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Introduction 

Recognising that 80 percent of the general population in the UK have one 
or more brothers or sisters and that this relationship is often the longest 
lasting of all our family relationships helps us understand why 
relationships between siblings can be among the most ambivalent and 
changing family relationship each of us may have.  
 

There are ‘natural’ changes that are wrought by the passage of time and 
increasing age, and there are relationships that change as a result of 
changes in the nature of family dynamics. Families today come in a variety 
of forms. The increase in divorce and separation has created reconstituted 
families, where stepsiblings or relationships where siblings have only one 
parent in common, has almost become a norm.  

What all of this means is that understanding the dynamics of sibling 
groups, particularly those which are larger and have complex histories, 
needs to begin with asking children who they regard as their brothers or 
sisters and who they feel close to or estranged from. Therefore the 
significance of sibling relationships is personal and interpersonal rather 
than biological or legal, and this understanding should guide our thinking 
and practice in our work with siblings. 

In a study of siblings (Kosonen 1999), children defined who belonged in 
their family based on:  
• What the family members do for each other  
• The love they provide  
• Their involvement in the family  
 
This research gave rise to another important concept when looking at 
sibling relationships: the distinction between core sibling groups as against 
kin sibling groups. It would seem from the research that although genetic 
influences are substantial in defining differences between siblings, the 
most significant differences can be explained by environmental and 
experiential factors.  



Siblings who are Looked After or Adopted  
 
If you ask the man or woman on the street whether siblings should live 
together and whether efforts should be made to keep them together the 
answer would invariably be “yes”. There is a strong biological and no 
doubt evolutionary imperative that drives us to keep siblings together.   

For the past 20 years we have been working with adopted children and 
children in foster care.  Assessing sibling groups, particularly where 
siblings have been removed into care, either together or separately is a 
complex task. Deciding whether any sibling group children remain 
together or be placed separately adds a further level of difficulty. This area 
of social work decision-making is further complicated as it often becomes 
an emotional and emotive issue amongst decision-makers.  At Family 
Futures we were delighted to read in the latest version  of the CoramBAAF  
Good Practice Guide on siblings written by Sheila Beckett (2018)  a quote 
from Featherstone et al, (2018, p27) in a report for BASW which outlines 
the Guide’s starting point: 

“There was consensus that there is no one solution that works for all, and 
it is crucial to attend to particular children’s and families’ circumstances. In 
principle siblings should be placed together, but an individualised and 
nuanced response is vital”  

A further point made in the above guide is that research findings on sibling 
placements are unclear. This is because of the diversity of the research 
that has been carried out to date, that varies from country to country, 
cohort to cohort. 

The only way to achieve placing siblings according to their needs is by a 
detailed comprehensive assessment of the individual needs of each child in 
the sibling group. This is something Family Futures has been arguing since 
our inception. It means that you cannot base decisions about siblings on 
policy and procedure, or on custom and practice, or on research. Beckett 
(2018, page 16) also puts in parenthesis, “individual assessments will 
always be important and necessary”.
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A Review of Research that has influenced Custom and Practice 

Research on Jewish children who survived the second world war either as 
‘kinder transport children’ or as concentration camp survivors showed that, 
when siblings had managed to stay together as a family group, they 
appeared to have survived their traumas better and were physically and 
mentally in better shape than children who had been separated from their 
kin. 

Post second world war research in the 1950’s and 60’s carried out on 
diverse groups of foster children showed that children who were fostered 
together in sibling groups settled better, developed well and were more 
likely to return home. 20th century research therefore tended to support 
the assumption that siblings who were separated from their parents fared 
better if they were kept together. This led to a view amongst social 
workers and other child care professionals that keeping sibling groups 
together was a protective factor. This thinking was enshrined in the 1989 
Children Act which placed an obligation on local authorities to endeavour 
to place children together. The 2002 Adoption and Children Act added to 
this by requiring the court to consider the effect on the child of no longer 
being a member of their original family and to consider the relationship the 
child has with birth relatives. 

Leading up to the 1989 Act research on the views of adults who had been 
adopted as babies on sibling relationships, particularly where they had 
been separated, showed that a lot of distress was caused by separating 
siblings and by denying them contact. This strengthened the view that 
siblings should not be separated and that when they were, efforts should 
be made to maintain contact between them. More recent research in the 
study by Kosonen 1999, found that siblings in the care system expressed 
the view that they wished to remain together, and that if they had to be 
separated or were separated they wished to remain close by. 

Balanced against this is the reality of children in the looked after system 
where 80% of children looked after have siblings but only 37% of them 



are placed with their siblings (Ivaldi, 2000). The reasons for this are varied 
but probably reflect the differences between ‘looked after’ and ‘non-looked 
after’ children. Children who are fostered have on average 4.4 siblings 
whereas children living with their birth families in the community tend to 
have 2.4 siblings. Children who are fostered or adopted also tend to have 
more complex and fragmented family relationships than other children. 
(Kosonen 1999 and Rushton et al 2001). Resource issues may also be a 
factor, where availability of foster placements may well determine whether 
children can be placed together. 

 

Is it always best to keep siblings together?  
 
In contemporary literature there is still a view that, on balance, placing 
siblings together is a ‘good thing’ for placement stability and for child 
development. Rushton et al (2001) found that children who had been 
rejected by birth parents had a better outcome when placed with their 
siblings. For the child there is continuity, security and an affirmation of 
identity.  

