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       UK PRISONS  AND THEIR PRISONERS  

� Almost the entire prison population has 
experienced mental health problems or 
homelessness, suffered abuse or violence as 
a child, been addicted to drugs, grown up in 
care, all of which are increasing in children in 
the UK as a result of the “austerity cuts”. 

�  These repeated traumatic experiences or 
adverse childhood events (ACEs) have 
serious long term effects, many of which are 
due to the effects of trauma. 

 Post traumatic stress disorder  
� A diagnosis made after the Vietnam war  was 

applied to veterans and then to survivors of 
child abuse who shared similar symptoms. 

�  In DSM V it is described by Dr Insel, ex-
director of the American National Institute, 
as”so weak” as to “lack any validity” but it 
suits big pharma and private medicine. 

�  It is often accompanied by co-morbid 
depression which differs from other 
depressions in its response to the 
dexamethasone test. 

Post Traumatic Stress Disorder of PTSD 
 symptoms in ICD11(WHO) 

�  Is a disorder that may develop following exposure to an extremely 
threatening or horrific event or series of events. It is characterized 
by all of the following: 

�   1) Re-experiencing the traumatic event or events in the present in 
the form of vivid intrusive memories, flashbacks, or nightmares. 
These are typically accompanied by strong or overwhelming 
emotions, particularly fear or horror, and strong physical 
sensations; 

�   2) Avoidance of thoughts and memories of the event or events, or 
avoidance of activities, situations, or people reminiscent of the 
event or events;  

�  3) Arousal: Persistent perceptions of heightened current threat, for 
example as indicated by hypervigilance or an enhanced startle 
reaction to stimuli such as unexpected noises. 

�   The symptoms persist for at least several weeks and cause 
significant impairment in personal, family, social, educational, 
occupational or other important areas of functioning. 

    Complex Post Traumatic Stress  
 Disorder  in ICD11 

�  In Complex PTSD is a disorder that may develop following 
exposure to an event or series of events of an extremely 
threatening or horrific nature, most commonly prolonged or 
repetitive events from which escape is difficult or impossible, (e.g., 
torture, slavery, genocide campaigns, prolonged domestic violence, 
repeated childhood sexual, emotional  or physical abuse).  

�  In addition, to the symptoms of PTSD is characterized by severe 
and persistent  

�  1) Problems in affect regulation  
�  2) Beliefs about oneself as diminished, defeated or worthless, 

accompanied by feelings of shame, guilt or failure related to the 
traumatic events;  

�  3) Difficulties in sustaining relationships and in feeling close to 
others.  

�  These symptoms cause significant impairment in personal, family, 
social, educational, occupational or other important areas of 
functioning. 

 

Complex  PTSD (Herman, 1992) or 
Developmental Trauma (van der Kolk, 2005) 

�  Impaired affect modulation 
�  Self destructive/ impulsive behaviour often re-

enacting the trauma; ie Vietnam veteran 
�  Social withdrawal and distrust of others  
�  Impaired relationships with others 
�  Dissociative symptoms  
�  Somatic complaints: fibromyalgias, irritable 

bowel disorder, digestive pbs, allergies, chronic 
fatigue and pelvic pain and other gynaecological 
symptoms in CSA survivors (// ACE Studies) 
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What leads to the development of 
PTSD in some and not others 
�  Yehuda (1997) found that only victims of a RTA 

whose response led to a lower than normal 
release of cortisol, developed PTSD. 
◦  She said that PTSD may reflect a ‘biologic sensitisation 

disorder rather than a post traumatic stress disorder’ 
�  Wang attributes this sensitisation to changes in 

the attachment system i.e. suppression of 
cortisol levels observed in insecurely attached 
children (Wang, 1997). 

   PTSD and ATTACHMENT 
�  Lack of social support before, during and after a 

Traumatic Event is a major risk factor (NICE). Eg: Loss of 
partner. 

�  The resulting effect of an interaction between a  
subject, a traumatogenic factor and a social context. It is 
a 3 dimensional disorder. 
◦  Kurdish refugee. 

�  PTSD occurs less in well integrated communities than in 
fragmented ones.  

�  Our need for Social Support when in a state of fear 
and need betray humanity’s essential attachment needs. 

