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1. Attachment Definition
We are all born with attachment-seeking behaviours such as crying, clinging, imitation
and smiling. These behaviours are designed to keep carers close ensuring that the
baby’s needs for survival, safety and sensitive care are met. Attachment is a process.
When a baby needs something – food, comfort, play – he feels stressed and signals his
discomfort through, for example, crying, seeking to have his needs met. Parents/carers
‘tune in’ (attune) to their baby’s unique cries and signals for different needs. This
ongoing attachment process in the first few years of life is crucial in shaping how we
grow and develop through childhood and into adulthood – neurologically, physically,
emotionally, socially and psychologically. What happens to us in the womb also
contributes to our resilience or vulnerability.
Research informs us that a child’s first attachments are vitally important; he or she needs
to feel loved and special. Children whose needs have been met in a sensitive, loving
and timely way by their primary carer – described as secure attachment – have a sense
of trust and confidence in themselves. Securely attached children do better at school
and are likely to be good at making friends. Their early attachments help them to form
close relationships later in life. They grow up knowing that when they need something
someone will help them.
There can be barriers to secure attachment – within the child, within the parent, within
the environment. Children whose early experiences of attachment have been less
optimal can have insecure or disorganised attachments. These children will potentially
be more vulnerable with respect to coping with future relationships and life events.
As an employee you will be aware of how early childhood experiences will have affected
the way in which children have grown and are able to understand the world around them,
and will be able to empathise and communicate with children in a way they are able to
understand and respond to, informed by your understanding of the significance of your
own attachment relationships.
2. The Impact of Trauma on Early Childhood Development
Research has shown us that traumatic experiences hold the potential of strong and
lasting impact on the normal development of a child’s brain. During early childhood, the
brain is developing the framework for learning, planning, making connections, and
abstract thinking. When the architecture of that framework is impacted by trauma, there
can be adverse effects to the cognitive capacity, emotional experiences, and ability to
manage and control their behaviours, ultimately impacting their interpersonal
relationships. The significance of this is even stronger when you consider that 47% of
children experiencing trauma do so by the age of 5.
While trauma can impact any child, children involved in child welfare are at a much
higher risk of experiencing trauma and its consequences. This is in part due to the
complex nature of the trauma, stemming from their primary attachment figures (traumatic
loss, separation, intimate partner violence, impaired caregiver, emotional abuse, neglect,
physical abuse, and sexual abuse), and also because of the chronicity of traumatic
experiences for many in the child welfare system.
Adults may see young children adapt to these repeated traumatic events and
experiences with behaviours that are sometimes confusing and displaced. Young
children can learn at a very early age how to cope with trauma and may present with
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behaviours or actions that are often misinterpreted by adults. For example, a child may
present very clingy with a caregiver but is unable to calm down when the caregiver tries
to comfort him. The child becomes more upset and may hit or push away the caregiver,
refusing to accept comfort. The caregiver responds by putting the child down; the child
then tries to climb back up onto the caregiver’s lap. Children who have experienced
trauma in their early developmental years are more prone to perceive threats in their
environment, exhibit impulsive or inhibited behaviours, and have difficulty trusting others.
Most traumas experienced by children under the age of 5 are not explicit and instead are
held in the body and can result in physical sensations, distress, and dysregulation. The
impact on children exposed to early trauma can be reflected in developmental delays. A
national survey conducted of children in the child welfare system found that 35% of
children who experienced trauma had developmental delays in the following areas:
 motor skills;
 speech and language development;
 emotional/behavioural regulation;
 and cognitive functioning