However on the converse, other recent research has shown that disruption 
is more likely to follow when a child is violent or sexually abusive to other 
children and siblings (Lowe & Murch et al 1999). In a study of sexually 
abused children it was found that, where there were high levels of sexual 
acting out between siblings, this led to placement breakdowns (Farmer 
and Pollock 1998). Behavioural problems and conflictual relationships with 
carers and adoptive parents are highly correlated with destabilising 
placements.  
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This means that we need to have a more open mind when considering the 
issue of ‘together or apart’ when considering sibling groups and the needs 
of individual children within their sibling group. Dan Hughes and John 
Baylin in their book on the Neurobiology of Attachment Based Therapy 
(2016) outline, as many neuroscientists now do, the impact of 
Developmental Trauma on child development. 
 

The Effects of Infant Trauma on Sibling Development 
 
There is a view held by many professionals including those of us working 
at Family Futures that the population of children currently requiring 
permanent placements has changed since the Children Act of 1989. Since 
that Act was passed the threshold criteria for children coming into care 
were raised, a consequence of which has been that children are taken into 
public care at a later age and often in sibling groups rather than as 
individual children. The effect of living in a family environment that has 
caused ‘significant harm’ for a longer period of time inevitably means that 
greater developmental harm ensues for the child. A recent study by the 
Hadley Centre (2006) of a cohort of children who had ‘adoption best 
interest decisions’ made, found that over 50% had what were regarded as 
four or more ‘risk’ factors in their history (e.g. neglect, physical and or 
sexual abuse, multiple placements etc). This study confirmed the 
complexity of the needs of children who need permanence today. 

Because of our enhanced understanding of brain development and how 
the central nervous system develops and operates it is possible now to 
paint a much more accurate picture of the impact of trauma on children. 
This understanding was used by a group of child psychiatrists who formed 
a working party in America to look at the impact of traumatic events on 
infant and childhood development. (Cook et al 2002) They concluded that 
all aspects of infant development pre and post birth are severely affected 
by repeated trauma in infancy. The conclusion of this working party was 
that a new diagnostic classification of Developmental Trauma should be 
included in the next classification for childhood disorders. Many American 



clinicians such as Bruce Perry, Bessel van der Kolk and British practitioners 
now embrace this concept when thinking about children in the public care 
system. One aspect of child development that is impaired and impacted by 
Developmental Trauma is, of course, the development of sibling 
relationships. 

 

A literature review on the impact of neglect and abuse on child 
development 

 
Research shows how Adverse Childhood Experiences (ACEs) in childhood 
can impact on later life outcomes including health and social prospects 
across the life course (Ford, Butler, Hughes, Quigg & Bellis, 2016. Hughes, 
K.,2017); increased risk of internalising, externalising disorder diagnosis in 
middle childhood (Hunt, Slack & Berger 2017); increased health service 
use (Bellis, Hughes, Hardcastle, Ashton, Ford, Quigg & Davies 2017) and 
increased violence, criminality and mental health difficulties (Hughes,Bellis, 
Hardcastle, Sethi, Butchart, Mikton, Jones & Dunne, 2017).  
 
In a seminal epidemiological study of looked after children in the UK a high 
correlation between alternate care status and psychopathology, 
educational difficulties and receipt of psychiatric diagnosis was found 
(Ford, Vostanis, Meltzer & Goodman, 2007). This study found that 
psychosocial adversity was linked to being a looked after child and a high 
incidence of environmentally mediated psychiatric disorders existed 
amongst their sample.  
 
Brown and Ward (2013) in their extensive review of literature on the 
impact of maltreatment on child development and outcomes highlight the 
long term developmental, social, emotional and attachment related 
difficulties linked to maltreatment. There is less in the way of longitudinal 
studies of mental health outcomes for children adopted from public care 
but a consensus exists that for maltreated children who are adopted there 
remains a risk of emotional and behavioural difficulties (Rushton, 2004; 
Tarren Sweeney, 2010)  
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A systematic review (Brown, Waters & Shelton,2017) of comparison 
studies of children adopted from care reported that adoption improves the 
outcomes for children placed in care but that adopted children continue to 
differ from children who have not been subject to care proceedings in 
terms of academic attainment and in behavioural problems across 
childhood, adolescence and emerging adulthood. 
 
Rushton (2007) reports that studies largely show successful outcomes for 
adoption from care but that a significant proportion of adoptions disrupt, 
with that percentage growing for late placed children. Selwyn, Wijedsa 
and Meakings (2014) in their study into adoption disruption found that a 
quarter of adoptive parents reported major hardship in caring for children 
with multiple and overlapping difficulties, and that this group of children 
presented with substantial levels of social, emotional and behavioural 
difficulties across the Strengths and Difficulties Questionnaire (Goodman, 
2001). A breakdown of this group revealed 92% of the ‘left home’ sub-
group and 82% of children in the ‘at home’ sub-group scored in the clinical 
range for mental health difficulties. The ‘left home’ group were more likely 
to have marked difficulty on the social instability scale Assessment 
Checklist for Children (Tarren Sweeney, 2013).  
 
Dejong, Hodges, & Malik (2016) found in their sample of 34 children 
adopted from care that the rate of mental disorder was higher than that 
found by Ford et al (2007). 
 
Therefore, whilst adoption is a protective factor for children who enter the 
care system it is clear that adoption by itself is not a sufficient intervention 
for early childhood adversity. 
 