�  Attachment research provides the  Psycho-biological 
framework to understand  both the  origin and the 
symptoms of PTSD and Complex PTSD and DBT. 
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    PTSD as an attachment disorder 
 involving the right hemisphere 

•  PET Scans of PTSD> Shut down of Broca’s 
speech area in the left Hemisphere and 
Right  hemisphere activation, specially of 
the limbic area and in particular the 
amygdala (Rauch et al. 1996) 

•  Can be a cause of ‘Selective Mutism’ in 
children or in adults 

   losing their speech  
   when talking about  
   their traumas.  
•  Examples:  Anna O  

 SECURE ATTACHMENT  

What does a child experience to 
 develop a secure attachment? 

� Professor Colin Trevarthan 
� Colwyn Trevarthen Film (1).mpg 

 
  5. Child‘s Response 

    (second turn) 
 

6. Parent‘s Reception 

 
  4. Child‘s Reception 

 

 
  1. Child‘s Initiative 

 
2. Parent‘s Reception 

3. Parent‘s Response 
New initiative 

Eg child points 
at ball 
and looks back 
at parent 

Vigorous nod 
And returns  
look from 
ball to parent 

Pulls parent 
towards ball 
And points 
again looking  
Back at parent 

Returns look to 
child, smiles 

 and then looks 
towards ball 
saying ‘ball’ 

Parent gets ball down  
for child   

and gives it saying 
 ‘there you are’ . 

With friendly look 
 and tone 

. 

Saying ‘Yes, you 
can see the ball up 

high. I think you 
want it’. 

 In approving tone, 
looking from ball to 

child 

“SERVE AND RETURN” 

Context 

The core principle for attuned interaction  
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 Brain to brain communication  
     Self organisation of the infant through      

  physio-biological regulation    

�  “Attachment can be defined as the interactive 
regulation of biological synchronicity between 
organisms”(Shore 2000) 

�  The brain is a self organising system organised 
through the mutual and rhythmic regulation of 
affect between care-giver and infant. 

�  Without the attachment to their caregiver 
infants are not capable of: 
◦  Regulating their hormones (Hofer, 1984) 
◦  Regulating their positive and negative 

emotional  arousal 

 

  MIRROR NEURONES,  ATTUNEMENT  
   & EMPATHY  

� Through attunement the infant’s mirror 
neurone system simulates the facial 
expression of the caregiver producing in 
the child the emotion the caregiver is 
feeling. 

� The caregiver’s empathic interaction 
results in a child who can attune with 
others and put him/herself in the mind of 
another (Gallese, 2003, Gallese et al., 2004 and 
Singaglia 2011)  

14 

Two fingers – experimenter 00:06:05:42 
 

Two fingers – baby 00:06:06:91 
 

     Attunement and empathy  

�  Attunement entails both low- and high-road 
circuits: 
◦  ‘‘Primal empathy,’’ including nonverbal synchrony, is a 

subcortical, emotional resonance between individuals 
(attunement). 
◦  “Empathic accuracy’’ requires activation of the 

prefrontal cortex as thought and feeling are joined in 
understanding the other (Goleman, 2006)  
This corresponds to Fonagy and Target’s Mentalisation 

17 

   Attunement, empathy and the 
 security of  attachment  

� With parental empathy, the child ‘‘feels 
felt’’ and develops a confidence in his or 
her experience. (Siegel & Hartzell, 2003)  

�  Self-esteem and self-confidence are built 
on this interpersonal dance of attunement 
and empathy leading to secure 
attachment .  

 

18 
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Laying down the Templates for    
 future interactions 

� The daily interactions between infant and 
caregiver are recorded by the mirror 
neurones and provide the memories that 
the infant’s brain synthesizes into internal 
“working models” (Bowlby, 1988). 

� These are internal representations or 
templates of how the attachment figure 
is likely to respond to the child’s 
attachment behaviour in secure/insecure 
attachments. 

 

 Disorganised Attachment is that 
of a child suffering from PTSD 
�  Infants show a disorganised response in relation 

to their caregiver (A+C) and are classed as 
‘Unresolved’ in the AAI (Main and Hesse 1992). 

�  They freeze in trance-like states as in PTSD. 
�  Their caregivers are frightening or frightened, 

suffering from PTSD, which may be triggered by 
the child .This behaviour leaves the child in a 
state of fear without solution.(Main and Hesse 1992). 

�  Empathy and Mentalisation is severely impaired: 
the more impaired, the more disturbed is the 
individual. 

