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Summary	

The	overall	aim	of	this	project	is	to	contribute	to	the	development	of	interventions	that	

benefit	children	and	adolescents	in	residential	care.	Research	shows	that	this	is	a	

particularly	vulnerable	population,	typically	with	histories	of	detrimental	care	and	

traumatic	experiences,	and	which	is	institutionalised	as	an	additional	burden.	Many	of	

them	display	severe	emotional,	interpersonal,	and	behavioural	problems.	Meeting	their	

needs	in	a	residential	care	setting	is	challenging,	and	there	has	been	a	general	call	for	

models	of	care	that	can	encompass	the	complexity	of	their	life	histories	and	problems	

and	the	institutional	context.		

	

Along	with	the	growing	understanding	of	the	effects	of	developmental	trauma,	trauma-

informed	practice	(TIP)	has	emerged	as	a	theoretical	framework	guiding	residential	

treatment	and	care.	TIP	was	introduced	in	Norway	around	2010	and	has	since	become	

widespread,	especially	in	child	welfare	settings.	TIP	is	a	theoretical	framework	or	

model,	rather	than	a	standardised	or	operationalised	method,	that	must	be	

operationalised	within	each	concrete	context.	In	Norway,	TIP	has	mainly	been	based	on	

the	Three	Pillars	Model	advanced	by	the	Australian	psychologist	Howard	Bath.		

	

The	objective	of	this	project	was	to	gain	information	on	how	Bath’s	TIP	model	was	

operationalised	and	experienced	by	staff	at	a	child	welfare	institution	for	adolescents	in	

Buskerud	County,	Norway.	The	institution	was	among	the	first	in	Norway	to	start	

operating	in	accordance	with	a	TIP	framework,	starting	with	the	implementation	of	

Bath’s	Three	Pillars	model	in	2014.	The	regional	resource	centre	on	violence,	traumatic	

stress,	and	suicide	prevention	in	southern	Norway	(RVTS-south)	facilitated	the	

implementation	process.	The	qualitative	research	project	this	thesis	is	based	upon	was	

initiated	as	part	of	this	process.		

	

In	the	project,	the	following	main	research	question	was	explored:	how	do	staff	in	a	

residential	care	unit	in	Norway	transform	the	TIP	framework	into	practice,	and	how	do	

they	experience	and	reflect	upon	this	practice?	The	project	comprised	three	studies	

examining	the	research	question	from	different	angles	with	a	qualitative	
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phenomenological	research	methodology.	Over	the	course	of	six	years,	a	total	of	27	

individual	in-depth	interviews	were	conducted	with	19	informants.	Data	were	analysed	

in	accordance	with	the	principles	of	thematic	analysis,	thematic	network	analysis,	and	

narrative	inquiry.	The	findings	of	the	three	studies	are	presented	in	three	separate	

papers.		

	

The	focus	of	the	first	study	(presented	in	Paper	I)	was	how	the	TIP	framework	of	

Howard	Bath	was	translated	into	concrete	practices.	Using	thematic	network	analysis	of	

data	from	interviews	with	all	19	informants,	we	identified	three	global	themes:	self-

awareness,	including	self-reflection,	other-regulation,	and	authenticity;	intended	actions,	

including	building	strength,	building	mentalisation	skills,	providing	staff	availability,	

setting	safe	limits,	and	collaborating	with	youth;	and	organisational	and	cultural	

practices,	including	having	a	commonly	shared	mindset,	stability	and	routines,	and	

cultural	safety.	We	suggest	that	the	described	practices,	in	general,	reflect	shared	ideas	

across	TIP	models	and	resonate	with	informants'	training.	However,	some	practices	also	

seemed	to	be	influenced	by	other,	and	perhaps	partly	conflicting	perspectives.	In	

particular,	the	results	indicate	confusion	and	the	need	for	clarification	regarding	the	

roles	of	authenticity	and	boundary	setting	within	TIP.	

