and helping them to apply these skills to
family relationships, developing their communication and
problem-solving skills and to establish family routines.

WORK WITH FAMILIES WITH CHILDREN WITH SEVERE NON-ORGANIC
FAILURE TO THRIVE

Iwaniec et al.’s (2002) work with children with severe non-organic failure to
thrive includes a number of stages:

� Feeding in a structured, directive manner while supporting carers to
desist from screaming and shouting, through the use of modelling,
reassuring, observing and prompting.

� Creating positive interactions and reducing negative interactions
through desensitizing anxiety and fears, encouragement to play,
smile and develop proximity in order to promote secure attachment
behaviours.

� Deliberate intensification of primary carer–child interactions involving
intensifying relationships between mother and child to improve the
affective relationship between them to promote closeness and
intimacy.

� Supporting older children to develop pro-social behaviour and to
counter the common patterns of negative interaction.

� Structured parenting training as well as parent self-help groups and
work on resolving issues of wider family and family history.
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TRAUMA-FOCUSED COGNITIVE BEHAVIOURAL THERAPY

Trauma-focused cognitive behavioural therapy (Cohen et al. 2000) is an
approach devised to target the specific traumatic symptomatology associated
with experiences of abuse, particularly sexual abuse. It has been widely tested
and is one of the best supported interventions in the trauma and family violence
field.

A number of variations have been developed, including approaches which
involve the children alone, children and parents, separate treatments for
children and supportive parents. There has been an extension to include a
module for children who have been exposed to a significant traumatic loss and
where there is a component aimed at promoting grieving responses as well as
working with traumatic responses to maltreatment. Further developments have
been its use in association with approaches for young people who had begun to
substance abuse as a coping strategy (Cohen et al. 2003). There can be the
addition of other components, e.g. multisystemic family therapy component
(Hengeller et al. 2002), to meet the complex needs of children and young
people in their families caught up in processes of trauma and family violence.
To deal with polyvictimization or multiple maltreatment it is necessary to focus
on a ‘lifespan’ of abusive events, and to introduce more extensive psycho-edu-
cational approaches to foster understanding, and a variety of different
approaches to promote the ‘journey to recovery’ (Bentovim 2002).

Key principles in trauma-focused cognitive behavioural therapy include a
range of elements:

� A focus on the here-and-now, acknowledging that the past may impact
on current presentation and interactions. The focus is on behaviour
and the work is goal directed towards a functional outcome shared
between the therapist and the client. Processing of traumatic events
is a time-limited focused activity, although there may be multiple
foci to deal with multiple events.

� Understanding the client’s perspective is central to the therapeutic
approach which is active, collaborative and often directive,
encouraging skills building to regulate emotions and enhance
coping strategies. There is an important modelling of hope, working
out with the child or young person what they wish to address and
reducing problems into manageable pieces.

� Addressing affective and trauma symptoms such as fear, sadness, anger,
anxiety and disregulated affects is central, as is working with specific
behavioural trauma symptoms including avoidance, anger outbursts,
maladaptive behaviours, sexualized behaviours, violence, bullying,
self-harming, substance abuse, defiance, disobedience and other
social difficulties.
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� Functional components include psycho-education to provide
appropriate information and understanding, building skills in
emotional regulation, identification and correction of maladaptive
beliefs, developing communication and interpersonal skills and
problem-solving strategies. Unique to this approach is the theme of
gradually revealing the child’s experiences of abuse and trauma and
working to create a trauma narrative (see below).

� Parenting work requires the engagement of families in treatment through
emphasizing the primacy of their role in coping with their distress
and their centrality as a therapeutic agent for change. In order to
work on enhancing enjoyable aspects of child–parent interaction,
the therapist forms an alliance with the parents and takes the role of
guide, consultant and supporter, providing reassurance concerning
positive outcomes and desensitizing the parents’ own distress.

� Teaching relaxation skills includes a variety of approaches such as deep
muscle relaxation, the use of self-hypnotic techniques, finding a safe
place in imagination, learning techniques of thought-blocking and
centring to confront flashbacks and re-enactments, all of which help
to regulate affective states and mood.

� Constructing a trauma narrative: here the aim is to be able to remember
and talk about traumatic experiences without extreme distress or the
need for avoidance. Drawing out an account of the trauma and
abuse experienced and creating a trauma narrative helps to
desensitize and habituate disturbing memories, to resolve
maladaptive avoidant symptoms, to develop a capacity to talk about
past traumatic experiences as part of life putting them into
perspective in terms of the present, obtaining support and
connecting with others.

Trauma narrative notions are introduced, such as the idea of creating a book
which has a number of chapters, including chapters before and after abusive
experiences. Creating a trauma narrative occurs over multiple sessions, starting
with exploring less distressing events and then moving on to more distressing
experiences. The work involves developing details of what happened before,
during and after traumatic experiences, exploring thoughts and feelings during
the events and moves from less distressing to more distressing. This includes the
following:

� Exploring dysfunctional thoughts and beliefs which underlie emotional
and behavioural difficulties and finding alternative explanations.
This promotes the development of healthy trauma narrative
processes, addressing feelings and maladaptive cognitions, exploring
the meaning of the abusive events for the child or young person.
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This moves them forward, putting the experience into perspective so
that the individual no longer feels a victim, but a survivor. This
work involves multiple approaches to help the process including
creative therapeutic use of drawing, writing and the
computer-assisted interview In My Shoes.

� Developing the lifespan trauma narrative and including information from
the chronology and records and the family as well as from the
young person’s memory. Relating the lifespan trauma narrative to
both past and current events and relationships and future aspirations
and plans is important in helping to develop perspective. Systemic
solution-focused approaches are also used to develop a sense of hope
and recovery and as a vehicle for change.

� Connecting experiences with appropriate supportive family members is
crucial, including working with family members to clarify and
accept responsibility for inappropriate behaviours, offering
appropriate apologies and developing wider protective family
change through multisystemic family approaches, reinforcing the
processing of traumatic experiences, promoting relationships
through the development of communication skills, managing
boundaries, and forging alliances and identity.

� Specific additional modules are required, for example addressing issues of
mourning and loss, promoting the grieving processes, managing
substance abuse, developing an understanding of the thinking of
abusers, developing self-protective skills or healthy sexuality, and
managing anger.

THERAPEUTIC WORK WITH YOUNG PEOPLE WHO HAVE BEEN
RESPONSIBLE FOR SEXUALLY ABUSIVE BEHAVIOUR

Edwards et al. (2007) have described therapeutic work with young people who
have been responsible for significant episodes of sexually abusive behaviour.
This is a natural extension of trauma-focused work as these young people (see
Chapter 1) have lived with extensive trauma and family violence. They have
often had a broad range of experiences of abuse and adversity themselves and
may have been responsible for abuse against peers or children younger than
themselves and against adults outside the family, often with some evidence of
indiscriminate abusive behaviour. They are worked with in a residential context
(Social Work for Abused and Abusing Youth, SWAAY) and require an inte-
grated approach which is multimodal, involving the use of several different
treatment interventions simultaneously, while responding to needs which are
most evident and immediate. The approach is multi-component and
multimodal, maximizing the range of resources and services available to young
people and placing an emphasis on the need for continuity and coordination
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among services. Residential, educational, group, family and individual work
are all therefore made available over a significant period of time. A comprehen-
sive assessment of needs and risks is always undertaken and the general context
of close supervision and emotional support provided by a therapeutic commu-
nity allows for necessary reparenting and the development of healthy attach-
ments, which in turn supports more specific therapeutic programmes. These
comprise:

� A social and emotional competency group work programme available for all
young people, of all ages, whatever the degree of sexually
problematic behaviour and behavioural issues. The function of the
group is to build attachments, manage emotional issues and gain a
sense of self-confidence in relationships. The approach is both
psycho-educational and follows cognitive behavioural principles.
Multimedia approaches are used to encourage interests and
engagement with, board games, role plays, artwork, videos and
creative ideas forming the basis of sessions.

� A modular offence-specific programme over an 18-month period with a
number of elements four or five weeks in duration. The aim is to
find the ‘Gateway to Success’. More experienced group members
support newer members. The focus is on identifying and challenging
maladaptive belief systems noted in the process of moving towards
abusive acts. This involves learning to understand the cycle of
events, feelings and beliefs (which may be rational or irrational) and
consequences which result in feeling states and behavioural
consequences which result in abusive action.

� Specific modules include providing extensive sexual education to correct the
distorted notions that young people have about sexuality and
relationships. There is an emphasis on recognizing and accepting
that all abusive behaviour is preceded by contemplation and a
decision to engage in the behaviour, even though such patterns
becomes habitual. Confronting the decision-making process of
event, thought, feeling and action is an essential component of
reconstructing offending patterns of behaviour.

� Understanding the process of denial is essential to assisting young people
to confront what they describe as habitual, automatic without
thought, i.e. ‘trauma-organized systems’. Understanding the impact
on victims helps young people identify with their own victimization
and the process of externalizing experiences onto others deepens the
young person’s understanding of the cycle of abusive action.

� The role of anger and the linking of anger and sexuality described earlier is
a focus in exploring thoughts and feelings relating to offending.
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Anger and grievance plays a key role in the preconditions, thoughts
and feelings which enables them to justify sexual actions and to
overcome internal and external barriers.

