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1. Foreword

This discussion paper has been prepared by DDP Connects UK in response to the
changes being considered for the provision of therapeutic support for adoptive families
and those caring for children under special guardianship and child arrangement orders.
We recognise the importance of reviewing the Adoption and Special Guardianship
Support Fund (ASGSF). This fund has enabled direct therapeutic interventions for
children and young people and equipped carers and parents to respond to the complex
needs presented by the children since May 2015. However, recent changes to the fund
have created considerable concern for families and practitioners about the capacity of

this fund to meet the complex and long-term needs of the children and families.

We therefore welcome a review of existing support and would like to offer some views
based on the considerable experience that members of DDP Connects UK have in

providing therapeutic support to care-experienced children, young people, and their



families and the networks that support them. We would welcome an opportunity to

collaborate in relation to these discussions.
In preparing this paper we have read the following reports:

e Securing the future of the ASGSF. Adoption England, June 2025

e Increasing access to evidence-informed mental health service provision for
children in care in England. Hiller et al, 2025

e Far, Far Beyond The Adoption Order: Lessons from lives impacted by trauma.
The Potato Group, 2025.

e The Adoption Barometer: A stocktake of adoption in England, September 2025.

2. The Adoption and Special Guardian Context in England

Current reports such as the ones listed above reveal the high level of need
of adoptive families in England at this time. Whilst there are not similar
reports regarding Special Guardianship that we know about, it is likely that
similar if not more complex challenges are also present for these families.
A substantial proportion of these families are struggling to have their needs
understood and met. This means that current services and funding is not
sufficient to support them with the daily challenges that they are facing.
These often include significant and multi-layered social, emotional,
developmental (including neurodivergence) and behavioural difficulties that
are impacting mental health and psychological functioning. To create
successful and healthy new families we need to consider the needs of the

children, the parents/carers and other family members.

3. Who are we?



3.1. What is DDPI Worldwide and DDP Connects UK?

DDPI Worldwide was set up in order to support the development of DDP (therapy,
parenting and practice). This includes certification for practitioners and organisations,
model fidelity and developing an evidence base to ensure that DDP is delivered to the
highest standard possible.

DDP Connects UK and Ireland is a Community Interest Company established to support
the delivery of DDP across the UK and Ireland, working closely with DDPI Worldwide.
Many past and present DDP Connects UK directors were early implementers of jointly
commissioned, graduated and integrated models of mental health and psychological

support for care experienced children and young people.
3.2. What is DDP?

In this section, we provide a brief overview of the DDP model to illustrate the experience
that the DDP community can offer to policy reviews of the therapeutic support needs of

adoptive and special guardianship families and how these needs can be supported.

Dyadic Developmental Psychotherapy (DDP) was developed by American clinical
psychologist Dan Hughes as a way of working with children living in and adopted from
care who had early experience of developmental trauma (Hughes, Golding & Hudson,
2019; Hughes & Golding, 2024). This model emphasises the importance of supporting
children’s mental health challenges within the context of the environments and systems
they have and are currently living within. This recognises the impact of trauma resulting
from exposure to abuse and neglect, relational disruptions caused by separation and
loss, developmental difficulties stemming from disrupted care and secondary impacts on
the caregivers. The complexity of need means that therapeutic interventions need to
move beyond traditional therapies focusing on the presenting mental health difficulty
alone, to also consider the spectrum of need presented by child and family. The DDP
model provides a range of therapeutic principles that inform packages of interventions
for the child and family. These have a relational focus, strengthening the child’s trust
and security with caregivers and providing a base for successful intervention with the

range of mental health difficulties they are presenting.



Since its origin in the 1980s DDP has also developed a therapeutic parenting model
(Dyadic Developmental Parenting). This supports caregivers to parent the child in a way
that supports their development, whilst also addressing the fear and lack of security
children often experience within the parenting relationship as a consequence of harmful

past experience of being parented and the subsequent separation and loss of parents.

The practice model (Dyadic Developmental Practice) additionally expands the use of
the DDP principles with the professional network, working within school environments,

social care settings, and supervisory and management relationships.

DDP always sits within a systemic context. This includes the culture, experience and
identity of the children, families and practitioners. The DDP model encourages
exploration of these so that interventions are adapted for the unique child and family.
This extends beyond developmental trauma to also consider other forms of adversity,
trauma, oppression, marginalisation and discrimination the child and family have been

exposed to.

This brief overview demonstrates that DDP is more than a therapy model. It is a model
that has developed specifically to work with care experienced children, their families,
and those supporting them. Mental health interventions are provided alongside
parenting support, advice to schools and support for social care practitioners. This
practice model considers the range of challenges that the child, family, and school are

experiencing.

