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To write prescriptions is easy; to 
come to an understanding of 

people is hard
Franz Kafka



Non-adherence to therapy

• Few patients admit to it
• even fewer parents likely  to do so
• so how can we recognise it?
• what can we do about it?



Themes

• Incomplete adherence should be 
expected… and planned for 

• Make the plan as simple as possible 
• Reliable adherence is more likely if we 

understand patients as individuals and 
help them make sense of the plan for 
themselves



Reflections on cases



Theory of non-adherence

Cognitive view

• inadequate 
knowledge

• psychosocial 
resistance

• informed 
non-adherence

Behavioural view

• refusers - open about 
non-adherence

• procrastinators - admit 
to occasional lapse

• deniers - don’t admit to 
non-adherence

Koocher at al, Devel Behav 
Padiatr 1990:11:353  -58 Lask, B. Journ Roy Soc Med 

1994:87(suppl. 21);25 - 27 



Increasing scope to make a difference

Deniers 

Inadequate 
knowledge

Educated 
non-adherence

Behavioural view

Cognitive view

Procrastinators

Refusers

Psychosocial 
resistance



Factors in non adherence



Factors in non adherence

• Belief in diagnosis
• Worry about medications – side effects
• Complexity of regime (70% o.d, 50% b.d, 30% 

t.d.s…)
• Ability to take 
• Organisational skills
• Number of caregivers
• Neglect…
• Overall average adherence 40% ((McQuand, 

2003)



Mental health & adherence

Poor 
symptom 
control

Poor MH

Poor 
adherenc

e



Coping behaviours in chronic 
illness

• Optimism - an optimistic, determined and hopeful 
way of coping - correlates with better adherence and 
outcome

• Hopefulness - a hope that things will turn out for 
the best

• Distraction - an attempt to try and forget the 
illness. Associated with poorer quality of life

• Avoidance - an avoidant and passive way of 
coping. Associated with non-adherence

Abbott et al. Disability and Rehabilitation 2001:23(8):315 - 324



5 (maybe 6!) ‘E’s’ in reducing 
non-adherence (Bryan Lask)

• empathy
• enthusiasm
• exploration
• education
• expression of emotion
• plus one of my own - ‘ease’



Empathy

• ‘normalise’ poor adherence
 - acknowledge that many/most patients 

/families find aspects of treatment difficult, 
and don’t manage to ‘do it all’

- give ‘permission’ to admit to poor 
adherence and discuss it

- ‘When do you miss a dose’ not ‘do you 
ever?’



Enthusiasm

• Avoid a critical or judgmental approach to 
suspected non-adherence - most people 
are ‘doing their best’

• enthusiasm instills confidence and hope



Exploration

• Explore the reasons for non-adherence
- perception of benefit
- view of the future
- practical aspects of therapy regime
- family/social issues (denial, chaos, conflict)



Education

• Age and culture-appropriate information
• explaining or discussing?
• Written materials







Motivational Interviewing – 5 stages 
of change



• Pre-contemplative
• Contemplative
• Preparing for change
• Action – taking small steps to change
• Maintenance
• Risk of relapse



Listen
Explain
Adjust
Discuss



Thoughts

feelings behaviours

What we think affects how we feel and act

How we feel affects what we 
think and do

What we do affects how we 
think and feel





Reflections on cases



Summary

• Incomplete adherence should be 
expected… and planned for 

• Make the plan as simple as possible 
• Reliable adherence is more likely if we 

understand patients as individuals and 
help them make sense of the plan for 
themselves



Apps for Wellbeing
Dr Abi Harris

Clinical Psychologist
Tower Hamlets Early Detection Service

East London Foundation Trust



∗ Background of our service and why we wanted to 
integrate apps into our practice

∗  A quick survey 
∗ An overview of the field (apps and ‘mHealth’)
∗ Important issues and considerations
∗ Our project
∗ The apps in detail
∗ Outcomes and feedback

Introduction



∗ Tower Hamlets Early Detection Service works with young 
people aged 16 – 25 at risk of developing psychosis

∗ We try to be as accessible as possible, and offer a wide 
variety of referral routes, including self-referral via our 
website www.theds.elft.nhs.uk

∗ We provide education and outreach to organisations 
working with young people in the local community (for 
example, young people’s charities, sixth forms, college 
and universities)

Background of our service



Our team!



∗ We have an ethos of health promotion for local young 
people

∗ We always offer a face to face assessment to young 
people who have self-referred

∗ We try to meet for an assessment with the vast 
majority of young people who are referred, even if it 
seems unlikely they will meet our criteria

Ethos of our service



∗ We try to offer something to all the young people 
who we see, regardless of whether they meet our 
criteria or whether we see them in the long term 

∗ We use a range of interventions intended to help 
young people manage their health and wellbeing

∗ Most commonly, we introduce the ‘five ways to 
wellbeing’: Connect, Be Active, Take Notice, Learn, 
Give (New Economics Foundation, 2008)

Interventions



∗ We wanted to build on what we offer to young 
people, specifically to enable them to manage their 
wellbeing independently

∗ We wanted to ensure what we offer is relevant and 
accessible to our population

∗ We wanted to empower young people to look after 
their own health

∗ We wanted to promote physical as well as mental 
health

Rationale for using apps



∗ How many people use apps?
∗ How many people use wellbeing apps?
∗ How many people recommend or use apps within 

clinical practice?

A quick survey!



An overview of the field: Apps and 
‘mHealth’



∗ Rapidly expanding area, still very new
∗ Early literature was an introduction to the field (e.g. 

Luxton et al., 2011, give a basic but quite comprehensive 
overview)

∗ More recently attempts have been made to provide 
guidance and standards (e.g. Bakker et al., 2016) and 
review efficacy (e.g. Donker et al., 2013)

∗ Some positive findings, but research on clinical 
effectiveness is limited and inherently difficult in this 
fast-moving area

mHealth (Mobile health)



 

There are a lot of apps out there...



∗ Overwhelming number of wellbeing apps available 
∗ Varying quality and content
∗ Very few that are evidence based interventions in and 

of themselves 
∗ NHS Digital is currently developing an NHS apps 

library
∗ Many mental health specific apps (MHapps) are still in 

the development stages e.g. ARIES (O’Hanlon, P. et al, 
2016, O’Hanlon et al., publication pending)

Health and wellbeing apps



Important issues and 
considerations



∗ We conducted in-depth discussions, focus groups and 
interviews with staff and service and service users 
prior to starting the project 

∗ Staff and service users working together as a well 
informed team

∗ Frequent testing of all apps in use

How do you decide whether to 
recommend an app?



∗ Pros:
∗ Young people are actively managing their own wellbeing
∗ Can be accessed anywhere, any time without the need for 

contact with a healthcare professional
∗ Young people may be more comfortable being open and 

honest in their anonymous use of the apps
∗ Cons:
∗ Not proved as clinically effective in and of themselves
∗ Involves young people sharing information with private 

companies (in a limited, informed and secure way)
∗ Difficult for staff and young people to navigate

Pros and cons



Our Project



∗ Over 90% of service user sample had smartphones
∗ A majority of the sample were already using apps
∗ However, only a minority of our staff team were 

discussing and recommending apps 

Initial findings from our service



∗ Linked with two research studies: Reframe (Florence 
texting service) and ARIES (app for first episode 
psychosis)

∗ The majority of the project was conducted within the 
Quality Improvement framework (from the Institute 
for Healthcare Improvement)

Project Framework



∗ Recommendations within the apps are evidence 
based

∗ Publicly available and free to use
∗ Available for both iPhone and Android 
∗ Easy to use
∗ Privacy

Criteria for wellbeing apps



Mental health apps: The NHS 
library



∗ App library can be found at 
https://apps.beta.nhs.uk/category/mental_health/

∗ All listed apps meet NHS quality standards for 
safety, usability and accessibility

∗ The website has ‘badges’ related to clinical 
effectiveness: one that indicates apps that are 
being tested in the NHS and one for those that 
have been tested and approved

NHS apps library
  



∗ Only 5 apps in the NHS mental health library are 
recommended for children or young people

∗ Not all met our criteria
∗ None in the mental health section have proven clinical 

effectiveness yet, but some are in the process of 
being tested

NHS apps library



∗ Calm Harm - aimed at young people to manage their 
emotions and reduce self-harm

∗ Big White Wall (website for people aged 16 and over, 
free for anyone in London and certain other areas) 

∗ Mee Two for teenagers to share messages with each 
other about issues they are struggling with

Relevant apps from the NHS library



∗ Chill Panda – aimed at children and adults to help 
manage stress and worry (seems more appropriate 
for younger children, some technical issues)

∗ Blue Ice – aimed at young people to manage their 
emotions and reduce self-harm, for use alongside 
accessing mental health services (prescription only)

Apps that we didn’t take forward



The apps we recommend

 



Active10



NHS Smokefree



Way of Life



Pill reminder



Our Parks



Smart Recipes



Daylio



Problem!



∗ Smiling Mind
∗ Headspace
∗ Both have been tested in an RCT (Flett et al., 2018) 

and found to have benefits in a non-clinical population
∗ But neither met our criteria

Mindfulness



Outcomes and feedback



∗ Specific apps are recommended for service users who 
want to make specific changes 

∗ Clinician recommends in face-to-face meeting
∗ Regular check-in and feedback 

How it works in practice



∗ 100% team members now recommend apps 
∗ Daylio is the most used
∗ Smart recipes used in a cooking group 
∗ 66% of those recommended an app continued to use 

it on a regular basis (during a follow up period of 
around 2 months) and found it helpful

  

Feedback so far



∗ Apps can be beneficial and a useful additional tool in 
clinical practice

∗ Many children and young people are already using 
apps

∗ However, the field is still difficult to navigate and 
requires clinicians to be well-informed and keep up to 
date

Summary and future plans



∗ Bakker, D., Kazantzis, N., Rickwood, D. and Rickard, N., (2016). Mental Health 
Smartphone Apps: Review and Evidence-Based Recommendations for Future 
Developments. JMIR Mental Health Jan-Mar; 3(1): e7.

∗ Donker, T., Petrie, K., Proudfoot, J., Clarke, J., Birch, M. and Christensen, H. 
(2013). Smartphones for Smarter Delivery of Mental Health Programs: A 
Systematic Review. J Med Internet Res. Nov; 15(11): e247. 

∗ Luxton, D., McCann, R., Bush, N., Mishkind, M. and Reger, G., (2011). mHealth 
for Mental Health: Integrating Smartphone Technology in Behavioral 
Healthcare. Professional Psychology: Research and Practice, Vol. 42, No. 6, 
505–512.

∗ O'Hanlon, P., Aref-Adib, G., Fonseca, A., Lloyd-Evans, B., Osborn, D. and 
Johnson, S. (2016). Tomorrow's world: Current developments in the 
therapeutic use of technology for psychosis. BJPsych Advances,22(5), 301-310. 
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Managing Anxiety in the 
Paediatric Clinic

Dr Julia Gledhill
Consultant child and adolescent 

psychiatrist, Harrow CAMHS 
Honorary clinical senior lecturer 

Imperial College London



Close links between physical and 
mental health in children and 

adolescents

• Co-morbidity with emotional disorders 
(anxiety/depression) highest

• Vulnerable groups 
– Unexplained physical symptoms

– Chronic physical illness

– After acute life-threatening illness

– Stage of illness important



Kovacs et al, 1985 

Adjustment disorders following the diagnosis of 
paediatric diabetes  



Why does it Matter?



Why does it Matter?

• Anxiety disorder may lead to a physical health 
diagnosis eg severe eczema in OCD with repeated 
hand washing

• Child may present with physical symptom of 
anxiety eg shortness of breath, chest pain 
[diagnosis]

• Anxiety disorder may be co-morbid with 
diagnosed physical health problem

• Anxiety symptoms may contribute to somatic 
presentations eg maintaining/exacerbating 
physical symptoms

• Anxiety may impact on treatment



What is Anxiety?



What is anxiety?

• Anxiety is a feeling of fear or panic. 
• Some young people/parents are temperamentally 

more anxious than others
• Feeling generally anxious sometimes is normal. 
• Most people worry about something eg exams, 

friendships but once the difficult situation is over, 
they feel better and calm down.

• If the problem has gone but the feeling of fear or 
panic stays or even gets stronger, anxiety can 
become a problem.



Symptoms of Anxiety?



Symptoms of Anxiety

• Worrying, preoccupation with anticipated personal 
danger/suffering, fears/panic

• Persistent or in certain situations  
• Difficulty sleeping
• Low appetite
• Lack of concentration
• Tired and irritable
• Palpitations - when your heart feels like its racing
• Dry mouth
• Trembling
• Feeling faint
• Stomach cramps and/or diarrhoea



Anxiety symptoms or anxiety 
disorder?