Current guidance 
 
Given the increased risk for mental health diagnosis; that a significant 
percentage of children adopted from care also exhibit continued difficulties 
in educational performance, behavioural and emotional difficulties into 
adolescence and adulthood ( Brown, Waters & Shelton, 2017); that this 
impacts on family functioning, and untreated has a financial burden on 
society (Conti, Morris, Melnychuk & Pizzo 2017; Knapp, Scott & Davies, 



1999); it is essential that a greater consensus is reached regarding the 
pathways of this population’s difficulties and that more research occurs 
into appropriate interventions for this population.  

 
Often children adopted from care can meet criteria for the diagnosis of one 
or more mental health disorders but often they go undiagnosed and/or do 
not receive treatment for these (DeJong, Hodges & Malik, 2016, Woolgar & 
Baldock, 2016). It is also generally accepted that the current classification 
system does not capture the presentation of many children who have 
experienced ongoing maltreatment within a relational context (DeJong, 
2010). Currently NICE guidelines in the UK (NICE, 2015) exist only for 
looked after children with ‘attachment difficulties’ and the evidence base 
for their recommendations is insubstantial, pointing to treatments with an 
evidence base for younger children only, or to treatments whose evidence 
base exists only for the ‘normal’ population and not for children who are 
looked after or adopted.  

 
In the absence of an appropriate diagnostic classification system, clinicians 
working with this population are often informed by Developmental Trauma 
Disorder proposed by Van der Kolk (2005) which sets the biological, 
affective, cognitive and behavioural difficulties maltreated children can 
present with, within a developmental context. Alongside this, the use of 
clinical formulation has also been essential in making sense of such 
presentationsbut this also has its challenges in terms of variation between 
practitioners (Tarren Sweeney, 2010). Whilst formulation remains 
essential, the International Classification of Diseases version 11 (ICD 11, 
2018) is to include the diagnosis Complex Post Traumatic Stress Disorder 
which requires the presence of PTSD as well as the presence of at least 
one symptom in each of three self-organisation features: affective, 
negative self-concept and relational disturbance (Cloitre, Garvert, Brewin, 
Bryant & Maercker, 2013). This classification goes some way to meeting 
the understanding of emotional and behavioural disturbances amongst 



Family Futures Practice Paper: Assessing Sibling Placements         10 

maltreated children in a developmental context that was outlined in 
Developmental Trauma Disorder. 

 

 
Current Evidence 
 
Whilst some authors have suggested that in the absence of an evidence 
base for working with looked after and adopted children, we should refer 
to efficacious treatment modalities for children not in alternate care 
provision (Woolgar & Scott, 2013; Woolgar & Baldock, 2016), there is little 
evidence regarding the efficacy of such models with children who are 
looked after or adopted from care, who can present with a myriad of 
difficulties and meet criteria for a number of sometimes overlapping 
mental health disorders. Tarren-Sweeney (2008) found that this 
population of children are more likely to present with complex disorders 
and are less likely to respond to psychological treatments developed for 
discrete disorders. A review of outcome studies and the efficacy of 
therapeutic interventions for looked after and adopted children, 
highlighted that current evidence does not point to the long-term efficacy 
of interventions that can otherwise demonstrate effectiveness with 
children living with their birth families (McCullough, Gordon Jones, Last, 
Vaughan & Burnell,2016). 

 
For the purposes of this paper a further search of subsequently published 
papers regarding interventions with this population produced outcome 
studies for two interventions: 

• An adaptation of the Parent Child Interaction Therapy (PCIT) for 
children in foster care (Mersky, Topitzes, Grant-Savela, Brondino & 
McNeil, 2016) which draws on concepts from social learning, 
attachment theory and play therapy demonstrated some positive 
outcomes. The intervention provided training in child-directed 
interaction that promotes both authoritative parenting and positive 
parent-child interaction, followed by instruction for parents on 
discipline and behaviour management. Results indicated that 



children in all groups made gains but there were significant 
differences between the groups, with parents of treatment groups 
reporting a greater decrease in foster children’s externalising and 
internalising symptoms. However, initial gains made following the 
brief intervention were lost, whilst those made following the 
extended intervention remained. As yet there is no evidence 
regarding the maintenance of the improvements in symptomatology, 
but the authors point to the pivotal role of group workshops and 
ongoing telephone support which they hypothesised reinforced 
gains. 

 
• Studies into the Attachment and Biobehavioural Catch-up for 

Toddlers (ABC-T) intervention (Bernard, Dozier, Bick & Gordon, 
2015) and the Attachment and Biobehavioural Catch-up for Infants 
(ABC-I) intervention (Lind, Raby, Caron, Roben & Dozier , 2017) both 
evidence promising significant outcomes for infants and toddlers in 
foster care but, as yet, evidence does not exist for older children in 
alternate care provision. 

 
One reason for poor outcomes for otherwise efficacious models of 
intervention developed for the ‘normal’ population may be that they do not 
explicitly address the neurobiological and neurophysiological impact of 
profound and enduring maltreatment, from time of conception through to 
removal into care, on child development. These adaptations can affect 
children’s ability to engage in a sufficient degree of self-regulation and 
executive functioning in the form of emotional control to benefit from the 
standard interventions. Some models are also tailored for birth parents, 
and not adoptive parents who have often already undergone substantial 
training in relation to parenting, prior to and during the adoption process, 
and for whom evidence points to a significant effect of adoption itself on 
parenting stress (Haris-Waller, Granger, Gurney-Smith, 2016; Nadeem, 
Waterman, Foster, Paczkowski, Belin & Miranda, 2017) and to a 
neurobiological impact of parenting children who are traumatised and who 
struggle to reciprocate, resulting in ‘blocked care’ (Baylin and Hughes, 
2016; Hughes and Baylin, 2012). 
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Neuroscientific evidence for a bottom up approach 
 
There is substantial agreement that much of neurodevelopment is use-
dependant and all the functions related to the neurotypical organisation of 
the brain are influenced by the nature, pattern and timing of the early life 
experiences (Perry, 2006). A recent review of brain imaging studies 
(Teicher and Samson, 2016) points to the impact of maltreatment on 
various areas of brain development, including the hippocampus, amygdala, 
cortical areas and corpus collusum often during sensitive periods of 
development, and the effect this can have for memory, language, motor 
and somatosensory functioning and regulation.  
 