� It is essential that young people take responsibility for their offences by
understanding the sequence of events, thoughts and feeling and
developing the notion of offending with thoughts and behaviour in
an interconnected cycle. They need to understand their behaviour in
relation to the wider context of family violence and traumatic
experiences to which they have been exposed, and develop an
appropriate approach to managing impulses and becoming
appropriately assertive.

� Establishing the trauma narrative is a core component, with information
from professionals and family members being brought together and
integrated with the young person, using a variety of approaches.
Helping young people understand the experiences in their own lives
and the way that they have felt and thought about it, and its role in
the cycle of abusive action is an essential integrating task. Taking
appropriate responsibility with child and family victims through an
apology session supported by the therapeutic team and appropriate
family members forms a significant element of the recovery process
for all concerned.

� Connecting the young person to the family both for them to take the
appropriate responsibility for exposing the young person to contexts
of trauma and family violence and to help to understand the young
person’s role. This involves working together to create a
transformation such as a move to the family where possible, or to
assist the young person towards adult life. This has an associated
goal of helping them develop an appropriate relapse plan so they
understand how best to protect themselves and others in the future.

The approach has been observed to be effective in reducing the level of risk
presented by the young people on the programme and this is backed up by
psychometric evidence. The programme also ensures that as well as a focus on
reduction of offending, appropriate attention is paid to the young person’s
broad-based needs in terms of their health, educational or emotional and
behavioural needs and developing a positive sense of identity, a capacity to
relate in social and family contexts, to present themselves appropriately and to
care for themselves through the development of appropriate social skills
(Edwards et al. 2007). There is a continuum of work with young people and
therapeutic work for adult offenders given the current stress on the lifespan
pathway to offending behaviour on the long-term effects of attachment disor-
ganization and failure to regulate emotions (Fisher and Beech 2002).
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Although the work with young people described here is provided in a resi-
dential setting, elements of the work can be provided in community settings.
Intensive work can be provided through the multisystemic model which brings
together systemic ways of managing antisocial behaviour through therapeutic
help available in the community with approaches focused on offending behav-
iour (Borduin et al. 1990; Letourneau, Chapman and Schoenwald 2008).

Mentalization-based treatments
Bateman and Fonagy (2004) have described mentalization-based approaches
for individuals with borderline or unstable personality disorders where
mentalization (the capacity to see ourselves as others see us and others as they
see themselves) is impaired and arousal states control actions. Although their
approach is focused on working with adults, there is an application for this
approach in working with young people in adolescence, who are in hospital
contexts, secure units or placements for their safety or the safety of others, and
who require support and therapeutic work to help their recovery, such as the
young people described in Chapter 1 who are at risk of developing antisocial or
unstable personality disorders. It may also be helpful for the parents of the
children who present with disorganized attachments and early evidence of
harm. The evidence for treatment success with such adults or young people
used to be limited, but more recent developments of mentalization-based
approaches, the use of dialectical behaviour therapy, psychodynamic psycho-
therapies, the use of day hospital contexts, have provided some hope that even
with these individuals, who often have a history of extensive exposure to
trauma and family violence, that there can be modification (Bateman and
Fonagy 2004). There may also be general protective factors and turning points
as noted in Chapter 1.

Bateman and Fonagy (2004) describe the following strategies:

� The process of mentalization needs to be enhanced and supported by the
therapist by questioning continually what internal mental states the
client has and what is being evoked in the therapist that can explain
the current situations. This involves questioning: why is this being
said now? Why is this action taking place now? What is the feeling
state? What does the event trigger? What is its meaning? What is
being externalized and not acknowledged? There is a need to work
to differentiate between what is happening externally and what
internally, because even small events may evoke powerful internal
feeling states because of their link with past events and result in
states of behaviour which may feel intense and overwhelming. The
task is to make sense, to clarify and find the language which
expresses the complexity of the situation. A therapist becomes a
vehicle for the ‘alien’ part indicated within the self of the patient
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which has arisen as a result of past failures of care, exposure to
violence and experiences of abuse.

� There has to be an enhancement of reflective processes so that the individual
learns to understand and label emotional states and to create a
linking narrative to recent events and to the past. Experiences which
are confusing need to be given meaning with interpersonal
understanding bridging the gap.

� There needs to be closeness between therapist and individual. While being
aware of the risk of entanglement, and working to maintain a sense
of reality, the therapist helps by becoming a transitional individual
who bridges gaps. Relationships have to be real with empathic
responses which are accurate. There is a need for responsiveness
which is supportive, compassionate, accepting, focused and yet
maintaining appropriate boundaries and to be genuinely
understanding when there is uncertainty about experiences,
attempting to construct events and their impact. Alternative modes
of understanding need to be found to free the self to find new
modes of being and relating.

� Techniques include attempts to manage the intense affects which can lead to
irrational behaviour, impulsive actions of self-harm, suicide attempts,
intense sexual interactions and the risk of pregnancy. It is essential
to clarify and name feelings, understand the precipitant emotional
states, understand feelings in the context of previous and present
relationships and to find a way of expressing feelings appropriately
and constructively. The fear of abandonment is an intense feeling
which drives action.

� A coherent sense of self emerges and a capacity to form a secure
relationship with a therapeutic team which supports reconnecting
with supportive family members and assisting self-development
through future scripts which are associated with achievement. This
promotes finding a new self in comparison to past, often deeply
held, negative self views.

This style of working needs to be linked with the specific modules of work
described earlier, e.g. work associated with traumatic responses and offending
patterns of behaviour, and approaches which creates an effective multimodal
approach to meet the often complex needs of children and young people and
their families who have lived with trauma and family violence.
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Identifying common elements of evidence-based
psychosocial treatments
A variety of different approaches have been described, coming from different
theoretical stances, including a number of different yet related therapeutic strat-
egies and approaches. The question is how they can be brought together in a
coherent meaningful way.

An approach which takes a broad view of evidence-based approaches and
brings them together to focus on a specific problem has been described by
Garland et al. (2008). Rather than use a particular individual treatment as the
focus for implementing evidence-based practice, they have suggested a com-
plementary approach, bringing together common elements of multiple indi-
vidual evidence-based treatment programmes. They describe a method of iden-
tifying common elements from a systematic review of interventions for
children with disruptive behaviour problems and their parents. Eight individ-
ual treatment programmes with established efficacy for children aged 4 to 13
were reviewed, identifying core elements and determining which elements
were common to at least half of the programmes. The validity of these common
core elements was confirmed through a survey of national experts, using a
modified Delphi technique.

This is a group of approaches which have particular relevance to prevention
and treatment in the family violence field, since the principles described relate
to working with families where there is physical and sexual coercion, with
young people responsible for physical and sexual violence, and in the treatment
of children and young people who are victims of trauma and family violence
and are showing high levels of emotional disorders in association with conduct
difficulties. These are characteristic of children growing up in a context of
trauma and family violence. These are interventions which can be family-
focused, parent-mediated approaches, or used directly with children and young
people. It is possible to apply this approach to review the common elements in
the evidence-based approaches summarized earlier.

Common elements of intervention with trauma and family violence
In Chapter 1 the impact of living in a climate of trauma and family violence was
described demonstrating:

� The impact on biological levels of brain functioning.

� The impact on basic processes of the development of attachments
and mentalization.

� The ecosystemic model – the Assessment Framework – which looked at
children’s developmental needs in a context of parenting capacity
and family and environmental factors.
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� The context of harm and the relationship between extensive forms
of harmful parenting and the impact on children’s development and
functioning, giving rise to various patterns of harm.

� An understanding of factors related to prognosis and outcome,
associated with each level of functioning, the level of harm,
parenting capacity, family and environmental factors was described,
and an approach to developing an intervention plan was described.

Bringing together knowledge about the impact of trauma and family violence
and the content and findings on effective treatment approaches, it is possible to
identify a number of key themes in successful therapeutic approaches, as
described below.

FORMING A THERAPEUTIC ALLIANCE

A key factor in any therapeutic approach is the establishment of an alliance
between the worker or therapist and the child or young person, parents and
family members. This encourages the formation of an attachment, which allows
mentalization to flourish.

The process of working with children individually, working with parents
and children, working with the family in various combinations and with
groups of children or young people requires the establishment of an ‘inter-
actional matrix’. Providing specific therapeutic inputs and attending to the way
in which professionals or agencies provide therapeutic work together are com-
plementary tasks. The explicit content of the work is not the total therapeutic
ingredient. Professionals need to have a capacity to understand the experience
of living in a climate of trauma and family violence. Being able to articulate this
in a variety of different ways and sharing this understanding enables children,
parents and families to be able to understand and ‘mentalize’ rather than to
enact their experience of trauma in a mindless action system, as described in the
notion of trauma-organized systems.

INITIATING SOCIAL ENGAGEMENT

There needs to be social engagement. Without social engagement there can be
no psychological therapy. Without being able to mentalize, to be able to think
about oneself and others and relationships without being emotionally over-
whelmed, there can be no social engagement. Professionals need to initiate a
benign process of social engagement, not being discouraged by failures to
respond initially and recognizing and responding to disorganized attachment
responses.