	

The	second	study	(presented	in	Paper	II)	focused	on	prerequisites	for	staff	members’	

capacity	to	maintain	an	emotionally	regulated	state	when	faced	with	disruptive	

emotional	and	behavioural	expressions.	Providing	other-regulation	through	one’s	own	

emotional	state	is	considered	a	core	element	of	TIP.	Using	thematic	analysis	of	data	

from	interviews	with	15	of	the	informants,	we	found	that	informants	experienced	their	

self-regulation	capacity	as	depending	on	critical	self-reflection,	self-acceptance,	being	

part	of	a	regulating	work	environment,	and	having	a	trustworthy	theoretical	model	to	be	

guided	by.	The	findings	point	to	the	importance	of	organisational	cultures	and	

procedures	that	encourage	critical	self-reflection	and	self-acceptance,	which	promote	

self-compassion	and	shame-resilience,	and	where	investments	are	made	to	ensure	staff	

identification	with	the	chosen	model	of	care.		
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The	third	study	(presented	in	Paper	III)	explored	informants’	experiences	with	

situations	and	interactions	that	could	potentially	threaten	their	capacity	to	maintain	an	

emotionally	regulated	state.	Data	from	interviews	with	eight	of	the	informants	were	

analysed	using	narrative	inquiry,	with	an	interest	in	how	informants	made	sense	of	

their	experiences.	We	identified	three	major	narrative	themes:	Are	we	doing	the	right	

things?,	My	childhood	issues	surfaced,	and	Missing	togetherness	with	trusted	others.	The	

themes	reflect	that	situations	and	interactions	were	seen	as	particularly	challenging	due	

to	their	complexity	and	confusing	character,	their	potential	to	trigger	painful	childhood	

memories,	and	their	potential	to	evoke	fear	of	disconnection	from	colleagues.	Findings	

were	discussed	in	terms	of	what	strain	working	within	a	TIP	framework	may	imply	for	

staff	members	–	a	strain	that	we	suggest	should	be	acknowledged	and	addressed	at	an	

organisational	and	structural	level.	

	

An	overarching	interpretation	is	that	informants,	in	their	ways	of	practicing	TIP,	

experienced	themselves	as	‘the	instruments	of	change’.	They	engaged	in	a	reflexive	self-

scrutinising	endeavour,	where	they	tended	to	attribute	successes	and	failures	in	

interactions	with	residents	to	factors	within	themselves.	Although	informants	were	

generally	in	favour	of	working	in	accordance	with	TIP	principles,	the	results	revealed	

that	working	this	way	comes	at	a	cost	and	may	be	deeply	personally	and	emotionally	

challenging.	Findings	of	the	project	point	to	the	importance	of	acknowledging	these	

costs	and	of	establishing	cultural	and	organisational	practices	that	enable	staff	to	

endure	the	strain	they	face	as	the	'instruments	of	change'.	This	may	include	a	particular	

focus	on	the	management	of	shame	by	working	with	self-compassion,	for	example,	by	

applying	standardised	procedures	developed	for	this	purpose.		

	

To	be	able	to	face	potentially	dysregulating	situations	on	a	day-to-day	basis,	based	on	

the	project	findings,	the	work	environment	should	entail	a	culture	of	other-regulation,	

wherein	cultural	safety,	transparency,	and	collegial	support	are	emphasised.	In	

addition,	to	be	able	to	invest	so	much	of	themselves	in	their	work,	both	personally	and	

emotionally,	staff	would	need	an	understanding	of	why	they	are	doing	it	and	confidence	

in	the	productivity	of	the	approach.	Additionally,	based	on	project	results,	it	is	

recommended	that	services	practising	or	implementing	TIP	clarify	to	the	greatest	
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possible	extent	what	TIP	is	and	what	it	is	not,	including	a	clarification	of	what	is	unique	

or	generic	to	the	model.	Clarifying	the	role	of	authenticity	and	boundary	setting	within	

TIP	might	be	of	particular	importance.	
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1.0	 Introduction	

1.1 Background 

Children	and	adolescents	in	child	welfare	residential	care	are	particularly	vulnerable.	