Studies also show that the corpus collosum ‘likely plays a pivotal role in all 
aspects of sensory information processing necessary for the development 
of language, social skills and other higher-order cognitive functioning’ 
(Demopoulos, Yu, Paul, Sherr & Marco, 2015). Based on this research it is 
possible to extrapolate that deficits in sensory information processing 
would therefore be linked to difficulties with executive control domains 
around inhibition, emotional control and conscious control of behaviours. 
This bottom up response to environmental triggers for developmentally 
traumatised children is further supported by functional imaging studies 
which show adaptations leading to increased activation of the amygdala in 
response to emotional faces amongst maltreated children, and alterations 
in the sensory cortex which may diminish the influence of the conscious 
component, instead favouring ‘a rapid but less nuanced response via the 
subcortical pathway’ (Teicher and Samson, 2016, p.253).  
 
Maltreatment is also linked to a lower volume in this ventromedial 
prefrontal cortex (Morey, Haswell, Hooper & De Bellis, 2016) which acts as 
the interface between the cortex and the subcortex and is considered the 
‘senior executive’ of the social emotional system, playing a pivotal role in 
regulation of arousal (Schore, 2002). Such impairment would therefore 
impact the conscious executive control abilities of maltreated children. 
Research also points to the impact of maltreatment on the Hypothalamic 
Pituitary Adrenal (HPA) Axis functioning and cortisol production central to 
autonomic nervous system (ANS) responses, which has detrimental 



implications for self-regulation and attachment (Schore, 2009). Porges 
(1998, 2011). 
 
Polyvagal theory points to the role of the ventral and dorsal vagal nerves in 
Automatic Nervous System (ANS) responses to stress, responding with 
either a sense of safety or experience of threat to life. Early relationships 
will influence the responsivity of this system, and in utero and early life 
maltreatment can impact this and affect auditory and visual systems that 
are also key to assessing safety; thus, early on impacting the infant’s 
capacity to receive regulation. This evidence supports the neuro sequential 
approach that disturbances in sensory processing, arousal regulation and 
emotional control could disrupt the formation or impact of positive 
attachment representation of new caregivers, and that adaptive strategies 
become entrenched, often challenging behaviours.  
 
There is an increasing consensus that neurobiological and physiological 
development is adaptive to conditions of maltreatment to enhance survival 
and procreation. These adaptations that are maladaptive in the context of 
a non-threatening environment can often be viewed as behaviour which is 
then pathologised. It is therefore important in assessing and treating 
children who are looked after and adopted from social care, that a 
comprehensive analysis of their early experience is considered in a 
formulation of their presentation. 
 
Some interventions designed specifically for looked after /adopted children 
are informed by the growing neuroscientific evidence, particularly 
regarding the impact of maltreatment on the child’s capacity to engage in 
self-regulation. An intervention based on neuro-developmental and 
attachment theory (Golden and Picken, 2004) showed some 
improvements in relation to parent satisfaction and understanding of their 
children’s needs, and significant emotional and behavioural improvements 
were found to be sustained at a 3-month follow up . An intervention using 
Dialectic Behaviour Therapy (DBT) which focusses on regulation and skills 
building did show some improvements in depression, sense of 
hopelessness and global functioning (James, Winmill, Anderson & 
Alfroadari, 2011).  
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Dyadic Developmental Psychotherapy (DDP) (Hughes 2006, 2007) which 
focuses on affect regulation and the development of secure attachment 
strategies, has also produced some initial positive results (Becker-
Weidman, 2006; 2008). A preliminary evaluation into the effectiveness of 
the Attachment, Regulation and Competency (ARC) model (Blaustein & 
Kinniburgh, 2010; Kinniburgh, Blaustein, Spinnazzola & van der Kolk, 
2005) which addresses three domains: attachment, self-regulation and 
developmental competencies, found that it significantly improved 
children’s behaviour and emotional functioning in a population of children 
in the child protection system (Aridson, Kinniburgh, Howard, Spinazzola, 
Strothers, Evans & Blaustein, 2011). A subsequent evaluation of the model 
with adopted children using pre- and post-intervention scores found a 
significant decrease in PTSD symptoms and caregiver stress (Hodgdon, 
Blaustein, Kinniburgh, Peterson & Spinazzola, 2015). 
 
A study into The Trauma-Informed Care in Massachusetts (TICM) project 
which included a number of interventions including ARC, reported a 
decrease in internalising and externalising difficulties and post traumatic 
symptoms in a population of older children (Bartlett, Barto, Griffin, 
Goldman Fraser, Hodgdon, & Bodian, 2016). However, the study focused 
on a state-wide systemic approach to trauma informed care that included 
a number of evidence-based treatments across a population of children 
who were either in alternate care or residing with their birth families, 
making it difficult to ascertain what improvements could be attributed to 
which intervention and whether there were any significant differences 
between cohorts. Additional systemic measures of outcome were 
encouraging in terms of the increased communication and relationships 
across systems supporting children in alternate care,  and whilst it can be 
hypothesised that this could only lead to improvements, no direct 
correlation between this and positive child outcomes was made. 
 