Anxiety symptoms or anxiety disorder?

• Distress (individual/carers)

• Severity

• Persistence

• Impairment (home/school/peer 
relationships/paediatric assessment and 
treatment…)

• Prominent somatic complaints may lead to 
unnecessary medical visits and investigations



Anxiety Disorders
• Separation anxiety disorder

• Generalised anxiety disorder

• Specific or simple phobia

• Social phobia

• OCD

• Panic disorder

• PTSD

• ‘Everyone worries; what kind of things do you 
worry about?’



Who may be anxious in the 
paediatric clinic?



Whose anxiety is it?

• Child?

• Parent?

• Doctor?



How may anxiety manifest in the 
paediatric clinic?



How is the anxiety manifesting in the 
consultation?

• ? Distressed child
• ‘difficult parents’ 
–  ask lots of questions?
– argumentative?
– non-compliant?
– demanding; wanting tests/Ixs/information?
– Walk out?

• Paediatrician ? Irritable/?defensive/? does  not 
feel in charge?

• Formulation of the problem; understanding the 
anxiety (predisposing, precipitating, perpetuating 
factors)



The Vicious Cycle of Anxiety

Anxiety 

                                                                    ↑scanning for danger 

                                                            ↑physical sxs 

Long term persistence                             ↑attention on self

Escape/avoidance

Short term: relief



Screening Questionnaires
• The Screen for Child Anxiety Related Emotional 

Disorders (SCARED) [Birmaher et al]

• About 10 minutes to complete

• Items rated 0-2

• ≥25 suggestive of anxiety disorder

• Spence Children’s Anxiety Scale

   www.scaswebsite.com

• RCADS (CORC website)



1. Ignore psychosocial 
2. Devolved psychosocial approach

– Social workers, psychologists, family therapists, counsellors to 
help families cope with illness/stress

3. Explicit bio-psychosocial approach
– Supported by PL psychiatric team

4. Embrace the concept of psychiatric disorder 
– Learn to screen and differentiate  psychiatric levels
– Manage psychiatry within paediatrics
– Refer to appropriate professional

Levels of psychiatric sophistication for 
paediatricians



Managing anxiety 

What can you do?



Managing Anxiety
What can you do?

• Recognize it
• Name it
• Psychoeducation
• Relaxation training – teaching the child to gain control 

over their symptoms of physiological arousal
• Distraction – mediates reductions in fear
• Graded exposure to feared stimulus + response 

prevention
• +ve self talk
• Positive reinforcement
• CBT



General approaches to the 
management of anxiety in children

• Manage/treat parental anxiety
• Consider clinician anxiety
• General approach underpinned by cognitive behavioural 

therapy 
• Relaxation training – teaching the child to gain control over 

symptoms of physiological arousal [slow, deep 
breathing/releasing muscle tension] eg http://xhalr.com/

• Distraction – mediates reduction anxiety - takes mind off –ve 
thoughts, helps take control of thoughts 
–  simple cognitive activities - counting, reading, listening to music 
– Absorbing activities eg thinking puzzles; count back from 123 in 9s, 

spelling backwards, lists eg all players in fav. team, crosswords
– describing what you see, imagery



General approaches to management of 
anxiety in children

• Equip with relaxation techniques
• Graded exposure to feared stimulus; construct 

hierarchy + started with exposure to least 
feared stimulus (in vivo/imagination)

• Rate anxiety
• +ve self talk; self-praise when successful 

[increases awareness of achievements]
• Coping self talk – instead of focussing on 

worries, keep repeating encouraging and 
coping messages to oneself.



Vignettes



Vignette 1
• A fourteen year old girl is brought to your clinic for an appt. 
• Her father states she has been having headaches every two 

weeks for the last four months since school started. 
• The headaches only occur on weekdays. 
• She states the headaches are accompanied by nausea and 

seeing “bright spots”. 
• The pain is pulsatile, left sided and lasts for 4-8 hours. 
• She denies confusion, difficulty walking or other symptoms. 
• Physical examination normal
• You reassure the parent that she is most likely experiencing 

migraine headaches. 
• He insists on a CT or MRI of her brain and blood tests to 

make sure she does not have a tumour.
– Where is the anxiety? How will you proceed?



Vignette 2
• You are examining a 15 year old girl referred with 

weight loss

• Parents are waiting outside

• The young person tells you that she has been 
feeling depressed and anxious over recent months

• She tells you that last week she took an overdose 
of 12 paracetamol, her parents do not know and 
she does not want them to know
– Where is the anxiety? How will you proceed?



Vignette 3 - Rachel
• 10 year old girl; diagnosed IDDM age 6
• Very bright, family gave her a lot of autonomy + 

responsibility for management of diabetes
• Has had an insulin pump to manage diabetes last 3 

months; friends thought pump ‘cool’
• Rachel very good with technology; understood how to 

use the pump quickly; mother less confident with 
technology. Rachel doing ‘hands-on’ pump care

• Recently Rachel double-bolused with the pump at 
school; leading to severe hypoglycaemic event 
requiring intervention from school nurse

• Now Rachel reluctant to go to school
– What are your thoughts?  What might you do?



Gender Dysphoria  
A Child and Adolescents Psychotherapists View  

 
Sue Ricketts 

Consultant Child and Adolescent  Psychotherapist  



 Gender identity disorder as classified by ICD X usually manifests 
during early childhood and always well before puberty  .  

 Gender Dysphoria describes the distress that is caused by a 
gender discrepancy between a persons gender identity and that 
persons sex as classified at birth ( and the associated gender role 
and / or primary and secondary sexual characteristics ).   

 This is characterised by strong and persistent cross gender 
identifications (such as stating a desire to be the other sex or 
frequently passing as the other sex ) coupled with persistent 
discomfort with assigned sex.  

 This is manifested as a preoccupation with altering primary and 
secondary sex characteristics through hormone manipulation and 
surgery  .  

           



 Before the 1960”s secrecy and confusion 
dominated the area of gender identity 
development , once the concept of gender 
identity and role had been formulated it 
became possible to make sense of 
experiences that had until then been ill 
defined and poorly understood .  
 



Incongruity between the natal sex and 
psychological/behavioural manifestations of gender 
identity indicated the presence of gender dysphoria and 
all of these changed our thinking and led to the UK 
passing the Gender Recognition act of 2004 which allows 
transgender people to change their birth certificate in 
accordance with their perceived gender . 
There is also a debate about whether or not this condition 
should remain as a psychiatric classification .  
In DSM V Gender Dysphoria has been split into a category 
for children and one for adolescents and adults . 



 Freud's ideas in 1900”s revolutionised the 
understanding of human sexuality when he put 
forward the idea that sexuality was not only 
determined by inheritance , biochemistry and 
other organic factors but also life's experiences .  

 (  Three essays on Sexuality , Freud S. )1905. 
 He also developed the idea that there is an 

inherent bisexuality in all of us i.e ; both men and 
women have masculine and feminine tendencies . 

 This can then arouse conflicts in the establishment 
of sexual identity . 



 First known case of sex change was Christian 
Jorgensen in 1953 . 

 The label transsexualism was applied and surgical 
treatment came to be called sex reassignment 
surgery .  

 The term Gender Dysphoria emerged out of a 
consensus in the 1960s about the diagnoses of 
transsexualism , it was often used to indicate the 
extreme affects experienced by transsexual 
patients who were more distressed by the 
incongruity between their gender identity and their 
anatomical sex , for example , in transvestites .  



 Stoller in the 1960s introduced yet another 
definition the “core gender identity “ . 

 Crucial variables ; the parent infant relationship , 
the child's perception of his external genitalia and 
the biological force that springs from the biologic 
variables of sex . 

 Forty year study by Money et al , concluded that 
psychosexuality is neutral at birth and determined 
almost entirely by socialisation . They identified the 
critical period for the development of gender 
identity as before 27 months old . 
 



 We live in an age where transgendered 
people may not experience any psychological 
suffering and do not cause suffering to others 
and therefore there is a debate about 
whether or not such an individual warrants a 
diagnoses .  

Modern times  



 People who suffer with gender dysphoria 
generally do not show a loss of reality testing . 
They can however be preoccupied with the 
disparity or dissonance between their 
psychological and morphological gender .  

 Somatic symptoms can present themselves 
focusing on body parts or a wish to change 
other parts of the body . 



 Clinical features to be noted in connection with “ 
Atypical Gender Identity “ as coined by Dr. Di Ceglia 
from the Tavistock GIDS service  more recently are ; 

 Prominence of rigidity in thinking and flexibility . 
 Timing of the formation of the AGIO is important . 
 Presence or absence of traumatic events in the child's 

life in relation to the formation of the AGIO . His 
suggestion is that if the child suffers trauma and as a 
result of this develops a way of functioning which we 
call paranoid schizoid it is more likely to become very 
structured and therefore less amenable to change .  
 



 Psychological factors that may influence development 
of dysphoria   

 Attachment problems (Marantz and Coates , 1991 ) 
 Difficulty mourning the loss of an important attachment 

figure (Bleiberg et al , 1986 ,Di Ceglia , 1998 ) 
 Consequence of traumatic experiences ( Coates and 

Moore , 1998 ) 
 Maternal depression and particular family constellations 

(Stuller , 1968 ) 
 On the whole the interaction between subjective 

experience , hormonal influences and brain structure is 
not well understood and requires further study . 



 Data so far ; 





Associated difficulties at 
assessment – by age 
see Holt, Skagerberg & Duns ford (2014) 





 
Kaltiana-Heino et al. (2015) 

 
 
 
 
 
 
 
 
 
 



 CAMHS manage co morbid symptoms mainly 
anxiety , depression and self harm .  

 Referral for Assessment to Tavistock Gender Identity 
Development Service followed by diagnostic 
formulation , consultation , supervision to local 
clinicians . Endocrine profile with a view to 
hormone blockers . 

 Assessment looks at the development of the 
Gender Dysphoria over time . 

 Treatment ; family work , individual therapy  , 
management of depression etc. through 
medication alongside psychotherapy . 
 

Treatment 



 Primary therapeutic aims ; 
 To foster recognition and a  non judgmental acceptance of 

gender identity issues . 
 To ameliorate associated behavioural , emotional and relationship 

difficulties .  
 To break the cycle of secrecy . 
 To activate interest and curiosity by exploring the impediments to 

them .  
 To encourage the exploration of the mind –body relationship by 

promoting close collaboration among professionals in different 
specialities , including paediatric endocrinologist .  

 To allow mourning process to occur for the individual and family . 
 To promote separation and differentiation .  

 
 

Therapeutic Aims 



 Children and adolescents and their families often 
find the experience of gender dysphoria 
unbearable , adolescents are at high risk of suicide 
. 

  This sense of despair places a great deal of 
pressure on the clinicians to provide immediate 
solutions through physical interventions.  

  Through a staged process of detailed discussions 
we try to alleviate distress and create a space for 
thinking .  

 Time is vital in this in order to try and contain the 
pressure for immediate solutions .   



 How to deal with a lack of curiosity about why 
this wish for gender re assignment , introducing 
the patient to parts of themselves they may be 
unaware of and not in congruence with .  

 Often the internal world is experienced as 
being binary and the thinking and 
understanding models the same . Our job is to 
help expand the thinking and understanding 
without persuading patients that their decision 
may be the wrong one . 
 

Issues in clinical practice  



 Feelings evoked in staff ; 
 Dislocation between mind and body , shock of 

the descriptive attacks on parts of the body .  
 Vehemence of hatred towards the assigned 

gender , overwhelming anxiety about onset of 
sexual development in the pre pubertal .  

 Fundamental confusion in the clinicians mind 
around am I working with a male or female .  
 
 

Clinical practice  



 Providing a space where patients can explore thoughts 
and feelings .  

 Management of Depression/Anxiety . 
 Regardless of wish for gender re assignment need to 

stay in touch with patients distress . 
 Psychotherapy is bearing the unknown and travelling at 

the patients pace something that is increasingly difficult 
in the NHS , introducing individuals to hitherto unknown 
parts of themselves requires careful , sensitive work it 
cannot be rushed or one can heighten risk in an arena 
where suicidality is high but also this can lead to a 
breach of trust in the role of professionals . 

Clinical Practice 



 There  also seems to be the fear in children , young 
people that we will try and persuade them 
otherwise . They may also want our help to 
persuade the parents to accept their decision  .  

 Frustration with the slowness of the system , the 
waiting for Tavistock as gateway to hormone 
treatment .  

 GIDS experience of service users who do not want 
to explore the development of gender dysphoria .  
 