Generally,	they	have	been	exposed	to	multiple	adverse	and/or	traumatic	experiences	

and	suffered	neglect	or	general	detrimental	care	(Middleton,	Bloom,	Strolin-Goltzman,	

&	Caringi,	2019).	In	addition	to	an	arduous	start	of	life,	they	have	faced	invasive	child	

welfare	measures,	such	as	removal	from	home	and	institutionalisation,	and	experiences	

of	loss	and	ruptures	of	relations	with	parents,	siblings,	other	family	members,	and	

peers.	Among	the	interventions	available	to	child	welfare,	residential	care	is	considered	

the	last	resort	since	other	measures	such	as	foster	care	are	considered	less	invasive	and	

are	therefore	preferred	(Backe-Hansen,	Bakketeig,	Gautun,	&	Grønningsæter,	2011).	

Consequently,	children	and	adolescents	in	residential	care	often	have	lived	longer	with	

detrimental	care	in	the	biological	family,	giving	way	to	even	more	adverse	experiences	

(Lehmann	&	Kayed,	2018).	This	group	also	typically	displays	the	most	severe	emotional,	

behavioural,	and	interpersonal	problems	(Briggs	et	al.,	2012).	

	

Several	recent	reports	have	demonstrated	concern	regarding	the	quality	of	treatment	

and	care	in	residential	homes,	especially	for	adolescents	with	challenging	behaviours	

(Bufdir,	2018b;	Fylkesmannen,	2019).	In	2020,	the	Norwegian	Child	Commissionaire	

issued	a	report	from	residential	care	institutions	based	on	interviews	with	adolescents	

and	a	review	of	documents	and	case	papers,	suggesting	that	child	welfare	authorities	

put	too	much	weight	on	adolescents’	behavioural	problems,	substance	abuse,	and	

association	with	crime,	and	too	little	on	their	experiences	of	detrimental	care	and	

neglect	prior	to	placement.	It	was	also	reported	that	several	institutions	lacked	

coherent	guiding	frameworks	or	models	(Norwegian	Child	Barneombudet,	2020).	In	

addition,	the	child	welfare	system,	in	general,	is	continuously	confronted	with	insistent	

demands	for	change	and	improvements	and	for	the	identification	of	new	and	better	

methods,	models,	and	theoretical	perspectives	for	guidance.	These	demands	follow	

naturally	from	a	system	that	operates	in	a	complicated	and	controversial	field,	where	

decisions	interfere	with	people’s	lives	at	a	fundamental	level	(Fylkesnes,	2018).	

Historically,	mechanisms	and	procedures	for	control	and	auditing	may	have	been	

lacking	or	insufficient	(Backe-Hansen,	Bakketeig,	Gautun,	&	Grønningsæter,	2011).	
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Although	residential	care	is	a	last	resort,	there	are	also	voices	advocating	for	this	kind	of	

intervention,	seeing	it	as	a	constructive	pathway	for	adolescents	with	high	resource	

needs	(Whittaker	et	al.,	2016).	Whittaker	and	colleagues	(2015)	use	the	phrase	

‘therapeutic	residential	care’,	which	‘…involves	the	planful	use	of	a	purposefully	

constructed,	multi-dimensional	living	environment	designed	to	enhance	or	provide	

treatment,	education,	socialisation,	support	and	protection	to	children	and	youth	with	

identifies	mental	health	of	behavioural	needs	in	partnership	with	their	families	and	in	

collaboration	with	a	full	spectrum	of	community-based	formal	and	informal	helping	

resources’	(p.	24).	

	

This	definition	of	residential	care	directs	attention	towards	high-quality	measures	and	

interventions,	highlighting	every	aspect	of	service	delivery.	However,	there	are	several	

possibly	conflicting	definitions	of	what	constitutes	quality	in	residential	treatment	and	

care.	Historically,	there	has	been	a	lack	of	consensus	on	the	critical	elements.	Harsh	and	

punitive	measures	have	been	utilised,	based	on	beliefs	that	adolescents	with	‘bad	

attitudes	and	behaviours’	need	to	‘learn	to	behave’	(James,	2011),	but	also	emotion-

based	responses	fuelled	by	anger,	fear,	or	disgust	(Anglin,	2002;	Bath	&	Seita,	2018).	

The	residential	treatment	and	care	context	needs	theoretical	frameworks	and	models	of	

care	that	can	address	the	complex	and	demanding	child	welfare	residential	care	context,	

and	at	the	same	time	are	perceived	as	sensible	and	meaningful	by	staff.	Thus,	the	

purpose	of	this	thesis	is	to	gather	information	that	might	contribute	to	the	development	

of	such	frameworks	and	models	of	care.		

