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1: What is Therapeutic Parenting? 
 

. Therapeutic parenting is a term commonly used for foster carers, adopters and kinship 
carers who are looking after children who have suffered trauma, normally through early life 
neglect and/or abuse. 
 
Therapeutic parenting, (sometimes called Therapeutic Re Parenting), is a different way of 
life. Carers need to LIVE as therapeutic parents with their children. It is not something carers 
can choose to dip in and out of. The therapeutic parent will live a life which is well structured 
with strict routines and boundaries. There are no surprises, spontaneous outings or room for 
doubt. Therapeutic parenting is also effective for securely attached children, so there does 
not need to be any conflict in parenting style, if a carer also has securely attached children. 
 
The aim of therapeutic parenting is to enable the child to recover from the trauma that they 
have experienced. This is done by developing new pathways in the child's brain to help them 
to link cause and effect, reduce their levels of fear and shame, and to help them to start to 
make sense of their world. 
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An empathic, therapeutic response is contrasted with a brief standard parenting response in 

Case Study - Kieron Appendix A 

 
The most popular model of therapeutic parenting currently being used in the UK is P.A.C.E. 
This model was developed by Dan Hughes PhD.  Ref (i) 
 P.A.C.E stands for; 

• Playfulness 

• Acceptance  

• Curiosity and  

• Empathy  
 

In his book Building the Bonds of Attachment,- Awakening Love in Deeply Troubled children, 
Dan Hughes,  talks about ‘The Attitude’ that therapeutic parents need to have to help a hurt 
child. The idea of ‘The Attitude’ is to facilitate the capacity for love and fun. When therapeutic 
parents work in this way, they can achieve excellent outcomes, even in the absence of any 
other parenting strategies. It may be challenging to accept a new parenting style idea, but it 
can make a huge difference to the parent/child relationship, and also for the outcomes for 
the child. 
 
 
In order for therapeutic parenting to succeed the following factors are desirable; 

 
• Carers and Supporting professionals must understand the effects of early life trauma 

on the child, including brain functioning and attachment difficulties 

• The child’s actions need to be interpreted correctly and understood by the carer and 
supporting professionals 

• The child’s history, as far as it is known, must be available to the carer 

• The carer needs to have the capacity to react consciously and with empathy, to the 
child’s behaviour, rather than emotionally. 

• Supporting professionals must understand what the carers are trying to achieve, and 
demonstrate empathy for that task. 

• The team around the child need to demonstrate an openness to therapeutic 
parenting techniques, and support each other with consistent boundaries and 
excellent communication. 

• The carer and supporting professionals, must understand, be able to recognise and 
manage compassion fatigue/ blocked care in the carer. 

 

Therapeutic parents do not need to have degrees in psychology, nor do they need to have 

practiced as child psychotherapists! They do not even need to have been parents previously. 

Prospective therapeutic parents may be identified by; 

• High levels of resilience 

• Attachment style interview (ASI) during assessment 

• Their interest in attending training/ discussions about therapeutic techniques 

• Having enthusiasm for own learning about P.A.C.E and  other relevant therapeutic 
models 

• Demonstrating a robust ability to access empathy 
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• Being predisposed to having natural curiosity rather than assuming behaviours are 
personal, ie designed to annoy or hurt the carer. 

• Demonstrating a genuine desire to fully understand their child’s behaviour and where 
it stems from. 

 

The video ‘What is Therapeutic Parenting’ gives a concise overview. The link is in Appendix 

B. 

 

 

2: Why is therapeutic parenting necessary for children who 
have suffered early life trauma/ neglect? 

 
 

Many of the children we look after have not had their needs met in early life, either through 

trauma, abuse and/or neglect. Practitioners will be familiar with this and are aware that many 

of the children we care for have attachment difficulties. These difficulties mean that the child 

cannot interpret the world in the same way as securely attached children can. Attachment 

theory is a good place to start exploring this. (ii) 

The short video, ‘Understanding Your Traumatised Child, (link is in appendix B), gives a 

good explanation of how early life trauma affects the child’s development and later life 

functioning. 

Dr Bruce Perry (iii) states, ‘During the traumatic experience, these children’s brains are 

in a state of fear-related activation. This activation of key neural systems in the brain 

leads to adaptive changes in emotional, behavioural and cognitive functioning to 

promote survival’. 