3. Context
Children are born with a range of innate behaviours to maximise their survival. Among
these is attachment behaviour, which allows the child to draw their primary caregivers
towards them at moments of need or distress. Children whose caregivers respond
sensitively to the child's needs at times of distress and fear in infancy and early
childhood develop secure attachments to their primary caregivers. These children can
also use their caregivers as a secure base from which to explore their environment. They
have better outcomes than non-securely attached children in social and emotional
development, educational achievement and mental health.
Early attachment relations are thought to be crucial for later social relationships and for
the development of capacities for emotional and stress regulation, self-control and
mentalisation. Children and young people who have experienced insecure attachments
are more likely to struggle in these areas and to experience emotional and behavioural
difficulties. Attachment patterns and difficulties in children and young people are largely
determined by the nature of the caregiving they receive. Attachment patterns can be
adaptations to the caregiving that they receive from all primary caregivers, including birth
parents, foster carers, kinship carers, special guardians and adoptive parents. Repeated
changes of primary caregiver, or neglectful and maltreating behaviour from primary
caregivers who persistently disregard the child's attachment needs, are the main
contributors to attachment difficulties.
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4. The Challenge: Assessing and Identifying Attachment Difficulties.
The terms attachment disorder and insecure/disorganised attachment behaviour are
often confused and wrongly used interchangeably. Attachment disorder is a recognised
mental disorder that affects a very small minority of children experiencing significant and
severe attachment problems.
Insecure/disorganised attachment occurs much more commonly and is an indicator of
possible dysfunction in a child's attachment system that can lead to poor outcomes,
particularly in the case of disorganised attachment. Using terms consistently is important
so that professionals can communicate effectively and commissioners or service
managers can plan care appropriately.
Being able to assess attachment problems may also be helpful for staff working regularly
with a child in order to establish whether an intervention has been successful or if more
support is needed.
A recent systematic research review concluded that there are no quick or easy measures
of attachment available for children. Although a variety of assessment measures are
available they are time consuming and are usually only used in a clinical or research
context. They are not necessarily suitable for front line professionals attempting to make
rapid assessments when children are at risk, although they can be very useful as part of
a rigorous assessment and intervention programme.
However, there are some well-acknowledged signs and symptoms of insecure and of
reactive attachment difficulties that could, potentially indicate the likelihood of early
attachment and/or trauma. Observational evidence could and should be noted, written
up, and gathered over time that can start to build an awareness that trauma or early
attachment difficulties may be affecting a child.
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5. Examples of Signs and Symptoms of Potential Insecure Attachment in Infants and
in Young Children:











Avoids eye contact
Doesn’t smile easily or often
Doesn’t reach out to be picked up
Rejects your efforts to calm, soothe, and connect
Doesn’t seem to notice or care when you leave them alone
Cries inconsolably
Doesn’t coo, make sounds or initiate reciprocal conversation consistently
Doesn’t follow you with his or her eyes
Isn’t interested in playing interactive games or playing with toys
Spend a lot of time rocking or comforting themselves

It’s important to note that the early symptoms of insecure attachment are similar
to the early symptoms of other issues such as ADHD and autism.

6. Signs and Symptoms of Reactive Attachment Disorder
Children with reactive attachment disorder have been so disrupted in early life that their
future relationships are also impaired. They have difficulty relating to others and are
often developmentally delayed. Reactive attachment disorder is common in children who
have been abused, bounced around in foster care, lived in orphanages, or taken away
from their primary caregiver after establishing a bond.
7. Common Signs and Symptoms of Reactive Attachment Disorder


An aversion to touch and physical affection. Children with reactive attachment
disorder often flinch, laugh, or even say “Ouch” when touched. Rather than producing
positive feelings, touch and affection can then be perceived as a threat.



Or, the opposite can occur, and children can be quickly and inappropriately
affectionate with relative strangers



Control issues. Most children with reactive attachment disorder go to great lengths to
remain in control and avoid feeling helpless. They are often disobedient, defiant, and
argumentative.



Anger problems. Anger may be expressed directly, in tantrums or acting out, or
through manipulative, passive-aggressive behaviour. Children with reactive
attachment disorder may hide their anger in socially acceptable actions, like giving a
high five that hurts or hugging someone too hard.



Difficulty showing genuine care and affection. For example, children with reactive
attachment disorder may act inappropriately affectionate with strangers while
displaying little or no affection towards their parents.
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An underdeveloped conscience. Children with reactive attachment disorder may act
like they don’t have a conscience and fail to show guilt, regret, or remorse after
behaving badly.



All of the above potential signs and symptoms are only potential warning indicators,
and would need to involve additional screening assessment/s and gathering of
information.

8. Observations
In addition, good in-depth behavioural observations can be very useful evidence, and
should be provided as a part of the evidence gathering assessment process.