	

The	last	two	decades	have	seen	a	significant	rise	in	awareness	of	the	effects	and	long-

term	consequences	of	early	traumatic	and/or	adverse	childhood	experiences	(Felitti	&	

Anda,	2010;	Ford	&	Courtois,	2009).	While	these	and	other	reports	document	that	

traumatic	and	adverse	experiences	are	widespread	in	the	general	population,	the	

prevalence	of	such	experiences	among	children	and	adolescents	in	child	welfare	

residential	care	is	considerably	higher	(Briggs	et	al.,	2012;	Greger,	Myhre,	Lydersen,	&	

Jozefiak,	2015;	Kayed	et	al.,	2015).	
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Following	the	realisation	that	children	and	adolescents	in	out-of-home	placements,	

particularly	those	in	residential	care,	have	high	exposure	to	trauma,	neglect,	and	

adversities,	trauma-informed	frameworks	have	emerged.	These	frameworks	define	

guiding	principles	for	interventions	and	care	according	to	the	presumed	prevalence	of	

traumatic	and	adverse	experiences	(Harris	&	Fallot,	2001b;	SAMHSA,	2014).	When	

exposure	to	trauma	and	neglect	is	acknowledged	as	central	to	the	aetiology	of	children’s	

problems,	symptoms,	and	behaviours,	it	seems	sensible	that	institutions	and	services	be	

informed	of,	or	sensitised	to,	these	experiences	and	their	consequences.	The	concept	of	

trauma-informed	practice	(TIP)	was	initially	formulated	by	Harris	and	Fallot	(2001b)	

and	has	since	become	widespread.	The	term	‘trauma-informed’	refers	to	‘seeing	all	

clients	through	a	trauma	lens’,	and	reflects	an	understanding	that	the	symptoms	and	

behaviours	presented	by	clients	could	be	understood	as	expressions	of	underlying	

traumatic	experiences	(Bath,	2008b).		

	

TIP	initiatives	and	frameworks	are	inexorably	tied	to	neurodevelopmental	psycho-

traumatology	(Schore,	2003;	Siegel,	2012;	van	der	Kolk,	2014)	and	general	

developmental	psychology	(Trevarthen,	2009;	Tronick,	2007).	The	merging	of	these	

fields	has	shaped	the	understanding	of	the	effects	of	early	traumatisation,	particularly	

regarding	the	concept	of	‘regulation’	(Nordanger	&	Braarud,	2017;	Schore,	2003).	The	

core	effects	of	early	traumatisation	are	related	to	dysregulation	of	emotions,	thoughts,	

relationships,	behaviour,	and	bodily	processes	(Ford	&	Courtois,	2009),	meaning	that	

the	individual	becomes	very	susceptible	to	and	easily	overwhelmed	by	stress.	The	

contribution	from	developmental	psychology	relates	to	the	concept	of	‘other-regulation’	

whereby	the	child,	yet	unable	to	self-regulate,	is	regulated	by	a	significant	other	when	

distressed	(Tronick,	2007).	In	other	words,	early	trauma	may	lead	to	dysregulation	and	

general	regulation	difficulties.	This	dysregulation	needs	to	be	other-regulated	from	the	

outside,	since	children	and	adolescents	lack	the	internal	capacity	to	self-regulate	(Perry	

et	al.,	1995;	Schore,	2003).	Other-regulation	consists	of	1)	sensory-motor	activities,	for	

example,	rocking,	hugging,	soothing	words	or	sounds,	and	walking	together;	2)	

relational	support,	for	example,	physical	proximity,	gentle	and	kind	words,	adult	

presence,	and	tolerance;	and	3)	mentalisation,	for	example,	talking	about	stressful	

situations	and	other	self-reflective	activities	(Perry,	2009).	Through	these	processes,	
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the	child	may	internalise	the	mental	state	of	the	adult	helper,	and	thus	gradually	

develop	their	own	self-regulation	skills	(Fonagy,	2004).	