Unfortunately, once the threat has passed and child is in a safe environment, they 

cannot ‘unlearn’ the hardwired physiological responses active in their brains. It is 

useful to imagine the child’s base brain (amygdala) as a faulty smoke detector. 

Always going off at inopportune moments, even when there is no smoke, let alone a 

fire! Therapeutic parenting, effectively ‘switches off’ the smoke detector and rewires it 

so that it only alerts when there is an actual threat. 

The picture below from http://attachmentdisorderhealing.com/developmental-trauma-2/ is an 

MRI scan comparing the brains of two 3 year old children. The one on the left is a 

normal scan. The one on the right is of a child, severely neglected before age 3. The 

deficiencies and lack of growth in the areas responsible for healthy brain 

development are obvious. 

 

http://attachmentdisorderhealing.com/developmental-trauma-2/
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One of the overriding physiological responses to trauma and stress is the increased levels of 

the ‘stress hormone’ cortisol, often referred to as the ‘fight or flight’ hormone. Traumatised 

children have high levels of cortisol which ‘can have a negative impact on the physiology of 

the brain’ (Woolgar, 2013).  

Children with high levels of cortisol will demonstrate anxiety and fearfulness. Typically they 

may be considered to over react, be aggressive, over controlling, hypersensitive etc. These 

children may be very adept at reading facial signals of others and quickly adapting their 

behaviour to ensure their own survival. The behaviours may continue long after the threat 

has passed. In other words, their ‘smoke detectors’ are always going off, even when there is 

no danger. 

An example of one of the embedded ‘survival strategies’ is the ‘fake 

smile’. This grimace was used by the child in a fear state in an 

attempt to keep themselves safe. Long after they are placed with 

new carers, the fake smile will still be seen on a daily basis.  
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Children who have suffered trauma and neglect therefore, need a different kind of parenting 

to help them to ‘rewire’ their smoke detectors’ and to build new pathways in their brains. 

 

3: How is ‘Therapeutic Parenting’ different to other parenting 

styles? 

 
Therapeutic parenting mainly differs from other parenting styles because it has an enhanced 
level of therapeutic responses and empathy within the parenting style. An overview of this is 

in the video  ‘What is Therapeutic Parenting’. Link in Appendix B 
 
Looking from the outside in, therapeutic parenting may also appear harsh. The reason for 
this, is that it needs to be more structured than in standard parenting. The therapeutic parent 
will also allow the child to experience ‘natural consequences’ in order to help them to link 
cause and effect. 
 
In 2009 Adoption UK published (iv) an evaluation of training methods, it stated ‘adoptive 
parents often use disciplinarian techniques currently popular with the media – with potentially 
disastrous results’.  This research demonstrated that children who have suffered trauma can 
be re traumatised by parents using standard, disciplinarian approaches to parenting. 
 
We are all familiar with standard ‘good parenting’ techniques, advocated by social work and 
health professionals, so here I will explain the similarities and differences between standard 
parenting and therapeutic parenting. 
 
 

Similar but enhanced aspects 
 
Use of Empathy- Standard parenting will use empathy to support children, however the 
therapeutic parent will use empathy to underpin most interactions with the child, and also 
use it as a precursor to disciplinary measures where possible.  The therapeutic parent uses 
empathy to first establish a connection to the child and to reflect back to them what they are 
experiencing. IE ‘I can see you are finding this difficult’. Dan Hughes (i) states, ‘The parent 
should empathise with the child before putting any disciplinary measures in place and 
throughout the employment of those measures (eg, consequences). The parent must be 
genuinely empathic, not flippant.’  
 
The Empathic Response video  in Appendix B shows a role play of a therapeutic parent, 
giving an empathic response to stealing.  
 
Routine – The therapeutic parent will implement a strong routine from the outset. This 
strong routine is largely inflexible, as the purpose is to allow the child to feel safe and to be 
able to predict their life, maybe for the first time. Meal times are normally very fixed with 
everybody sitting at the same place at the table. Children would also have their own cutlery 
and crockery assigned to them. They are able to identify their place in the world, and the fear 
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of ‘invisibility’ lessens. Similarly when travelling in vehicles children would be assigned their 
own permanent places in the car, with their own seat and perhaps a favourite blanket or 
cushion left in their place. Having a strong routine lessens the children's stress response, 
keeps their fight flight response under control, and ensures a safe predictable environment.  
 
