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1. Introduction 

The Anna Freud National Centre for Children and Families (AFNCCF) has 

developed and delivered pioneering mental health care for over 60 years. Our 

aim is to transform current mental health provision in the UK by improving the 

quality, accessibility and effectiveness of treatment. We believe that every child 

and their family should be at the heart of the care they receive, working in 

partnership with professionals. 

Many young people feel positively about being in care. In 2015, 81% of children 

in care and care leavers felt that the place they were living was right for them 

(1). However, we are keenly aware that children in the care system have an 

elevated risk of mental health problems, while also being less likely to receive 

the support they need. National statistics - which likely underestimate 

prevalence - indicate that one in every two looked-after children in England has 

a mental health problem which requires specialist support (2), yet the most 

recent figures reveal that only 72% had the statutory mental health assessment 

(3). Almost two-thirds of children enter the care system on account of 

experiencing abuse or neglect (4), and as such are at an elevated risk of 

attachment issues and internalizing and externalizing disorders. A failure to 

provide effective support early on places looked-after children at risk of 

refractory mental health problems: 50% of adult problems originate in childhood 

or early adolescence, with 75% of adult problems having begun prior to age 18 

(5).  

Drawing on our significant experience of delivering psychosocial interventions to 

support the emotional wellbeing of children in or on the edge of the care system, 

this submission will specifically address: 

 What works best in fostering settings to improve outcomes for children 

and young people? 
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 How we can improve the experiences of young people entering foster 

care, transitioning between placements, and leaving foster care 

 

2. What works best in fostering settings to improve outcomes for 

children and young people? 

 

Children develop best in the context of stable, predictable relationships with 

present and available caregivers. This has now been shown experimentally in the 

long term follow-up of the Romanian children randomly assigned to foster care or 

care as usual (normally institutional care) (6). Children fostered show advantages 

in cognitive, biological, mental health and social domains indicating that the family 

environment of fostering can facilitate development and enhance resilience. Foster 

care is in many ways the most important 'intervention' that can be offered to a 

child who is not able to live with their birth family. 

Although not all looked-after children who have experienced maltreatment will 

have adverse outcomes, many will be negatively affected by their experiences and 

require focused attention and support. We know that children who come into the 

care system with histories of abuse or neglect have a higher probability of having 

experienced weak or broken attachments, and will often exhibit disorganised 

attachment behaviour leading to future difficulties in bonding and trusting adults 

(7); therefore any intervention in foster families should aspire to create a sensitive 

and responsive relationship between carer and child, and in doing so, enhance the 

child’s attachment security.  

With this in mind, the AFNCCF has pioneered mentalization-based interventions, 

tailored to each developmental stage, which prioritise the relationship between 

the child and carer, and take account of the system around the child. We believe 

that a carer’s capacity to ‘mentalize’ the child, i.e. to reflect on the children in their 

care as autonomous individuals with needs, feelings and thoughts, is crucial in 

order for them to understand the root causes of the worrying or disruptive 

behaviour witnessed, and provide the support and care needed for optimal child 

outcomes.  

In the below submission we outline the interventions stemming from our 

mentalization-based approach. At AFNCCF, the differential needs of children and 
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young people at different stages of their lives are recognised in the development 

of our services and programmes: the Early Years Parenting Unit (EYPU) works 

with children under 5 and their parents; the Reflective Fostering Programme 

(RFP) supports foster carers who look after children aged 4 – 11; and Adaptive 

mentalization-based integrative treatment (AMBIT) is targeted at adolescents. 

2.1 Mentalization-Based Treatment for Fostering (MBT-Fostering)  

The focus of MBT-Fostering is on improving the core components of secure 

attachment, including collaboration, and the parent or foster carer’s capacity to 

mentalize. Mentalizing is the ability to understand both one’s own and other 

people’s actions and behaviours through an awareness of the feelings, thoughts 

and beliefs that might drive them (8) (9). As children learn about their minds 

and feelings in interaction with their primary caregivers, exposure to trauma in 

early childhood can disrupt the development of mentalizing abilities leading to 

subsequent difficulties in self and affect regulation, i.e. an impaired ability to 

manage emotions which may lead to ‘acting out’ behaviours, as well as poorer 

emotional understanding. If the abuse is inflicted by a caregiver, the child may 

then develop a defensive inhibition of mentalization to minimize anxiety or stress 

(10). MBT-Fostering attempts to break this pattern by building sensitive, high-

quality relationships between the child and new caregiver by helping carers to 

support the foster child to understand and manage their emotions. Not only has 

this approach the potential to improve child attachment security and wellbeing, 

it also can increase the foster carer’s sense of competence, and reduce their 

stress levels. By increasing the carer’s capacity to mentalize both themselves 

and their foster child, placement stability will be enhanced.  