	

Although	trauma-informed	frameworks	have	become	widespread,	more	knowledge	is	

needed	to	decide	whether	they	are	sustainable	alternatives	to	other	frameworks	or	

models	(Rosten,	2020).	Trauma-informed	frameworks	still	miss	conceptualisation	and	

agreement	on	unique	and	essential	features	(Hanson	&	Lang,	2016),	and	their	base	of	

empirical	evidence	is	insufficient	(Berliner,	Kolko,	Hanson,	&	Lang,	2016).	

	

Since	TIPs	are	more	general,	theoretically	guided	frameworks	or	models	rather	than	

operationalised	methods,	they	need	to	be	conceptualised	contextually.	This	opens	the	

way	for	possible	misunderstandings,	misinterpretations,	and	disagreements	(Donisch,	

Bray,	&	Gewirtz,	2016).	Furthermore,	the	implementation	of	new	theoretical	

frameworks,	models,	or	metods	does	not	occur	in	a	vacuum,	as	staff	typically	have	prior	

experience	with	several	different	frameworks	and	methods.	The	implementation	of	new	

frameworks	does	not	erase	prior	knowledge	and	practices.	Consequently,	professional	

discourses	are	likely	to	coexist,	making	it	complicated	to	see	one	framework	as	separate	

from	another	(Dusenbury,	Brannigan,	Falco,	&	Hansen,	2003).		

	

Against	this	background,	the	research	project	behind	this	thesis	was	initiated	at	a	

residential	care	unit	for	adolescents	in	Buskerud,	in	the	south-eastern	part	of	Norway.	

This	institution	requested	the	implementation	of	a	TIP	program	from	the	regional	

resource	centre	on	traumatic	stress	(RVTS-south)	in	2013.	As	a	pioneer	program	in	

Norway,	RVTS-south	found	it	important	to	combine	the	implementation	process	with	a	

qualitative	research	procedure,	collect	information	on	how	staff	at	the	institution	

translated	the	TIP	principles	into	practice,	and	investigate	how	they	reflected	upon	the	

model.	
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1.2 Aims, objectives, and research questions 

The	overall	aim	of	the	project	was	to	contribute	to	the	development	of	models	of	care1	

that	are	beneficial	to	children	and	adolescents	in	residential	care.	Since	TIP	has	become	

a	widespread	framework	to	guide	the	care	provided	by	child	welfare	residential	care	

facilities,	our	objective	was	to	gather	information	about	how	staff	working	in	such	a	

context	experienced,	understood,	and	reflected	upon	the	practice.	Such	information	is	

relevant	for	institutions	and	services	that	are	in	the	process	of	instituting	a	TIP	

framework	and	may	provide	important	insights	for	future	TIP	implementation	efforts.	

	

Correspondingly,	the	overall	research	question	for	the	project	was:	How	do	staff	in	a	

residential	care	unit	in	Norway	transform	the	TIP	framework	into	practice,	and	how	do	

they	experience	and	reflect	upon	this	practice?		

	

As	stated	above,	TIP	emphasises	the	staff’s	self-regulation	abilities.	Therefore,	we	were	

interested	in	exploring	staff’s	experiences	and	practices	related	to	this	aspect	of	the	

framework.	This	interest	is	reflected	in	the	more	specific	research	questions	chosen	for	

the	three	studies	included	in	this	thesis	as	follows:	

1) How	do	staff	in	this	particular	residential	child	welfare	unit	in	Norway	transform	

TIP	principles	into	practice?	(Paper	I)	

2) What	are	staff’s	perceptions	of	what	it	takes	to	stay	regulated	when	working	

with	adolescents?	(Paper	II)?	

3) What	characterises	situations,	contexts,	and	interactions	that	elicit	or	threaten	to	

elicit	emotional	dysregulation	among	staff?	(Paper	III).	

	

1.3 Overview of the thesis 

This	thesis	consists	of	seven	chapters.	Chapter	2	provides	an	outline	of	the	theoretical	

background	and	context	of	the	study,	starting	with	a	description	of	the	field	of	

residential	treatment	and	care	in	the	Norwegian	child	welfare	system,	followed	by	an	

	
1	In	this	thesis	the	term	‘models	of	care’	is	used	as	synonymous	with	theoretical	frameworks	and	models	
that	guide	the	work	and	inspire	concrete	methods	and	interventions.	
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outline	of	current	knowledge	of	the	prevalence	of	trauma	and	neglect	among	children	

and	adolescents	in	residential	care.	Chapter	3	presents	the	development	of	the	

traumatology	field,	with	an	introduction	to	post-traumatic	stress	disorder	(PTSD)	

diagnoses;	PTSD	(APA,	1980)	and	Complex	PTSD	(C-PTSD)	(ICD-11,	2020).	Here,	

emphasis	is	on	the	field’s	foundation	in	neurobiology	and	developmental	psychology.	