 

 THE STILL FACE EXPERIMENT  
          BY E. TRONICK 

� https://www.youtube.com/watch?
v=apzXGEbZht0 

22 

 THE STILL FACE EXPERIMENT  
          BY E. TRONICK 

� https://www.youtube.com/watch?
v=apzXGEbZht0 

23 

Fear without Solution and       
 Structural Dissociation. 

◦  1. ‘Fight-flight’ response mediated by the 
sympathetic system via the Reptilian vagus. 
This blocks the reflective symbolic 
processing with the result that traumatic 
experiences are stored in sensory, somatic, 
behavioural and affective states. 
◦  2. If ‘fight-flight response  is not possible, a 

parasympathetic dominant state takes over 
and the infant ‘freezes’ in order to 
conserve energy, feign death and foster 
survival.   
◦ Vocalisation is inhibited.  
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Children and later adults who have 
lived in terror during early life will: 
�  “…to maintain their attachment to their 

desperately needed caregiver will… 
develop an idealised attachment to their 
parent by dissociating off their memories 
of being abused. The resulting working 
models are those of an idealised 
attachment relation and that of a 
‘dysregulated self in interaction with a 
mis-attuning and frightening other’  
◦  (Shore, 2001, p.240) 

 Other manifestations of the 
  traumatic attachment 

� The Moral Defence: by blaming 
themselves for their suffering, these 
children retain power and control as well 
as hope for a better parenting future 
(Fairbairn 1952).  

� This reinforces the identification with the 
the abusing caregiver through their IWM 
of ‘child-in-relation-to abusing parent’ and 
increases the need to idealise the parent 

 
 

 1) The  Psycho-biology of child 
  neglect and abuse 

 
 
◦ A limited capacity to modulate 

emotions: 
�  Sympathetic dominant affects: terror, rage 

and elation,  
� Parasympathetic dominant affects: disgust, 

hopeless despair, shame.  
� A variety of addictive behaviours to 

neutralise their hyperarousal including 
compulsive re-exposure to situations 
reminiscent of the trauma: endogenous 
opiates (Van der Kolk, 1989)  

 
 
2) The  Psycho-biology of child  

 neglect and abuse 
 
 
�  If there is no caregiver to restore the 

infant’s psychobiological equilibrium the 
resulting stress induced glucocorticoid 
and neurotransmitters can damage the 
right hemisphere cortical and subcortical 
limbic circuits 
◦  small hippocampi, increased vulnerability to 

stress due to a lower level than normal of 
cortisol predisposing them to later PTSD. 

The effects of PTSD are transmitted    
 down the generations 

�  Low urinary cortisol levels in adult holocaust 
survivors with PTSD and in their adult offspring 
(Yehuda, 1997, 2002). 

�  Children of mothers who suffered from PTSD 
following 9/11 have lower levels of cortisol via  
Epigenetic transmission via DNA methylation.  

�  Low cortisol levels predispose to PTSD. 
�  These studies show there is transmission of the 

potential for PTSD and related violence in 
PTSD afflicted families and communities. 

�   This underlies the importance of preventive 
therapeutic interventions in traumatised families  

 
 

29 

 Epigenetics and PTSD 
�  Epigenetic modifications - such as DNA 

methylation - can occur in response to 
environmental influences that alter the 
functional expression of genes in an enduring 
and potentially, inter-generationally transmissible 
manner (Yehuda & Bierer, 2009) ie a change in 
the immune response. 

�  In the case of PTSD, an environmental exposure 
alters the function of the gene, which then 
biases an individual’s response to a subsequent 
traumatic event (Meaney & Szyf, 2005) 

30 
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Traumatised brains 
�  Persistent traumatic activation of the stress 

response leads to a persisting ‘fear state’ or ‘trait’ 
= a one time adaptive response to a chaotic and 
terrifying environment.   

�  Eg children committing knife crime in London 
�  In traumatised children brainstem and amygdala 

functions take charge: i.e. triggers release fear 
responses even when no danger: fight, flight and 
freeze response. 

�  Overactive amygdala in relation to the fear 
response and reduced volume of prefrontal 
cortex. 

31 

  The “Hand-Brain” 
    Dan Siegel  

The Orbito –frontal cortex  
 
The  Limbic System/
Mammalian brain under the 
thumb 
The reticular activating 
system/Reptilian brain  
 

Functions of the orbito-frontal   
 or prefrontal cortex 

� Adjusts emotional responses and 
integrates the body’s internal state 
with the environment. 