292 / SAFEGUARDING CHILDREN LIVING WITH TRAUMA AND FAMILY VIOLENCE



ACTIVATING ATTACHMENT SYSTEMS

All psychotherapeutic work activates attachment systems and begins to
generate secure base experiences. A virtual cycle of synergy develops between
security, exploration and the recovery of a capacity to think about feelings,
thoughts and actions. Being understood generates a security which in turn
facilitates exploration. Feelings needs to be labelled, cognitions explained and
beliefs spelt out. This is described as a ‘mirroring’ process. Non-verbal
responses, drawings and artistic productions help to verbalize the
unverbalizable. There is shared joint attention and desires and beliefs need to
be represented in a coherent form. Together this results in a gradual integration
of what is felt as confusing. Instead of internal and external reality, past and
present experiences having no distinction, a capacity is supported to establish
an appropriate way of thinking about what is current (Bateman and Fonagy
2004). The interpersonal environment becomes more neutral and benign.
Instead of ‘alien parts’ of the self impacting on other family members and pro-
fessionals through the process of trauma-organized action processes, there
begins to be a more appropriate form of interaction, sharing, tolerating, accept-
ing and managing difference which promotes inherent growth and freedom of
thought and development.

FOSTERING SECURE ATTACHMENTS

Therapeutic work with children and family members needs to include a con-
scious attempt to foster attachments of a secure nature. This requires workers to
be consistent in their approach, to be present when expected, to emphasize
connection, to understand the different attachment styles of children and
parents, to accept there may be avoidant or rejecting or controlling styles and to
modify or take these responses into account. Approaches need to be focused on
dealing with problems and crises which are felt to be pressing before applying
specific programmes of work and to consistently look for positives, areas which
are hopeful as exceptions to a climate which may be negative and discouraging.
The therapeutic team can act as the minds and awareness which family
members may not be able to acknowledge. A stance which is accepting, not
critical, but maintaining appropriate boundaries, communicating clearly,
managing feeling states with calmness, and looking for solutions and
problem-solving is required for a successful outcome.

FACILITATING PROFESSIONALS ‘WORKING TOGETHER’

How can such work be provided? There is often a striking contrast in attitudes
to social work services, who are seen as ‘alien’ figures, as the source of control
and oppression, evoking hostility for ‘taking their children away’, and health
and educational agencies, who are seen as neutral or more benign. Yet much of
the work with children and parents living in a climate of trauma and family

THERAPEUTIC INTERVENTION WITH CHILDREN LIVING WITH TRAUMA / 293



violence will be provided by social workers. There are ways of managing the
process of ‘externalizing’ onto the ‘protection’ worker, as described above in
mentalization approaches. Another way is by providing family support workers
(or their equivalent) who can develop specific therapeutic skills to become
engaged with children and family members, or a team of systemic practitioners,
each working alongside social workers, to form a collaborative team around the
child and family. It is important that the staff involved receive appropriate
training to undertake these often complex pieces of work. In addition, the role
of the courts in deciding whether it is safe for a child to remain with or return to
their families can often form part of the contract for change with the family.

No one agency can provide the complex range of therapeutic work. Child
and adolescent mental health services play a key role (Bentovim, et al. 1988)
and specialist voluntary or independent agencies such as the NSPCC and Bar-
nardo’s may provide focused work with children and young people who have
been maltreated or who are behaving abusively in community, or residential
contexts. Adult services for offenders, physical, sexual abuse and domestic
violence are provided through health, probation and independent providers
(e.g. Lucy Faithfull Foundation) for individuals in prison or the community.
Integration of therapeutic work, managing boundaries and the nature of confi-
dentiality are all key issues to be addressed. The core concern is to develop a
systemic understanding of the needs of the child in the context of parenting
capacities and the environmental context. There needs to be a focus on ‘child
protection’ while ensuring the needs of all members of the family are met.
There is considerable scope for splitting, ‘conflict by proxy’ where different
professionals or agencies become identified with competing needs of family
members. Work between agencies is a key element in therapeutic work in
resolving trauma and family violence (Bentovim et al. 1988). Therapeutic work
needs to be commissioned by children’s services, i.e. the social work protection
services, rather than by the family so reporting arrangements are clear, indicat-
ing there cannot be the confidentiality sometimes expected in therapeutic
contexts.

Core elements of evidence-based practice for parents and children
living with trauma and family violence
So what are the core elements of intervention in terms of children’s needs and
parenting capacity and relevant family and environmental factors for children
and families living with trauma and family violence? Each dimension of
parenting capacity will be taken in turn to discuss common elements of
evidence-based practice based on a review of research on intervention, and the
development of multimodal approaches to intervention and practice, using the
approach described by Garland et al. (2008).
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Parenting capacity domain
BASIC CARE: PROVISION OF ADEQUATE BASIC CARE AND ATTENTION
TO HEALTH

Parenting failure impacts on children’s health and development. Changes
include a requirement for parents working together in being responsive to care
and health needs.

Intervention

A variety of contexts are required to support parents to provide more adequate
basic care and attention to health needs:

� Alternative care whether on a temporary basis during assessment or
longer term can provide the context of more adequate care.

� A family aide or family support worker going to the home on a regular basis
can work alongside a parent and model appropriate modes of
response. They can help a parent organize and develop capacities to
provide adequate nutrition, appropriate clothing, and appropriate
care of the fabric of the home, i.e. provide children’s basic care. This
may include developing skills in basic tasks of feeding, changing,
bathing, tending to hygiene, managing the regular patterns of care,
times of meals, preparation for school, managing bedtimes, and
arranging exercise activities within and outside the home. The use of
family centres and residential services to foster basic parenting skills
can achieve a similar outcome.

� Psycho-education or didactic approaches for parents to provide
information on the needs of children, the requirements of different
ages and stages of development, understanding of the needs of
neglected children and managing the avoidant, resistant responses
often associated with attempts to provide adequate care.

� Modelling appropriate care, providing prompts, video feedback,
reviewing goals and progress and ensuring the development of
supportive relationships with parents to meet their needs.

� Reflections on parents’ own experiences of care and the relationship with
current responses are an essential ingredient to improving the
quality of basic parenting and response to health needs.

� Specific help with development of parenting skills to manage challenges
such as feeding, sleeping difficulties and resistant behaviour.
Modelling, encouraging, reinforcing skills, developing parents’
capacities to play and to develop mutually satisfying responses
between themselves and children are an essential element of
encouraging adequate basic care and attention to health.

THERAPEUTIC INTERVENTION WITH CHILDREN LIVING WITH TRAUMA / 295



ENSURING SAFETY: PROVISION OF PARENTAL RESPONSIVENESS, SAFETY
AND PROTECTION

When parenting does not provide responsiveness, safety and protection, chil-
dren’s needs for safety and protection are not met adequately and this can result
in children developing insecure, disorganized or indiscriminate attachments.
They may also lack an age-appropriate capacity for safe independent care of
themselves. There may be evidence of physical or sexual harm sustained at
home or in the environment with injuries sustained not consistent with age and
developmental stage.

Intervention

In terms of the goals of intervention, the basic principle is that children need to
be provided with a safe environment, appropriate discipline and a secure rela-
tionship with an attentive caregiver that fits with their age or stage of develop-
ment. There need to be reasonable parental expectations of children, adequate
supervision of activities inside and outside the home and the provision of safe
environment and protection from physical hazards and risky individuals.

This may be achieved by placement with a safe family member, such as a parent not
involved with or unaware of abusive activities, who is supportive of the child
and who accepts that there has been abuse and is prepared to protect from
potentially abusive family members.

When there is acknowledgement of abuse, and levels of abuse are not of
such severity, there may be the potential for a child to remain within the family. In this
event, it is essential that an agreement to create a context of family safety be
accepted, and plan for close monitoring with consistent opportunities for
reporting and sharing information about stress and the level of violence by
family members and others.

The provision of safe contexts for communication with children and appropriate
rules for contact with abusive family members are essential to ensuring that
there is an adequate context of protection alongside feedback observations
which can confirm whether appropriate levels of protection are being offered.

There needs to be an appropriate acknowledgement of the perpetration of abusive
behaviour against the child or young person accompanied by an appropriate
taking of responsibility, with acceptance that the child or young person was
forced to take inappropriate levels of responsibility. This work should promote
consistent support of the child by non-abusive carers and family members who
support a child’s disclosure and make the appropriate attributions and responsi-
bility to the adult or older person involved.

When parents are working with professionals to provide a context of safety,
there needs to be extensive work to help parents to understand their own experience of
trauma and family violence, the nature of the impact on their own mental health
and emotional states, their emotional attachments to partners, and the factors
which have been associated with their using their children as objects of sexual
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or physical abuse or being unable to provide adequate safety or protection for
their children.

Children and young people need to be taught appropriate self-care skills, within the
family and within the social context. Specific focus on supporting children to
find alternatives to inappropriate sexualized or aggressive modes of relating
with peers and putting themselves at risk is an important component of
creating a context of safety.

When an older child is abusive to a younger child, the older child needs help to
be able to take an appropriate degree of responsibility so that the younger child
can acknowledge the older child’s responsibility and both can develop an
understanding of their own and others’ responses to them.

The role of psycho-education to facilitate understanding of the factors associ-
ated with violence, sexual abuse and its impact, providing appropriate materi-
als, reviewing goals and progress, developing problem-solving skills are impor-
tant components of maintaining a context of safety.

Involvement in programmes shared with supportive carers helps to address the
interconnected elements of experiences of violence and responses which put
the self and others at risk.