2.2 Reflective Fostering   

The Reflective Fostering Programme (RFP) is a new group-based programme 

based on the principles of mentalization-based fostering outlined above. It 

specifically aims to support foster carers of children aged 4-11. RFP builds on 

evidence from the field of attachment theory which indicates that children who 

have a parent high in Reflective Functioning (RF) have more favourable outcomes 

in terms of emotional well-being. It is also based on evidence from research into 

the impact on parents and carers of looking after a child with a background of 

relational trauma. Improving placement stability is a key aim of RFP. 
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In partnership with the NSPCC and local authority children’s social care, the 

AFNCCF is piloting RFP in Sheffield and Gillingham. The programme consists of ten 

sessions of three hours’ duration each over a period of 4-6 months, delivered by 

two facilitators to a group of 8-10 foster carers. The programme includes practical, 

easily learned techniques and tools that help foster carers keep in mind and 

practice the skills of mentalizing self and other. Foster carers are invited to practise 

in between sessions at home, with an emphasis on increasing mentalizing, 

minimizing stress reactivity and promoting confidence around parenting skills. The 

carers work collaboratively in a group-based model that emphasizes the strength 

of the carers’ own resources, ideas and strategies to deal with problems, enabling 

a supportive mutual learning process. 

A feasibility study of RFP is underway and will report in early 2018, and it is hoped 

that a randomised controlled trial will follow. 

2.3 Adaptive Mentalization-Based Integrative Treatment (AMBIT) 

Adaptive Mentalization-Based Integrative Treatment (AMBIT) is a mentalization-

based team approach that has been designed as a way of working with young 

people who are not help-seeking with respect to their mental health needs (11).  

It specifically focuses on supporting an integrated joint agency approach to 

addressing complex cross agency needs in young people by applying a 

mentalizing approach to all aspects of such work including team work, 

networking  and working with the young person themselves.  As with MBT-F it 

aims to improve the core components of secure attachment and the capacity to 

mentalize in both the young person and all those involved in the young person’s 

wider network of care. The model predicts that for many young people who have 

experienced trauma and neglect there is an understandable inclination to 

distrust adults who may be offering help to them. In order to address this 

distrust, the AMBIT approach may attempt to reduce the number of helping 

relationships that the young person may be expected to engage with, in order to 

strengthen trust with workers where some level of trust has already been 

achieved (12). The approach aims to develop a helping system around the 

young person which mentalizes the helping process from the young person’s 

perspective. Over 200 teams have now been trained mainly in the UK but also in 

Europe, Australia and the USA. There is preliminary evidence for engagement, 
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reduced use of high cost residential provision, improved relationships to helping 

agencies (13, 14). 

The AMBIT model is currently being used to inform two Department for 

Education Social Care Innovation Programmes: Ealing’s Brighter Futures 

Intensive Engagement Model and the South Yorkshire Empower and Protect 

(SYEP). In Ealing, the social care workforce were provided training in AMBIT with 

a view to supporting them to build effective, consistent relationships with 

adolescents, families, communities and carers, and to use those successful 

relationships to bring about positive change. The independent evaluation 

highlighted that the young people, their parents and carers are ‘overwhelmingly 

positive’ about this new model of service delivery, while the professionals 

working with the families believe the model has promoted improved outcomes 

(15). In South Yorkshire, local authorities have joined with the voluntary sector 

partner, Catch 22, to develop a sub-regional delivery model for young people 

experiencing or at high risk of sexual exploitation which would enable them to 

remain safely at home, or in stable foster care in South Yorkshire. This new 

approach has been premised on AMBIT, and although this has not yet been fully 

embraced by all involved, the evaluation found that even in its partially applied 

form, this new model provides evidence of a positive alternative to sending 

young vulnerable children to secure units or residential homes (16). 

2.4 The system around the child  

Foster carers and the children in their care are part of a wider system which 

includes the family courts, school settings, the home environment, birth parents, 

siblings, and the community. Any approach to support placement stability and 

the child/carer relationship must take account of the system around the child, 

recognising the risks and protective factors that influence the child’s outcomes.  

A focus on the systems around the child is key to AFNCCF approaches, including 

the Reflective Fostering Programme, AMBIT and the Early Years Parenting Unit 

(EYPU). 

For children and young people in foster care the ‘parenting’ function is highly 

complex, and split between birth family and a number of professionals. 

Specifically, the functions of ‘care/nurture’ on the one hand and ‘authority’ on 

the other tend to be split between the foster carer and social worker 
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respectively. This is unhelpful and potentially unsafe for the child. This 

fragmentation needs to be addressed either at a systemic level, or by making 

genuine efforts to increase communication between members of the ‘team 

around the child’. AFNCCF’s EYPU is an innovative multi-family assessment and 

treatment service for parents with personality difficulties and their children 

under five on the edge of care. The EYPU has extensive experience of working 

with social care to safeguard children by integrating ‘care’ and ‘authority’ into its 

treatment model, thereby reducing the potentially harmful impact of a split in 

the network around the child. In practice, this means that the EYPU works 

collaboratively with social workers and the professional network, sharing 

responsibility for managing risk, communicating concerns, and participating in 

discussions about decision making.  