Currently research with this population that provides substantial, 
sustained positive outcomes remains limited. 
 
 
 
 
 



The NPP model 
 
Family Futures is a Voluntary Adoption Agency and community interest 
company that specialises in adoption support. Family Futures have 
developed Neuro-Physiological Psychotherapy (NPP), (Burnell & Vaughan, 
2012; Vaughan, McCullough & Burnell, 2016) which considers the impact 
of maltreatment on the child’s developing somatosensory systems and on 
the developing attachment system and behavioural responses. In this 
approach the attachment system is seen as both a biological and social 
one, organised around achieving proximity to the caregiver (safety); and a 
cognitive, emotional one, that develops an inner working model or 
representation of others and how they will act towards them.  
 
The achievement of safety and emotional regulation of the infant by the 
caregiver often through sensory means, prosody of voice, touch and sight 
is often ruptured through maltreatment and can impact the child’s 
neurobiology and developing physiology. In developing what Schore 
(2002, p.27) calls ‘a developmental theoretical conception of attachment 
that can tie together psychology and biology, mind and body,’ the NPP 
model takes a neuro-sequential (Burnell and Vaughan, 2006; Perry, 2006) 
approach to the assessment and treatment of children who have 
experienced early life maltreatment.  
 
Chronic stress in the form of hyperarousal can manifest in defensive, 
aggressive behaviours and hypo arousal in dissociation, both of which can 
have a bottomup impact on the communication between the brain stem 
and sub cortical and cortical regions. The NPP model has evolved as a tri-
part model of treatment that focuses on assessment of the somatosensory, 
affect regulation, attachment and cognitive and behavioural systems. 
Detailed information regarding the child’s background and current context 
is obtained and their individual factors and experience are considered at 
assessment. A biopsychosocial formulation of their presentation is 
provided that is shared with the parent and wider system, and informs a 
tailored approach within the model. This working formulation provides a 
basis on which to inform therapy and can change with engagement by the 
child who provides further contributions.  
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Children are standardly screened for neurodevelopmental and mental 
health disorders (e.g. ADHD, ASD or FASD) and when appropriate, 
referred to specialist services for appropriate intervention that can go 
hand-in-hand with the NPP intervention. When indicated specialist 
assessments of somatic responses and sensory processing are completed 
and somatosensory interventions are employed. These are informed by 
Ayres Sensory Integration (Ayres, 2005) for which there is emerging 
evidence across a number of populations, particularly those with ASD 
(Schaaf, Benevides, Mailloux, Faller, Hunt, van Hooydonk, Freeman, Leiby, 
Sendecki & Kelly, 2014), Somatic Experience (Brom, Stokar, Nuriel – Porat, 
Liv, Lerner & Ross, 2017; Levine, 2010 ) and Sensorimotor Therapy 
(Ogden & Minton, 2006).  
 
In its focus on affect regulation and the development of attachment 
relationships, NPP draws on Theraplay (Jernberg & Booth, 2009) and 
Dyadic Developmental Psychotherapy (Hughes, 2007), a model whose 
core concepts of Playfulness, Acceptance, Curiosity and Empathy are 
assumed throughout all levels of the NPP approach. Bayliss and Hughes 
(2016) have expertly laid out the neurobiological underpinning of DDP and 
its approach to strengthening both the parent and child’s reflective 
capacity, and strengthening the child’s emotional and cognitive awareness 
of themselves through the attachment relationship. Through the 
experience of physiological and affective regulation the child gains an 
experience of being co-regulated and eventually is able to self-regulate, 
and develops an increasingly larger ‘window of (arousal) tolerance’ (Siegal, 
1999) during which higher order thinking can be engaged and meaning-
making can occur.  
 
It is on the basis of this stronger attachment relationship and the child’s 
capacity to tolerate and manage potential triggers for stress response that 
Therapeutic Life Story work (Burnell & Vaughan, 2008) can take place with 
the parent, therapist and child engaging in an ongoing process of 
modulation of arousal and creation of calm and alert states in which 
learning occurs. In these windows, the child can form a coherent narrative 
of their early life experiences and subsequent adaptive ways of managing, 
ultimately exerting greater agency and control. 
 



Given the association between adoption and parenting stress and the 
neurobiological impact of parenting a traumatised child (Hughes & Baylin, 
2012; Baylin & Hughes, 2016) there is a focus on parenting support 
throughout to provide containment and to maximise the parents’ capacity 
to remain attuned and responsive to the child’s needs. Parent training and 
therapeutic parent sessions and telephone support is provided. Here, there 
is a focus on psychoeducation and DDP strategies to help the parent 
understand their own attachment style and triggers and to support them 
to act as co-regulators of their child’s affective states. Great Behaviour 
Breakdown (Post, 2009) strategies are also integrated where they are 
consistent with the model due to the approach’s helpful position that most 
challenging behaviour is fear based.  
 