EMOTIONAL WARMTH: EMOTIONAL WARMTH AND CONTAINMENT

The impact on the child of a failure of emotional warmth and containment
means that the child is part of a network of insecure or disorganized attach-
ments with adults who lack the capacity to respond to emotional communica-
tions. The child is then likely to be aroused and respond by becoming frozen,
showing evidence of a pervasive negative mood, persistent fear, traumatic
responses or developing other forms of negative emotional adjustment.

Intervention

Children need to live in a context where they are valued and where there is a satisfac-
tory expression and reception of feelings, warmth, calmness, humour, empathy,
understanding, and a protection from traumatic losses and stressful events.
Good quality foster care, specialist foster care, special guardianship placements
and adoption can provide the emotional context of good care.

When parents are working with professionals to provide adequate emo-
tional care for their children, there needs to be work on factors in their own history.
The focus is the nature of emotional relationships in their own families, the
impact on their own mental health in terms of emotional regulation and the
impact on partner relationships so that they can develop an understanding of
their emotional response to their children, and acceptance of interventions to
model and improve the nature of emotional relationships.

The emotional processing of traumatic and stressful events is a key factor in emo-
tional recovery, assisting a child to respond more appropriately and to develop
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basic positive emotional mood and achieve positive emotional adjustment. The
processing of traumatic stressful events requires a process of emotional support,
and the encouragement of the child and young person to be able to expose their
experiences in a context of safety and support, sharing where appropriate with
parenting figures who are supportive, with abusive family members being able
to take appropriate levels of responsibility, acknowledge harm and make an
appropriate apology.

A variety of approaches, including psycho-education, are required to help
children and family members understand and process the nature of traumatic events. This
includes the use of play material, sharing in group contexts, finding solutions,
reviewing goals and progress, managing arousal and symptoms associated with
poor sleep, re-enactments and anxieties and offering help to deal with trau-
matic responses.

It is essential that there is an appropriate level of response not overstressing or
forcing disclosure and going at the child’s pace, but at the same time spelling
out the necessary process and finding the ways to achieve the goals of interven-
tion.

Creating a trauma narrative which links past, present and future scripts is nec-
essary to transform past negative beliefs, guilt, responsibility and blame to
survival, hope and a meaningful future

Specific support for particular emotional symptoms such as depressive disorders,
self-harming, anxiety states and high levels of distress may be required using
individual and family approaches to intervention.

STIMULATION: STIMULATION AND COMMUNICATION

Family contexts where parents have serious difficulties with providing
adequate stimulation and communication can result in the child having signifi-
cant delays or unevenness in the development of cognitive motor and language
skills, poor capacity to communicate, poor educational attendance and difficul-
ties with relationships within pre-school and school contexts. In addition,
special needs may be unrecognized.

Intervention

Children need appropriate levels of play, warmth, encouragement, and an
enriched environment with clear communication, good listening and respon-
siveness. They need parents who support learning and cooperate with educa-
tional settings to support the child’s unfolding of skills so that they make satis-
factory progress within educational contexts.

Where there is a reasonable prognosis, interventions need to support
parents in developing skills in stimulation and communication to promote chil-
dren’s learning and social development. Family centres and family therapy have an
important role in promoting communication through the use of methods such
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as video feedback, direct intervention, prompting, role-playing, behavioural
rehearsal, modelling, provision of psycho-education, didactics on education.
Involving parents in both developing parenting skills of communication and stimula-
tion, as well as the specific skills of reading, is an additional element that can
assist in achievement of more appropriate goals for parents in relation to
meeting their children’s needs (Scott and Sylva 2009).

GUIDANCE AND BOUNDARIES: GUIDANCE AND BOUNDARIES AND
MANAGEMENT OF BEHAVIOUR

Parenting difficulties in providing guidance, boundaries and managing chil-
dren’s behaviour can result in the development of oppositional or over-compli-
ant responses in children. Children who have seen parents modelling a failure
to maintain boundaries and manage their own behaviour may replicate exploit-
ative, fighting, abusive, bullying and/or rivalrous responses with siblings or in
social contexts, or through inappropriate drug and alcohol use for older young
people.

Intervention

Children and young people need a context where there is more appropriate
management, realistic expectations, appropriate rewards and sanctions, and
appropriate management of negative states. This involves parents being tolerant
and able to provide flexible boundaries and appropriate rules and structures.
They need to ensure there is appropriate differentiation between the roles of
adult and child and effective management of conflict and oppositional behav-
iour along with promoting the development of collaborative responses.

� Principles of positive reinforcement include strategic attention, praise,
physical, verbal and material reinforcement, shaping and behavioural
rewards.

� Principles of effective limit setting or discipline include the use of time-out
procedures, giving commands and limit setting.

� Parent–child relationship-building requires supporting affection,
avoiding criticism, positive play, building mutual empathy and
addressing attachment issues.

� Problem-solving includes methods to generate alternative solutions,
evaluate options, consider consequences, provide self-rewards.

� Anger management includes teaching methods of managing or
modulating anger, learning to take an appropriate perspective,
learning to take turns, recognizing triggers of anger, relaxation
skills, recognizing patterns of events, thoughts, feelings and actions.
‘Externalizing’ anger as an ‘alien’ aspect of the self, forming a team
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with family members to defeat ‘Mr Temper’ and allow the ‘real
caring self’ to be in control (White and Epston 1989).

� Managing sexually aggressive behaviour requires the developing of
empathy, the understanding of the link between experiences of
sexual and physical abuse, neglect and rejection and consequent
feelings of grievance, the externalization of feelings onto those who
are less powerful, the cycle of obsessive sexual interest and
overcoming barriers, and finding alternatives to prevent relapse.

� Managing affects involves understanding, identifying and labelling
emotions, recognizing cues of emotional states and emotional
response with associated behavioural responses both against self and
other.

STABILITY: STABILITY AND FAMILY RELATIONSHIPS WHERE THERE ARE
PARENTING DIFFICULTIES WITH A LACK OF STABILITY

Failure to maintain partnerships and family relationships over time and the dis-
ruption of attachments results in children who may be anxious, ambivalent
and/or enmeshed, hostile, avoidant or disorganized in their attachments. They
may lack appropriate interpersonal and relationship-building skills, develop a
destructive relationship with family members, identifying with negative family
figures, or fail to connect or to develop a sense of family or have a negative or
omnipotence sense of self.

Intervention

Parenting needs to provide a level of stability maintaining appropriate family
relationships even when there have been separations, parents need to work
together to resolve difficulties in creating appropriate partnerships, or estab-
lishing appropriate levels of contact so as to reduce confusion for children.

Family therapy approaches fosters sharing and examining shared histories,
reconnects family members where there has been a failure of contact, and helps
children and other family members begin to develop a more positive sense of
self or assertiveness and appropriate individuation.

The importance of reviewing family history includes working on developing a
lifespan narrative, reconnecting family members, understanding processes of
disruption, and learning to resolve contexts of blame, rejection and attack, to
work appropriately to support children, or to provide children with the oppor-
tunity to develop a different sense of identity and support through alternative
care.

The new identity provided through long-term fostering and adoptive rela-
tionships is an essential requisite where parents are not able to provide appro-
priate levels of stability.
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Family and environmental factors
Working with family history and family functioning requires intervention with
those elements which continue to impinge on the parent’s capacity to provide
adequate care. This may include the processing of traumatic events which
continue to impact from the childhood of the parents, their individual func-
tioning as adults, the nature of the couple relationship, including interpersonal
or domestic violence, and the organization of family life.

Working with wider family, housing, employment, income and social inte-
gration factors requires extensive networking with the appropriate agencies,
empowering families to ensure they have access to their entitlements and
making sure that protection issues are prioritized. Conflict between families
and care agencies need to be addressed so that longstanding grievances can be
acknowledged and working relationships established, and a case made for ther-
apeutic or care resources which may not be available in the community, e.g. resi-
dential assessments for the family, specialist therapeutic resources for children
or family members.

INTERVENTION

Working with family history, family functioning and other family and environ-
mental factors requires working collaboratively with child, adult, and family
mental health and therapeutic services, and community agencies and gaining
access to a variety of individual, couple and family interventions working with
specialist agencies in the drug and alcohol field where appropriate.

A key element is helping parents to create their own trauma narrative
which helps to link past experiences with current patterns of interaction and
parenting. It is important to help parents confront abusive responses, and to be
involved in appropriate anger management or management of sexual abuse or
contexts of domestic or interpersonal violence, both inside and outside the
family.

Common treatment techniques
As described above, a wide variety of treatment techniques are applied across
these various treatment goals in the different parenting capacity and family
history and family functioning dimensions. They include the following tech-
niques:

� Delivering positive reinforcements with praise, shaping, behavioural
rewards and delivering punishment limit setting, ignoring time-out,
delivering commands clearly and so on.

� Using psycho-education, by teaching through didactic instructions or
explanations, using videos, reading and other material relating to
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different forms of trauma with different treatment approaches and
different levels of understanding.

� Role-playing and behavioural rehearsal, re-enacting hypothetical
situations in sessions, modelling demonstration through live or
imagined contexts, or video methods and peer modelling.

� Using video feedback of parent–child interaction, reflecting, commenting,
promoting positive interaction through direct feedback, relating
parents’ own experiences evoked during interaction and processing
past events through current interactions.