Where attention is paid to the relational aspects of care, in terms of both the 

relationship between foster carer and child, and between members of the 

professional network, foster carers feel better supported and show more capacity 

to understand and respond to the child’s needs. Therefore, the child’s social 

worker should support the relationship between foster carer and child, rather 

than simply supporting the child. For these reasons relational approaches rather 

than behavioural approaches are at the core of the AFNCCF programmes that 

support looked after children.  

2.5 Recommendations to improve outcomes for children and young 

people in fostering settings 

Drawing on the evidence from our research and practice, we suggest that a best 

practice model would entail: 

a. Undertaking a comprehensive assessment of the child or young 

person’s needs, the results of which should be recorded in their 

electronic mental health passport. The child should be at the centre 

of this process, and results after the initial screening should be 

regularly updated by both the child and professionals in their 

network, without the need for repeated assessments with different 

professionals  
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b. Accepting that there is no one intervention which works for 

everyone; each intervention must be sensitive to the child’s unique 

needs and tailored accordingly 

c. Nurturing the skills and feeling of competence in the foster carer 

while also addressing the needs of the child 

d. Assigning a person specifically to the child who can support them 

directly and advocate on their behalf; this could be a volunteer who 

has had specific training and who is able to be a stable fixture in 

the child’s life. The child should be central in choosing who this 

trusted person is rather than having someone ‘assigned’ to them 

e. Consulting and communicating directly with children and young 

people as much as possible; ensure that every time there is an 

assessment with the child, she knows who that information will be 

shared with and receives (age appropriate) feedback 

f. Identifying and catching problems within fostering placements early 

on and resolving them in a timely fashion 

g. Greater dialogue within the ‘team around the child’ with timely 

information sharing 

h. Emphasizing that the social worker supports the relationship 

between the foster carer and the child, not just the child. 

 

3. How we can improve the experiences of young people entering foster 

care, transitioning between placements, and leaving foster care? 

 

3.1 Recommendations to improve the experiences of children and 

young people entering foster care:  

a. It is imperative that the child’s individual agency is recognized and 

respected throughout the fostering process. To this end, the child should 

be fully informed about all proceedings affecting her; we have learnt in 

our court assessment service that children and young people appreciate 

direct feedback about our involvement, particularly concerning boundaries 

of confidentiality and feedback from assessments. Following from this, we 

therefore believe that best practice requires that the child be informed at 

the beginning of every assessment what information necessitates sharing, 
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and with whom, so that she can make an informed decision regarding 

what she feels ready to disclose.  

b. Similarly, the child should be updated regarding all developments which 

affect her, not least to ensure that the team around the child has 

accurately understood her needs. This means that social workers and 

clinicians should write to children over the age of 9 years (where 

developmentally appropriate) to tell them about what they have learned 

from them, highlighting their understanding of the child’s family situation, 

and detailing what they recommended to the court (or Local Authority if it 

is pre-proceedings). 

c. Entering care can be a relief for the child. However it is critical that 

children’s attachment relations are supported when they enter care. 

Where multiple children are entering care from the same family, every 

effort should be made to place siblings together to maintain their support 

network. Aligned to this, therapeutic use of story stems has been found to 

have a significant impact on the child’s attachment security with adoptive 

parents (17); this approach should be considered for LAC given its 

potential to increase foster carers’ understanding of the child’s attachment 

history and its relevance to her current behaviour.  

d. Extensive longitudinal research with almost 600 foster children has found 

that while placement success and stability is influenced by child, carer and 

birth family factors, the role of the school exerts significant impact as well. 

Placements are more likely to succeed if the child is happy at school and 

the carer feels able to encourage them in their schooling endeavours. 

Contact with an educational psychologist is associated with an absence of 

a breakdown (18). This illustrates that the broader environment also plays 

a critical role in generating positive outcomes for children after being 

taken into care, highlighting the importance of effective communication 

across the social and educational sectors. 

 

3.2  Recommendations to improve the experiences of children and 

young people transitioning between placements: 

Frequent moves in and out of care, and recurrent placement changes within the 

care system, damage children's capacity to form attachments and reinforce their 

experiences of transience, separation and loss. In England, Department for 
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Education figures reveal that 11% (7,572) of all LAC had 3 or more placements 

in the year ending 31 March 2014 (19).  

a. Continuity of care is conditional on having a clear and regularly updated 

record of the child’s specific needs at each developmental stage. 

Improving assessment uptake and recording via completion of the 

electronic mental health passport facilitates continuity of the child or 

young person’s narrative when moving between placements. An up-to-

date mental health passport also ensures that new carers fully understand 

the child’s health needs and can keep track of what support has been 

provided to date. 

 

3.3  Recommendations to improve the experiences of children and 

young people leaving foster care: 

Transitioning out of care can be a particularly difficult period in a young person’s 

life. 

a. It is vital that all care leavers have an appropriate support network on 

leaving care aged 18. To this end, group homes can play a positive role 

in supporting care leavers in their transition to independent living. The 

Stoke-on-Trent House Project (HP), which adopted a tenant-managed 

housing co-operative model, run for, and by, young people aged 16-18 

who are leaving care, and which was supported by a staff team and a 

range of partner agencies (including a legal team, architect and 

training company), could provide a template for future transition 

homes (20). 
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