Clinical Practice 



 Range from complete support  
 Reluctant acceptance  
 Curiosity  
 Feeling bewildered , horrified and desperate 

to understand  
 In worst case scenarios , complete rejection 

and abandoning of the individual concerned . 

Parental reactions  



Current ethical concerns: 
 

1. The language of ‘rights’ and the issue of 
complexity 

2. Doing good / avoiding harm / preventing 
suffering 

3. Consent-giving in minors & Informed Consent 
as a model for GIDS 

4. Moral dilemmas and moral distress  
5. A developmentally appropriate (and 

consent-relevant) account of autonomy 
  
  
  

 



DEPARTMENT OF SOCIAL POLICY AND INTERVENTION

16th November 2016

Disordered parent-infant relationships:
The role of the mental health professional

Jane Barlow

Professor of Evidence-Based 
Intervention and Policy Evaluation



Structure of paper

▪ What optimal parent-infant interactions – what they look like and 
why they matter

▪ Disordered or atypical parent-infant interactions 

▪ Interactions where there are maternal mental health problems

▪ What should mental health professionals be doing?



Prevalence

▪ The Copehenhagen Child Cohort Study (n = 6090) found a 
population prevalence of mental health problems (for example, 
emotional and behavioural, eating and sleeping disorders) in 
children aged 1.5 years to be in the region of 18% (Skovgaard 
2008; Skovgaard 2010). 

▪ Infant regulatory disturbances such as excessive crying, feeding or 
sleeping difficulties and bonding/attachment problems represent 
the main reasons for referral to infant mental health clinics (Keren 
2001).



Continuity

▪ In one study, 49.9% of infants and toddlers (aged 12 to 40 months) 
showed a continuity of emotional and behavioural problems one 
year after initial presentation (Briggs-Gowan 2006).



Predict later outcomes

▪ Infant regulatory problems have a strong association with delays in 
motor, language and cognitive development, and continuing 
parent-child relational problems (DeGangi 2000a; DeGangi 2000b)

▪ An association between difficult temperament, non-compliance and 
aggression in infancy and toddlerhood (age one to three years)with 
internalising and externalising psychiatric disorders at five years of age 
(Keenan 1998).



Aetiology

Infant mental health problems have their origins in the child’s early 
relational context (Skovgaard 2008; Skovgaard 2010); and specifically the 
parent-infant interaction

Two key models to date:

▪Social learning model – emphasised ‘coercive’ cycles, and parenting 
that escalates bad behaviour (e.g. Patterson 1982); 

▪Attachment model – focus on ‘unresponsive’ caregiving during 
infancy (e.g. Ainsworth & Bell 1970)



Why Attachment?

▪ Many of the family correlates of aggressive child behaviour are 
present in infancy before onset of coercive cycles (Lyons-Ruth 
1996)

▪ Insecure and disorganised infant attachment behaviours are 
precursors to a range of ‘coercive’ child behaviour problems (ibid)



Dyadic Regulation of Infant Affect

▪ Key task of infancy is ‘affect regulation’

▪ Parents play a key role in facilitating this process, known 
as the ‘dyadic regulation of affect’

▪ Two systems involved – parental caregiving and infant 
attachment (bio-behavioural)



Secure (B) – able to use caregiver as a secure base in times of 
stress and to obtain comfort (55-65%)
Parent responds sensitively most of the time

Insecure: Anxious/resistant (C) – up-regulates in times of stress to 
maintain closeness (8-10%)
Parent responds intrusively or erratically

Insecure: Avoidant (A) - down-regulate in times of stress to maintain 
closeness (10-15%)
Parent responds punitively

(A meta-analysis of 2,000 infant-parent dyads based on studies with 
non-Western language and different cultures found the global distribution of 
attachment categorizations to be A – 21%, B – 65%, and C- 14%)

Secure or insecure?



Organised or Disorganised?

▪Disorganised – unable to establish a regular behavioural 
strategy  
    - 15 to19% in population sample
    - 40% in disadvantaged sample 
    - 80% in abused sample

▪Parent is frightening



Internal Working Models 
▪ Infants begin ‘mapping’ the world from birth;
▪ A key aspect of the environment that is mapped is interactions with 

primary caregivers;
▪ Internal maps (IWMs) - enable a person to anticipate and interpret 

another's behaviour and plan a response

▪ Where the caregiver is experienced as a source of security and 
support, infant develops a positive self-image and expect positive 
reactions from others;

▪ Infants with non-attuned or abusive caregivers internalise a negative 
self-image and generalise negative expectations to other relationships



Attachment Outcomes

▪ Secure attachment – more optimal functioning across all domains 
scholastic, emotional, social and behavioural adjustment, peer-rated 
social status etc (e.g. Sroufe 2005)

▪ Insecure attachment and disorganised attachment – associated with a 
range of later problems (van der Voort et al., 2014), including externalising 
disorders (Fearon et al., 2010), dissociation (Lyons-Ruth et al., 2006), PTSD 
(MacDonald et al., 2008) and personality disorder (Steele & Siever, 2010) 



Parent-Infant 
Interaction



Parent-infant interaction

Key aspects of early parenting that promote ‘secure’ attachment 
organisation and development of ‘self’:

▪ Sensitivity/attunement (Woolf, van Ijzendoorn 1997)

▪ Mid-range contingency (Beebe et al 2010)

▪ Reflective functioning (marked mirroring) (Fonagy 2002)/ 
Mind-mindedness (Meins et al 2001; 2012)



Sensitivity and Attunement
▪ Parent responds gently and appropriately to infant using voice or 

touch  

▪ Parent response not too intrusive or too passive

▪ Sensitivity accounts for around one-third of the variance in terms of 
attachment security (Woolf, van Ijzenddorn 1997)



Midrange 
contingency



Midrange Balance Model 
(Beebe and Lachmann 2005)



Midrange balance

▪ Recent research (Beebe et al 2010) using measures of contingency at 
4 months shows secure attachment at 12 months is associated 
with a ‘midrange’ of balance between self and interactive 
contingency;

▪ Mid-range characterised by regular episodes of disruption followed 
by repair 

▪ The particular forms of disturbance of turn-taking are linked to 
specific forms of insecure attachment at 1 year

    - higher tracking associated with disorganised/anxious-resistant 
and lower with avoidant attachment



Videoclip –
turntaking



Reflective 
Function



Reflective Function

▪ Capacity to understand the infant’s behaviour in terms of internal 
states/feelings

▪ ‘The capacity of the parents to experience the baby as an 
‘intentional’ being rather than simply viewing them in terms of 
physical characteristics or behaviour, is what helps the child to 
develop an understanding of mental states in other people and to 
regulate their own internal experiences’ (Fonagy, 2004)

▪ Development of self-organization is dependent on the caregiver's 
ability to communicate understanding of the child's internal states 
via ‘marked mirroring’



Studies of RF (and mind-mindedness)
▪ RF strongly associated with maternal parenting behaviours (e.g. 

flexibility and responsiveness) and use of mothers as secure base; 
low RF associated with emotionally unresponsive maternal 
behaviours (withdrawal, hostility, intrusiveness) (Slade et al 2001; 
Grienenberger et al 2001)

▪ Improvement in RF using mentalisation parenting programme - 
improved maternal caregiving and infant regulation 24; 36  (e.g. 
Suchman et al 2009; 2008)

▪ Studies of ‘mind-mindedness’ (appropriate and non-attuned behaviours) 

also show an impact on infant attachment security at 15 months 
(Meins 2012)



Videoclip –
Severely suboptimal 

M-I interaction



Maternal Mental Health and 
Atypical Parent-infant Interaction



Parent-infant relationship in the face of 

parental problems

▪ Mid-range balance reduced; RF reduced

▪ Distorted parental projections in ‘unresolved’ parents (e.g. where there is 
unresolved loss/trauma/toxic trio)

    Problematic – parent misunderstands infant behaviours
    Pathological – infant’s behaviour is interpreted is bad

▪ These influence the interaction with the baby which becomes 
characterized by one, other or both:  

    - withdrawal, distancing or neglect (i.e. omission)
    - intrusion in the form of blaming, shaming, punishing and attacking (i.e. 

commission) 



Fr- and Atypical
parenting behaviours

▪ Fr-behaviour – frightened AND frightening (Main and Hesse 1990) 

▪ Atypical/anomalous parenting behaviours (Lyons-Ruth 2003): 

threatening (looming); dissociative (haunted voice; deferential/timid); 

disrupted (failure to repair, lack of response), affective communication 
errors (mother laughing while child distressed)

▪ Meta-analysis (12 studies) – strong association between atypical 
behaviours and disorganised attachment at 12/18months (Madigan et al 
2006)



Videoclip –
Severely suboptimal 

M-I interaction



Postnatal Depression

▪ Depressed mothers less sensitively attuned to infants and less 
affirming and more negating of infant experience (Murray  et al 1996)

▪ Infants exhibit deficits in their interpersonal functioning such as less 
affective sharing, lower rates of interactive behaviour, poorer 
concentration, increased negative responses with strangers, and 
reduced secure attachment at 12 and 18 months (Murray 1992; 
Tronick et al 1991; Stein et al 1991)

▪ Impact on cognitive and emotional development (Hay et al 2003)

▪ 42% more likely to experience depression by age 16 (Murray et al 
2011)



Maternal anxiety and self/interactive 
contingency

▪ Maternal anxiety biased the interaction toward interactive 
contingencies that were both heightened (vigilant) in some modalities 
and lowered (withdrawn) in others (Beebe et al  2010; 2012)

▪ Interactive contingency patterns were characterized by intermodal 
discrepancies - confusing forms of communication

▪ For example, mothers vigilantly monitored infants visually, but 
withdrew from contingently coordinating with infants emotionally, as if 
mothers were “looking through” them.



Borderline Personality Disorder

BPD associated with (Laulik et al 2013):
▪Less structuring in their interaction with their infants, and their infants 
were found to be less attentive, less interested and less eager to 
interact with their mother. Furthermore, mothers with BPD reported 
being less satisfied, less competent and more distressed (Newman 2007)
▪Disrupted communication, frightened and disoriented behaviours 
(Hobson 2009)
▪Impaired sensitivity (Crandell 2005)
▪Increased intrusiveness (Hobson 2005)



Parental Attachment

▪ Parental attachment measured using AAI (Adult Attachment 
Inventory – Main 1995) – autonomous; dismissing; preoccupied; 
unresolved/disorganised

▪ Parent attachment strongly associated with infant attachment at 
12 months (Fonagy 1997) 

▪ MRI scans of secure mothers infants sad and happy faces with 
showed greater activation of brain reward regions, including 
oxytocin-associated hypothalamus/pituitary region. 
Insecure/dismissing mothers showed greater insular activation in 
response to their own infant’s sad faces (Strathearn et al 2009)



The Cycle of Attachment

Maternal 
sensitivity

Infant’s 
IWM

Future 
relationships

Mother’s 
childhood 

relationships



What can mental health 
professionals do?