Training of key school staff and the provision of NPP strategies within the 
school environment is essential to support the child’s learning and to 
prevent undermining of therapeutic progress. At all levels the use the 
creative arts and dramatherapy may be used to help the child to express 
themselves in a non-verbal manner and to facilitate an integration of 
experience and enhance meaning-making. An evaluation of the model 
(McCullough et al, 2016) found significant positive pre and post 
intervention changes across parent and teacher reports on executive 
functioning domains including behavioural regulation, emotional control, 
inhibit, working memory, monitor and global executive functioning; 
difficulties relating to indiscriminate behaviour, food maintenance, 
externalising problems, social problems, thought problems, aggressive 
behaviours, anxious/depressed symptoms and attention problems.  
 
 

 

What This Means For Sibling Placements 

There is now a mass of evidence, as outlined above, to show the impact of 
neglect and abuse on child development. It also impacts how the sibling 
relationship develops in infancy. The child’s development is highly 
pathologised, and so, sadly, are their sibling relationships. In order for the 
sibling relationship to improve, first of all the child’s attachment 
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relationship to carers and adoptive parents needs to become a secure 
attachment relationship. This will enable the child to form a secure 
attachment to their siblings, provided of course that they have been able to 
form secure attachments to their carers or adoptive parent. Forming a 
secure attachment to carers and adoptive parents does not happen 
spontaneously or naturally over time.  

Children who have been developmentally traumatised require 
developmental re-parenting and therapeutic input, often throughout 
childhood. Placing siblings together who have a pathologised sibling 
relationship makes it very difficult for developmental re-parenting to take 
place. Whether this is or isn’t possible depends on the initial assessment 
of the individual needs of the children and their relationship. 

 

 

The Practice Consequences of Developmental Trauma in Childhood for 
Sibling Placements  
 
One consequence of the emerging awareness of Developmental Trauma in 
considering the needs of children in the care system has been to revise our 
thinking on sibling placements. As the Hadley Centre study shows, 
children placed for adoption today have significant risk factors in their 
background and must, as a consequence of their adverse early 
experiences, be suffering some degree of Developmental Trauma. This 
Developmental Trauma affects sibling relationships and the type and 
intensity of parenting children require. 

Family Futures has evolved a Neuro-Physiological Psychotherapy (NPP) 
approach to not only assessing, but also treating children who are 
developmentally traumatised and/or have been diagnosed with complex 
trauma (Vaughan 2016). This framework incorporates a great deal of the 
research and theory from the previous section. We now believe we have a 
much better understanding of how poor parenting, abuse and neglect in 



infancy affects child development, and consequently sibling relationships. 
One of the key features relevant here is our understanding that child 
development is neuro-sequential (Perry, 2006). What this means is that a 
child’s development and their relationships develop from primitive brain 
hardwired responses to their environment and therefore relationships to a 
cognitive and reflective cortical level of development. 

Infants growing up in a dysfunctional birth family develop their sibling 
relationship at the primitive brain stage of development. This means that 
they respond to each other largely based on hardwired primitive “affective 
responses” (Pansepp Y, Bivan 2012 ). These Internal working models, as 
Bowlby  (Bretherton, Munholland. 2008) would describe them, are 
classically and operantly conditioned responses to siblings, which are very 
difficult to change. 
 

In 2001 Lord and Borthwick in their book, ‘Together or Apart’ listed the 
following conditions which may, in exceptional circumstances, indicate 
that siblings should be placed separately: 

• Intense rivalry and jealousy, with each child totally pre-occupied 
with, and unable to tolerate the attention their sibling(s) may be 
getting.  

• Exploitation, often based on gender, e.g. boys may have been seen 
and see themselves as inherently superior to their sisters, with a 
right to dominate and exploit them.  

• Chronic scapegoating of one child.  
• Maintaining unhelpful alliances in a sibling group and family of origin. 

Sibling patterns of behaviour may be strongly entrenched and may 
prevent re-parenting or learning new cultural norms.  

• Maintaining unhelpful hierarchical positions e.g. the child may be 
stuck in the role of victim or bully.  

• Highly sexualised behaviour with each other.  
• Acting as triggers to each other’s traumatic material potentially re- 

traumatising each other. The triggers may well be unconscious, 
unintentional and mundane.  
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It is our view that these ‘exceptional circumstances’ have become less 
exceptional in the population of children placed for adoption today. In fact 
what is being described is the symptomatic behaviour of early trauma on 
brain development.  Indeed, Lord and Borthwick in their 2009 update of 
their book removed the term ‘exceptional circumstances’ and were arguing 
for a comprehensive assessment of the child and their sibling relationships 
as a pre-cursor to making decisions about sibling placements. 

 
 
 
Family Futures’ Assessment Framework 
 
A framework that has been devised in the light of the recent awareness of 
the impact of trauma on child development is the one outlined in the 
Family Futures Assessment Handbook published in 2007. This framework 
looks at four key elements in assessing the sibling relationships of fostered 
or adopted children:  
 

• Parenting intensity:  
The degree of Developmental Trauma experienced by children in the 
looked after system means they often require very intensive 
developmental re-parenting. Deficits and damage caused by poor early 
parenting mean that, in order to heal and catch up, children require to 
be parented as much younger children. It is common knowledge that 
parenting babies and very young children is very time and energy 
intensive.  

 
• The nature of the sibling relationship:  
When assessing a sibling relationship the assessor should take into 
account the intensity of parenting required if the siblings were to be 
placed together. This needs to include not only an assessment of the 
individual needs of each child but also the sibling dynamic. Parenting 
siblings who have been harmed by early parenting experiences, and 
whose sibling relationships have been pathologised, can be extremely 
demanding. In making family placements it is important that the primary 



objective of developing a secure attachment between child and parent 
is not jeopardised by the demands of managing sibling relationships. 