The complexity of this model presents a challenge to the development of an evidence
base. This base is building, including qualitative and quantitative studies, small scale
reviews, and comparison trials focusing on the therapy, parenting and education
support. This is summarised in chapter 11, Hughes, et al, (2024), and in chapter 12,
Hughes & Golding, (2024). The first comprehensive NIHR funded randomised control
trial of DDP therapy is currently approaching completion and is expected to report in
2026.



The DDP Institute Worldwide (DDPIW) is set up to oversee the development and
practice of DDP, ensuring quality standards with robust training and certification
processes for the range of practitioners who are trained to provide DDP interventions
including Clinical Psychologists, Psychiatrists, Social Workers, Occupational Therapists,

and Psychotherapists.

The Racial Equity and Social Justice Committee is set up to oversee the work of
DDPIW. This recognises the diverse needs of care experienced children and their
families which needs a diverse workforce to provide relevant and sensitive interventions
considering the intersectional identities which impact on need. This includes the impact
of trauma, race, heritage, sexuality and gender, neurodiversity, and religious
background. In 2024, DDPIW held an international conference focusing on how DDP
works with intersectional identities and a book is currently in preparation following on

from this.

This brief description of DDP is provided to demonstrate the wealth of experience that
the DDP community holds in supporting care experienced children. We, alongside
colleagues working within other relevant and complementary therapeutic models,

welcome opportunities to discuss the needs of this population.

4. What does a therapeutic adoption and special guardianship

support model need?

Here we offer some considerations when developing a therapeutic support model for

care experienced children.
4.1. The need for trauma-informed/trauma responsive interventions.

We welcome the focus on services (including schools) and interventions being trauma
informed and trauma responsive. However, it is often unclear what is meant by these

terms, and full definitions are not always provided.



4.1.1. Definitions of trauma

The experience of an event or events that involves actual or threatened death or serious
injury; or witnessing such an event to another person; or learning about unexpected or
violent death, serious harm; or threat of death or injury experienced by family or close
friends and the response to these events is intense fear, hopelessness or horror (DSM
IV, American Psychiatric Association, 2000). This includes the experience of emotional
abuse, major losses or separations and degradation and humiliation. Trauma is
described as complex when an individual is exposed to multiple traumatic events with
an impact on immediate and long-term outcomes. See also the comprehensive

definitions provided by the UK trauma council (Trauma - UK Trauma Council)

Complex trauma that is chronic and prolonged, experienced in childhood with early
onset, and occurs within the family with an impact on development is sometimes

described as developmental or relational trauma (van der Kolk, 2005).
4.1.2. What does trauma-informed or trauma responsive mean?

It is important to understand the experiences of care experienced children when
developing services or interventions. There is a well meant desire to make these

trauma-informed/responsive. We offer the following thoughts for consideration.

e |[s this a narrow focus on the developmental and potentially traumatizing
experience that brought care-experienced children into care?

e In being trauma-informed/responsive are the wide range of potentially
traumatizing experiences that can impact on the children considered, including
those that arise from marginalisation and oppression?

e Are the potentially traumatizing experiences by past and current parents
considered?

e What importance is given to the potentially traumatizing transgenerational

experiences that can be passed on within families?

In being ‘trauma-informed/responsive’, we understand that there is a motivation to

support healthy child development and reduce or mitigate the impact of potentially


https://uktraumacouncil.org/trauma/trauma

traumatizing experiences.This requires a transformation, moving the child from recovery
to resilience. A consideration of how trauma-informed and responsive can become
trauma-transformational needs to consider how potentially traumatizing experience is
impacting on current functioning in its fullest and broadest sense, and to support
children to fundamentally change the way they view themselves, including themselves
in relation to their experiences and in relation to sense of self and others (See Tucci,
Mitchell, Porges & Tronick, 2024).

4.2. The need to challenge myths that have developed

There are a range of myths that can negatively impact the services that are developed
and provided to children and families. Any model of therapeutic support needs to be

mindful of these myths.
4.2.1. Adoption and special guardianship as ‘happy ever after’.

Having found a family for the children, there continue to be many struggles as the
potentially traumatizing experiences the child has lived through impact on the current
family relationships. These potentially traumatizing experiences include abuse and
neglect, but also the many relational disruptions and losses that children can experience
as they lose their birth family and subsequent foster families alongside loss of schools,
peers, friends and community. When they arrive with a family for life, they often have no
concept of families lasting and are waiting for the next anticipated move. Helping them
to feel secure and develop trust can be a long, complex and skilled process which

needs to be central to the therapeutic support being offered.