Boundaries - The boundaries which therapeutic parents put in place will also be very firm. 
The therapeutic parent cannot allow a child to do something today, which he was not 
allowed to do yesterday, or vice versa. Any changes to boundaries need to be done slowly 
and carefully as the child develops. 
 
Playful response – Most parents will be playful with their children at appropriate times. The 
therapeutic parent, purposefully uses a playful response where they notice a child is 
dysregulated. The child can not feel fear and joy simultaneously, so by instigating a joyful 
response the fear, underpinning the dysregulation is diminished. Playfulness in this way is 
NOT about ‘playing’ with the child. It is a spontaneous, unexpected ‘silly’ intervention. An 
example of ‘playfulness’ in this context is given in the video ‘What is Therapeutic Parenting’? 
(Link in annex B). 
 
Conscious response – All parents know that it is desirable to respond to children in a 
measured and thoughtful manner, without acting on sometimes overwhelming feelings of 
anger. The therapeutic parent practices this many times a day until it becomes a way of life. 
 
Acceptance – Therapeutic parents are faced with a myriad of challenges with the 
behaviours traumatised children present.  In standard parenting we often talk about 
separating out the child from the behaviour, IE ‘That was a naughty thing to do.’ The 
therapeutic parent has to go much further with this. The behaviours are more entrenched, 
more frequent and often very difficult to understand. Using phrases such as ‘I know you have 
a good heart, so I was really surprised that you…..’, are effective. 
 
 
 

Standard Parenting techniques and responses which are avoided in Therapeutic 
Parenting 
 
Asking why- Therapeutic parents avoid asking the child why they behaved in a certain way. 

The child is unable to provide the answers and may feel more fearful if they are asked to 

provide explanations to the parent.  

Lengthy conversations about behaviour- In general the therapeutic parent would not be 

sitting down for long periods of time to talk to the child in depth about their behaviour, as the 

child is likely to say ‘what the carer wants to hear’, without facilitating any fundamental 

change to the behaviour. 

Over praising- The therapeutic parent avoids ‘over praising’ their traumatised child, in order 
to avoid provoking strong conflicts to the child’s internal working model. This may lead the 
child to feeling that the carer is lying or unsafe. For example, if the child produced a drawing, 
the carer would not say it was ‘wonderful’ and place it in a position of pride. This may well 
lead to the child destroying the picture. The therapeutic parent gives a muted interested 
response, such as, ‘That’s an interesting picture, what is that bit there’? 
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Avoiding Surprises – As surprises mean that something out of the ordinary is happening, 
this would lead to a change in routine. The child’s ‘smoke detector’ is over active and a 
‘surprise’ would normally lead to higher levels of fear and dysregulation. If the therapeutic 
parent has planned a nice event for the child, they would inform the child very close to the 
event happening, ie a matter of hours or minutes. 
 
Spontaneity- In a similar way the therapeutic parent is unlikely to be able to act 
spontaneously as routine and predictability are key to the child’s feelings of security. 
 
Time out/ sending to room/ naughty step – are not used in therapeutic parenting as 
exclusion may replicate early abusive situations, and places a reliance on the child being 
able to self regulate. This is unrealistic. 
 
Unrelated consequences – i.e. writing lines, having favourite item removed for rudeness. 
These consequences do not hep the child to link cause and effect, and are likely to increase 
conflict between the carer and child. 
 
Saying sorry- the therapeutic parent would not expect or insist on any kind of meaningful 
apology from a traumatised child. 
 
Reward charts- Generally therapeutic parents would avoid reward and star charts, as this 
can cause conflict with the child’s internal working model.  
 
Removing important rewards – Therapeutic parents would avoid punishing a child by 
removing an important reward or treat. This is because it is recognised that the child may 
well feel ‘unworthy’ of the treat and attempt to sabotage it, thereby reminding the carer of 
their ‘badness’. The therapeutic parent would still give consequences for the negative 
behaviours but would make the child aware that they thought them ‘worthy’ of such a reward, 
even though the child was ‘doing their best’ to have it taken away. 
 

 
Additional techniques specific to Therapeutic Parenting 
 
 
Making it right/ showing sorry- The therapeutic parent gives the child opportunities to 
‘make things right’ and ‘show sorry’. For example if objects were thrown, the child would be 
expected to pick them up. Kim Golding (v) has written extensively on this. 
 
