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On the 18 Sept the topic discussed was:

After the trauma: recovery and resilience in young people

Information was presented by Charlotte Seymour (Family Therapist) and Dr Ruth Armstrong (Head of Child and Adolescent Clinical Psychology) 

Trauma can be Simple or complex, Simple being one single event like a Road Traffic Accident whiles Complex could be living in a situation with ongoing traumatic events (Developmental Trauma) 

Definition of trauma (DSM IV): PTSD arises after exposure to an extreme stressor which involves actual or threatened death, or injury or threat to physical integrity of self or others and the individual’s response involved intense fear, helplessness or horror. Even life saving treatments can be experienced as traumatic and cause PTSD e g tubes in premature babies and other medical procedures.
Symptoms could be Re-experiencing, Avoidance or Hyper-arousal symptoms experienced may suffer guilt, flash backs, nightmares, sleep problems, avoidance, dissociation, hyper-vigilance, increased startle response, decreased concentration, depression and aggression and increased arousal. In children also compulsive, repetitive, constrictive and joyless play, new fears, regression and loss of developmental skills. Duration of disturbance of at least one month. 

Normal memories of something that happened fade over time and are continually reconstructed. Traumatic memories are laid down under severe threat, re-experienced in the same vividness with the same somato-sensory details. These memories do not fade over time.

Consequences of untreated PTSD  

· PTSD does not go away without treatment. (Aberfan disaster survivors, Morgan et al, 2003). 

· Untreated PTSD can cause serious mental illness and emotional disorders. 

· Some ADHD type symptoms may be caused by undiagnosed PTSD hyper arousal. 

· Dissociated traumatic memories may cause dysfunctional behaviour (parent who hits their child stating they were hit as a child but ‘it never did me any harm’). 

· Parents may not be able to create safe attachments because of own trauma and associated difficulties 

· Implications in CAMHS to provide treatment for children with PTSD whose parents themselves traumatised. 

Factors that Foster Resilience 

· Good parenting, sensitively attuned to child from birth creates secure attachment

· Parents who are able to protect, provide comfort and set examples on how to cope 

· Good support from education 

· Experiences of success and competence, A ‘Tool-Box’ of coping skills.

Resilience is an Interactive Process consisting of individual Factors (beliefs, attitudes, behaviours, temperament, previous experience, age), Good attachments and Help and support.

What to do after a single or an ongoing traumatic and distressing situation:

Trauma treatment, NICE Guidelines (2005) recommend: Trauma Focused Cognitive Behaviour Therapy (TF-CBT), Eye Movement Desensitisation and Reprocessing Therapy (EMDR).

 

Trauma Focused CBT: helps create a narrative of the event, challenges faulty beliefs, from learning theory: Repeated telling of event habituates to the fear and reduces reactions/distress and top-down mainly VERBAL therapy.

EMDR therapy: processes emotions, sensations and cognitions related to memory of event, bilateral stimulation, utilises brain’s normal healing capacity. Therapist ‘gets out of the way’ and re-processing mainly NON- VERBAL and bottom-up model.
CAMHS Assessment: Definition and duration of problem, what has been tried, by whom and was it helpful, Family composition and history including trauma history, Legal framework, Child’s functioning: social, emotional, behavioural, educational and attachments, Full developmental history of child, Family functioning (Who else is traumatised?). 

CAMHS treatment involves Individual treatment for child (TF-CBT or EMDR), Family therapy, Medication in some cases and Networking.
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This new forum will �run quarterly. ��Its aim is to bring together all sectors, individuals and teams working at all the CAMHS tiers in Newham. 


�We hope to share knowledge and innovations, meet commissioners, develop collaborative networks, and share new information so that the Newham CAMHS website can be updated, and we �can ensure our local services are appropriate to the needs of children and young people in Newham.





This local conversation is a space where a variety of views can be expressed and exchanged, where difference and diversity is welcomed, and where new ideas can be co-evolved.





The next forum will be held on the mornings of 11 Dec 08


Young people’s mental health in Newham: three counseling organization.





Zephyr Devon, Newham Asia Women’s Project


Nicola Mansfield, Schools’ Counseling Service 


June Delmont, Drug and Alcohol Service for London Borough of Newham





10-12.15pm, Stratford Town Hall (lunch provided) 





Future meetings will be 12 Mar 09. The Forum will always commence at 10, & end   at at 12.30


The forum will be supported by the CAMHS Commissioning Manager, Dipti Morjaria and the CAMHS Commissioners. The forum will also be a place where suggestions can be made for the CAMHS website


followed by lunch.











Come along, make sure your view is heard & enjoy the chance to meet others working in CAMHS in Newham.