 

• The security of the sibling attachment relationship:  
Though there are clear classifications for children’s attachment styles to 
parents and primary carers in the literature (Howe et al 1999) there has 
been little attempt to analyse the implications of this for sibling 
relationships. The Family Futures handbook outlines an approach to 
analysing sibling relationships based on the work of Jaak Panksepp 
(Affective Neuroscience, 1998). From his extensive research on rats he 
has determined that there are four main systems in the primitive brain 
which are essential for survival and are activated by attachment 
behaviour. These systems are common to animals and humans alike. 
They are: Aggression, Fear, Comfort seeking and Play. 

 
 

This framework can be applied to observations of children, particularly 
young children, and children who have experienced early trauma. Rating a 
child as high, medium or low on each dimension in terms of the level of 
activation of each of these four systems can lead to an assessment of the 
security of the sibling attachment relationships.  

In this model, secure attachment behaviour is represented as exhibiting 
medium levels of aggression and fearful behaviour since these behaviours 
are adaptive and essential for survival. Comfort seeking and playful 
behaviour are also at medium levels of activation as they too are adaptive 
and linked to survival and development of the animal or person. Play in this 
context refers to normal, age-appropriate, interactive play e.g. rough and 
tumble, hide’n’seek, chasing etc. In contrast, traumatised children may 
exhibit high levels of play, but the play will be traumatised and 
characterised by repetition, ritual, violence and scary themes. When played 
out between children it is not reciprocal and collaborative. Instead, 
domination, power and control are characteristic of the interaction as it is a 
re-enactment of infant sibling relationships and unresolved traumatic 
experience. 
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The only way to determine whether siblings should be placed together and 
in what combination, is by a comprehensive assessment. Family Futures 
have developed and use a matrix grid to gather information about the 
nature of sibling relationships between one child and another which can 
be analysed using this framework. To complete the analysis, direct 
observation of the children’s actions by the assessor and conversations 
with primary carers and people who know the children well, are the best 
sources of information. (Family Futures provide a training course on 
assessing sibling relationships).  

The key to understanding sibling relationships is to understand the impact 
of neglectful and or, abusive parenting on individual child development. 

 

Placing Fostered Siblings Together in a Permanent Placement 
 

Traumatised children function predominantly at the level of the primitive 
brain with feelings and feeling states driven by biochemistry rather than 
inter-personal co-created realities. They rarely develop, without 
therapeutic work and high quality parenting, to mid-brain expressions of 
attachment and a more sophisticated development of emotions. This 
needs to be considered when thinking about placing siblings together. 

In the past, when a decision has been made to place siblings together in a 
permanent placement, it has been common practice to move all siblings 
simultaneously to their new carers. This may have been preceded by a 
period of increased contact between the siblings. Typically, the 
introduction to a new family for all children would take place over a 
relatively short period of time: 2-3 weeks.  

From our post-adoption perspective, the feedback we have had from 
parents and carers has often been that this period of introduction and the 
early months of placement were very difficult. Meeting the needs of two 
children whilst coping with the children establishing a sibling relationship 
sets up a complex dynamic. The children, in their attempt to establish 



control within their new family, become intense rivals, alternating this with 
forming alliances against parents and being attachment avoidant. In worst 
case scenarios where Family Futures have been involved and families have 
come to us in crisis, parents have found this process too difficult to 
manage, leading to disrupted placements. 

In order to prevent some of these stresses and pathological dynamics, 
Family Futures has developed a model for placing siblings together which 
is based on our understanding and interpretation of attachment theory. 
The introductions follow a developmental and organic approach which 
seeks to mirror the normal biological process of family formation. The 
principals of this are as follows:  
 
 

• One child should be introduced at a time  
• Start with the oldest child  
• Longer rather than shorter periods of introduction are required  
• Placement transitions as an opportunity for positive change  
• Deferred starting of school  

 
 
One child should be introduced at a time  
 
The rationale for this is the biological norm for one baby to be born at a 
time allowing the parents to have ‘a primary preoccupation’ with that child 
and giving the time and space for the intense and complex attachment-
forming behaviours to take place. Everyone is aware of the increased 
complexity and difficulty of parenting biological twin babies; in effect 
moving two children into a placement together replicates the difficulties 
that are recognised in parenting twins. Indeed it is more complex than this, 
since fostered and adopted children come with disturbed attachment 
patterns which will make the child more likely to be attachment avoidant 
or ambivalent, making the process of attachment formation to a new 
parent slower and more complicated. 
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Start with the oldest child  

It is probably common sense that, if you are placing the children separately 
as serial rather than parallel placements, the oldest child should be placed 
first in order to replicate the family age hierarchy. There may be exceptions 
to this, for example where a younger child’s placement is disrupting and 
they need to be moved as a matter of urgency. However, in general, the 
rule would be to follow the normal age progression in sibling groups. 

As the attachment forming process is complex and time consuming and 
often made more difficult by a child’s resistance, each sibling requires 
something in the order of six to nine months introduction and settling in 
period.  
 
For the second or subsequent children they would remain for the short to 
medium term with a foster carer who was known to them and could help 
them manage any stress or distress caused by the older child moving on. 
They would maintain contact with the older child by visiting their older 
sibling with the foster carer in the older sibling’s new home and their home 
to be. In this way there is continuity and an opportunity for younger 
children to build a relationship with their new parents gradually with the 
support of the foster carers they know. 
 