Healthy Child 

Programme



HCP Universal



 Birth and Early Infancy 

 Promoting bonding and empathic caregiving
• Infant carriers (primary)
• Skin to skin care (primary)
• Brazelton NBO (primary)
• Infant massage(primary)
• Parenting programmes (primary; secondary; tertiary)
• Intensive home visiting (secondary/tertiary)

Identification of problems (PND; intrusive parenting etc)
• Promotional interviewing (primary/secondary)
• Listening visits (secondary/tertiary) 



Introducing parents to their ‘Social 
Baby’

• Promote closeness and sensitive, attuned parenting 
    (e.g. Skin-to-skin care and the use of soft baby carriers etc)

• Provide parents with information about the sensory and perceptual 
capabilities of their baby (e.g. The Social Baby book/video or Baby 
Express newsletters) or validated tools (e.g. NBO or NCAST)

• Deliver ‘cues based’ infant massage to disadvantaged couples

      



Providing Guidance

▪ Anticipatory guidance:

   - practical guidance on managing crying and healthy sleep 
practices e.g. bath, book, bed routines, and activities

   - encouragement of parent–infant interaction using a range of 
media-based interventions

▪ Can lead to significant improvements in parents’ routines with 
children  



Supporting Fathers

▪ Need to work with both parents

▪ Methods of supporting mothers also work with fathers!! (e.g. infant 
massage; NBAS)

▪ Most effective methods of support involve:
   - Active participation with, or observation of,  their baby
   - Repeated opportunities for practice of new skills
   - Responsive to individual concerns

▪ Important to address parental conflict

  



Promoting Early Development

▪ Should start from the first weeks and months

▪ Encouragement to use books, music and interactive activities to 
promote parent–baby relationship and thereby development 

Disadvantaged families: 

▪ Group-based interactive support (e.g. PEEP)
▪ Encouragement to use good quality early intervention 

     



Reviewing Developments

• We know more about how to intervene effectively when 
children are toddlers than when they are adolescents;

• Many later problems emerge during the early years
• Regular early reviews of development are a key part of 

progressive universalism:
    - New baby review;
    - Health review at 6-8 weeks and 1 year;
    - Two year review



HCP 
Universal 
Partnership and 
Partnership Plus



Key Intervention Approaches

▪ Sensitivity/attachment-based: Video-Interaction Guidance; Circle 
of Security

▪ Psychotherapeutic: Parent-infant psychotherapy e.g. Watch, Wait 
and Wonder

▪ Mentalisation: Minding the Baby Programme

▪ Parenting programmes – Parents under Pressure



https://www.eif.org.u

k/report/the-best-star

t-at-home/



Assessing the interaction 

▪ Where a parent has a mental health problem ALWAYS think 
about the impact of parental problems on the baby and in 
particular the interaction

▪ Tools that can be used to assessed interaction - PIIOS
▪ Not all interaction will be affected – factors that increase the 

likelihood of it being impacted are poverty; no social support; 
low RF etc 

▪ Is the interaction – fine; moderately affected; seriously affected



Interaction that is moderately 
affected
▪ Provide input that will support the interaction 
▪ Dyadic interventions that explicitly target the interaction are 

required
▪ Evidence-based DYADIC interventions for low to moderately 

affected interaction:
    - Infant massage (IM); 
    - Video-Interaction Guidance (VIG);
▪ Re-assess the interaction 



Interaction that is seriously 
affected
▪ Where there are parental mental health problems - consider 

whether an admission to a mother-baby unit is needed;
▪ Evidence-based DYADIC interventions where interaction is 

seriously affectd:
    - Video-Interaction Guidance (VIG); 
     - Parent-infant Psychotherapy (PIP);
     - Mentalisation based home visiting programme (e.g. Minding the
       Baby)
▪ Reassess interaction at regular intervals – if no improvement 

consider involvement of Children’s Social Care services



Summary

▪ Assess interaction at all meetings
▪ A range of evidence-based universal and targeted interventions to 

support mother-infant interaction;
▪ Can be commissioned as part of the Healthy Child Programme and 

delivered by a range of practitioners working with parents and babies;
▪ Ideally provided from children’s centres;
▪ Ensure that the intervention works dyadically and targets parental RF 

and sensitivity;



Otto Wolff 
Memorial Lecture 

Mental health 
support for 
children: need for a 
paradigm shift?

Prof. Miranda Wolpert
Professor of Evidence Based 
Practice, UCL 
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Krause et al., what constitutes a good outcome?



Mental Health vs Wellbeing



Child Outcomes Research Consortium

CORC is the UK’s leading membership 
organisation that collects and uses evidence 
to improve children and young people’s 
mental health and wellbeing

www.corc.uk.net



1. Quiz on Kahoot

2. Context

3. Needs based provision: THRIVE framework

4. Steps to a public health approach: learning 
from obesity

Plan of talk



Who w on Kahoot1. Quiz

Go to www.kahoot.it 



How many people never have any mental health 
problems in life?

a. 95%  b. 76%  c. 52%  d. 13% 

Kahoot



What % of people have ongoing mental health 
problems

a. 10%  b. 40%  c. 60%  d. 80% 

Kahoot



 Is Depression...
a. An acute problem

b. A chronic problem

c. A fluctuating problem

d. None of the above

Kahoot



What % of people are measurably improved at 
the end of treatment

a. 80%  b. 60%  c. 50%  d. 20% 

Kahoot



• 1 in 10 young people have a diagnosable mental 
health problem, and recent findings suggest this 
may be higher

• 50% of mental illnesses begin before age 14   
(Kim-Cohen et al., 2003) 

• 10-20% of adolescents may experience a mental 
health problem in any given year. (Green et al., 2005)

• Increasing for emotional problems in girls 
though plateau for behavioural difficulties       
(Fink et al., 2015, Patalay et al., 2017)

• Concerns about impact- technology, social 
media and school pressures….inc media 
attention and interest

Context



Children & Young People’s Mental Health: mentions in UK newspapers

Years 

Source: Lexis Nexis
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Changing awareness of the impact of CYPMH reflected in media attention with thanks to Peter 
Fonagy of NHSE  

Context



1. High rates mental health problems and some increasing 

2. Emphasis on long term impact

3. Focus on access

4. Many get better without treatment AND some not better 
after treatment 

5. We know about risk and resilience factors but not sure how 
to mobilise

6. Increased interest in self and community approaches but lack 
of evidence

7. Need for greater clarity on different approaches and  clarity 
and consensus on outcomes

Context



• Lack of evidence

• Skew of evidence

• Lack of agreement on 
outcomes

• Lack of evidence of best model 
of implementation 

• Lack of appreciation of 
complexity

Challenges



Context in the UK: youth mental health problems of those 
accessing specialist services



Note: These images represent simulated illustrations only. No CAMHS data were used 
to make them.

Considering groupings in mental health

Data structure in CAMHS patient records
Data structure that allows neat classification 
(clustering of cases)

With thanks to Peter Martin





THRIVE Elaborated: 2nd Edition

http://www.implementingthriv
e.org/



THRIVE



1. Needs-based groupings 
• Not based solely on diagnosis or severity

• Shared decision making key

2. Limits of treatment acknowledged
• Consider endings from start

• Differentiate treatment from risk support

• Consider role of those closest to child

3. Self and community strategies for mental health
• Personalise choice

Three key THRIVE principles



1. Cross-sector working based on a 
common language built around the 
five needs-based groupings is 
supported 

2. Mental wellbeing, early intervention 
and help are prioritised 

3. Children, young people and families 
are involved in shared decision 
making around their own mental 
health and wellbeing

4. Everyone in the system is 
empowered to have an active role 
around their own mental health and 
wellbeing

What it looks like on ground



Anna Freud National Centre for Children and Families

Youth Wellbeing Directory

24

The Youth Wellbeing 
Directory provides a list of 
free local and national 
organisations offering MH 
support for anyone up to age 
25.

• Over 1,200 services listed 
across the UK

• 100K views in 9 months
• Links to useful information, 

organisations and 
resources



Anna Freud National Centre for Children and Families

Jargon Buster

Presentation or section title here 25

Written by CYP and checked by Centre clinicians, the Jargon 
Buster has nearly 200 words, terms or phrases a young 
person may be expected to know when working with mental 
health services.



Anna Freud National Centre for Children and Families

On my mind

26



Self-care update

Young person responses on self-care tiles (only 6 responses so far but emphasis has been on asking 
young people to complete self-care survey)

 Strategy Did this activity help 
your mental 
wellbeing?

If yes, why do you think it 
helped?

What would you say to other young 
people who are thinking of trying 
this?

Homeopathy No N/A Quackery

Crying Yes Because trying to hold in tears 
physically hurts and when you cry 
it feels like a pressure has been 
released.

There’s nothing wrong with crying it 
doesn’t mean you are weak. It just 
shows you are human. If you cry you 
will feel physically better and it really 
does help

Shopping Sometimes it does It gets me out of the house and 
even if I'm on my own it's busy so 
I don't feel alone. I can spend 
hours browsing and it find it a nice 
distraction.

You don't need to spend to go out 
window shopping and take time to 
have a coffee or something if you start 
feeling anxious.



Self-care update
Strategy Did this activity help your 

mental wellbeing?
If yes, why do you think it helped? What would you say to other young 

people who are thinking of trying this?

Crying Yes It helped to see that other men cry too, 
sometimes when you least expect it.  That 
actually made me smile.

Give it a watch (Men do Cry video 
embedded on page)

Alone time Yes, a lot I don't like to be constantly surrounded by 
groups of people and if I have a lot of social 
engagements planned in a row I find I feel 
really exhausted by the end of it so having 
time to just be by myself and let my mind 
clear, calm down and relax always helps me.

That being alone isn't the same as being 
lonely. I feel most lonely in big groups of 
people because I find it too easy to judge 
myself and assume everyone else is better, 
cooler, more interesting but being alone 
gives me time to reflect and realise that this 
isn't the case.     Also if you don't just want to 
sit and relax then combine being alone with 
one of the other suggested activities like 
reading, drawing, walking etc.

Colour therapy Yes Because I strongly find the colour orange to 
be very happy and calming, though this is 
only because I have a very specific orange 
object that I love and makes me extremely 
happy so I don't think this would work for me 
without such a strong connection to a 
particular colour.

Find something in a colour that you love and 
train yourself to look at or think of it when 
you're feeling low.



Framing a public health response to 
mental health: learning from obesity



Wolpert, M. (2018). Rethinking public mental 
health: learning from obesity. The Lancet 
Psychiatry. 

• Considers book on “Models of Obesity” by 
Ulijaszek (2017)

• Suggests 5 key steps to progress public mental 
health for CYP 

Learning from Obesity



1: Agree conception of MH problems
Conceive of CYPMH problems as broadly 
relapse-remitting 

• Most people will have problems at 
stages over their life time (Schaefer et 
al. 2017)

• Many problems get better by 
themselves but may then later relapse  
(Whiteford et al., 2017)

•  Many still have problems at the end of 
treatment (Wolpert et al., 2016)

NB- need to be clearer which mental health 
issues most likely acute and which chronic



2: Agree a standard metric

“Standardization of obesity measurement 
using BMI has allowed sense to be made of 
population obesity more easily through the 
practice of epidemiology.” 

Need to: 

• be clear what we mean by mental health 
or the lack of it.

• stop using mental illness, distress, poor 
wellbeing interchangeably

• Agree measure of positive change e.g. 
reliable improvement



“Obesogenic environments are easily identified by 
a … preponderance of motorized transport and of 
sedentary occupations, and the cheap and easy 
availability of high-fat, high-refined-carbohydrate 
foods” Ulijaszek

Need to rigorously consider elements of 
psychopathogenic environments for MH not just 
focus on individual actions:

• Poverty

• Social isolation

• Bullying

• What is the role of current configuration of 
services?

3: Map the psychopathogenic system



Parents: Kids are more 
depressed these days, I wonder 
why?

Kids: You destroyed the economy 
for us, the earth is literally dying, 
we are going to work until we die 
and on top of that the Nazis are 
back.

Parents: It's those pesky iPhones

@panoparker tweet 3rd Dec 2017

Beware one answer solutions



“Different forms of rationality carry 
different meanings according to 
discipline, be it economics, 
psychology, sociology, evolutionary 
biology or political science”. 
Ulijaszek

• Note power structures and vested 
interest

• Beware over-reliance on biomedical: 
equal status for different disciplines

• Extrapolated evidence may  be 
crucial.

 4: Adopt a “poly-rational approach”



• Accept no one neat rational 
solution likely to solve things

• Bring key stakeholders together 
to consider physical, economic, 
policy, socio-cultural and 
environmental factors

• Trial a set of viable clumsy 
solutions, using agreed metrics 
to consider outcomes

5: Seek “viable clumsy solutions”



Miranda Wolpert
W: www.corc.uk.net    E: CORC@annafreud.org 



Stress and mental health problems in 
pregnancy and effects on the fetal 

brain
-

Vivette Glover
Imperial College London

PMHA January 2019



Fetal programming

Environment in  the womb,
during different  sensitive periods
 for specific outcomes,
can alter  the development 
of the fetus, 
with a  long lasting effect 
on the child.





Educational
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Expectant
Mothers

National
Child Welfare
Association
 1919



Sensitive early mothering helps attachment, 
and can counteract some of what happens 

in the womb



The fetal origins of adult disease 
hypothesis (The Barker 

hypothesis)

Coronary heart 
disease, Type 2 

diabetes, stroke and 
hypertension originate 

in developmental 
plasticity, in response 

to undernutrition 
during fetal life 



David Barker



Death rates from 
Coronary Heart 
Disease in men

 1968-78

Gardner MJ et al. 1984 Atlas of mortality from selected diseases in England and Wales, 1968-78. John Wiley, 
Chichester.



Mortality from coronary heart disease in
15726 men and women in Hertfordshire



The mother’s emotional state in pregnancy 
can have a long lasting effect on her child 



• Women have  as many symptoms of 
depression and anxiety during pregnancy  
as postnatally

• Pregnancy can also be a time of increased 
domestic abuse and relationship strain





From fetus 

To child



20 week fetus birth 5 years

17 4



The Fetal Brain is “Under 
Construction”

            



Examples of prenatal stress reported to  be 
associated with changes in development and 

behavior

➢ Maternal anxiety and depression

➢ Maternal daily hassles

➢ Pregnancy specific anxiety

➢ Partner or family discord

➢ Distress caused by 6 day war in Israel, 1967

➢ Experience of acute disasters, e.g. freezing ice storm, 
hurricane or 9/11

➢ It’s not just extreme or toxic stress



Causes of antenatal maternal 
anxiety /depression
( New ALSPAC study in prepn)

• Early childhood trauma-adverse childhood 
experiences (ACES)

• Maternal history of sexual abuse predicts 
elevated anxiety/depression from pregnancy to 
33months.  