Next,	the	regulation	concept	and	the	emergence	of	trauma-informed	practice	are	

described.	Lastly,	the	Three	Pillars	TIP	model	of	Howard	Bath	is	presented.	In	Chapter	4	

I	present	the	institution	studied	and	the	TIP	implementation	model,	before	I	give	an	

overview	of	the	diversity	of	theoretical	perspectives	and	models	of	care	within	the	

residential	care	field.	In	Chapter	5,	the	ontological,	epistemological,	and	methodological	

perspectives	that	guide	the	choice	of	procedures	and	analyses	are	described,	along	with	

a	presentation	of	the	specific	work	connected	to	each	of	the	three	studies.	To	the	end	of	

Chapter	5,	quality	of	the	research	process	along	with	ethical	considerations	are	

addressed.	In	Chapter	6,	the	thesis	results	are	presented	by	providing	a	brief	outline	of	

the	results	of	each	of	the	three	studies.	In	Chapter	7,	I	discuss	the	most	salient	findings	

against	the	background	of	relevant	research	and	suggest	some	practical	implications	for	

residential	treatment	and	care.	Suggestions	for	further	research	are	presented	as	well.	

The	last	sections	of	Chapter	7	address	the	challenges	and	benefits	of	my	roles	in	the	

project	and	wind	up	in	a	brief	conclusion.		
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2.0	 Children	and	adolescents	in	the	child	welfare	system	

2.1 Residential treatment and care for children and adolescents 

In	Norway,	1111	children	resided	in	child	welfare	residential	care	by	the	end	of	2018,	

approximately	eight	per	cent	of	all	children	that	were	under	custody	by	the	child	

welfare	system	(Bufdir,	2020).	The	number	of	similar	children	in	foster	care	was	11,812	

(Statistics	Norway,	2020).	At	the	same	time,	45,587	children	received	help	from	child	

welfare	while	remaining	in	their	homes	(Ibid.).	These	numbers	illustrate	the	general	

policy	of	the	child	welfare	system;	out-of-home	placements	are	less	preferred	than	

home-based	interventions	(Lehmann	&	Kayed,	2018).	There	has	been	a	slight	decline	in	

the	use	of	residential	institutions	over	the	last	ten	years	and	a	corresponding	increase	in	

the	use	of	foster	care.	Compared	to	ten	years	ago,	there	has	been	a	trend	towards	

applying	foster	care	for	younger	children.	The	use	of	foster	care	over	residential	care	

reflects	that	residential	care	is	considered	the	least	preferred	child	protection	measure	

(Backe-Hansen	et	al.,	2011).	A	consequence	is	that	out-of-home	placements	(especially	

residential	care)	occur	late	in	childhood,	which	increases	the	potential	risk	of	harm	to	

the	child	due	to	inadequate	or	insufficient	care,	abuse,	or	traumatic	experiences	

(Lehmann	&	Kayed,	2018).	

	

Child	welfare	residential	care	in	Norway	is	organised	into	four	categories	of	homes:	1)	

acute,	short-term	placements;	(2)	homes	for	adolescents	with	substance	abuse	

problems;	(3)	homes	for	adolescents	in	need	of	care	with	no	apparent	behavioural	or	

addiction	problems	for	whom	foster	care	is	exhausted	or	not	available	for	some	other	

reason,	and	4)	homes	for	adolescents	with	primary	behavioural	difficulties.	Category	4,	

placements	based	on	behavioural	problems,	is	further	divided	into	the	sub-categories	

‘high’	or	‘low’,	referring	to	the	expected	persistence	and	severity	of	the	youths’	

behaviour	problems	(Bufdir,	2020).	Placements	may	be	either	coercive	or	voluntary	

(Barnevernloven,	1992).		