� Making interventions with sub-groups, child–parent, couples, whole
families and multi-family groups for psycho-educational work,
restructuring relationships, tasks, shared activities, working towards
behavioural goals, enhancing communication, establishing
boundaries, forging alliances, strengthening identity.

� Tracking the processes of events, emotional, thinking and behavioural
and responses associated with traumatic experiences, and abusive action,
and the way relationships are influenced and organized with
individuals, couples, with family members and professionals,
enhancing ‘mentalization’.

� Adopting systemic solution-focused approaches, focusing on success,
recognizing and connoting ‘recovery’ despite continuing difficulties,
exploring the ‘not yet emergent’ coping mechanism, ‘creating
healthy futures’.

� Creating trauma narratives for children, parents, family members,
relating abusive and neglectful parenting to family trauma narratives,
understanding responses of individuals, clarification, apology
sessions, working to promote addressing painful experiences, and
taking responsibility through both individual and joint supported
sessions.

� Reviewing goals and progress, reviewing previous work themes,
progressing towards meeting established goals and assigning and
reviewing homework for children, young people and families.

� Using therapist experiences to understand the emotional states of
individuals and family members, helping to clarify the process of
past traumatic events, persistent feeling states, responses to current
contexts, evocation of intense emotional states and the risk of
self-harm and harm to others.

In Chapter 8 a case example is presented to illustrate some of the key themes of
assessment, analysis and planning interventions which are discussed in this and
earlier chapters.
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Chapter Eight

Principles and Practice
in a Safeguarding Context

A Case Example – The Green Family

Arnon Bentovim

In Chapters 6 and 7 a process for the assessment of harm and harmful effects
and the prognosis for change in the safeguarding context has been described
which builds on the assessment, analysis and planning model introduced in
earlier chapters.

The process involves:

� making a full assessment of children’s needs, family and
environmental factors

� creating a profile of protection and harm

� analysing factors that have led to harmful parenting

� assessing the prognosis for change

� using the prognostic framework in planning for intervention.

In terms of intervention in the safeguarding context, the need to use integrated
multimodal therapeutic interventions in families living in a context of trauma
and family violence has been emphasized.

In this chapter:

� A number of key principles for practice in the context of
safeguarding and protection are introduced.

� A case example – the Green family – is used to illustrate the
principles of practice and the process of assessment and planning in
the safeguarding context introduced in Chapters 6 and 7.
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Practice principles for therapeutic work in the context of
safeguarding and protection
Having made an assessment and developed a plan for intervention, there are a
number of key practice principles which we suggest should underpin therapeu-
tic work conducted in the context of protection or safeguarding. These include:

1. Planning and taking steps to ensure the victim is protected from
abuse while therapeutic work is progressing.

2. Working with perpetrators and protective parents in a context where
the child remains protected.

3. Developing and planning of a variety of different interventions to
meet the needs of individuals.

4. Considering a rehabilitation phase of therapeutic intervention on the
basis of:

(a) assessing the child’s and young person’s development

(b) assessing the parenting capacity

(c) making modifications in the family and environmental factors and

looking at family structures which could provide safe contexts.

5. Providing alternative long-term care when rehabilitation cannot be
achieved.

Case example: The Green family

The case example of the Green family is used to illustrate these various

stages in assessment, planning interventions and conducting therapeutic

work in the context of safeguarding and protection.

The Green family had four children, Charlie aged 13, David aged 10,

Sarah aged eight and John aged four. Concerns were first raised when

Charlie was five, because of reports of the use of physical smacking, which

were resolved with social work intervention.

Subsequently, concerns were expressed because Charlie and David

were having very poor school attendance. Despite considerable

encouragement by the school staff and authorities, there were few occasions

when the boys were at school. It was observed that the children appeared

neglected and the health visitor was concerned because the atmosphere of

the home seemed most unhappy. Initial investigations by children’s services

revealed that there was extensive and longstanding conflict between the

parents, with father spending increasing time out of the home with his own

family. The mother was unable to cope. She could not persuade the boys to
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go to school; there was an atmosphere of neglect, poor boundaries and a

sense of hopelessness as the mother withdrew and left the children to fend

for themselves.

A process of social work visits to the home followed the initial

assessment to undertake a core assessment, which also involved community

child health professionals, prior to calling a child protection conference.

Information gathering included information about Sarah from her school

and about John. The school observed that Sarah’s behaviour was becoming

highly sexualized so that she was frequently masturbating and behaving in

inappropriate ways with other children. John had poor language

development and showed extremely oppositional behaviour towards his

mother, who was overwhelmed with the needs of all four children. The

father was observed to undermine, criticize and speak for his wife. He was

marginally more effective than the mother in controlling the children.

However he was absent as a result of the conflict between the parents who

seemed unable to put the needs of their children first. Mother withdrew to

bed and both parents complained of being depressed.

The process leading to a full assessment of children’s
needs, family and environmental factors

Practice principles (1): initial intervention
It is not feasible to start intervention with children who are suffering both
short-term and long-term effects of living in an abusive environment, or to
intervene with parents until decisions are made about appropriate levels of pro-
tection and need and there is a thorough knowledge of all factors, which have
led to abusive action.

Further social work investigation of the Green family revealed that
13-year-old Charlie was taking parental responsibility for the younger
children, and was responsible for Sarah’s highly sexualized pattern of behav-
iour. The result of the parents’ conflict and withdrawal left children to their
own devices. Charlie unsupervised turned to Sarah and commenced sexual
activities with her. Charlie was punished, but sexual behaviour continued as
there was a lack of supervision. There had been further punitiveness towards
Charlie. There was no evidence of Charlie having been abused sexually
himself.

It was felt it was essential to separate Charlie from Sarah to interrupt sexual
activities which the parents knew about but had not stopped or informed social
or health services about. He went to live with a family member. A specialist
assessment was arranged to understand the origins of his abusive behaviour to
assess the extent of abuse and the degree of traumatic effect suffered by Sarah.
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Father agreed to live separately for a time to assess whether the mother
could care more adequately for the three younger children without the negative
impact of the father’s criticism of her.

It was then revealed that David, Sarah and John were also involved in sexu-
alized activity and David was continuing not to attend school. It was accepted
he needed to live in foster care while further assessment of the extensiveness of
Charlie’s sexualized behaviour was made and its impact on his siblings.

Further knowledge about family and environmental factors which might
have played a part in such widespread abusive action was also required and
whether there was any possible resolution and potential for the parents
working together.

The parents had known about sexual activities for some time but had not
intervened effectively or reported Charlie’s abusive actions. In addition the
children’s care was neglected. It was felt that a court order was needed to ensure
the social services department shared parental care. An extensive assessment
was therefore ordered as part of the court proceedings, which included a spe-
cialist assessment of the children’s needs and the family context of care, as well
as the specialist assessment of Charlie and Sarah. The capacity of the parents to
provide more satisfactory parenting and to work together was also assessed.
The process of specialist assessment built on the previous initial and core
assessment phases.

The following assessments were made during the initial, core and specialist
assessments:

� The quality of parenting was assessed using the HOME Inventory.

� The family interaction, including an understanding of the families of
origin of the parents, as well as the relationship between the parents
and the children, was assessed using the Family Assessment.

� Each of the children’s functioning was assessed using the Strengths
and Difficulties Questionnaires (SDQ), and where appropriate the
school provided assessments of the children from their perspectives,
including SDQs for each child completed by their teachers.

� There were individual interviews with each of the children to look
at issues of trauma and emotional states, as well as exploring the
reasons why each of the children had responded to their
questionnaires and the way they had.

� Assessments of possible depression in the children using the
Adolescent Wellbeing Scale and the level of family togetherness and
fostering of age-appropriate independence using the Family Activities
Scale. Parental mental health problems were explored using the Adult
Wellbeing Scale and the focus of parenting difficulties for each parent
using the Parenting Daily Hassles Scale.
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As a result of this information-gathering, it was possible to describe the family
using the dimensions of the Assessment Framework. This information below is
organized to assist in assessing the level of protection being provided for a
child and the level of harm suffered by the child. The six dimensions of
parenting capacity are covered in turn and linked with the impact on the chil-
dren’s functioning in terms of met and unmet needs and harm sustained. This
follows the process suggested in Chapter 6 (p.216).

Profile of protection and harm: a systematic analysis of
harm and harmful behaviour experienced by the Green
children

Table 8.1 Profile of protection and harm:

parenting capacity dimensions

Parental capacities strengths and

difficulties – protection versus

harmful parenting

Impact on children’s developmental

needs, strengths and difficulties,

profile of needs met and harm

sustained

Basic care

Provision of basic

care and attention

to health

� Parents’ longstanding
divisive, highly conflictual
relationship leads parents to
have little ability to work
together, the provision of
basic care is inconsistent and
poor.

� Charlie presents with poor
self-care skills, failure of
hygiene, unkempt, no interest
in adolescent identity, lack of
pride or interest in
appearance, focuses on his
parenting role and sexualized
responses. Physically healthy.

� Care is disorganized, failure
to organize suitable clothing,
regular and appropriate
mealtimes.

� David’s hearing needs not
attended to, speech and
therapy appointments failed,
delayed language
development.

� Failure to attend health
appointments, or establish
routine for bedtimes or
regular family activities.

� John presents with poor social
presentation, night wetting
continuing, wearing pull-ups,
lack of independence and
self-care skills.