Prenatal stress more common in 
low and middle income countries

• Symptoms of perinatal depression and anxiety (~25% 
compared with ~15%)

• Pregnancy specific anxiety (can be high levels of maternal 
and infant death)

• Interpersonal violence (in Afghanistan 92% of women 
thought wife beating justified)

• Effects of natural disasters
•  e.g Nepal earthquake

• War and other conflicts  
• Refugees

●



➢ Anxiety  and Depression

➢ Behavioural problems-ADHD, conduct disorder

➢ Impaired cognitive development, especially language

➢ Sleep problems in infants

➢ Neonatal behaviour

➢ More difficult infant temperament

➢ Victimisation in childhood 

➢ Schizophrenia

➢  Autism/autism spectrum symptoms

Prenatal stress associated in child with 
increased risk for :



Prenatal stress associated 
with increased risk for :

➢ Reduced birthweight and gestational age

➢ Mixed handedness

➢ Altered finger print pattern

➢ Decreased telomere length

➢ Altered microbiome

➢ Asthma

➢ Altered immune function



Altered microbiome
affects gut brain axis, 5-HT, cytokines and 

mental health



Pregnancy related anxiety (PRAQ) and 
microbiome pattern in newborn meconium 

(Nomura et al in press)



Is association causal, rather 
than genetic or postnatal?

• Animal studies
• Effects of natural disasters
• Studies which allow for confounders
• Underlying mechanisms



Animal studies.
Wide range of effects 

on offspring with prenatal stress
• More anxiety
• Reduced attention
• Learning deficits
• Reduced laterality
• Altered sexual behaviour
• Effects different on male and female 

offspring

• Mediated by HPA axis and 
cortisol/corticosterone in both mother and 
offspring, although many other systems 
involved also



Stress/anxiety during 
pregnancy and long term 

effects on the 
child-allowing for 

confounders and postnatal 
effects



ALSPAC
 Avon Longitudinal Study of Parents and Children

• Large prospective birth cohort 
   ~14,000  pregnant women 
recruited  around Bristol in 
1990-1991

• Detailed information on children at 4, 7, 11 
and 13 years

• Can allow for confounders



Maternal anxiety and depression
-at 18 and 32 weeks of pregnancy 
Compared 15% most anxious mothers 
both pre and 33 months postnatally
 with  the rest

Child behaviour 
–maternal report at from 4  to 13 years old.
Strengths and Difficulties questionnaire.
Attention deficit/hyperactivity; 
anxiety and depression;
conduct disorder

ALSPAC study



Multivariate Analysis
 Cohort with complete data

n = 7, 363
• Maternal Postnatal anxiety and depression
• Paternal pre and postnatal anxiety
• Parenting
• Maternal age
• Birthweight 
• Gestational age 
• Smoking
• Alcohol
• Psychosocial factors: crowding (SES)
• Maternal education



Total SDQ scores and maternal anxiety at 32 weeks
-allowing for BW, GA, maternal age, maternal education,
postnatal depression , postnatal anxiety, SES, maternal 

substance use, parenting, paternal anxiety  etc
Results similar with prenatal depression



The combined effects of raised anxiety both 
antenatally (32 weeks) and postnatally  

(33months) on child outcome  up to 13 years 
Similar results with depression



ALSPAC. Predicted population prevalence of a probable 
mental health disorder in children born to high (top 15%: open 
bars) and low prenatal anxiety (full bars) mothers.  Based on 

SDQ scores.  Results similar with prenatal depression

(O’Donnell et al 2014)



Links are similar with antenatal 
anxiety at 18 weeks gestation

Links are similar with depression

It is not just first trimester



• For top 15% of most anxious women in 
pregnancy, SDQ symptom rate 

• (ADHD, anxiety, conduct disorder)

• doubled from  about 6 to 12% (after 
multivariate analysis).

• Attributable load of behavioural/emotional 
problems in whole population due to 
antenatal anxiety/depression/stress 
~10-15%



• Why are some children affected 
and not others?

• Why are they affected in different 
ways?

• Gene-environment interactions? 



COMTC

COMT

COMT

COMT inactivates catecholamines 
–dopamine, adrenaline and  
noradrenaline-
 gene variants associated with working 
memory and ADHD



Working memory at age 8
Birthweight, gestational age, maternal education, maternalage, 
household crowding, maternal smoking, alcohol consumption, 

postnatal mood and parenting controlled for GG: N=1126

AG: N=2310
AA: N=1259

P<0.01

COMT 
rs4680 

(O’ Donnell et al 2017)

Maternal anxiety at 32 weeks gestation



Child ADHD (DAWBA) at age 
15

GG: N=761

AG: N=1543
AA: N=857

P<0.05

Maternal anxiety at 32 weeks gestation

COMT 
rs4680

O’Donnell et al 2017



How? 



 11βHSD2

Maternal stress/anxiety/mental illness

cortisol

transplacental passage
       cortisol

cort⁄⁄isol ?? 

cortisol



Shams et al., 1999

β



Placental study

• Recruit women having an elective caesarean, 
day before 

• Exclude medical disorders
• Give psychometric questionnaires including 

Spielberger Trait Anxiety and EPDS
• Collect placenta 
• Dissect within one hour  after delivery -5 pieces 

at similar depth
• Store at -80°C
• Analyse for 11-βHSD2 mRNA expression



1/11β-HSD2 ΔCT 

Maternal Trait anxiety

r= 0. 40, p<0.01**

Males r = -0.39
p = 0.040
n = 28

Females r = -0.40
p = 0.034
n = 28  significant correlation with State 

anxiety
 trend with depressionO’Donnell et al 2012
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Interaction between the number of 
maternal antenatal life events, 11b 

HSD2 and ethnicity
β= -.385,  p=.020

11b HSD2

               Antenatal life events



Teh et al., 2014 Genome Research



Questions for the future

• Are there ethnic differences in the effects 
of prenatal stress on the placenta?

• Which ethnic groups differ from 
Caucasians and how?

• Are there different effects of prenatal 
stress on the fetus and the child among 
different ethnic groups?



 11βHSD2

Maternal stress/anxiety/mental illness

cortisol

transplacental passage
       cortisol

cortisol

Cortisol ??
Cytokines? 

cortisol



                                      

Blood sample

Spielberger state and trait Anxiety questionnaire

Amniotic fluid

cortisol

cortisol



Bayley Scales of Infant Development 
(BSID-II)

Study child’s 
cognitive 
(MDI)

development 
at

17 months



Correlation between amniotic fluid cortisol and 
cognitive development
r= - 0.245 n=125 p=0.006

Bergman et al 2010





Effect of Maternal Attachment on association 
between AF cortisol and Cognitive Development

Insecure Secure

Ln AF cortisol
Bergman et al 2010



• Higher in utero exposure to 
cortisol is associated with lower 
cognitive function

• Sensitive early mothering can 
reverse the effects of high in utero 
exposure to cortisol



fMRI study

Sarkar et al  2018 in prepn

• healthy children recontacted 
(mean age  7.1 years, n=32)

• functional magnetic 
resonance imaging (fMRI) 
while performing rewarded 
continuous performance task 
(CPT) that assessed 
sustained attention and the 
effects of reward on brain 
activation



Antenatal stressful life events correlated 
with fMRI activation during rewarded 

attention



Antenatal amniotic fluid cortisol correlated with 
fMRI activation during sustained attention 
(non-rewarded condition)

(areas with a significant correlation p<0.01)



Both antenatal stressful life events and
amniotic fluid cortisol correlated with 

fMRI patterns.

But patterns were not the same-with 
some overlap.



Patterns observed

• Similar to those observed in children with 
early maltreatment

• Associated with reduced attention

• Associated with increased anxiety



Epigenetic modifications-basis for 
fetal programming 

Epigenetic 
changes are 
functionally 
relevant 
modifications 
to the genome 
that do not 
involve a 
change in 
nucleotide 
sequence.
Can persist to 
grandchild 
generation



Pregnancy specific anxiety associated with 
epigenetic changes in glucorticoid (cortisol) 

receptor in cord blood (Hompes et al 2013)







• YouTube
• Begin before Birth
• Epigenetics



•                      Why?



Predictive adaptive value of changes due 
to prenatal stress

in a stressful environment (predators)in 
the wild?

• Anxiety/fear reactivity-
 beneficial effects
 of more vigilance  
• ADHD- shifting attention helps if predators about



Evolutionary benefit of changes 
caused by prenatal stress

•Impulsive                 more willing to explore 
                                  new environments
• Conduct disorder    more willing to break rules
• Aggressive              fight predators or other tribes
• Cognitive deficit       side effect of ADHD or
• Asberger’s               understands things 
                                   in a different way



Other findings explained by 
evolutionary perspective

Sex differences 
                       –  females stay to look after offspring- more    

anxiety/vigilance
                         -- males explore and fight, more
conduct disorder, aggression, ADHD 

Effects of stress across the range
- dose response effect to respond to the    

degree of stress in the environment

Children not all affected in the same way
                             - genetic variation basis for natural   

selection



What needs to be done?



Lena

• “Emphasis of maternity service was 98% medical 
physical thing and 2% emotional”

                                            Anne
“They’re more interested in you medically-have you got any 

lumps and bumps and pain?….They’re not asking how 
are you feeling at the moment?-are you coping?”

in Zoe Darwin PhD



Perinatal depression care
(from Gavin, Meltzer-Brody, Glover, and Gaynes 2015)

Cases Recognised Any 
treatment

Adequate
 treatment

100



Role of Professionals

• Detect and treat anxiety and depression both in 
pregnancy and postnatally
– Psychological interventions (eg CBT)
– Pharmacological intervention if needed

• Help with relationship problems or domestic abuse

• Help to create more social support

• Practical help with housing etc

• Help to teach sensitive mothering – video feedback



Ask about ACES

• hree Types of ACEs



How we can all help
support pregnant women

• Fathers

•  Employers

• Grandparents

• Friends

• Education in schools



How women can help 
themselves

• take time for themselves each day to relax

• yoga

• massage

• gardening

• sitting down and listening to music



P<0.0
1

N=20
     N=16

***

Effect of listening to Jennnie Muskett lullabies 
 or control relaxation on anxiety in pregnant women

(Nwebube, Stewart and Glover 2017)



Stroking  the baby can help

Prenatal anxiety, maternal stroking in infancy, and 
symptoms of emotional and behavioral disorders 
at 3.5 years.
Pickles A1, Sharp H2, Hellier J1, Hill J3. Eur Child Adolesc 
Psychiatry. 2017

Study showed that if the mothers who had been anxious during 
pregnancy regularly stroked their baby, the baby showed fewer 
emotional behavioural problems later.



     

Breastfeeding can help
New ALSPAC study (n=8588)
(Castro, Glover and O’Connor in prepn)

Exclusive breastfeeding at one month helps 
outcomes,  for IQ and hyperactivity, but not 
emotional problems and conduct disorder.

(After allowing for other factors including 
mothers education, bw, sex of child, SES etc.)



Public health implications of 
reducing stress/anxiety/depression 

in pregnancy

• More than one million children in UK suffer 
from neurodevelopmental disorders

• Attributable load of neurodevelopmental 
problems due to prenatal stress 10-15%

• Potential to reduce number of affected 
children in the UK by 100,000-150,000



Dr Margaret DeJong
PMHA 31.1.2019

Psychological effects of maltreatment in the 
early years and common problems 

encountered by the clinician

Great Ormond Street Hospital for Children
NHS Trust

NHS



Outline

• The interactive basis of early infantile 
development

• Neurobiology of trauma

• Developmental impact of complex trauma

• Common clinical presentations, complexity of 
aetiology and diagnostic challenges

• Treatment issues



Normal infant development

• Socio-emotional development in infancy 
is highly experience-dependent

• Babies are biologically programmed to 
respond to social communication

• Sensitive attunement in the minute daily 
interactions between primary carer(s) 
and baby lay the foundations of 
normative development



What is sensitive attunement?