 
Longer rather than shorter periods of introduction are required  
 
In our experience, it is not uncommon for introductions to be carried out 
over a 2-3 week period even for older children of 4-6 years old. This 
model, in our view, is based on baby placements and not on the needs of 
the children who are currently in the ‘looked after’ system. 

In an age of ‘safe care’ where children are schooled not to talk to strangers, 
there appears to be an inherent contradiction in moving children swiftly 
into the homes of strangers. We therefore believe that, for the transition 
from short-term foster home to permanent family to be as non-traumatic 
as possible, the more familiar the future parents and their home 



environment are to the child, the better. We therefore believe that 
introductions for older children need to be longer than they often are.  

An extended introduction allows a much more natural process of 
familiarisation to take place. Ideally, this requires a high level of 
collaboration between short-term carers and permanent carers or adoptive 
parents, which as we know, is not always possible to achieve. However, if 
the process of longer introductions became a more standard approach, 
foster carers would be prepared for this during their training and their very 
positive contribution to it, as facilitators of attachment, would be 
supported. 

 
 
 
Placement transitions as an opportunity for positive change  
 
When a child makes a transition to a new family, they are likely to revert to 
patterns of behaviour and coping strategies they have used during 
previous transitions and times of high stress. These strategies, though 
adaptive in the past, are usually counter-productive in the context of a 
permanent new family. When one child is placed at a time there is more 
opportunity for the parents and professionals to be proactive in tackling 
dysfunctional behaviour. Issues such as superficial compliance, dissociative 
behaviour or angry and defiant resistance can be worked with by the 
parents and professionals involved in a positive way.  

In the melee of parallel sibling placements, such behaviours are harder to 
address in a systematic and proactive way because of the complexity of 
the demands made upon the parents. The high levels of anxiety children 
experience when moving from one family to the other and the child’s 
strategies for coping, provide the opportunity for parents and 
professionals to offer empathetic reflection for the child on the connection 
between their present state and their past experiences. 
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Deferred starting of school  
 
For children of school age, moving to a new family, even with a gradual 
transition, is a highly anxious experience. This is compounded when a child 
has to also change schools and make new attachments to teachers and 
peers. Because of the ‘double whammy’ of a placement move, the child 
should have an opportunity to become familiar and settled in the family 
home before progressing to full time schooling. Again, this replicates what 
happens in biological family formation. Children have normally 3-4 years in 
a child carer/ parent environment before progressing to school and 
learning to cope with separation and peer relationships. In view of this, we 
would advocate that children have at least one term out of school when 
they move to a permanent placement. 

A further reason for delayed school entry is to allow a child and parent 
significant periods of time together to develop their relationship and form 
attachments in a singular fashion. For school age children it is hard for 
them to form attachments to parents when they:  
1) are in a highly anxious state because of coping with the double 
transition  
2) are spending as much time out of the house as in it 
3) are expected to develop age-appropriate peer relationships when they 
do not have secure attachment to a parent figure. 

The corollary of this is that there should be an expectation that parents 
should be at home and available to be with the child during this period. 
We would therefore advocate that, when going through the introductory 
period, adoptive parents or permanent carers are encouraged to seek 
extended adoption leave or leave their employment for a period. 

 

 

 

 



Sibling Contact 

Ten Top Tips, Argent (2008) gives a very simple guide for practitioners on 
things to consider when looking at sibling placements. One of the tips is 
that, should siblings be separated, maintaining reasonable levels of contact 
is essential for the future mental health and wellbeing of the child. We 
would certainly advocate this approach. While we do not believe that 
siblings should remain together ‘come what may’, we do believe that 
sibling relations are important and should be promoted in a way that 
allows the child to develop attachments to the significant adults in their 
lives while ‘holding onto’ their joint sibling ‘story’ and relationships. Indeed 
children who are helped to form secure attachment relationships with 
adults are, in our view, more able to form secure sibling relationships and 
maintain these even when they are not living in the same household as 
their sibling. 

 

Child-centred and parent focused 

Another important dimension to consider when placing siblings is the 
impact that caring and developmentally reparenting two or three 
developmentally traumatised children will have on the individual or couple 
and on the couple relationship. As we know, parenting biological siblings 
who have neuro-typical development can at times be stressful, demanding 
and complex. For adopters who take on sibling groups the task is far 
harder as each child will need in their own and different way to be 
parented as a much younger child initially, and their developmental 
trajectory needs to turn towards a secure attachment relationship with the 
parent or carer. There are no doubt ‘super-parents’ who can achieve this 
effortlessly, but for the majority of parents this can be a task that can make 
or break them and/or their couple relationship. 
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We believe that placing siblings separately with contact, if this has been 
assessed to be appropriate, is a more low risk option than keeping siblings 
together because of a sentimental belief that this would be a ‘good thing’. 
We have a duty of care to the children we place but we also have a duty of 
care to the parents we are recruiting and placing children with. Their 
relationships and mental health are equally important as those of the 
children we are placing. If the stress of parenting a sibling group so 
debilitates the parent and their capacity to parent, then the benefit of 
adoptive parenting will be lost to the child. 

 

 

  

 

  

 

In summation 

Whether siblings are placed together or separately is a complex clinical 

judgement that requires:  

• a comprehensive assessment 

• an understanding of the impact of trauma on individual child 

development and its impact on the development of sibling 

relationships in infancy 

• Appreciation of the skills, knowledge and therapeutic support 

parents need to developmentally re-parent traumatised children.  
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