
R
esilient Therapy is a ‘treatment’
methodology for children growing up
in situations where the odds are

heavily stacked against their achieving
successful outcomes in their lives. It is
intended and designed to improve outcomes
for young people facing these dire
circumstances.

The thrust of Resilient Therapy (RT) could
be seen as a plea for a return to what many
have termed ‘old fashioned casework’, rooted
in tried and tested practitioner experience.
What RT does is provide an evidence base for
such established practices, articulating what
has been proven to work best in the past. It
also has implications for policy in the field of
child abuse and neglect, notably in taking a
long term view, engaging actively with so-
called ‘problem families’ and employing
evidence-based interventions that work in the
most adverse circumstances. We also maintain
that working in this way is cost effective – in
effect, a therapy for our times.

Resilient Therapy harnesses the now
substantial and highly-respected body of
research on the characteristics of resilience
seen in children and applies this to practice.
These are not the aspects of resilience on
which early research concentrated – attractive
looking children with high intelligence, for
instance – but the characteristics we can do
something about. Many longitudinal research

studies – including Brooks and Goldstein’s
2003 work, Nurturing resilience in our
children: Answers to the most important
parenting questions – have shown these to be
effective evidence-based interventions that
make a difference for the most disadvantaged
children facing the worst odds.

Social workers are involved with many
children who grow up in what we term in our
book, ‘constellated disadvantage’. This is
where any combination of chronically sub-
optimal parenting issues are present in the
family’s history, and often all at the same time
– problems such as mental illness and

personality disorder, abuse, domestic
violence, substance and alcohol misuse,
poverty, lack of social capital, neighbourhood
harassment and criminality. Additionally, the
child may have learning difficulties, difficulty
engaging successfully with education,
multiple mental health problems, and an
array of co-morbidities that defy neat
diagnostic classification and eschew tidy
assessment and treatment plans.

One of the basic tenets of RT is practitioner
continuity, rather than the organisational
promiscuity seen in frequent changes of
professionals which is endemic in

PROFESSIONALSOCIAL WORK www.basw.co.uk22

Derek Blincow, Helen Thomas, Angie Hart and Heather Gage outline
the implications for social work practice of their brand of Resilient
Therapy. They employ coping strategies to enable abused and
disadvantaged children to overcome their experiences and inform how
professionals might work more successfully with such young people.
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adversity
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employment associated with working
alongside people in deprived circumstances.
As such, one of the problems we associate
with delivering effective services for these
children and their families is the
preoccupation with the current vogue for
brief interventions – solution-focused short-
termism when working with very deprived
families. Resilient Therapy is antithetical to
this, supporting instead a long-term view for
these sorts of families.

Analogy 
A medical analogy illustrates the point. Take a
toddler presenting with Type 1 Diabetes.
There is an acceptance in paediatric medicine
that it should be treated effectively
throughout childhood. It is a life-long
disorder associated with significant morbidity
and mortality levels, with acute and chronic
implications, made worse if not treated
effectively and over a sustained period of
time. A child living within an abusive and/or
neglectful family is not so very different in
respect of the long-term nature of the
necessary interventions. We would expect to
put together a similar long-term vision of
support for such a child, as for one with
chronic long-term physical health problems.

In the UK, the dominant approach to
supporting children with multiple adversities
– constellated disadvantage – has been largely
reactive and episodic. Intervention tends to be
in the form of crisis management, involving a
cross-organisational mix of professionals,
often with poorly differentiated roles and
overlapping remits, who may withdraw once
a response to the immediate problems has
been provided. When a new trigger prompts
renewed professional activity, the cycle of
assessment and intervention starts again,
often with new case workers rather than
continuity of care as would be regarded best
practice in medicine for those chronic
disorders characterised above.

What resilience research teaches us is that
to approach these families in this way is not at
all about resilience. Acting short term and
episodically cuts across just those processes
likely to be of most benefit. Resilient Therapy
contends that, for the children and their
parents in constellated disadvantage, long,
durable relationships matter. Furthermore,

RT advocates that agencies concerned with
child welfare should deploy resources to
minimise changes of personnel and enable
continuity of professional involvement
without worries about expense from entering
a long-term relationship.