	

Placement	criteria	have	no	reference	to	trauma,	neglect,	or	history	of	adversities.	When	

children	are	placed	in	custody	in	Norway	(regardless	of	the	type	of	placement),	the	

reasons	are	broadly	'quality	of	care',	which	involves	parental	inadequacies	of	some	
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kind,	while	placements	of	adolescents	are	more	often	based	on	behaviours	such	as	

deviancy,	substance	abuse,	school	dropout,	or	crime	(Backe-Hansen,	Højer,	Sjöblom,	&	

Storø,	2013).		

	

2.2 Youth in residential care: Histories of adverse experiences 

As	noted	above,	youth	in	residential	care	generally	have	a	history	of	adverse	

experiences	prior	to	placement	in	an	institution.	Since	residential	treatment	is	

considered	a	problematic	option,	other	measures	have	often	been	tried	for	some	time,	

such	as	various	in-home	interventions	and	placement	in	foster	care	(Backe-Hansen	et	

al.,	2011).	Consequently,	they	often	have	a	longer	history	of	exposure	to	detrimental	

care	and	traumatic	incidents	than	other	children/adolescents	in	the	child	welfare	

system	(Lehmann	&	Kayed,	2018).	Additionally,	placement	in	institutions	in	Norway	is	

often	justified	by	the	youths’	behaviours	rather	than	their	needs;	youth	with	serious	

conduct	problems	are	often	assigned	to	institutions	with	an	understanding	that	they	

need	measures	and	interventions	that	are	not	available	in	less	restrictive	environments,	

such	as	foster	care	(Backe-Hansen,	Madsen,	Kristofersen,	&	Hvinden,	2014).	These	

considerations	indicate	that	adolescents	in	residential	care	are	particularly	vulnerable	

to	exposure	to	trauma	and	neglect.		

	

A	national	survey	conducted	by	the	Norwegian	Social	Research	Institute	(NOVA)	showed	a	

prevalence	of	11%	of	severe	sexual	assault	and	eight	per	cent	of	severe	physical	

violence	from	parents	in	a	sample	of	high	school	students	(Stefansen	&	Mossige,	2007).	

Another	report	by	the	Norwegian	Centre	for	Violence	and	Traumatic	Stress	Studies	

(NKVTS)	revealed	a	lifetime	prevalence	of	rape	in	Norwegian	women	of	9.4%.	In	this	

study,	severe	physical	violence	from	parents	was	reported	by	5.1%	of	the	informants,	

whereas	30.3	%	reported	experiencing	‘less	severe’	parental	violence	(Thoresen	&	

Hjemdal,	2014).	A	more	recent	study	from	NKVTS	among	9,240	Norwegian	12-16	years	

olds	revealed	a	similar	tendency.	Here,	five	per	cent	reported	severe	physical	violence	

from	parents,	while	six	per	cent	reported	experiences	of	sexual	abuse	by	an	adult,	most	

often	by	someone	other	than	close	family	members	(Hafstad	&	Augusti,	2019).	A	study	

by	Heiervang	et	al.	(2007)	found	an	estimated	prevalence	of	childhood	maltreatment	of	

eight	per	cent	in	the	general	Norwegian	population.		



	 18	

Even	though	exposure	to	adversities	is	common	in	the	general	population,	the	

prevalence	is	considerably	higher	in	the	residential	care	population.	Greger	et	al.	(2015)	

investigated	maltreatment	and	adversities	prior	to	placement	in	a	sample	of	

adolescents	in	residential	care	and	identified	the	following	categories	of	maltreatment	

prior	to	placement:	general	household	dysfunction	(66.7%),	victim	of	physical	violence	

within	the	family	(54.4%),	sexual	abuse	(37.6%),	and	witnessing	violence	(38.4%).		

	

Among	international	studies,	Briggs	and	colleagues	(2012)	studied	trauma	exposure	

and	functional	impairment	among	young	people	in	residential	treatment	and	care,	

drawing	upon	data	from	the	National	Child	Traumatic	Stress	Network	(NCTSN)	

database.	They	also	found	a	high	prevalence	of	exposure	to	adversities,	with	the	

categories	of	emotional	abuse	(67.6%),	traumatic	loss	(62.1%),	and	impaired	caregiver	

(60.0	%)	as	the	most	frequently	reported.	Domestic	violence	(58.3%)	was	also	

frequently	reported.	On	average,	each	youth	reported	exposure	to	3.8	types	of	traumatic	

incidents.	92%	of	the	youth	reported	experiencing	multiple	traumatic	events	prior	to	

entering	residential	care	(Ibid.).		