� Charlie is expected to take
care of the younger siblings,
which leads to sexualization.

� Sarah evokes the most
appropriate care through her
demands of her mother, most
competent in terms of
self-care skills, level of
maturity and competence.
Continued night wetting.



Table 8.1 cont.

Parental capacities strengths and

difficulties – protection versus

harmful parenting

Impact on children’s developmental

needs, strengths and difficulties,

profile of needs met and harm

sustained

Basic care cont. � John delayed language
development, speech and
language therapy
appointments not kept, poor
presentation, continued night
wetting, immaturity, puts
himself at risk through
moving hot objects from
stove in pseudo-parental
behaviour.

� Despite nutritional limitations,
growth of all four children
satisfactory.

Ensuring safety:

Providing

responsiveness,

safety and

protectiveness

� Parental care is unresponsive,
unreliable, there is failure to
have a consistent presence.

� Needs for safety and
protection not met.

� Sarah described vaginal
intercourse, behaviour
sexualized at school.

� Father is absent, at work or
with his own family.

� Sarah bullied by Charlie and
David as part of sexually
aggressive activities triggered
by intense hide and seek
games.

� Both father and mother are
depressed; she spends
significant time withdrawn in
bed.

� Sexualized behaviour involves
all four children, John and
David sexually aggressive,
Sarah sexualized responses,
John frozen.

� The expectation of Charlie
taking on a parental role,
creates a context of risk
pattern of sexualized
excitement in play initiated by
Charlie, with David and the
younger children, particularly
Sarah.

� Charlie and John describe
smacking by father.

� There is inadequate
supervision within the home.

� Sarah most seeking of support
outside the family.
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� Charlie is punished when
Sarah describes sexual abuse;
failure of supervision
continues.

� Other children marginalized,
insecure attachment responses.

� Environment is unsafe,
unsupervised, disorganized,
children not protected from
physical hazards, hot stove.

� Unsafe environment in the
home as a result of inadequate
supervision, exposure to hot
objects, stove, dangerous
environment of care.

� Failure of children to attend
school maintains secrecy and
silence.

Emotional

warmth:

emotional

warmth and

containment

� A general absence of a
capacity by parents to
respond or to express
appropriate warmth and
nurturing.

� Charlie marginally attached to
his father, excitement, arousal
towards Sarah and siblings,
Sarah a powerful love object.
David intense, insecure,
clinging attachment to his
mother, highly avoidant to
father, sleeping with mother.

� Absence of appropriate
emotional responses.

� Frustration responded to with
frozenness, obsessional
anxiety, withdrawal and
wetting.

� David given most emotional
warmth as his mother’s
comfort object.

� Sarah despite extensive abuse
presents as emotionally
responsive, related to earlier
closer relationships with
mother, most security.

� John receives emotional
warmth from Sarah, absence
of warmth and responsiveness
from his mother and father.

� Post-traumatic symptoms
continue, sadness, distress,
unprotected.

� Family atmosphere is
uncomfortable, chaotic, failure
to protect from parental
conflict separations, maternal
depression.

� John avoidant, anxious,
unable to cope with
frustration, screaming
tantrums, nursing and
cuddling a doll, rejecting
family, distancing from father.

� Lack of empathic responses
for Sarah as a result of
sexually abusive activities and
failure of early responsiveness
relating to maternal
depression, father blames her.

Stimulation:

providing

stimulation and

communication

� Failure of support,
impoverished environment,
rejection, minimal
interchange, children left to
organize their own
stimulation.

� A significant delay and
unevenness in cognitive and
language skills for Charlie,
David and John.
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Table 8.1 cont.

Parental capacities strengths and

difficulties – protection versus

harmful parenting

Impact on children’s developmental

needs, strengths and difficulties,

profile of needs met and harm

sustained

Stimulation cont. � Charlie’s parental role is
supported, Sarah organizes
most parental stimulation,
John is ignored and isolated.

� John and David delayed
language development not
supported.

� David is supported to be
mother’s comfort.

� Charlie and David
oppositional and resistant
regarding school.

� There is failure to support or
prepare for educational
attendance; parents do not
work together to ensure
school attendance.

� John received special
measures to support,
attendance erratic.

� Charlie and David have
consistently poor school
attendance.

� David unconfident, socially
isolated, fearful of failure and
frozen obsessional about
work.

� Sarah attends most
satisfactorily.

� Charlie socially isolated,
underachieving, marginalized.

� John inconsistent attendance.
Limited opportunity for play
activities, lack of involvement
of participation.

� Poor relationships between
parents and school authorities.

Guidance and

boundaries:

providing

adequate

boundaries and

managing

behaviour

� Parental difficulties in
management of behaviour.

� A generally oppositional
response.

� Inappropriate expectations of
Charlie taking a parental role.

� Exploitative responses within
siblings.

� Punitive or avoidant
responses to children’s
negative states and frustration.

� Charlie’s sexualization of
responses to Sarah, involving
David and John, bullying,
rejecting, limited attempts to
control.

310 / SAFEGUARDING CHILDREN LIVING WITH TRAUMA AND FAMILY VIOLENCE



� Boundaries are inappropriate,
David in role as maternal
comforter, paternal absence,
punitive responses,
inconsistent discipline or
involvement of children.

� Sarah controlled, confused,
John’s response to frustration
screaming tantrums,
explosions, David frozen,
Charlie angry, controlling,
dominating, and stormy in
response.

� Atmosphere chaotic,
over-excited, poor
management.

� Failure to manage boundaries
between older and younger
children.

� Unresolved arguments,
intolerance, frustration and
anger.

Stability:

providing stable

and consistent

family

relationships

� Parents are in a state of partial
separation as a result of
conflict, and extensive sense
of grievance.

� Children are members of a
disrupted, unstable family.

� Mother left to care without
support, leads to a withdrawn,
depressed state.

� David enmeshed with his
mother.

� Failure to support
individuation and identity of
the children.

� Charlie taking a pseudo-adult
parental and sexualized role.

� Charlie given parental
authority, pseudo-parental
role.

� Sarah shows most positive
identity, support from mother
results in better social
relationships with adults and
children outside the family,
Charlie, David and John
isolated. Poor sense of
identity.

� Charlie and David’s
exploitative, abusive
behaviour unchecked.

� Some paternal support for
Charlie by occasional fishing
trips and contact with father’s
family.

� Sense of social isolation and
marginalization maintained.
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Table 8.2 Profile of protection and harm:

family and environmental dimensions

Family history

and family

functioning

� Although there had been no permanent change of household and no
separation of the parenting in terms of divorce, there has been partial
separation in recent years given the extensive marital difficulties.

� In the early years, mother’s family played a key role in stability of the
family, in latter years the father is more involved with his own family.

� Mother providing care alone, overwhelmed by the needs of the four
children without support.

� This has created a disruptive, unstable family context.

� The mother described a childhood of being protected but with a
good deal of firmness.

� Her family played a key role supporting mother in the family home,
causing considerable grievance and resentment for father. No
evidence of exposure to abuse or violence.

� The father has grown up in a context of privation, loneliness, limited
involvement. He reports socially isolated in school, a loner, now
closer to his family, maintaining a sense of grievance at mother’s
involvement with her family at an earlier stage.

Impact of

family history

� The key impact seems to be the maintenance of a longstanding set of
grievances between the parents, for mother’s perceived
over-involvement with her family, father remains close to his family
in a retaliatory response.

� Perceived failure to create a marriage to fit into the father’s
expectation has resulted in him maintaining a sense of grievance,
failing to be supportive.

� Mother left to care for the children without support.

� An atmosphere of criticism, resentment and grievance results in
individual functioning where each is depressed, mother complaining
of hopelessness and helplessness, and father a continuing sense of
anger, grievance and depression.

Couple

relationship

� The couple’s relationship is a failure of support, anger, grievance,
failure to listen, father interrupting, mother withholding, and an
absence of intimacy between them for at least seven years.

� Mother finds closeness through her relationship with David. Father
with Charlie. Sexual responses being enacted by Charlie targeting
Sarah.

� The couple’s preoccupation with their marital conflict leads to a
failure for the parents to work together, or to respond or be
concerned about the children’s needs.

� Although John refers to hitting and smacking, there is little evidence
of domestic violence, but considerable atmosphere of criticism,
distancing and resentment and lack of support.
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Response to

significant life

events

� Sense of grievance over the role of their families of origin in family
life.

� Their response to significant events, awareness of Charlie’s abuse of
Sarah has been to ignore, blame Sarah and continue the
preoccupation with their own conflict in a self-centred way.

Family

organization

and family

functioning

� Family organization is rigid, not responsive to the growing needs of
the children. There is a continuing failure to manage and resolve
conflicts and difficulties, to meet the children’s changing needs.

� Failure of parenting, boundaries, encouragement and responsiveness
except to a very limited degree where Sarah is concerned.

� Family functioning shows a striking failure to listen; father’s voice is
heard over all the family members.

� A failure to focus, maintain a theme for any length of time.

� Failure of emotional responsiveness, for parents to communicate,
work together, mother’s voice is not heard. She relates closely to
David. Charlie attempts to act in a parental fashion, Sarah looks
outside the family, John screams and tries to escape.

� There is an atmosphere of chaos and unhappiness punctuated by
short periods of working together not sustained.

Wider family � The maternal wider family is intrusive. The paternal family is
unsupportive, instrumental in maintaining distance between father
and family, and failing to provide support.