Congruent with the notion of building
resilience, RT approaches families with high
dependency/morbidity in an active, can-do
manner, rather than using a ‘deficit’ or
pathologising model. Emphasising problems
– focusing on the deficit – can too readily
become compounded in repeated
degradation rituals that only serve to alienate
and disadvantage families further. Resilient
working seeks to engage those it is trying to
help, to prevent deterioration and achieve
improvements, however small. Also, the
emphasis in working resiliently is an
appreciation that large-scale change in short
timescales is unlikely, but that small,
incremental steps forward just might start to
turn the tide. To deliver these effectively, you
need to stay involved over the longer term.

Large-scale changes, which have major
implications for the future, can occur as a
result of the cumulative effect of small gains
over long periods of time. Early work on
resilience emphasised the importance of
interventions at key times that have long term
positive significance, and ‘turning-points’
(Rutter and Quinton’s 1984 study, Long-term
Follow-up of Women Institutionalized in
Childhood: Factors promoting good functioning
in adult life) or ‘tipping points’ (Gladwell’s
The Tipping Point: How little things make a big
difference, written in 2005) in individual’s
lives. Resilient Therapy explores the means of
recognising mechanisms that lead to turning
and tipping points, and highlights how we
can promote them.

Discrimination 
Human beings may have an in-built discrimi-
nation against life’s losers and people’s bad
luck can spiral down by being shunned
(Olson et al in 2006, Children’s Biased
Evaluations of Lucky Versus Unlucky People
and their Social Groups). Intervening in such
scenarios is never going to be easy or straight-
forward, yet by understanding that it is
complex, RT reinforces the idea that
painstaking, carefully crafted and incremental

changes in one direction can make major
differences overall. Furthermore, RT has
some clear merits for practitioners – its
inherently reflexive design helps them to work
more resiliently.

Moreover, we argue that being actively
involved, being able to try out interventions
that have an evidence base, makes
practitioners more likely to be effective and
therefore to discriminate as early as possible
as to which cases need to take a more
dedicated forensic path.

Child protection inquiries repeatedly give
the message that we need to actively engage.
In doing so, establishing where a family starts
from requires detailed understanding of their
situation. But this is only a beginning. Those
families involved in child protection
procedures will have been repeatedly and
sometimes endlessly assessed, yet all too often
we construe assessment as involvement. It is
not. Being involved means we need to actively
engage with people’s situations, trying
interventions that begin to promote a positive
cycle in their lives.

Practitioners that we have spoken to almost
universally feel that they can do little positive
to influence the course of these families’
histories. To address this malaise, resilient
working emphasises that there is always
something that you can try. RT details over 30
possible interventions, although a practitioner
might only work with one or two of the most
suitable at any one time. The interventions
represent mechanisms that have been helpful
for children growing up in constellated
disadvantage. We have grouped these into five
compartments: Basics, Belonging, Learning,
Coping and Core Self. Intervening in one or
more of these ways, choreographing
interventions over time, we can learn what a
family manages to achieve and what is not
accomplished.

Take, for example, a looked after child
experiencing multiple placements. Lee is 14
and appears to have little going for him after
repeated rejections and an array of well-
rehearsed behaviours that engineer his
rejection before he is rejected in turn. Lee
needs stability of care but we cannot wait for
that before we intervene. We look at Lee’s life
resiliently and discover that he has no talents
or hobbies. He does not even seem interested
in any. We know, from resilience research, that
having an interest, any interest, is so much
better than none (Coping). We try some, and
we keep going, clear in that knowledge.

Some months later, Lee appears to have
linked into biking. There were a few false
starts and in the end we had to pay an
enthusiast to take him on, especially as his
early behaviour at the sheds meant that it was
touch and go if it would ever get going. His
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life in many other respects is still messy but
something has been achieved. One success,
however small, taps into other resilient areas,
such as feeling at home somewhere
(Belonging) and taking an interest in
technical knowledge (Learning). We hear that
his psychiatrist has reported that his
depressive symptoms have reduced and we
recognise that we have contributed to a
meaningful positive chain reaction.

But is this way of working cost-effective, as
surely there are huge cost implications with
such an approach? Well, we know already that
children from abused and disadvantaged
backgrounds already impose a huge cost on
the taxpayer. It is our contention that RT has
the potential to deliver better outcomes for
children with constellated disadvantage, their
families and society, and at lower cost than
current conventional methods.

Taking a typical case worked with through
RT, where the children are subject to child
protection plans and where there are long-
term concerns over abuse and neglect, we
have worked out that the cost of a team
working with a family with RT would be
approximately £3,000 per year. Additional
costs accrue too, such as respite care, which in
one case amounted to one weekend per
month for three years, yet this still doesn’t
raise the annual costs above £4,000 per year –
including training for the team.