Maternal/carer responses that are:

•Timely

•Developmentally appropriate

•Accurate in assessing need

•Not overwhelming

•Consistently present and reliable over 
time



Normal mother/infant interaction

An ‘intricate interactive dance’ :

•Playful babble

•Mirroring of facial expressions

•Exaggerated smiles and noises

•Rhythmic repetitions of movements

•Often high expressed positive emotion



Still face experiment 
(Weinberg & Tronick 1996)

• Illustrates how crucial social 
responsiveness is to infants

• Evidence of immediate stress activation 
with increased heart rate and blood 
pressure



Carer’s role in infant’s 
maturation

“Development can be conceptualised 
as the process of transforming external 
regulation into internal regulation” 

(Schore, 2001)



Impaired mother-child 
interaction

Abusive carers contribute to prolonged, too
frequent or too extreme states of negative 
emotion in the infant

• May ignore infant’s cues

• May respond harshly or inappropriately

• May misinterpret infant’s cues

• Plays less with infant, allowing less 
opportunity to repair the damage



Compromised maternal care: 
maternal depression

• Over-attuned to negative infant cues (crying, 
irritability)

• Less responsive to positive cues (laughter, 
smiles)

• Responses may be blunted/emotionally 
inadequate due to depressive lethargy

• Responses may be negative and exaggerated 
– such as feeling persecuted by crying



‘Toxic stress’ in infants

It is postulated that too prolonged or too 
severe periods of infant stress damages 
or distorts brain development



Experience-dependent 
development

• Emotional regulation

• Attachment

• Development of capacity for reflective 
function

Develop within the context of a 
carer-infant relationship and therefore 
vulnerable to maltreatment effects



Distortions in emotional 
development

• Hyper vigilance to mother’s emotional state

• Emotional lability, poor control

• Extremes of anger and other negative affect

• Blunting and impoverishment of emotional 
responses

• Depression (in emotional neglect)

• Poor differentiation and understanding of 
emotional states



Neurobiology

• In the first few years neural pathways 
will be established at a rapid rate

• The pattern is influenced by the degree 
of threat in the environment

• Convincing animal and human evidence 
of overactivation of subcortical brain 
structures involved in processing threat 
in maltreated infants and children



Survival brain

• Hypothesis that early brain development in 
traumatised infants is skewed towards 
processing threat

• Adaptive in the short term but becomes 
maladaptive over time

• May occur at the expense of cortical 
development – the “thinking brain” 
–compromising higher level brain function



HPA axis

• Infant’s hormonal stress response 
system can be overactivated.

• Strong evidence from animals and 
humans of dysregulation of HPA axis

• Findings are mixed. In early stages 
cortisol can be high but also evidence of 
hypoactivation/blunted stress response 
over time.



Vulnerable brain structures

• The amygdala is the part of the limbic system 
which processes (receives, encodes and 
stores) emotionally salient information such 
as threatening cues

• Links to a complex array of subcortical 
structures responsible for mobilising 
responses to stress

• Pre-frontal cortex provides regulation and a 
negative feedback loop



Hypothesis re impact  of trauma

• Over-activation of the amygdala may 
explain some PTSD symptoms

• Pre-frontal cortex known to be 
underdeveloped in chronic maltreatment 
and leads to deficits in regulating 
emotion

• Stress responses can become 
exaggerated over time



Functional brain changes

• Limited fMRI and PET scan research in 
children suggest different patterns of brain 
activation in response to faces expressing 
emotion, or tasks requiring  sustained 
attention and response inhibition.

• ERP research shows preferential attention to 
angry faces in abused children

• Severe deprivation leads to under activation 
in response to  a range of facial expressions



Structural brain changes 
(Teicher & Samson JCPP 2016)

 
• Decreased hippocampal volumes in 

adults maltreated as children (but not in 
children)

• Decreased corpus callosum volume in 
maltreated children

• Reduced cerebellar volume



Genetics

• Twin, adoption and longitudinal studies have 
contributed to understanding of role of genetics

• Psychiatric outcomes of maltreatment are partly 
related to genetic profile in the form of small genetic 
variants which confer vulnerability or resistance (e.g 
serotonin transporter gene 5-HTT)

• Caspi et al (2002) showed GxE interaction between 
MAOA genotype and experience of maltreatment in 
New Zealand longitudinal study. Carriers of MAOA-1 
were at risk of antisocial behaviour



Epigenetics

• Complex processes which alter the 
expression of genes without changing 
the DNA

• Animal studies linking abusive care 
behaviour with methylation of a key 
gene BDNF (brain-derived neurotrophic 
factor)



Clinical presentations: main 
themes

• Reflect complex aetiology

• Pervasive impact on development of 
early psychological trauma

• High rate of psychiatric disorder and 
cognitive problems



Unusual and complex aetiology

• In utero and genetic effects

• Trauma relating to primary care giving relationship, 
affecting attachment processes

• Abuse/neglect often occurs at a formative time of 
development and has neurobiological consequences 
(McCrory et al 2010)

• Exposure to known familial risk factors (MH 
problems, criminality, substance abuse, DV)

• Highly unusual social adversity – removal from family, 
disrupted placements.



Pre-natal influences

• Maternal stress during pregnancy

• Effects of substance abuse

• Research into cocaine – physiologic 
dysregulation at 13 months

• Foetal alcohol syndrome



Genetic loading

• High rates of mental health problems, 
substance abuse and learning 
difficulties in parents of children who are 
adopted from the care system



Birth mothers’ mental health
(DeJong et al JCCPP 2015 – an adopted population)

• Known + suspected alcohol abuse = 
43%

• Known + suspected drug abuse = 55%

• Known Mental Health problems = 32%

• Known + suspected MH problems = 
59%



Children with at least 1 ICD-10 
diagnosis:

Data source: Ford et al (2007) Psychiatric disorder among British children looked after by local authorities: 
comparison with children living in private households.  Br J Psychiatry 2007;190;319-25



Common problems
 Ford et al 2007: LAC children versus community

• Behavioural disorders (39% versus 4%)

• ADHD (9% versus 1%) 

• Anxiety Disorders (11% versus 4%)

• PTSD (2% versus 0.1%)

• Neurodevelopmental problems (13% 
versus 3%)

• Autism (3% versus 0.3%)



Common presenting symptoms

• Unmodulated aggression, poor impulse control

• Attentional problems (ADHD) and executive dysfunction

• Poor self-perception (shame, guilt, impaired self-efficacy, 
sense of alienation and low self-esteem)

• Restricted or impaired emotional development

• Dysfunctional relationships (lack of trust, victimisation, 
controlling behaviour)

• Neurodevelopmental problems are common

Great Ormond Street Hospital for Children
NHS Foundation Trust



Educational profile
Ford et al 2007 re LAC children

• Significant intellectual delay (11% versus 
1%)

• Literacy/numeracy problems (34% versus 
10%)

• Statements of Educational Need (23% 
versus 3%)



How does this translate into 
clinical practice?

• Importance of neurodevelopmental screening

• Importance of a broad and thorough 
developmental assessment

• Accurate psychiatric diagnosis provides 
guidance towards evidence based treatment

• Need a detailed formulation looking at all 
relevant aetiological factors



Levels of psychological assessment

• Child: Overall development, especially social, emotional and 
cognitive. Note psychiatric disorder where present.

• Parent/Carer: Capacity to meet child’s needs. Mental health and 
general functioning. Note carer’s family history and any unresolved 
emotional issues (trauma, loss). Current stress and support 
systems.

• Parent-Child Interaction: Observations crucial to assess 
attachment relationship and to note strengths and weaknesses of 
interaction relevant to child’s difficulties

• Family system: Role of other siblings and family members. Assess 
emotional climate, communication and mutual support.

Great Ormond Street Hospital for Children
NHS Foundation Trust



Problems with psychiatric 
diagnosis

• Doesn’t capture all the symptoms and 
problems that children adopted from 
care present with

• Doesn’t always give a good indication of 
psychological development and 
impairment



Sub-threshold presentations

• Clinical presentations may be very impairing 
but not reach threshold for diagnosis

• Follow-up over time shows that many do 
eventually reach threshold

• Children that we see may be sub-threshold on 
a number of diagnoses such as ADHD, 
Conduct Disorder, PTSD. Impairment much 
greater than suggested by a lack of diagnosis.



Abnormal eating patterns: significant but 
undiagnosed

Tarren-Sweeney (2006) in a review of 400 
children in kinship or foster care found:

• 25% ate excessively and 23% gorged on food 
while maintaining normal weight

• Hiding or storing food (14%)

• Stealing food (18%)

• Pica – associated with LD



Areas of diagnostic confusion

• ADHD versus trauma effects

• Autism versus ‘Quasi Autism’

• Complex PTSD

• Reactive Attachment Disorder

• Dissociation versus psychosis



ADHD
• Chronic stress leads to dysregulation of hormonal 

response (HPA axis).Chronic hyperarousal or low 

thresholds for arousal can result. Hyperarousal is a 

common symptom of psychological trauma

• Look at family history of ADHD, history of substance 

abuse in utero

• A pragmatic approach: if presentation fulfils criteria 

for ADHD give a trial of medication.

Great Ormond Street Hospital for Children
NHS Foundation Trust



ASD or attachment?

• Post-institutional ‘Quasi-autism’

• To what extent do we see Quasi-autism in 
maltreated populations in the UK?

• Overlap in social deficit symptomatology 
between ASD and Complex PTSD

• Need very careful clinical interviews to probe 
triggers and context for behavioural issues

• Standardised assessments (ADOS, 3DI) can 
give false positives



ASD and attachment: sources 
of confusion

• Increased prevalence of ASD in 
maltreated population 

• Both have severe social deficits with 
overlapping symptomatology

• Co-occurrence and co-morbidity



Definition of complex trauma
Involve traumatic stressors that are:

• Repetitive and prolonged

• Involve direct harm/neglect by caregivers

• Occur at developmentally vulnerable stages of life 

(early childhood)

• Have great potential to severely compromise a child’s 

development

Great Ormond Street Hospital for Children
NHS Foundation Trust



New diagnosis of Complex PTSD 
ICD 11

Core symptoms of PTSD (re-experiencing 
in the present, avoidance, hyperarousal)  
PLUS persistent and pervasive 
impairment in:

1.Affective functioning

2.Self-functioning

3.Relationship functioning 



Confusion over attachment

• Powerful narratives about attachment 
as the key aetiological factor in complex 
presentations

• Diagnostic criteria of Attachment 
Disorder not adhered to and it is over 
diagnosed



Assessing attachment

• Can be assessed clinically through 
observation, history and asking attachment 
relevant questions

• Observed play sessions/parent-child 
interactions are useful re quality of parenting 
although attachment behaviour is triggered 
when child is stressed, not relaxed.

• Structured assessments such as Story Stem 
(SSAP) and Child Attachment Interview (CAI)



Assessing attachment clinically

• Does the child seek comfort when distressed?

• Evidence of sensitive attunement on part of carer?

• Can the carer effectively soothe the child?

• Disinhibited or over friendly with strangers?

• Able to explore/play confidently?

• Overly clingy or dependent?

• How do they react to separations? When ill?