Housing � The family has lived in the same home for 15 years. Wallpaper
remains the same, house is generally dirty apart from the bathroom,
uncared for, piles of clothes, failure to create warm, welcoming home.

Employment � Father has worked consistently and family has always had sufficient
income to live at a low level of management. Mother has not worked.
Early family functioning more satisfactory when parents worked
together; failure of support leads to failure of basic care. Income has
been sufficient for the family’s needs, not spent on parental needs,
emotional issues predominant.

Family social

integration

� Family, children and parents are isolated, not integrated.

� The parental role played by Charlie and the failure of mother to be
able to manage to support Charlie and David to attend school and
the difficulty in managing the routines concerning the younger
children’s attendance at school has meant that the family has been
isolated.

� Absence of relationships with children in the neighbourhood.
Activities are focused on Charlie’s intense play with the younger
children.

� Peer groups and friendship networks are not established as family life
focused on the home.
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Table 8.2 cont.

Community

resources

� The family live in an isolated venue, limited neighbourhood facilities,
and no facilities for meeting other mothers to provide support.

� Professional resources have been focused on the family, intense work
offered during the phase when the boys were not at school, extensive
role of family aid worker and social services with little response until
the extensiveness of abusive action was noted and care proceedings.

Analysis of factors that have led to harmful parenting
and prognosis for change
Having categorized all the information, it then becomes possible to carry out an
analysis of factors which led to harmful parenting and harm sustained by the
children, and the prognosis for change.

The approach is outlined in Chapter 7 and includes the following steps:

� A functional analysis to look at predisposing, precipitating factors, the
profile of harm in maintaining and protective factors.

� Using the prognostic framework for the assessment of the parents or
caregivers’ capacity to respond to intervention in the children’s
timescale.

Functional analysis: predisposing factors

� Predisposing factors relate to elements in the family and
environmental domain.

� There has been a longstanding partial separation between the
parents, which has affected the parenting capacity to a significant
degree.

� In the early years stability was maintained by mother’s family
supporting the general family functioning and care; closeness
between mother and her family created a sense of grievance on
father’s part.

� His own history of social isolation, being a loner, has meant that the
marriage has been an important social support, his sense of
grievance at mother’s closeness to her family has led to a degree of
conflict in a continuing way, with him spending longer periods with
his own family as a form of retaliation. This has led to increasing
separateness, triggering depression and a significant failure to
maintain family organization.
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� The family has always focused on the home, living in an isolated
venue with limited facilities and sources of support for the family.

� Professional intervention has helped maintain family organization
and supplement the parents lack of meeting early unmet needs,
particularly speech and language development, school attendance
and general family life, but not utilized effectively by parents.

Functional analysis: precipitating factors

� The increasing parental separateness, increasing failure of parental
capacity, parents working together, father’s absence, leading to
mother being left with the care of the four children, leads to her
feeling overwhelmed, taking to her bed complaining of depressive
symptoms. The couple relationship deteriorated with high levels of
conflict, father controlling mother, an absence of intimacy and social
support, criticism with significant family organizational difficulties,
failures of parenting, maintenance of boundaries and lack of
emotional responsiveness.

� Charlie given increasing parental responsibility for the care of the
younger children, their needs are not met adequately as the general
care of the home becomes poorer, the degree of conflict,
oppositional, stormy responses increase.

� Affection and emotional contact are maintained by the children
through Charlie’s sexualized excitement involving the younger
children and particularly Sarah in intense sexualized behaviour.

� David remains a comforter for the mother.

Functional analysis: profile of harm

� There is evidence of significant sexually abusive behaviour
perpetrated against Sarah by Charlie, including evidence of vaginal
penetration, and the development of highly sexualized responses on
Sarah’s part, associated with evidence of persistent traumatic
symptoms. Charlie develops intense sexualized response towards
Sarah, associated with intense masturbatory activities observed;
David is organized to be part of the sexualized responses.

� There is evidence of moderate degrees of privation, neglect and a
lack of appropriate maintenance of boundaries and control,
continuing privation and a lack of appropriate care, disorganization
of family life, children not encouraged to attend school, oppositional
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responses to attempts to maintain Charlie and David’s educational
attendance.

� Failure to respond to David and John’s needs for appropriate
stimulation and support for language. Poor capacities for care and
presentation, stormy emotional insecure responses of the children
associated.

Functional analysis: maintaining factors

� The continued failure of the parents to work together, their
longstanding conflict, sense of grievance and separateness without
being separate, lack of intimacy or sharing is a maintaining factor.

� The intensity of Charlie’s sexualized responses to Sarah, associated
with a degree of sexual obsessional responses maintained by
masturbatory responses is a further factor.

� Sarah’s sexualized responses, and involvement in eroticized play
with Charlie, John and David as well as children and young people
in school is a further factor.

� The parental lack of capacity to organize family life, organize
satisfactory care, their sense of hopelessness and helplessness are
further maintaining factors; failure in management of the children’s
behaviour and boundaries and need for David to comfort an object.

� Father continues to blame Sarah for initiating sexual activities by
Charlie against her.

Functional analysis: protective factors

� Sarah has a significant capacity to evoke positive responses from her
mother, and as a result has the most competency and capacity to care
for herself, significant interest in education and learning and in
making relationships with peers and adults based on positive
elements of relationships with her mother. Despite limitations of
nutrition and the disorganization of family care. The growth of all
four children is satisfactory despite the failures in stimulation
associated with language, school attendance and achievements to
potential.

� There is a willingness to seek help, and a desire by the mother to
provide care to her children while acknowledging her failure to
manage the children’s behaviour, and therefore for Charlie’s abusive
behaviour to be triggered and maintained.
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� Father has maintained a working profile throughout the children’s
lives. There have been phases of support by the wider family
although intrusive, parents do acknowledge there has been
significant failure of care.

Using the 12-step prognostic framework

Step 1: Overall levels of harm, impact on the child and how the
child’s needs were met

� Presence of severe longstanding sexual abuse involving both
attempted and actual genital intercourse over a significant period of
time between Charlie and Sarah, failure to protect despite
knowledge of abuse within the family over a significant period.

� Moderate degrees of privation, neglect, inconsistent responses to
physical and mental health issues.

� Moderate delays and unevenness in development, areas of significant
delays and failures of preparation for educational context, failure in
school attendance, disruption of attendance, poor achievements.

� Moderate emotional states, clinging, avoidant behaviour, mixture of
insecure attachments. Distressed frozen responses, mood difficulties,
oppositional behaviour, major sexual behaviour problems.

� Considerable problems of identity, confusion concerning
appropriate sexual relationships.

� Family relationships exploitative, fighting, aggression from siblings
targeted on Sarah.

� Considerable problems concerning self-presentation, hygiene,
neglect.

� Moderate problems in development of self-care skills.

Step 2: Level of parenting, protection and therapeutic work the child
requires

� Overall considerable levels of harm, protection required through
appropriate legal proceedings, specialist parenting required for
Charlie and David, considerable doubts about the capacity of
mother to care for the two younger children. Paternal role negative
because of perpetuation of severe and marital and negative family
responses.

� Therapeutic work required for all four children.
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Step 3: Whether parents judged responsible for harm can
acknowledge the level of harm or harmful behaviour to the child

� Limited recognition of level of harm and children’s needs.

� Continuing evidence of father not accepting Charlie’s responsibility
for abuse of Sarah, mother doubtful but more acceptance of the
reality of Charlie’s abusive behaviour and impact on Sarah.

� Reluctance to accept David’s level of risk to Sarah and his level of
emotional needs.

� Difficulties in recognizing the level of John’s level of privation,
developmental difficulties and emotional needs.

Step 4: Level of parenting that has been provided for the child

� Considerable difficulties in all areas of parenting, some positive
elements on mother’s part towards Sarah, capacity to show warmth
and responsiveness but considerable difficulties in provision of basic
care as a result of parental conflict.

� Failure to provide a safe context for Sarah or to intervene in abuse
by Charlie.

� Failure to prevent danger within the home.

� Inconsistency of emotional responses, seeking comfort from children
by mother with David, father with Charlie.

� Some limited support for Sarah; John isolated self-care.

� Boundaries, establishment of rules, management of routine and
response to children’s emotional needs, considerable difficulties.

� Some areas of response between mother and Sarah educationally,
considerable failure to ensure children’s attendance at school,
absence of appropriate stimulation, support and encouragement.

� Considerable difficulties with stability over recent years, father’s
absence and mother’s depression and withdrawal.

� Unstable context where Charlie expected to parent which he does
inappropriately and abusively.
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Steps 5 and 6: Parental recognition and capacity to respond within
the child’s timeframe

� Because of the level of children’s need, levels of harm and parenting
capacities, it is not possible for Charlie and David to be parented
within their timeframe adequately.

� Limited recognition of abusive impact because of considerable
undermining of mother by father, not possible for them to parent
together.

� Considerable doubt whether the mother could parent the younger
children within their timeframe.

� Limited responsibility taken for the state of the children and
relationship with parenting, mother more accepting and
understanding but to a very limited degree, father less so.

Step 7: Influence of individual and family factors on parenting and
the parents’ capacities to meet the child’s needs

� Significant mental health difficulties related to longstanding,
unresolved conflict between the parents result in their inability to
focus and concern themselves with the parenting of the children.
Longstanding grievance, brief phases of working together only.