� Regulates arousal (reticular activation 
system), the autonomic system (PS & 
SS via the mammalian vagus nerve in 
brain stem).  

�  Inhibits impulses from the amygdala. 
� Enables us to empathise with the 

other. 

33 

Fear/Danger & Reptilian Vagus nerve 
 or dorsal vagal complex 

Freeze 
Dissociation  

Low heart rate 
Collapse  

 
 

  LIFE THREAT 

FEAR 
DANGER 

        REPTILIAN VAGUS 

LIFE 
THREAT 
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Safety & Mammalian vagus  
or  ventral vagus complex 

Optimal emotional  
arousal 

Good eye contact 
Warm expression 

Soothing voice 
Optimal brain  

function 

    How does the mammalian vagus     
affect the social engagement system 
�  The social engagement system is the linkage 

between the control of striated muscles in the 
face and the vagal regulation of the heart.  

�  As long as the social engagement system is 
functioning, the other 2 systems are kept in 
homeostatic balance.  

�  The features are: prosody (modulated voice), 
facial expressivity, gesture within a  quiet safe 
environment which provide opportunities to 
help soothe and calm people down.  

�  Optimal brain function 

38 

FEAR 
DANGER 

SAFETY 

   
  MAMMALIAN VAGUS 

  
 REPTILIAN VAGUS 

LIFE 
THREAT 

Defensive inhibition of the   
 attachment system (Liotti,2011) 

�  The disorganised IWM is likely to yield multiple 
fragmented representations of self whenever 
the attachment system is activated by fear or 
pain. 

�  But before they reach school age many children 
with a disorganised attachment have developed 
an organised behavioural and attentional 
strategy towards their caregivers either 
through: 
◦  caregiving strategies or domineering punitive 

strategies based on other motivational 
systems.  

Dissociative processes underlie 
psychopathological developments  
�  These may not appear as explicit psychiatric 

symptoms if  
� Controlling strategies stemming from infant 

DA keep the IWM at brake by a controlling 
punitive strategy ie aggressive dominance in 
interpersonal relations ( possible risk factor 
for antisocial personality disorder). 

�  These may be complicated by anxiety or 
dissociative symptoms when stressors 
activate the attachment  system  
◦  ie Borderline Personality Disorder 

  
“Better be bad than not be all” 
    (Gilligan, 2001, 29). 

�  Shame: the emotional reaction to a Self 
that has been totally invalidated is 
extremely important in triggering violent 
reactions in victims of chronic neglect and 
abuse:  

�  The basic cause of violent behaviour is 
the wish to ward off or eliminate the feeling 
of shame or humiliation - a feeling that is 
painful, and can even be intolerable and 
overwhelming - and replace it with its 
opposite, the feeling of power and pride  

 
 
 

42 
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Individual Resilience factors 
� Secure attachment with all that 

implies. 
� Empathic understanding from an 

outsider (teacher or relative) can 
compensate for effects of childhood 
abuse and protect against re-
enactment and trauma. This continues 
to develop into early 20s. 

 

44 

WORKING WITHIN THE 
WINDOW OF TOLERANCE 

Trauma Responses are Autonomically Driven 

“Window of Tolerance”*�
Optimal Arousal Zone

Hyperarousal-Related Symptoms:  
High sympathetic arousal leading to impulsivity, risk-taking, poor judgment
Perceptual and muscular hypervigilance, post-traumatic paranoia, chronic dread
Intrusive images, sensations, emotions; racing thoughts
Obsessive thoughts and behavior, cognitive schemas focused on safety and responsibility

Hypoarousal-Related Symptoms:             
Flat affect, numb, feels dead or empty, “not there”�
Cognitively dissociated, slowed thinking process �
Collapsed posture, psychomotor retardation�
Disabled defensive responses, victim identity

Hyperarousal

Hypoarousal

Ogden and Minton (2000); 
Fisher, 2006             
*Siegel  (1999)

The therapist in the triangle of abuse:   
“being in the shadow of the abuser “ 

Abuser 

Victim Colluder 

A V  C A 

 C V 

 Stabilisation and affect modulation 

�  Skills training in affective/interpersonal regulation:  
◦  Safe Place installation of EMDR  
◦ Mindfulness/meditation/yoga 
◦  Dialectical Behaviour Therapy (DBT) 
◦ Mentalisation Based Therapy (MBT) 
◦  Sensorimotor therapy techniques: ie  window of 

tolerance  and importance of sense of smell ie 
tea bags and oils (Pat Ogden) 
◦   Attunement based therapies:  Video Interaction 

Guidance (VIG) or Equine therapy for Veterans 
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The Traumatic Attachment Induction 
 Procedure (TAIP or TAIT) 

� This is a virtual reality Strange Situation 
carried out with an adult client within a 
therapeutic context focusing on his or 
her attachment figures. 