Emotional age response- Generally responses are made which are appropriate to the 
child’s emotional developmental age, rather than their actual age. 
Natural consequences-   

Predictablility – As routine is key, and surprises/ spontaneity are avoided, this often has 

implications for events such as holidays. Therapeutic parents often choose to take holidays 

in the same place, even in the exact same accommodation, to avoid the child becoming 

unable to manage their anxieties. 

Additional nurture- Opportunities to create additional nurture are prevalent in the home. 
For example a bottle or comforter may be offered to an older child. Furry blankets and 
soothing music may be used frequently. 



NATP 72 - Guide to Therapeutic Parenting by Sarah Naish 

 

NATP Ltd t/a The National Association of Therapeutic Parents       www.naotp.com 

B3 The Priory, Long Street             01453 519000 

Dursley, Gloucestershire                                                                   Company registration number 10705603 

GL11 4HR               Recognised Organisation of Centre of Excellence in Child Trauma 

 

 

 
‘Being the queen, (or King)’ of the house - The therapeutic parent has to be seen to be 
safe, secure and ‘in charge’ at all times. Expressed doubt will lead to feelings of insecurity in 
the child. (This is explained more fully in the video ‘What is Therapeutic Parenting’ in Annex 
B) 
 
Time in- The child is asked to ‘stay close to the carer, so they can be ‘kept safe’ at times of 
dysregulation. 
 
Curiosity/ ‘Naming the need’ – The carer will always be aware of the child’s early life 

experiences and help them to make sense of the resulting behaviours. This is explained in 

the video ‘Naming the Need’ and also within ‘What is Therapeutic Parenting’, (links in 

Appendix B). 

Nonsense questions –limited response- The therapeutic parent will make a distinction 

between ‘nonsense chatter/ questions and genuine expressed thoughts and feelings. The 

carer will also help the child to regulate themselves and reduce ‘nonsense chatter’, by 

perhaps asking them to write the questions down, or devoting a small part of the day to 

listening to the ‘nonsense chatter’.  

 

 

4: Messages from adopters and foster carers about the 
challenges of therapeutic parenting 

 

Throughout our work as trainers in the UK and within our research into the experiences of 

foster carers, we have found common themes about the challenges carers face when 

attempting to implement therapeutic parenting strategies. 

1) Lack of solution based training- Carers say they are often given the theory about 
attachment, without any solutions about what they actually need to DO in particular 
situations. 

2) Lack of empathic support/ or proper understanding of therapeutic parenting/ 
attachment from professionals. - At times this can be frustrating when others 
attempt to undermine the boundary, for example if the boundary is that the child is 
not allowed to take her phone to the bedroom, a well-meaning other might insist that 
it would be okay for short time. This effectively makes the child feel unsafe and 
undermines the therapeutic parent. It is essential that the therapeutic parent is seen 
at all times, as a safe base by the child. Similarly, the strong enforcement of routines 
and boundaries can be misinterpreted as rigidity and harshness by those outside of 
the family. Examples of this are in the video ‘What is Therapeutic Parenting’? Link in 
Appendix B. Further examples in Appendix C. ‘Diary entries from adopters and foster 
carers 

3) Differing views of the child – As the children are excellent at adapting their 
behaviours in order to survive, therapeutic parents are often frustrated and feel 
undermined when the ‘fake smile’ or adapted behaviour is interpreted by others as 
the child’s real persona. This is explained more fully in video (a) ‘Understanding your 
Traumatised Child’ (details in Annex B). 
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4) Length of time – Many carers say that they were not aware how long it would take 
to begin to see real and significant changes in the way the children think, and 
especially start to link cause and effect. This is especially challenging where 
supporting professionals and extended family have unrealistic expectations. For 
example it is not unusual for carers to report teachers stating that the child ‘should be 
over it by now’ after a 6 month period. 

5) Dealing with schools – One of the major challenges a therapeutic parent faces, is 
getting the school on the same page. Schools, naturally, are very focused on results 
and education. Therapeutic parents are working first and foremost on relationship 
building, and starting to help the child build secure attachments. It is easy to see how 
sometimes homework would have to take a back seat, especially where the 
emotional age of the child is significantly younger, and there are difficulties in 
concentration. 