� Considerable difficulties in all areas of family functioning, the
capacity of the parents to organize themselves and meet the
changing needs of the children, to manage conflict and to make
decisions.

� Considerable failure to encourage, support or to create a context
where appropriate boundaries can be developed and managed.
Considerable difficulties in all alliances, inappropriate
cross-boundary relationships between parents and children, older
children and younger children, poor communication, chaotic
atmosphere, failure of emotional support, older individuals seeking
comfort from David, father from Charlie, Charlie from Sarah,
inappropriate sexual activities.

Step 8: Parents’ acknowledgement of the role of individual and
family factors, and their effect on parenting and a motivation to
change

� There is limited awareness of the core issue of the parents’ marital
failure, but level of grievance and conflict at a level where there is a

PRINCIPLES AND PRACTICE IN A SAFEGUARDING CONTEXT / 319



sense of hopelessness about their capacity to resolve their differences
to be able to parent adequately, although there is an attachment and
a wish for them to remain in relationship with each other.

Step 9: Potential for change in individual and family factors, and
improving parenting to meet the child’s needs

� Limited awareness of level of family functioning difficulties,
presence of neglect and compulsive abuse, sexual activities and
abdication of parenting functioning is assessed as not changeable
within children’s timeframe, not possible for family to remain
together, considerable doubt about mother’s capacity to care for
younger children.

Step 10: Role of environmental factors and impact on parenting

� The main issue is the housing, neglect, failure to maintain
appropriate decorative order, cleanliness, hygiene, to provide a
warm, caring context for the children within the children’s
timeframe, to provide adequate nutrition and care.

Step 11: Parents’ awareness of and capacity to change environmental
factors

� Not of such severity as to be changeable within children’s timeframe
if motivation present, but doubt about capacity to respond.

Step 12: Nature of relationships with professionals

� Although there has been the ‘ordinary tension’ between parents and
professionals, reasonable working relationships were established
until the stage when it was clear the couple needed to remain
separate if any children were to live in the family. Mother continued
to maintain good working relationships but father rejected
professional contact after separation confirmed.

Using the prognostic framework in planning for
intervention
Based on this analysis, it becomes possible to begin to plan an approach which
tests the capacity of the family to work within the parameters based on the
assessment of risks of re-abuse, and potential for rehabilitation. It was not
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feasible to consider the two older boys, Charlie and David, to return to the
parents’ care. Nor was it felt possible for the parents to work together towards
rehabilitation, and it was decided that therapeutic work would need to take
place for Charlie and David in alternative care. The potential for the younger
two children to be placed with their mother was tested through an intensive
parenting and therapeutic programme to work with Sarah’s traumatic experi-
ences of abuse while Charlie’s abusive behaviour was being treated. There
needed to be a complex set of arrangements made for contact while a process of
work was being completed before a final view could be taken about the longer
term needs of the children and for the family.

Practice principles (2): therapeutic work in a context of protection
Planning is required to ensure the victim is protected from abuse, this may
include a family attending the family centre, or a victim living with a protective
parent or family member or foster carer separately from the perpetrator of
abuse.

Planning at this stage needed to include whether the mother could protect
Sarah so she could receive some specific help as a result of the abusive action
perpetrated by her older brother.

Charlie’s therapeutic work needed to be carried out in a context where he
did not have access to younger children, given that he involved his two brothers
in abusive action.

There was a need for the older boys to get back into full-time education
which the foster carer and family member helped David and Charlie achieve.

A programme of therapeutic work was arranged for Charlie, Sarah, David
and John with a voluntary specialist agency. Sarah’s behaviour became chal-
lenging during the process of therapeutic work as the full impact of abusive
experiences was revealed.

The process of assessment of protective capacities needs to continue
throughout the process.

Practice principles (2): work with perpetrators and protective parents
Planning at this stage needs to ensure that the perpetrator is living separately,
and needs to access help for their abusive action. Protective parents need
support to ensure that therapeutic work is effective, and parenting capacity in
general is developed.

The family member caring for Charlie needed considerable support to help
Charlie benefit from his therapeutic work, with careful monitoring and protec-
tion of the contact with the younger children who he involved sexually.
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The foster carer looking after David needed considerable support to help
manage his extreme distress at separation from his family, where he saw himself
as a key supporter of his mother.

Mother needed considerable support in helping Sarah and John benefit
from their therapeutic programme. There were times when she felt over-
whelmed.

Practice principles (3): a variety of different interventions are
required
Planning is required to ensure therapeutic work is focused on the child, young
person and family member individually, or in groups with the aim of ensuring
that work is focused on the specific needs of children and parents in accordance
with the assessment of both children’s and parents’ needs. The requirement is to
focus on therapeutic work in a context of safety.

Young people such as Charlie require work individually, in groups and
with appropriate family members to take full responsibility and understand the
origin of his abusive action and develop a way of being safe in the community.
Abuse-focused therapy was required.

Sarah needed trauma-focused work to process abusive experiences and not
feel responsible for Charlie’s actions and to be safe in the future.

David needed help with his emotional difficulties and to ensure he did not
behave abusively.

Mother needed a considerable parenting support programme to help
manage John’s stormy behaviour and Sarah’s sexualized behaviour and to
promote their development.

Practice principles (4): rehabilitation phase of therapeutic
intervention – assessment of children and young people’s development
and assessment of parenting capacity
It is essential that parents begin to do the work to ensure that they are appropri-
ately protective, can provide more satisfactory basic care, can achieve stability,
more effective boundaries, and can provide more adequate stimulation and
better care.

It was observed that the mother’s psychological state improved, she bene-
fited from the parenting programme, was less depressed and she achieved more
stability for the two younger children using parent–child interaction therapy.

Boundaries were asserted more effectively, protection was more adequate,
and both children were thriving. There were however continuing periods when
she felt overwhelmed and cared less effectively.

Mother’s resources were just adequate to meet the needs of the two
younger children, however there remained concerns about whether she could
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also meet the needs of the older children who continued to do well with their
respective carers.

Father played a more and more peripheral role, absenting himself to an
increasing degree.

Practice principles (4): rehabilitation phase of therapeutic
intervention – modification of family environmental factors
Those family and environmental factors, which have contributed to the origins,
the triggering and the process of abuse, need to be addressed, so that the
damaging effect on the child can be ameliorated.

Work with the parents revealed more extensive information on the origins
of their shared sense of grievance, considerable differences of expectation that
each parent had of the other from early in their relationship.

There was also a considerable difference in ideas about boundaries and dis-
cipline which meant the children had always been given conflicting messages.

Despite attempts through counselling to help them resolve their consider-
able differences, they both concluded that their marriage had been at an end for
some years and there was no prospect of improvement.

The mother parented more successfully on her own with the younger
children. As a result of her history of early privation she had the capacity to
provide adequate care for the younger children, but could not provide adequate
boundaries and consistency for the older children, who had suffered extensive
harm as a result of failures to meet their needs.

Appropriate contact arrangements between the sibling and the parents
maintained a sense of identity.

Outcomes following intervention
with the Green family
Repeated measures used during the assessment include the HOME Inventory
and the Family Assessment. Individual assessments of each of the children using
the Strengths and Difficulties Questionnaire (Goodman 1997; Goodman et al.
1998) indicated significant improvement in all dimensions. There were positive
findings for each of the children in terms of their capacity to reach their poten-
tial and for the mother to be able to parent the two younger children success-
fully and the older children to live in alternative care, but to maintain contact
with the parents. The parents’ highly conflictual marriage, which had such a
destructive effect on relationships between themselves and on their capacity to
parent, had resulted in a healthier separation maintaining contact with the
children and providing more appropriate support without conflict.
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Conclusion
It will be noted that in the work with this family a number of different interven-
tions were used, including:

� restructuring the family to ensure that there was a potential for
adequate care for the younger children

� basic modelling of care by a family aide with the mother

� alternate care with therapeutic intervention for the older children

� parent–child interactional work with the younger children

� trauma-focused work with Sarah and David

� abuse-focused work with Charlie

� couple counselling with the parents

� whole family meetings for assessment and clarification purposes.

The result of the work undertaken was complex. Using a combination of inter-
ventions including rehabilitation of children with a parent who could provide
care, alternative care for older siblings and supporting separation in a destruc-
tive marriage. Focused therapeutic work meant that all children were making
positive progress and meeting their potential to a much greater extent. The
work required a multi-component, multi-agency approach, with an appropriate
integration of care, and therapeutic intervention delivered by general child and
mental health services, health and specialist voluntary services for children and
families when sexual abuse had occurred.

In families living with trauma and family violence, therapeutic work
requires significant support from social services agencies providing protection,
from voluntary agencies providing therapeutic work, potentially from couple
counselling agencies and from child adolescent and adult mental health
practitioners.

Considering the complex varied needs of the children and other family
members reflected in all dimensions of the Assessment Framework, without the
provision of multimodal and multi-component interventions and therapeutic
network meetings, there would be no prospect of children growing up in a
climate of trauma and family violence going on the lengthy journey to resil-
ience and recovery. The risks are that although some of the children may find
their own routes to recovery in later life, others may find that their attempts to
find solutions in their choice of partners, or in coping through drug alcohol, or
in making others bear their pain. These actions maintain the cycle of violence
rather than break it.
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