� A relationship of trust between client and 
therapist is important. 

� The adult self of the patient is encouraged 
be in charge by stating his or her age and 
achievements before the TAIP is carried 
out. 

 The procedure itself  
� As the therapist invites the client to carry 

out this exploratory procedure, s/he 
encourages the client/patient to notice 
what happens in his or her body  

� And then to imagine that the caregiver is 
present in the room and to say the 
following words:  
◦  “I don’t need you anymore like I did as a 

child” or “ I don’t need to be frightened of 
you like I was as a child” etc… 

The traumatic Attachment Induction 
Procedure on a 33 year old man 
�  A 33-year-old man was referred to our service by his therapist for 

an assessment because he had a history of repeatedly self-harming, 
attempting suicide and trying to kill his father as well as missing 
therapy when he feels ok. 

�  Father had been very violent and killed B’s mother in front of him 
when he was six years old. B was subsequently looked after by 
relatives, who turned out to be violent as well.  

�  He was bullied at school and left without any qualifications to join 
the army at the age of 16. He was medically discharged a year later. 
B was then given two community orders for attempting to kill his 
father, who had come out of prison. He was later charged with 
assault and bodily harm against his partner, mother of his two 
young daughters. He now lives with another woman and is very 
fond of his children.  

�  Throughout his adulthood, B has been in and out of psychiatric 
hospital, being treated for post-traumatic stress disorder and 
depression in relation to witnessing his mother’s murder. 

   During the TAIP 
�   His reaction was immediate; he could not imagine 

separating himself from her and doing without her. In 
trying to say ‘I don’t need you any more’ he felt his 
chest and abdomen tighten and he couldn’t speak. 

�   When asked to comment about this very brief 
experience, lasting about a minute, he quickly 
recognised that this meant that his mother was in his 
mind and that he was still very attached to her.  

�  He then admitted that he yearned for her whenever his 
partner left him to go out, leaving him feeling totally 
abandoned. At such times, he said, he felt as if he has 
‘lost everything’, just like when he was a boy aged six. 

�  It was in such moments that he wanted to join his 
mother by cutting himself or taking an overdose.  

  TAIP continued 
�  B also told us how, when his mother was carried away on a 

stretcher, she had told him to “avenge” her.  
�  He also admitted to speaking to her through a medium, when his 

mother had asked him why he had not yet killed his father. He 
replied that he had tried to do so on two occasions.  At this point 
in the interview, B became very distressed and exclaimed 

�  ‘but I don’t want to kill anyone. I don’t understand why I can 
suddenly become so different and feel I can do it!’. 

�  As a result, B realised that his accompanying desperate need to kill 
his father was to to access Mother’s love and care. This newly 
acquired insight into his different ‘representational models’ of 
himself in relation to his maternal caregiver and its effects on both 
his current intimate relationship, and also on his wish to kill his 
father, enabled him to finally make use of the therapy he had been 
offered and to apply for specialised in-patient therapy in the 
Henderson, a well known therapeutic community.  

Examples of the Traumatic      
  Attachment  

�  Patients who for whom change is too 
threatening and who end therapy. 

� Women with Borderline personality traits ie 
who flip states from adult to angry or 
clinging child Ex my patient  

�  Substance abusers  
�  The Stockholm syndrome: "Patty" Hearst 
�  Persistent attachment between abuser and 

victim in cases of domestic violence.  
� Abnormal grief reaction. 
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    Most Therapeutic modalities  
 are trauma focused  

�  Trauma focused CBT  
�  Eye movement desensitisation and reprocessing 

(EMDR): this can be part of the treatment for 
victims of rape and torture with somatic symptoms 
but when dissociation is high it requires a specific 
protocol. 