6) Avoiding shame – Therapeutic parents are always aware how easily their child can 
be overwhelmed by shame or fear. The need to respond empathically as a default 
reaction, in order to avoid evoking shame and fear, can often feel at odds with the 
instinctive response. This is a daily struggle. 

 

 

 

 
 

5: Practice dilemmas and solutions – how to achieve better 
outcomes for children, by working more effectively with 

Therapeutic Parents caring for children who present “challenging” 
behaviour.  

 
Naturally, the overriding desire of carers, social workers and other supporting professionals 
in the field is to avoid placement breakdown and improve outcomes for children in the carer 
system. 
 
 

Dilemma #1: Therapeutic parenting strategies are not understood by all 
professionals supporting the placement. 
 
The carers are implementing therapeutic parenting. The strategies used are misunderstood, 
undermined and misinterpreted by other professionals. Where standard parenting 
techniques are championed, the therapeutic parent is likely to feel unsupported, angry, 
blamed and isolated. Differing messages around parenting will also make the child feel 
unsafe, may well lead to placement disruption. Refer to incident #5 case study in Appendix C 
 
Solution - Whole team effective working 
Therapeutic parenting can only really be effective if the whole team around the child are on 
board. This is a complex task as it needs co-operation from schools, therapists, social 
workers, fostering or adoption agencies extended family, GP etc. The child’s social worker is 
ideally placed to be the key person to encourage and promote therapeutic parenting 
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techniques with good communication at the centre. The carer should be encouraged to keep 
clear diaries relating to therapeutic parenting strategies and to share this as appropriate, on 
a daily basis if necessary, to ensure that the team around the child are aware of current 
issues. Training is a central element and social workers, schools and therapists will need to 
be trained in therapeutic parenting techniques. These are available online through Inspire 
Training Group. 
 
 

Dilemma #2 Recognising and managing blocked care/ compassion fatigue  
 
One of the main challenges faced by social workers AND carers is the significant risk of the 
carer developing ‘blocked care’ or compassion fatigue. The strains and stresses of caring for 
children with attachment difficulties, the relentlessness of the behaviours and the lack of 
understanding regarding therapeutic parenting techniques, from those around the carer are 
significant risk factors. A carer who is beginning to experience blocked care (compassion 
fatigue), may be pushed further into this condition by unskilled professionals. See diary 
entries in appendix C. 
 
When carers are experiencing blocked care, ‘they are likely to experience little empathy for 

their children as they are not able to maintain a positive, reciprocal and satisfying relationship 

with the child. The carers approach, reward system is supressed and they eventually begin to 

focus on behaviour from a judgemental, critical stance’ (Hughes and Baylin 2012, p.133) ref 

(iv) 

 

When a placement is in jeopardy, the supporting social workers will be focussed on 

preserving the placement if that is appropriate, however at the very time when the carer 

needs to hear and accept strategies, blocked care will make this difficult or impossible to do. 

In blocked care there are real physiological changes within the brain and the carer is unable 

to access higher functioning, such as empathy, curiosity and applying new strategies. 

Solution The therapeutic parent MUST have access to a supporter who truly understands 

and empathises with their task. This may be another foster carer, adopter or someone who 

has been specifically trained. This may be through the Dyadic Developmental 

Psychotherapy model, or in less formal training, recognising and managing compassion 

fatigue. The T.R.U.E model also provides for empathic comprehensive support alongside the 

carer. (See Appendix D) 

Compassion and empathy helps to shift the carer’s brain from defence mode, which allows 

them to access higher brain functions, enabling them the capacity for empathy, self-

regulation  and a return to therapeutic parenting. It may be necessary for the carer to have 

respite for a few days, in order to be able to shift from defence towards empathic 

responding. It is important that work is done with the therapeutic parent DURING the respite 

period to re awaken the caring part of the brain, with sensitive, brain based intervention. In 

order to begin the process of ‘unblocking’ the carer’s brain they need to feel safe, 

understood and not criticised for the feelings they have. In turn this reawakens feelings of 

care and empathy for the child, and the placement may be maintained or restored. 