Disorganised attachment

• Thought to occur where the primary carer is 
simultaneously a source of comfort and fear. 
(Main and Hesse 1990)

• Disruptions in affective communication 
between mother and child around attachment 
issues (AMBIENCE, Lyons-Ruth, 2008)

• Unresolved loss in carers

• Up to 80% in high risk samples



Impact of disorganised 
attachment

• Controlling behaviour in middle 
childhood (Lyons-Ruth 2008)

• Externalizing behaviour, esp boys

• Association with psychopathology in 
adolescence and adulthood (Sroufe)



Attachment Disorder

Charles Zeanah:
“Attachment disorder is warranted when a 
child who is developmentally capable of 
forming attachments does not because of 
an aberrant caregiving environment”



Our clinical experience
 (Woolgar & Baldock, 2015)

• Attachment disorder over diagnosed, 
diagnostic criteria not applied

• Often referred without careful mental 
health assessment, with common 
diagnoses missed

• Referrer often assumes attachment 
difficulties because of background 
history



Disordered attachment:
2 clinical sub types

1.    Inhibited/withdrawn

2.   Indiscriminately social/disinhibited

Based on phenotypes described by Barbara Tizard 
and colleagues, studying children raised in 
residential nurseries in London (Tizard 1977) and 
on earlier work in institutions/orphanages



DSM 5

1. Reactive Attachment Disorder

2. Disinhibited Social Engagement 
Disorder



Criteria for RAD (DSM 5)

• Experience of extremes in insufficient 
care – social neglect/deprivation; 
repeated disrupted attachments; rearing 
in unusual settings/institutions with high 
child to caregiver ratios

• Onset before age 5

• Developmental age of at least 9 months

• Does not meet criteria for ASD



Disinhibited social engagement 
disorder(DSM 5)

• Child must have experienced extremes 
of poor care, as in RAD, including 
limited opportunity to establish 
attachment relationships

• Assumption that pathogenic care is 
causative

• Note that disinhibition can persist even 
with improved care and attachment 
patterns



Attachment disorder versus 
disorganised attachment

• Disorganised attachment is also seen in 
high risk populations (> 60%)

• Most extreme end of insecure patterns

• Attachment behaviour is bizarre, 
inconsistent

• Is however directed towards selective 
carers



Dissociation
• A feature of longstanding, repetitive trauma

• Transient lapses in conscious awareness with 

amnesia

• Tends to be under recognised

• Develops into depersonalisation or derealisation, 

occasionally ‘multiple personality’ (DSM 5 

Dissociative Identity Disorder’

• Can be mistaken for psychosis

Great Ormond Street Hospital for Children
NHS Foundation Trust



Aims of treatment

• Treat identifiable psychiatric disorder

• Address educational difficulties

• Treat impairing developmental deficits

• Support families through education and 
involvement in treatment

• MUST help parents to manage behaviour as 
well as focus on sensitive responding



Treating attachment problems

• Essential to work with carers

• Improve sensitive responding based on 
education about attachment triggers 
and maladaptive patterns (Mary Dozier)

• RCT’s using video clips (Femmie Jueffer) 

and parent-child psychotherapy (Alicia 
Lieberman)



Changes in attachment over 
time

• Research using Story Stem 
representations (Jill Hodges et al 2009) 
show that changes occur over time but 
are superimposed on earlier attachment 
representations, which never entirely 
disappear



A modular approach to tackling 
developmental deficits

• Attachment

• Affect Dysregulation

• Social Competence

(Blaustein & Kinniburgh, ARC model, 2010. See also 
Marilyn Cloitre)



The ARC Framework

• Attachment;
– Caregiver affect management (focusing on the caregivers 

ability to recognise and regulate emotional experience)
– Attunement (the capacity of the caregivers and children to 

accurately read each others cues and respond effectively)
– Consistent response 
– Routines and rituals (developing predictable routines to 

increase a child’s perceived safety and help with self 
regulation)

• Self Regulation;
– Affect identification (building vocabulary for emotional 

experience)
– Modulation (the child's ability to tune in to and sustain a 

connection to internal states)
– Affect Expression (works to increase a child's ability to 

identify safe resources and communicate emotional 
experiences)



The ARC Framework

• Competency;
– Primary Components – executive function and self 

development (increasing a child's ability to 
effectively engage in problem solving, planning 
and anticipation. Working to develop the child's 
sense of self that is unique and positive and 
incorporates experiences from the past and 
present). 

• The final aspect of the ARC framework is ‘Trauma 
Experience Integration’ which aims to integrate all 
the range of skills developed during the intervention 
to support children in building a coherent and 
integrated understanding of self and for them to 
engage more fully in present life. 



Liaison with schools

• High level of undiagnosed learning difficulty

• Very high level of executive dysfunction relating to 
early trauma

• Attachment difficulties and emotional/behavioural 
problems impact on learning

• A risk that school will accept these difficulties as part 
of the picture, although accurate identification and 
intervention will help significantly and improve under 
attainment



Findings from our adoption 
research

• Most adopted children with mental health 
problems have not been assessed properly

• Poor understanding of the nature of their 
difficulties and how to treat them

• Difficult to access CAMHS

• Experience of CAMHS often unsatisfactory



Other factors affecting long term 
prognosis

• Genetic loading for mental illness

• Pre-natal influences (drugs, alcohol, 
stress)

• Multiply disrupted attachments

• Length of exposure to adversity

• Age of permanent placement



Final messages

• Attachment, trauma and neuroscience are all 
important but we mustn't overlook common 
psychiatric disorders which are very treatable

• There is a high level of unrecognised mental 
health need in this population which needs 
proper assessment and treatment. This will 
lessen the burden on families.



 margaret.dejong@gosh.nhs.uk

Attachment and Trauma Team
Great Ormond St Hospital



The Adolescent Brain
What can it tell us about mental health?

Rachael Lickley
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Adolescence may be a susceptible time for 
mental health problems to arise

Adolescence is a formative period

Progressive and regressive neurobiological 
changes

Adolescents are individuals



Roughly spans the second decade of life, 
thought to continue until 24!

(Sawyer et al., 2018)

“Storm and stress”…greater emotionality and more frequent 
and intense negative moods

            

(Larson et al., 
2002)

“…begins with the onset of puberty and ends with the assumption 
of a stable adult role” (Damon, 

2004)

Human Adolescence…

“…Is a period of physical, psychological and social transition 
between childhood and adulthood” (Spear, 

2000)



Conduct Disorder

• Adolescence is a key time for mental health problems

• 50% lifetime cases onset by age 14; 75% age 24

Adolescence and Mental Health

Mental Health of CYP (NHS, 2017) Kessler et al. 
(2005)

BBC News article 
(2018)



Structural

Adolescent Neuroscience

Functional

PlasticityConnectivity

Emotional reactivity
Emotion regulation



The Brain

Limbic system
Includes areas such as the 

amygdala, hippocampus and 
cingulate cortex. Responsible for 

saliency processing and 
implicated in emotional reactivity.

Linear development

amygdala

cingulate 
cortex

hippocampus

Frontal cortex
Carries out higher mental 

processes such as 
decision making, planning 

and emotion regulation

Protracted development



Structural
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Functional
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The Brain

Grey 
matter

White 
matter



Grey Matter Decreases

Grey matter volume decreases ~1.5% per year in 
adolescence
Highly region specific…

Blakemore (2018); Mills et al., (2014)



Structural Maturation

Gogtay et al., 2004

Structural MRI highlighting grey matter 
volume decrease in 4-21 year olds



1) Synaptic Pruning

Data from Huttenlocher & Dabholkar (1997); Replotted in Thomas & Johnson (2008)



1) Synaptic Pruning



1) Synaptic Pruning



1) Synaptic Pruning



Escalated myelination of cells during adolescence

2) White Matter Increases

Blakemore (2018); Mills et al., (2014)

Increases of ~1% per year during adolescence

More efficient networks

Speedier processing across 
cells

Fatty substance insulating 
cells

Lu & Sowell (2009)



Grey Matter Decreases

Blakemore (2018); Mills et al., (2014)
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Amygdala – PFC connections increase across typical development

Increasing Connectivity

Amygdala drives some connectivity reorganisation

Scherf et al., (2013)

Amygdala – PFC networks thought to form a regulatory circuit 

Functional connectivity during adolescence increases

Information flow across distant areas improves

Spear (2013)

Result of progressive/regressive structural changes

Supekar & Musen (2009)



A Tale of Two Regions

• Gee et al., (2013)

Amygdala and Pre-frontal cortex

Functional connectivity switch with age (4-22 year olds)

Fearful, happy or neutral faces

Participants respond only when they see a neutral face



Amygdala

Medial 
PFC

A Tale of Two Regions
Amygdala and Pre-frontal cortex

Activation to fearful faces vs neutral

Amygdala activity decreased with age

Increasingly negative correlation 
between amygdala and mPFC with 
age



A Tale of Two Regions
Amygdala and Pre-frontal cortex

Amygdala

mPFC

Amygdala

mPFC



Drawing it All Together

Casey et al. (2008); Steinberg, (2005)

Dual systems, a.k.a. ‘imbalance’ or ‘mismatch’ models

Prefrontal development protracted 
Maturity only at ~22 years

Limbic areas matured by adolescence

Emotion regulation not at the 
same capacity

Increased emotional salience



A Tale of Two Regions
Amygdala and Pre-frontal cortex

Bottom-up processes
Increased emotional 
reactivity

Progressive/Regressiv
e changes

Reached matured level
Top-down processing
Emotion regulation
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Cyberball Social Rejection Task

The participant is told:

 - that they will be playing with two other people over the internet

- to try and mentally visualise the ball game as much as possible

Williams et al. (2000)

Sensitivity to Social Rejection



Adolescents were more distressed…
They reported lower mood after rejection than adults

Sebastian et al. (2010)



…And showed differences in the scanner

• Functional MRI in 19 adolescents aged 14-16 vs. 16 adult controls

• All participants played Cyberball in the scanner

• The ventrolateral prefrontal cortex is involved in emotion regulation, but 
didn’t respond as much in the adolescent group during rejection.

Sebastian et al. (2011)



Does the model fit?

Casey et al. (2008); Steinberg, (2005)

Structural model map on to functional and behavioural changes

Emotion regulation not at the 
same capacity

Minimal recruitment from    
vlPFC in adolescent subgroup

Increased emotional salience

Report greater distress



Structural

Adolescent Neuroscience

Functional

PlasticityConnectivity



Adolescent Plasticity

Spear (2013)

Malleability of brain

Plasticity decreases with age

Adolescence period of heightened neuroplasticity

Opportunity for experiences to restructure brain

Example: Early life adversity

Fuhrmann, Knoll & Blakemore (2015)



Early Life Adversity
Latent Vulnerability

Adversity has a significant impact on 
brain development

Regions responsible for emotional 
regulation display decreased connectivity

Increases amygdala reactivity to 
emotive stimuli

Teicher et al., 
(2016)

Enhanced amygdala-PFC connectivity 
after maltreatment protected against 
mental health problems

Herringer et al., 
(2016)



Early Life Adversity
Latent Vulnerability

In unstable environments, the brain adapts to maximise evolutionary goals

Ellis et al., 
(2012) 

In the long-term, once adaptive behaviours may become maladaptive

E.G. increased emotional reactivity to stimuli

‘… adaptations or patterns of atypical calibration congruent with an early 
at-risk environment… are, however, poorly suited to more normative 

environmental contexts.’

Only for the short-term! 

McCrory & Viding, (2015) 



Neuroscience Caveat:
Role of Individual Differences

• Neuroscience research shows both progressive (e.g. white matter, 
connectivity) and regressive (e.g. grey matter) neurobiological 
changes during adolescence and that adolescents process things 
slightly differently than do adults.

•  Possible implications for a window of susceptibility or vulnerability 
for developing mental health problems.

• But, need to be careful not to solely focus on this and remember 
the role of individual differences.



Grey Matter Decreases



E.G. Regulating Emotions
Temporal Distancing task

SCENARIO

NOW

FUTURE

Participants were aged 12-22 years

Ahmed et al., (2018) 



NOWDISTANT FUTURE



Regulating Emotions
Temporal Distancing task

2. Aggression

• No age effects BUT found individual differences

1. Mental time travel distance



Applied: Frustration & Aggression

Frustration:

      “The state that emerges when 

circumstances

      interfere with a goal response”
Antecedent process to aggression

Reactive Aggression: 

      Provoked aggression to threat or frustration

      Peaks during adolescence

Induced frustration in 11-16 year olds



Applied: Frustration & Aggression
Regression:     Frustration 

           Age, Age2 and Reactive Aggression, Anxiety & SES

Age Beta = -.19    p = .081

Age2 Beta = .12     p = .284



Applied: Frustration & Aggression
Regression:     Frustration 

           Age, Age2 and Reactive Aggression, Anxiety & SES

Explains 34.8% variance

F(5,54) = 5.76,    p<.001
.034

.034



Conclusions

• The teenage brain is a work in  progress

• Neurobiological changes may allow a window of vulnerability for 
mental health problems

• BUT! Important to look at individual differences factors as well

• The teenage years come with both vulnerabilities and opportunities

• Important to acknowledge these differences
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Trauma in the ICU context

• PTSD increasingly recognised as a problem
• 1/5 of PICU-admitted children have a 

diagnosis of PTSD 6-12 months post discharge 
compared to 0 in paediatric-ward discharges 

• Also higher rates of PTSD symptoms not 
meeting threshold, especially avoidance (Rees et al 
2007)

• Quality of life poorer in children with PTSD 3 
months post PICU discharge (Colville & Pierce)



PTSD in parents

• ¼ parents have symptoms of PTSD within the 
first year post discharge (Knoester et al 2007)

• Very young children are highly dependent on 
parents to contain their psychological distress

• PTSD impairment in parents will affect their 
ability to provide this function (Shears et al 2007)

• High levels of parental PTSD correlates with 
child psychopathology post discharge (Shears et al 
2005)



Memory impairment and PTSD

• Factual recall may be impaired, in both adults 
and children (stress, anxiety, drugs)

• Memory fragmentation and confusion may 
contribute to PTSD developing

• Delusional memories including nightmares or 
hallucinations increase the risk of PTSD (Jones et al 

2001; Colville et al 2008)



Maladaptive cognitive strategies

• Avoidance perpetuates lack of cognitive 
processing

• Negative ruminations and dissociation 
similarly impair active resolution

• This contributes to the persistence of PTSD in 
a sub-group of people exposed to traumatic 
events



A trial of use of diaries

• GOSH research project trialling use of diaries 
with parents.