RT, it should be emphasised, does not
require lengthy additional training. Any
worker can employ RT interventions once
familiarised with what is involved. We have
found that two half-day familiarisation
sessions, where workers are willing to engage
in this approach, can be sufficient to
commence the work and further development
in the technique can be obtained through
normal continuing professional development
opportunities.

We estimate that RT would significantly
reduce the risks and costs associated with a
number of likely scenarios occurring at
different stages of a child’s development –the
predicted trajectories for children growing up
in serious social disadvantage. These include
the costs of long-term foster care, residential
special schooling and/or of living in a
residential children’s home. Compared to this,
and even if one or more of the children
worked with through RT needed extra help
within a mainstream context, the costs are
significantly less than special schooling – and
all the more so if it includes any residential
component.

By any reckoning RT would represent a
significant cost saving. In a recent study, we
estimated that, if this work was replicated on
a city with a population of, say, 250,000
people, somewhere in the region of £2.5

pounds of public money could be recouped
over a three-year period.

Of course, RT needs to prove itself
‘clinically’ effective. That it is already
supported by the resilience evidence base is
heartening, and workers who are already
trying it out report good results. But of
course, dedicated trials need to follow.

We also need to compare the costs to other
existing forms of therapy. For example,
Chamberlain’s 1998 Treatment Foster Care
approach is specifically aimed at improving
the progress and placement stability of
looked-after children with behavioural
difficulties. An individualised programme is
delivered through a large array of workers
with tightly defined areas of expertise and
responsibility.

Multi-Systemic Therapy (Henggeler et al,
Serious Emotional Disturbance in Children and
Adolescents: Multi-Systemic Therapy – 1999)
concentrates on families with adolescents
showing persistent anti-social behaviours. A
lone case manager carries a protocol-driven
intervention by gathering other resources, as
indicated. Caseloads are small, between four
and eight families at any one time, and the
work with each family is intense. Therapists
are highly trained and are available to clients
24 hours a day, seven days per week, over a
period of between three and five months.

Both interventions are costly and not
readily available, however. Also, they may not
cover those situations that social workers face
on a daily basis in core child protection work.
For example, most applications of Multi-
Systemic Therapy have focussed on offending,
substance misuse and psychiatric symptoms
in adolescents who live with their families of
origin, and it has not been tested with clients

in foster care, adoptive families or young
people with multiple co-morbidities. With
Treatment Foster Care, the number of
children who can be processed at any one
time is relatively few.

Expensive
Our view is that we cannot afford such
expensive methods. If anything, welfare
services are likely to face more stringent times
in the foreseeable future. The thrust of
present day welfare delivery must be to
innovate and, wherever possible, save costs.

It is important to emphasise that Resilient
Therapy may not be suitable for ongoing
work with some families; there will be a
proportion of cases where it is clear that
sufficient change will never take place, and
the damage to the children is already too
great (forensic cases). In these cases, it is
essential that they are acted on and effective
protection put into place. Our view of RT,
however, is that it helps to identify these cases
early on, through its active 
interventionist stance.

For other cases, RT offers an accessible,
affordable and effective way forward for the
most disadvantaged children and their
families. It is generalist, an approach ‘for the
masses’, and it can serve as an underpinning
upon which other, more specialist
interventions can be delivered. It is an
innovation that can be readily taken up by all
workers in the field of promoting the
emotional wellbeing of vulnerable children.

The benefits and costs of RT for working
with the most disadvantaged families deserve
to be evaluated, in a comparative context, to
inform future children’s policy and service
delivery.

PROFESSIONALSOCIAL WORK www.basw.co.uk24

Feature December 2009

“Practitioners that we have spoken to almost universally
feel that they can do little positive to influence the
course of these families’ histories. To address this
malaise, resilient working emphasises that there is
always something that you can try”

Derek Blincow (below left), lead psychiatrist at Priory Ticehurst House High Dependency Adolescent Unit,
expert witness and visiting fellow at the University of Brighton; Angie Hart, a professor of Child, Family
and Community Health; Helen Thomas (below middle), psychiatric social worker, retired but currently
doing locum work in the South East in Child Protection; Heather Gage (below right) a research adviser,
and leads on health economics for the NHS Research Design Service in Kent, Surrey and Sussex. 
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families (published by
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