4.2.2. Therapy for the child will fix the problems that have arisen as a

consequence of this early experience.

This belief positions the problem within the child and overlooks the needs of the
families, practitioners and communities that are supporting this child. Therapy is a
complex process that can transform trauma into resilience, but only when it is delivered
on a strong foundation of a secure family and resilient schools and community

resources. The notion of needing a village to raise a child is not wrong.



A focus on therapy as fixing the child, can assume that all children are ready for therapy
at a time and place decided by the adults. Therapy needs to be delivered at a pace that
child and family can manage, with sufficient time to increase security and build trust in
relationships. Children can be helped by therapy but recognising that children don't live,
develop or function in isolation from their environment, means that we must also pay
attention to how we recognise and meet the needs of the adults responsible for

supporting them on a day to day basis.

4.2.3. When children do not respond easily or quickly to the support being

offered, there must be something wrong in what the parents are doing.

The problem becomes positioned in the parents and the impact of the current situation
or context and the wider and long-term needs of the child, parents and others
supporting the family are ignored.This can also lead to children and parents being
passed between services e.g. CAMHS and Adoption Support and Neurodevelopmental
services as each struggle to identify discreet aspects of a child or family’s challenges
rather than being able to hold the multi-dimensional and multi-layered nature of the

difficulties.
4.2.4. Longer term interventions make parents dependent on services.

We suggest that it is unhelpful to mix-up dependency and need. It feels important to
notice that dependency doesn’t increase by meeting need. Neither does need go away

if we withdraw services to try to increase independence.
4.2.5. The need to come back for more therapy means the initial therapy failed.

When potentially traumatizing experiences were multiple, repeated, chronic or pervasive
in nature, or where these experiences occurred in the context of early child development
and significantly disrupted core developmental milestones or functions, the child (or
family) may not be in a place of readiness to work through all of the issues in one go.
Similarly, ongoing contextual issues may mean there is not enough psychological safety

to undertake all the aspects of the work that needs to be done. In addition, as children



move through different developmental stages and different processes of maturation,
their relationship to their trauma narrative can change or be re-triggered. Developmental
trauma requires a developmentally sensitive approach. This may appropriately require
different periods of therapy, with different (or deeper) phases or focus at different

stages of life or as the context changes.
4.3. The need to consider therapy as part of a longer-term intervention.

With low resources and tight budgets, it is understandable that short-term solutions are
sought to meet the needs of the children and families. If these solutions existed, then
more children could benefit with lower resources. However, complexity does not lend
itself to short-term solutions. Bringing a child impacted by trauma into a new family
dynamic is a journey of joys and challenges. If the challenges are adequately
supported, then the joys will increase. This requires the combined resources of social
care, education and health services, all informed by a good understanding of trauma,
relationship difficulties, mental health difficulties and educational and neurodivergent
challenges. Parents and caregivers need support to find ways to successfully parent the
child and to understand the impact parenting the child is having upon themselves, and
how this reciprocal impact changes and evolves at different developmental stages.
When children live within environments that understand and can meet their needs, they
will feel safer and be more open to therapeutic interventions that can address the

mental health problems they present.

5. How can a support model meet the mental health needs of the

children?

5.1. Understanding the needs of the children

The mental health needs of children need to be identified and understood. This however
should not be at the expense of understanding the spectrum of need that a child

presents with. Care experienced children have an increased likelihood of mental health



difficulties, alongside the impact of potentially traumatizing experiences, lost, disrupted
and broken attachment relationships and neurodivergent challenges. Taking all of this
into account and tailoring interventions to meet the range of needs is important based

on a good understanding of the complexity of need the child presents with.

This highlights the importance of formulation alongside diagnosis. Diagnosed difficulties
can then be made sense of within this complexity. This needs to encompass past and
current experience and consider challenges within the home and school and the context
of the systems (health, social care and education) that the family is impacted by.
Thorough assessment and formulation can lead to bespoke intervention packages,
including mental health and social care interventions, support with relationships, and
appropriate support for schools. This means that the full range of need is considered.
(Golding, 2024)

The danger of overlooking this complexity and context is that there is too much focus on
single symptoms without attention to the context in which the child is living and

functioning within.
For example:

e What in utero experiences present or contribute to a risk of developmental
vulnerabilities?

e \What early experiences of being parented presents a risk of developmental
vulnerabilities?

e How have in care experiences and the move to adoption or special guardianship
added to these vulnerabilities? This will include further separation and loss
(family, pets, school relationships etc) leading to disrupted attachments and
exposure to a range of parenting styles.

e What are the secondary risk factors for developmental vulnerability because of
the journey into and out of care, including not having a coherent narrative, not
having opportunities to integrate experience, fragmented relational experience,
loss of opportunities to develop regulation, mentalisation, and impulse control

supported by a consistent caregiver from infancy?