�  Narrative exposure therapy 
�  Energy therapies  
�  Sensorimotor therapy. 
�  Lifespan Integration 
�  Attunement/mentalisation based therapy 

   ie VIG  

  Video to watch  

Part I on father son interacting 
and then the Shared Review. 
Look at the development of 
attunement and mentalisation.  

56 

VIG is seen to work in adult survivors     
of child abuse and neglect because:  
�  Within a Strength-based approach and in the 

the context of an attuned relationship, it offers 
them the opportunity to: 
◦  1) Enhance their sensitivity and attunement 

towards their infant, child or partner 
◦  2) Develop the ability to mentalise about their 

own and the other’s mental states in the 
shared review 
◦   3) Leading to emotional regulation between 

between them and their child or partner   
 

Human destructive behaviour begins 
  at home  

�  Yes, we do have a remarkable brain capable of 
wondrous achievements but it is a social brain 
and relies on our ability to connect through our 
attachment system and resulting emotions.  

�  When traumatised, specially in childhood, the 
human brain switches to “self preservative 
behaviour with its emphasis on power and 
control” while “species preservative behaviour”, 
is associated with attachment,  attunement and 
empathy (J.P.Henry, 1997). 

      Bessel Van der Kolk 
� We have learned that trauma is not just an 

event that took place sometime in the past: 
it is also the imprint left by that experience 
on mind, brain and body. This imprint has 
ongoing consequences for how the human 
organism manages to survive the present. 

�  Trauma results in a fundamental 
reorganisation of the way mind and brain 
manage perceptions.  

�  It changes not only how we think and what 
we think about, but also our very capacity to 
think.” 

ACE study in Kaiser Permanente and CDC    
 by Felitti & Anda (1998) 

�  1.Physical abuse 
�  2.Sexual abuse 
�  3.Physical neglect 
�  4.Emotional neglect  
�  5.Mother treated violently 
�  6.Household use of drugs or alcohol 
�  7. Presence of mental illness  
�  8.Parental separation or divorce 
�  9.Incarcerated household member 
�  10.Emotional abuse 
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Definitions of Adverse       

 Childhood Experiences  
  
� Definitions of Adverse Childhood 

Experiences  
� Adverse Childhood Experiences (ACEs) are 

toxic stressful experiences occurring during 
childhood that directly harm a child ( e.g. 
sexual or physical abuse) or affect the 
environment in which they live (e.g. growing 
up in a house with domestic violence)  

�  (Bellis et al 2016)  

  IAFP Konstanz 2019 
Flight, displacement and Migration in 

      Forensic Psychotherapy.    

Felicity de Zulueta  
Emeritus Consultant Psychiatrist in  

Psychotherapy in SLaM  
Hon. Senior Lecturer in  KCL 

�     2019.3.FORENSIC COURSE   
    

� ACE Pyramid.jpg 

 
 
ACE score and the Risk of being a victim of 

  domestic violence 
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ACE score and the risk of perpetrating 
  domestic violence 

� Women     Men  
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Trauma-Informed Care  
� Can be implemented by any type of 

service or organisation and is distinct 
from from trauma-specific interventions. 
◦ Realises the widespread impact of trauma and 

potential paths of recovery 
◦ Recognises the signs and symptoms of people 

involved in the system including staff.  
◦ Responds by fully integrating knowledge about 

trauma into policies. 
◦  Seeks to actively resist re-traumatisation. 
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 THE 3 BASIC PRINCIPLES OF TIC Trauma-informed child- and family- services 
 (National Child Traumatic Stress Network) 

�  All parties involved recognise and respond to 
the impact of traumatic stress  on those who 
have contact with the system including children, 
caregivers and service providers.  
◦  1.Routine screening for trauma exposure and 

related symptoms. 
◦  2. Culturally appropriate evidence-based 

assessments and treatment for traumatic stress 
and associated symptoms when available ie Inner 
child work.. 
◦  3. Make teaching resources available to children, 

families and providers on effects of trauma 
exposure and its treatment. 

Trauma-informed child- and family- 
  services continued: 

�  4.Strengthen resilience and protective factors of 
children and families impacted by and vulnerable to 
trauma building executive function and self-
regulation skills. 

�  5. Address parent and caregiver trauma and its 
impact on the family system. 

�  6. Emphasize continuity of care and collaboration 
across child services systems. 

�  7. Maintain environment of care for staff that 
addresses, minimises, and treats secondary 
traumatic stress and that increases staff resilience.  

 Resilience as a see-saw 