• Hypothesis that it would aid emotional 
processing and protect against PTSD.

• Poor uptake
• Poor follow up, influenced by post-traumatic 

avoidance
• Poor follow up is a feature of studies in the 

PICU population 



How can we help?

• Good psycho-education around the risks of 
PTSD: how to prevent, how to recognise and 
how to seek help

• Psycho-education and good management of 
delirium in PICU

• Routine screening for PTSD at discharge or 
follow up?



PTSD in under 6’s (DSM 5)

A. Traumatic event exposure
B. Recurrent, involuntary and intrusive 

distressing memories, dreams, flashbacks, 
sometimes triggered by internal or external 
cues

C. Persistent avoidance of reminder stimuli OR 
negative alteration in cognitions (shame, 
guilt, sadness, social withdrawal, diminished 
interest or participation in activities)



PTSD criteria (cont’d)

D. Alteration in arousal and activity such as 
irritability, hypervigilance, exaggerated startle 
response, problems with sleep and 
concentration

E. Duration more than a month

The full expression of symptoms may be delayed 
causing an apparent late onset.



Developmental aspects of PTSD 
presentations for young children

• Based on work of Michael Scheeringa and 
others

• Have for the first time been incorporated into 
diagnostic classifications – DSM 5.

• Should help recognition of PTSD symptoms in 
young children



Re-experiencing

• Post-traumatic play characterised by compulsively 
repetitive play patterns. Stereotypic, less 
elaborate and imaginative than usual play 

• Play re-enactment is a characteristic way of 
re-experiencing trauma for young children

• Nightmares may be devoid of traumatic content

• Flashbacks and dissociative episodes do occur in 
young children but are not always recognised.



Avoidance and alteration in cognitions

• Constriction of play

• Socially more withdrawn

• Restricted range of affect

• A general numbing of responsiveness rather 
than obvious avoidance may be more 
characteristic of young children



Regression

• Scheeringa described regression as common 
in traumatised infants and young children 
which is also our experience

• This may include loss of previously acquired 
language, a return to bed-wetting, anxious 
clinginess, aggression or the development of 
new fears such as fear of the dark. 

• This has not been incorporated into DSM 5 



In practice
what should we negotiate with commissioners?



In clinical practice 

• This is usually emphasized in safeguarding
• Awareness of the “non visible” trauma 

However
Same principles (may) apply to accidental/ medical 
trauma impact of illness 

Current Misleading concepts:
• Infantile Amnesia
• Normalizing (“it is normal to be stressed”)  



Do infants remember trauma?

• Are infants at risk of PTSD, too ?

• “Protective Factors” specific to this age group

• Does it depend on the trauma ?
– Emotional (abuse) versus accidental

– Single event versus chronic  



Are infants at risk?

Infantile 
Amnesia 

Lack of 
cognitive 
self (no 

theory of 
mind)

No speech/ 
non verbal

• Lack of 
explicit 
memory



Do we need to provide support / input for infants 
who are involved or subject to trauma?

• “Protective Factors” specific to this age group

• Would you make a difference between
– emotional trauma (including abuse) versus

– accidental physical trauma (RTA, fall from height 
etc)?

YOUR THOUGHTS?

Please discuss 



Why is infancy different?

• Definition in paediatrics: 0-12 months old

• Definition in psychology : up to 2 years old

This talk:

• We expand to early years (under 5 year olds) 
where principles apply to the whole age 
range….

 



Infantile (Childhood) Amnesia

infantile amnesia, 

• is the inability of adults to retrieve episodic 
memories (memories of situations or events, 
explicit memory) before the age of two to four 
years.



Cognitive self  (theory of mind)

• The development of a cognitive self is usually 
established between ages 3.5 -5yo (7yo) 

• It is also thought by some to have an effect on 
encoding and storing early memories.



The long-lasting influence of episodic infantile 
experiences and 

the paradox of infantile amnesia 1

Infantile amnesia (I A):
 the inability of adults to recollect early episodic memories

• IA is associated with the rapid forgetting that occurs in 
childhood. 

Research suggests 
• IA is due to the underdevelopment of the infant brain, which 

would preclude memory consolidation, 
• or to deficits in memory retrieval. 
Freud suggested:
IA result of the mind's attempt to repress memories of traumatic 
events (i.e. sexual abuse by caretakers) that occurred in the 
psychosexual development of every child



The long-lasting influence of episodic infantile 
experiences and 

the paradox of infantile amnesia 2

However:

Although early memories are inaccessible to 
adults, 

early-life events, 

• such as neglect or aversive experiences, 

can greatly impact adult behavior and may 
predispose individuals to various 
psychopathologies



The long-lasting influence of episodic infantile 
experiences and 

the paradox of infantile amnesia 3

It remains unclear how a brain that rapidly forgets, 
or is not yet able to form long-term memories, can 
exert such a long-lasting and important influence.  

C. M. Alberini and  A. Travaglia propose that 
infantile amnesia reflects a developmental critical 
period during which the learning system is learning 
how to learn and remember.
J Neurosci. 2017 Jun 14; 37(24): 5783–5795. doi: 
10.1523/JNEUROSCI.0324-17.2017



The long-lasting influence of episodic infantile 
experiences and 

the paradox of infantile amnesia 4

• Reduced volume of the hippocampal subregions 
CA3 or dentate gyrus correlates with childhood 
maltreatment and abuse (Teicher and Samson, 2016). 

• It has been proposed that most of these deficits 
are the result of the effects of stress (Bale et al., 2010) 

because

• many studies have focused their attention on 
determining the effects of severe or chronic stress 
on development (Meaney and Szyf, 2005; Blair and Raver, 2016).



Which Memory ?

1. Short term memory  (TBI, PTA)

2. Long-term memory 

Two main types: 

– explicit (or declarative) memory and 

– implicit (or procedural) memory. 



Memory

Explicit Memory:
Declarative memory (“knowing what”) is memory of 
facts and events, and refers to those memories that 
can be consciously recalled (or "declared")
Implicit Memory. 
Priming is the implicit memory effect in which 
exposure to a stimulus influences response to a later 
stimulus. It is a technique in psychology used to 
train a person's memory both in positive and 
negative ways



Implicit and Explicit Memory

The central role for differentiating these two 
systems:

 consciousness 

explicit memory needs conscious awareness 

…….and implicit memory does not 



Your thoughts?

• How would you manage to following cases?



Case examples 

•



Other Case examples 

All our retinoblastoma patients: 

• Diagnosis in infancy

• Effect of multiple GA on cognitive 
development…..



Thank you

• Discussion / Questions ?







Outline

–
•
•

–



http://www.bbc.co.uk/news/health-38220610



Sarah Galloway says being able to play piano again shows she is recovering



•

•

•



•

•

•

•

•
…



Sarah was rapidly sectioned by doctors, given a diagnosis 
of bipolar disorder and treated with anti-psychotic medication.

However, a chance blood test turned up, showing something 
unusual in her immune system.

That transformed Sarah's treatment, and she was given 
drugs to suppress her immune system.

She even had troublesome antibodies filtered out of her 
blood.
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Uncontrollable behaviour

•

–
–

•

–

–



A. Disturbance in attention (i.e., reduced ability to direct, focus, 
sustain, and shift attention) and awareness (reduced 
orientation to the environment).

B. The disturbance develops over a short period of time 
(usually hours to a few days), represents an acute change 
from baseline attention and awareness, and tends to 
fluctuate in severity during the course of a day.

C. An additional disturbance in cognition (e.g. memory deficit, 
disorientation, language, visuo-spatial ability, or perception).

DSM-5, Diagnostic and Statistical Manual of Mental Disorders, fifth edition.



The disturbances in Criteria A and C are not better explained 
by a pre-existing, established or evolving neurocognitive 
disorder and do not occur in the context of a severely 
reduced level of arousal such as coma.

There is evidence from the history, physical examination or 
laboratory findings that the disturbance is a direct 
physiological consequence of another medical condition, 
substance intoxication or withdrawal (i.e. due to a drug of 
abuse or to a medication), or exposure to a toxin, or is due to 
multiple etiologies.





Case K

• A 14 yr old girl 

• referred to PLT from PCCU
Hx
• Had stabbed herself 

1. at the base of the neck (closely missing major 
vessels) 

2. And her chest, causing pnuemo-mediastinum, some 
other minor cuts. 



Diagnosis?



Post surgery



Diagnosis?



Management 
• Metyrapone increased, but failed to decrease cortisol

• I/V Etomidate started in PCCU

• Radiotherapy of Pituitary considered but deemed not 
feasible

• Bilateral adrenalectomy with life long replacement of 
gluco- and mineralocorticoids

American Journal of Child and Adolescent Psychopharmacology 
(JCAP) in Feb 2012

“A role for Selective Serotonin Reuptake Inhibitors (SSRIs) in the 
management of residual cognitive dysfunction in paediatric 
Cushing’s disease”



Causes / Differential Diagnoses I

Acute infections 
•Urinary tract infection 
•Pneumonia 
•Sepsis 
•Viral infections 
•Meningitis 
•Encephalitis 
•Cerebral Abscesses
•Malaria. 

Prescribed drugs 
•Benzodiazepines 
•Analgesics e.g. narcotics 
•Anticholinergics
•Anticonvulsants 
•Steroids. 

Toxic substances 
•Substance misuse or withdrawal 
•Alcohol – acute intoxication or 
withdrawal 

•CO poisoning 
•Exposure to heavy metals 
•Barbiturate withdrawal. 

Vascular disorders 
•Cerebrovascular haemorrhage or 
infarction 

•Subdural haemorrhage 
•Subarachnoid haemorrhage 
•Vasculitis e.g. SLE 
•Cerebral Venous Thrombosis
•Migraines. 



Causes / Differential Diagnoses II

Metabolic causes 
●Hypoxia 
●Electrolyte abnormalities e.g. 

hyponatraemia and 
hypercalcaemia 

●Hypo - or hyperglycaemia 
●Hepatic impairment 
●Renal impairment 
●Cardiac failure or ischaemia. 

Vitamin deficiencies 
● Thiamine deficiency 
● Nicotininc acid deficiency 
● Vitamin B12 deficiency

Endocrinopathies 
● Hypo- and hyperthyroidism 
● Hypopituitarism 
● Hypo- or 

hyperparathyroidism 
● Cushing’s disease
● Porphyria 
● Carcinoid. 

Trauma 
● Brain injury. 

Epilepsy 
● e.g. post-ictal. 

Neoplasia 
 

Multiple aetiology 

Unknown aetiology – ASO ↑



Cases RLH
Jan 2014 – Dec 2015  

 13 cases

•6 females: 12yo -15 yo

•7 males: 5yo -16 yo

2016/17

7 cases



Underlying causes RLH cases
Encephalitis:

•Acute disseminated encephalomyelitis (ADEM) (1x )
•NMDA receptor antibodies (2x) 
•Mycoplasma antibodies (1x)
•E.coli sepsis (1x)

Graves disease (1x /or 2x?)

PANDAS/ Unknown (5)
 

•Epilepsy TLE (2x)

•TBI (2x)

•Cushing’s disease 2012 and 2014









Assessment

• Phenytoin levels 
– TIP: Medscape drug interaction checker!

• Observation on the ward 
• Video-telemetry 

• Gradually weaned off all antiepileptic 
medication apart from Carbamazepine 







2nd phase

16 yo 
Neuropsychology assessment repeatedly 
(and pre-surgey: overall functioning 3.5 yo)

Post neuro-surgery
Not manageable at home 
Recurrent crisis presentations to A&E 



Issues:
• Age  

– 16 yo chronologic age ←➔ 3.5 yo
– Transition ? Adult A&E?

• “Behavioural, not medical”
• “Does not have epilepsy anymore, so not for 

neurology”

Eventually admitted (4th time once examined )
• 2 carers  

– support withdrawn by CSC as “now medical” 



Outcome 
Roundtable 

•General paediatricians 
•Paediatric Neurologists (GOSH & RLH)
•Neurosurgeons 
•Neuropsychologists
•Paediatric Rehab team (OT and SALT)
•Inpatient Matron
•Joining Commissioners 

– Social Services
– CCG for integrated care

➔NEURO-REHABILITATION



Management

NICE guidelines "Violence & Aggression: short 
term management in mental, health, 
community settings" (May 2015) 
refer to mental health disorder based disturbances

Recommendations for CYP are similar to 
MH inpatient protocols:
de-escalation, mindful and trained 
restraining, .....Lorazepam)



Conclusion

•Observation observation .. 
•Stay open minded (embrace not knowing)
•Come to the table – even if clueless

MDT working!



Thank you