9. Recommended Screening Assessments to Consider





Leuven Scale – Appendix A
Boxall Profile (for use with nursery and school-age children, to be completed by an
Early Years Support Officer and a Nursery/Croiligan staff member who knows the
child well) – Appendix B
Staff Attachment Good Practice: 24 S’s, or a way of caring for children who have
experienced neglect, abuse and multiple losses. A great list of Do’s and Don’ts from
Dr. Dan Hughes, Attachment Therapist – Appendix C

Please contact our service if you require consultation any case wherein you are
considering that there may be attachment and or trauma-related concerns:
Tel: 01851 822736

E-mail: s.finlayson@cne-siar.gov.uk
s.kane@cne-siar.gov.uk
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Appendix A
THE LEAVEN WELL-BEING AND INVOLVEMENT SCALES
The tool has been developed by a team based at the Research Centre for Experiential education (Leuven University –
Belgium) under the supervision of Dr. Ferre Laevers. The tool focusses on two central indicators of quality early
years provision: children’s ‘well-being’ and ‘involvement’. Well-being refers to feeling at ease, being spontaneous and
free of emotional tensions and is crucial to good ‘mental health’. Well-being is linked to self-confidence, a good
degree of self-esteem and resilience. Involvement refers to being intensely engaged in activities and is considered to
be a necessary condition for deep level learning.
Using the Assessment of Well-being and Involvement Scales
Laevers has created a 5 point scale to measure both well-being and or involvement, it is likely a child’s development
will be threatened. The higher the levels of well-being and involvement we can achieve for the child, the more we can
add to the child’s development. When there are high levels of well-being and involvement, we know that deep
learning is taking place.
The evaluation starts with assessing the levels of well-being and involvement using the tables. The procedure is
simple and can be compared to ‘scanning’. Observe the children individually or as a group for about two minutes then
give a score for well-being and/or involvement using the five-point scale. Unless children are operating at 4 or 5,
learning will be limited. It is unrealistic to suggest that children will be operating at levels 4 or 5 all of the time as
levels will fluctuate throughout the day. However, it is useful to observe how well practitioners tune in to the children’s
levels of well-being and involvement and respond to low levels sensitively. Even a low level of well-being or
1
involvement can become a learning opportunity which can result in higher levels.
The Leuven Scale for Well-being
Level

Well-being

Signals

1

Extremely
Low

The child clearly shows signs of discomfort such as crying or screaming. They may look
dejected, sad, frightened or angry. The child does not respond to the environment, avoids
contact and is withdrawn. The child may behave aggressively, hurting him/herself or others.

2

Low

The posture, facial expression and actions indicate that the child does not feel at ease.
However, the signals are less explicit than under level I or the sense of discomfort is not
expressed the whole time.

3

Moderate

The child has a neutral posture. Facial expression and posture show little or no emotion.
There are no signs of indicating sadness or pleasure, comfort or discomfort.

4

High

The child shows obvious signs of satisfaction (as listed under level 5).
signals are not constantly present with the same intensity.

5

Extremely
High

The child looks happy and cheerful, smiles, cries out with pleasure. They may be lively and
full of energy. Actions can be spontaneous and expressive. The child may talk to
him/herself, play with sounds, hum, sing. The child appears relaxed and does not show any
signs of stress or tension. He/she is open and accessible to the environment. The child
expressed self-confidence and self-assurance.

However, these

The Leuven Scale for Involvement
Level

Well-being

Signals

1

Extremely
Low

Activity is simple, repetitive and passive. The child seems absent and displays no energy.
They may stare into space or look around to see what others are doing.

2

Low

Frequently interrupted activity. The child will be engaged in the activity for some of the time
they are observed, but there will be moments of non-activity when they will stare into space,
or be distracted by what is going on around.

3

Moderate

Mainly continuous activity. The child is busy with the activity but at a fairly routine level and
there are few signs of real involvement. They make some progress with what they are doing
but don’t show much energy and concentration and can be easily distracted.

4

High

Continuous activity with intense moments. The child’s activity has intense moments and at all
times they seem involved. They are not easily distracted.

5

Extremely
High

The child shows continuous and intense activity revealing the greatest involvement. They are
concentrated, creative, energetic and persistent throughout nearly all the observed period.

1

Ref: ‘Well-being and Involvement in Care Settings. A process-oriented Self-evaluation Instrument’, Ferre Laevers (Ed.) Research Centre for Experiential
Education, Leuven University. ISBN: 978-90-77343-76-8.
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