There is a need for a broad frame of reference for conceptualising need and guiding
assessment, formulation, diagnosis and choice of interventions. A mental health model
is at risk of locating the problem within the child whilst a developmental trauma model
can place too much focus on the impact of trauma and attachment disruptions,

overlooking other mental health, developmental or neurodiversity needs.

‘Child development’ might present a more encompassing frame of reference which
acknowledges all impacts on the child’s development including past and current
experience, mental health, parenting, intersecting experiences of marginalisation and

oppression, genetic inheritance, in utero exposure and neurodivergence.

This can then lead to an intervention plan which combines direct and indirect work as

needed to meet the therapeutic needs of the children and families.
5.2. Direct work

Direct work describes interventions that are provided directly to the child. This can be
with or without the involvement of parents, although we would recommend that parents
are included so that they have increased understanding about how to support the child

at home. The level of involvement of parents will differ between different interventions.

There are a range of therapeutic interventions that can be helpful in meeting the
therapeutic needs of the children. Some of these will be targeted at an identified mental
health difficulty. For example, Complex CBT and EMDR are both interventions that are
helpful to address symptoms of PTSD and complex PTSD. Others, with full involvement
of current parents, have a role in helping the children to feel increased security and trust
in being parented, providing a foundation for developing a coherent narrative of
experience and integrating this experience to reduce the fragmentation that the child
experiences. DDP and Theraplay are examples of interventions that focus directly on
the development of safety and trust in being parented. Other interventions provide more
fundamental support to the child’s development. For example, sensory integration
interventions that consider the role of early experiences on the underdevelopment of the

sensory systems.



We suggest moving away from either/or in the consideration of therapeutic
interventions. Adopted children and children being cared for through Special
Guardianship Orders are likely to benefit from packages of interventions to address the
complexity of need. There does need to be consideration of the timing of these different
but complimentary interventions. This highlights the importance of careful and thorough

multi-disciplinary assessment.

We note the recommendation for developing a mental health practitioner role to
facilitate direct work (see Hillier et al, 2025). This role can be useful as part of a
multi-agency team. Consideration of the limitations of this role also needs to be
reflected on. Typically, mental health practitioners have been trained in a single model
which considers the presenting issue through a single modality lens. This runs the risk
of focusing too much on direct clinical work with the child and overlooking the needs of
caregivers, teachers and social workers who need help to understand and support the
mental health needs of the children. This can further isolate the child and exacerbate

their experience of being responsible for their own problems.
5.3. Indirect work

Indirect work includes interventions that are targeted at supporting those adults who are
caring for and supporting the child. This includes parents, teachers, social workers and
mental health workers. Consultation models have been developed to support this
indirect work (Dent & Golding, 2006; Golding, 2004; Hudson, 2006). There are also
parenting programmes that have been developed specifically for parents caring for
children impacted by developmental trauma (Golding, 2014; Golding 2017; Redfern et
al, 2018; Page & Swann, 2021).

Indirect work is an essential part of packages of intervention which work towards
helping children live and thrive in developmentally supportive environments. Such
environments are important so that children can benefit from the direct work provided

for them.



6. What type of model is needed?

We understand the challenges in setting up multi-disciplinary and multi-agency teams,
and understand that this needs careful thought. This challenge has been met in the past
with multi-agency working with joint commissioning and governance, service level
agreements and clear key performance indicators, learning from this experience might
be helpful (Golding, 2010; Golding, 2014).

7. How can we develop an evidence base for the interventions

provided by the support model?

Care experienced children and their families deserve evidence and research -based
interventions, which have been developed through creative thinking and a sound
understanding of theory. Too narrow a focus on randomized control trial evidence can
limit the interventions available as these studies are less suited to complex,
multi-faceted interventions. We recognise and support the desire to move beyond a
narrow focus on therapy, with interventions targeted at children, caregivers, and

practitioners. This requires more thinking about how to develop an evidence base.

Complexity needs complex solutions. Skivington et al, 2021, p2, describe a complex

intervention as:

‘An intervention might be considered complex because of properties of the intervention itself,
such as the number of components involved; the range of behaviours targeted; expertise and
Skills required by those delivering and receiving the intervention; the number of groups, settings,

or levels targeted; or the permitted level of flexibility of the intervention or its components.’