NATP 72 - Guide to Therapeutic Parenting by Sarah Naish 

 

NATP Ltd t/a The National Association of Therapeutic Parents       www.naotp.com 

B3 The Priory, Long Street             01453 519000 

Dursley, Gloucestershire                                                                   Company registration number 10705603 

GL11 4HR               Recognised Organisation of Centre of Excellence in Child Trauma 

 

 

 

Dilemma  #3 Therapeutic Parenting or Safeguarding concerns? 
  
As therapeutic parenting needs to be very ‘boundaried’ with strong routines, natural 
consequences and some alternative strategies being used, it is possible that the 
parenting may be misunderstood and interpreted as harsh when safeguarding 
concerns may be raised. Sometimes these are unfounded (see Case Study 5 
Appendix C) and sometimes they are actual.  Safeguarding concerns will arise 
where the carer has become fixated on ‘natural consequences’ and begins applying 
them too harshly or rigidly with no nurture or empathy attached. Although the social 
worker may well consider that the carer is experiencing blocked care, and take 
action around this, clearly the overriding factor is the safety of the child. It may be 
difficult for social workers to judge, what is simply strong but effective therapeutic 
parenting and what is emotionally abusive. 
 
Solution The practitioner who is advocating for the child and ensuring their best interests 
are at the forefront of practice, must be;  

1) Skilled in interpreting the child’s verbal and non-verbal messages. This is especially 
relevant where the child has attachment difficulties. 

2) Knowledgeable about the therapeutic parenting techniques being used 
3) Able to present the child’s view alongside that of the Supervising Social Worker, 

supporting the therapeutic placement. 
 
Use of the T.R.U.E model within the agency or local authority will assist in protecting the 
child,  supporting the foster carer to stay out of blocked care, AND also support the social 
worker in their tasks. . See Appendix D 
 
 

6: Summary 
 

Therapeutic Parenting is a different way of life for foster carers, adopters and other parents 
who are caring for children who have suffered trauma. The children they are caring for have 
often been neglected and abused and are very likely to exhibit signs of attachment difficulty. 
This may affect every aspect of the child’s life and have a profound impact on the carer. 
 
The Therapeutic Parent uses enhanced parenting, underpinned by empathy, nurture, clear 
routines, boundaries and natural consequences. This enables the child to begin to link cause 
and effect and form new pathways in their brain, assisting them, (over a prolonged period of 
time), to make attachments and begin to trust adults. Dan Hughe’s P.A.C.E model is a 
recognised therapeutic model, currently used and promoted in the UK. 
 
Some standard parenting techniques are not used in Therapeutic Parenting, as they may 
replicate early abuse. They may also rely on the child’s ability to self regulate. This is 
unrealistic.  
 
One of the biggest challenges faced by therapeutic parents, is the lack of understanding 
from supporting professionals in their task. The parent may be undermined in their parenting 
by well-meaning others.   This often leads to the carer experiencing, isolation, blame, anger 
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and frustration and can also contribute to blocked care, (compassion fatigue).  Where the 
traumatised child experiences conflict between the parent and supporting professionals, this 
will inevitably lead to her feeling unsafe, and ultimately to placement disruption.  
 
Social workers need to be able to access and implement relevant information and training in; 

• recognising and working with children with attachment difficulties, 

• therapeutic parenting strategies, and   

• identifying and managing blocked care, in order to assist therapeutic parents in 
avoiding placement disruption an achieving better outcomes for children. 

 
The T.R.U.E model of care is also proven to be effective in supporting both Therapeutic 
Parents AND Social Workers in their task, and has achieved excellent outcomes for children. 

Appendix A 

Kieron Case Study 

Contrasting Responses. (Standard Parenting  vs Therapeutic) 
 

Kieron comes home from school with holes in the cuffs of his jumper where he has chewed 
them.  
 
Standard Parenting Response 
Carer feels frustration. This is the second time this week, and it is a new school jumper. 
What will people think of her? In the early years, as an inexperienced carer using standard 
parenting techniques, Kieron appearing with holes in his new jumper might have elicited an 
inappropriate response from the carer such as – 
 
‘Why have you made all those holes in your jumper? I only bought it last week’! 
 
Kieron looks at his jumper and see the holes, seemingly for the first time, flies into a rage 
and is overwhelmed by shame. 
 
Therapeutic Parent Response 
 
USING CURIOSITY- The carer thinks – ‘In his early life perhaps he used to over suck his 
thumb, clothing or pyjamas in order to try to get some nurture or comfort’.   
 