Interventions for care experienced children need complex packages of timely interventions to
meet their mental health, social care and educational needs. Parents and practitioners
supporting these children also need interventions to help them understand and support the
children successfully. These packages of interventions need to be provided by highly skilled
practitioners with a very good understanding of mental health, emotional well-being, trauma,

and intersectional identities.



Skivington et al (2021) suggest that researching efficacy needs to consider the complexity of the
intervention’s components and its interaction with the context within which the intervention is

being provided. This requires a range of research methods, both qualitative and quantitative.

‘For intervention research in healthcare and public health settings to take on more challenging
evaluation questions, greater priority should be given to mixed methods, theory based, or
systems evaluation that is sensitive to complexity and that emphasises implementation, context,

and system fit.’
(Skivington et al, 2021, p5).
Developing an evidence base therefore requires:

Understanding the efficacy and effectiveness of interventions that are applied in a range of

therapy and non-therapy situations.

Exploring how these impact on the child, family, and the systems they are interacting with,

including schools, social care and health networks, youth support and youth justice systems.

8. Conclusion

Our care system is in a crisis. Foster carers are becoming harder to recruit, and we see
children as young as six being placed in residential care. When they respond badly to
these inappropriate environments they are then deemed ‘unfosterable’. We are aware
that adopter activity is at its lowest for five years.This means less adopter registrations,
less adopter families with a child matched and placed, and less adopters awaiting
approval.The gap between children waiting and approved adopters is the largest it has
been for five years (DfE, July 2025). Understanding the complex needs of adopting
children from care and fears of insufficient support will potentially further impact on the
numbers coming forward to adopt. Special guardianship orders have increased this
year, and grandparents remain the largest group of special guardians with an increase
in the over-60 age group (DfE, July 2025). The support needs of special guardians

remain high including the additional complexity of caring for a family member.



Adoption and special guardianship are needed for these children but only if the support

needs of these families are fully understood and met will these be successful.

Reforming the adoption and special guardian systems is welcome. The support fund is
only a small part of the solution to supporting these families. However, the fund has
offered a lifeline to many families, and this has secured the future for many adopted

young people.

The NHS long term plan and social care reforms have recognised the importance of
strengthening families, early intervention & prevention, increasing trauma-informed
practice and reducing health inequalities. These initiatives are essential for adoptive and
special guardianship families affected by the ongoing impact of significant early
childhood abuse, neglect, maltreatment and attachment disruption. Whilst mainstream
services do not adequately recognise and respond to these needs the additional

support of the ASGSF remains vital.

The consequences of not getting this support right will be severe. These will be met by
the personal and emotional cost of the children and families, and the future financial
costs of the children grown into adults who will continue to need social care support,
and unfortunately at times prison services, as the traumas they carry continue to make

their impact.
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10. Summary of recommendations

e There is a high level of significant and multi-layered social, emotional, health and
educational needs for children living in adoptive and special guardianship homes.

e To meet need, support and interventions are needed for the children, parents,
other family members and the practitioners supporting them.

e DDP Connects UK welcomes an opportunity to contribute to discussions about
meeting the needs of this population.

e Developing trauma informed/responsive services requires an understanding of
how trauma can be transformed.

e Any development of services needs to understand and challenge myths that
have arisen about what adoption and special guardianship offers children, what

therapy can and cannot do, how we understand longer term interventions and
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how we ensure we are supporting and not blaming parents when there is slow
progress.

Short term solutions focused narrowly on the child do not meet the complex
needs of the children and their families.

We need to understand the spectrum of need, with good assessment and
formulation alongside diagnosis, taking into account the full context impacting on
the family.

Thorough assessment and formulation can lead to bespoke intervention
packages, including mental health and social care interventions, support with
relationships, and appropriate support for schools.

There is a need for a broad frame of reference for conceptualising need which
neither locates the problem solely within the child nor overemphasizes the impact
of trauma and attachment disruptions.

‘Child development’ might present a more encompassing frame of reference
which acknowledges all impacts on the child’s development.

Direct work with children can target identified mental health difficulties, support
for development and help the children to experience increased security and trust
in being parented. This requires packages of intervention instead of single
interventions.

A focus on direct clinical work with the child should not be at the expense of
meeting the needs of caregivers, teachers and social workers to understand and
support the needs of the children.

Packages of intervention need to include direct and Indirect work so that children
can live and thrive in developmentally supportive environments.

In determining the model of services for care experienced children and their
families we can learn from the past experience of setting up successful services.
In developing an evidence base of what works for care experienced children and
their family we need to consider complexity requiring a range of qualitative and

quantitative research methods.