CONSCIOUS RESPONDING- The carer may still feel a high level of frustration about the 
behaviour, but they respond consciously, not emotionally to the child. 
 
USING EMPATHY - The signs of distress are the holes in his jumper. When we think about 
early lost nurture and the way that babies put everything into their mouth it's quite an easy 
leap to see why a lot of the damage is caused by chewing and biting. 
As carers became more skilled in therapeutic parenting, they are more able to give an 
empathic response; 
 
‘Oh dear Kieron. It looks like you have had a few worries today. There are a lot on new worry 
holes in your jumper’. (Said with empathy, not sarcasm) 
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NAMING THE NEED. If appropriate, I might add, ‘When you were very little, you didn’t have 
very much to do in your cot and I think you chewed things, so now you do this when you are 
worried, scared, or just day dreaming’.  
 
The carer might then give the child a handkerchief with her scent on for him to chew if he 
becomes distressed. The Therapeutic Parent will not be surprised if the child comes home 
tomorrow with more holes, and forgets to use the handkerchief as she knows it will take a 
great deal of repetition to change this behaviour. 
 
When the child smells the scent, it is likely to reduce feelings of fear and ‘calm his lower 
brain’, thereby reducing the chewing behaviour. 
 
 
 

 

 

Appendix B 

 
 

Video Links 
 
Video  -‘Understanding Your Traumatised Child’  https://m.youtube.com/watch?v=o-IYlkDlkgk  

Video - ‘What is Therapeutic Parenting’?  https://m.youtube.com/watch?feature=youtu.be&v=Y-

oWUZNhEXo 

 
Video-  An Empathic Response  
https://m.youtube.com/watch?feature=youtu.be&v=6omZr5BKEz0&rdm=1s4usxx6&client=mv-

google  

 

 

 

Appendix C 

 

Diary entries and real incidents from Adopters and Foster Carers 
practising therapeutic parenting. 

 
#1  Foster Carer – attachment disordered child in placement 12 years :  

Social Worker (visiting at time of intense trauma in the family): So how old was K when he 

came to live with you? 

https://m.youtube.com/watch?v=o-IYlkDlkgk#_blank
https://m.youtube.com/watch?feature=youtu.be&v=Y-oWUZNhEXo
https://m.youtube.com/watch?feature=youtu.be&v=Y-oWUZNhEXo
https://m.youtube.com/watch?feature=youtu.be&v=6omZr5BKEz0&rdm=1s4usxx6&client=mv-google
https://m.youtube.com/watch?feature=youtu.be&v=6omZr5BKEz0&rdm=1s4usxx6&client=mv-google
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FC: Three and a half. 

Social Worker: And he is now 16? 

FC: Yes that's right. 

Social Worker: So he won't really remember anything, so his behaviour now is nothing to do 

with any early trauma. (Subscript; it is all your fault) 

FC (said she experienced a  ‘falling sensation’):Do you know about Attachment Theory at 

all?  

She didn't. 

 

#2 Adopter of three siblings all with attachment difficulties of varying extremes. In 

placement 8 years (L and P had had a very antagonistic relationship for almost 9 years due 

to P’s 'survivor guilt'). 

Discussion today with Social Worker about sibling rivalry. We had had to build L a bedroom 

on a different level of the house so that he and P were never unsupervised due to the levels 

of aggression and violence. The Social Worker knew this and still said... 

“The thing is all brothers and sisters fight sometimes don't they? I mean it is quite normal. I 

remember once my brother threw my favourite doll down the stairs just out of spite'! 

I replied, (with a blank face and quiet voice), “No, it is not the same. Do you know about 

attachment difficulties at all and how that impacts on sibling relationships?”'  

This Social Worker said she did not hold with 'all that American stuff'.. I thought about ending 

the placement. I can’t continue in this vacuum of ignorance. Later, feeling better after talking 

to a foster carer, who gets it,  I found out where she had qualified and went to speak to the 

University to ask what they were teaching the student Social Workers about attachment and 

trauma). 

 

 

 

#3  Foster Carer of H, 14 years, reactive attachment disorder. Multi agency meeting, 

called by carer. 

Youth Worker Professional (YWP)- So H  says he only stole the money because he needed 

to buy batteries for his torch. 

FC: Why? 

YWP: Because he had no electricity in his room and couldn't see (!) 

FC : Well if we start with the fact that he has a wind up torch as he is unable to have 

anything with batteries in as he sucks them. He wouldn't need batteries for that would he? 
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YWP: We always have to believe the child 

FC : Not without checking some facts! Not when the child has reactive attachment disorder! . 

In fact you are doing him a disservice by believing him without question. You are not helping 

him to distinguish fantasy from reality! 

YWP: We still have to believe the child 

FC: Do you know about attachment disorder at all? 

(He didn’t) 

FC later made formal complaint (upheld) to the service about the fact that most of their work 

was done with teenagers who had suffered abuse and neglect in early life yet the staff did 

not appear to have any knowledge about attachment theory. The placement sustained 

because the carer was supported by a social worker who understood what was happening. 

 

#4 Adopter of 4 siblings with extreme attachment difficulties, learning difficulties, 

foetal alcohol syndrome, 10 years into placement. (Children suffered extreme deprivation 

cruelty and neglect in early life. The adopter sought independent advice from a child 

psychiatrist).  

I can’t believe that I got the report through today (from the child psychiatrist) and it says… 

‘As S was removed (from extreme neglect and abuse) at the age of 18 months she will have 

no conscious memory of her early life and is unlikely to have any difficulties in the future’. 

What chance do I have of trying to make his teacher understand why I am doing therapeutic 

parenting with this kind of statement? 

 

#5 Experienced Foster Carer/ therapeutic parent; Child aged 9. 

P had reactive attachment disorder and extreme behaviours and had been in placement 7 

years and was responding well to Foster Carer using therapeutic parenting techniques. 

Foster Carer Mary, gave P one chocolate biscuit bar within lunch box everyday as a treat. P 

stole all biscuits and ate the packet. Using ‘natural consequences’ Mary told the child it was 

a shame he had chosen to eat all the biscuits in advance as now there were none left for the 

week. She replaced the biscuit with an extra piece of fruit. 

P went to school and said he was hungry as Mary had not given him any lunch. (He had 

eaten it all on the way to school). Despite the fact that Mary had informed the school of her 

strategy regarding the chocolate biscuit, and likely reaction of P, the school informed the 

child’s social worker that the P was complaining that he had not been given lunch. The social 

worker spoke to P. He told her he was never given any lunch and was always hungry. The 

social worker was not aware that P’s attachment difficulties meant that he found it difficult to 

tell when he was hungry, and when he was full up. She did not speak to Mary about this and 

the school did not pass on information about the chocolate biscuit removal. The social 
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worker was unaware that P often told ‘sad stories, with himself as the victim, in order to 

ensure he was kept safe by the powerful adults he was talking to. 

The social worker visited Mary, with her manager to express ‘extreme concerns’ mainly 

centring on the packed lunches. Mary explained what had happened, but the SW insisted 

that Mary reinstated chocolate biscuits. The Mary’s social worker supported Mary and 

explained to the child’s social worker how this would undermine Mary and make P feel 

unsafe. 

The situation escalated to a strategy meeting where there were found to be no concerns. By 

this time, P had begun escalating his behaviour and manipulating his social worker into 

overriding the Mary’s boundaries. 

The placement disrupted and P was moved to a standard foster placement which lasted 3 

days due to his extreme behaviours. He was then moved to a specialist residential 

therapeutic children’s home. At age 12 P told his social worker that Mary had been the only 

person who had ever understood him made him feel safe. 

 
 

Appendix D (sent separately) The T.R.U.E Model. 

 
 
 
 
 
 
 
 
 
 
 

Appendix E 
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(ii)  Attachment Handbook for Foster Carers and Adopters-  Schofield and Beek 
(2009)  

(iii) Dr Bruce Perry http://attachmentdisorderhealing.com/developmental-trauma-
2/ Bruce Perry effects of trauma on brain.  
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(v) Kim.Golding: Nurturing Attachments Supporting Children who are Fostered or 
Adopted (2008) p.205 Natural Consequences  

(vi) Brain Based Parenting Jonathin Baylin and Dan Hughes 
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• The Body keeps the score- Bessel Van der Kolk 

• Why can’t my child behave? Empathic parenting strategies for foster carers and 
adopters. Dr Amber Elliot 

Brainstorm Dr Dan Seigal 