	

2.3 Consequences of adverse experiences 

Dovran	et	al.	(2012)	conducted	a	systematic	literature	review	of	traumatic	events	and	

posttraumatic	symptoms	among	children	and	adolescents	in	out-of-home	placements.	

From	the	studies	included	in	the	review,	they	concluded	that	‘most	of	the	children	and	

adolescents	living	in	out-of-home	placements	have	complex	trauma	histories	and	

complex	posttraumatic	stress	reactions’	(page	29).	However,	this	report	does	not	

distinguish	between	residential	care	and	foster	care.	

	

Kayed	et	al.	(2015)	found	a	high	prevalence	of	psychiatric	disorders	among	children	and	

adolescents	in	Norwegian	residential	care;	76.2%	received	at	least	one	diagnosis	listed	

in	the	fourth	revision	of	the	Diagnostic	and	Statistical	Manual	of	Mental	Disorders	

(DSM-IV),	with	a	very	high	comorbidity	rate	(Jozefiak	et	al.,	2016).	For	example,	

typically,	those	with	behaviour	problems	also	had	more	emotional	problems.	They	also	
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found	greater	impairments	of	physical	health,	lower	self-esteem,	and	poorer	peer	

relationships	than	the	general	population	(Kayed	et	al.,	2015).	

 

The	study	by	Briggs	et	al.	(2012)	presented	similar	findings:	a	high	prevalence	of	

functional	impairment	with	behavioural	problems	(80.3%),	attachment	problems	

(70%),	substance	use	problems,	suicidal	ideation	(30%),	criminal	activity	(30.3%),	and	

self-injurious	behaviours	(28.4%)	as	some	of	the	highest-ranking	categories.	They	also	

found	a	dose-response	relationship	between	the	number	of	trauma	exposures	and	

indicators	of	functional	impairment	severity.		

 

2.4 A landscape of shifting theoretical perspectives 

The	last	30	years	have	seen	increased	efforts	to	improve	the	quality	of	public	services	in	

both	child	welfare	and	mental	health	in	general	and	in	residential	treatment	and	care	in	

particular	(Andreassen,	2003).	The	concept	of	‘evidence-based	methods’	emerged	

during	the	1990s	and	was	subsequently	followed	by	an	increased	emphasis	on	

cognitive-behaviourally	(CBT)	oriented	models	like	Multisystemic	Therapy	(MST)	

(Henggeler	&	Schaeffer,	2016)	and	the	institutional	model	MultifunC	(Bengtsson	&	

Jakobsen,	2009).	Evidence-based	practices	comprise	a	tendency	towards	the	

standardisation	and	operationalisation	of	methods.	This	is	also	a	pronounced	ambition	

for	the	Directorate	for	Children,	Youth	and	Families	(Bufetat,	2019)	and	the	Directorate	

for	Health	(Helsedirektoratet,	2020).	Before	the	shift	to	cognitive-behaviour-oriented	

approaches,	residential	treatment	in	Norway	was	generally	influenced	by	

psychodynamic,	attachment-oriented	models	of	care	(Larsen,	2018).	Hence,	since	there	

are	methodological	differences	between	these	two	models,	discussions	and	

disagreements	have	surfaced	(Reime,	2018).	Also,	bio-medical	(Shah	&	Mountain,	2007)	

and	behaviour	analytic	(Isaksen	&	Karlsen,	2018)	perspectives	have	had	some	influence	

on	residential	care,	even	though	they	are	more	represented	in	mental	health	services	

and	the	care	of	individuals	with	mental	disabilities.	

	

According	to	Reime	(2016),	there	are	currently	two	competing	overarching	discourses	

in	Norwegian	residential	care,	one	of	‘techno-science’	and	one	of	‘indeterminacy’.	The	

techno-science	discourse	upholds	the	idea	that	it	is	possible	to	develop	universal	and	
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effective	methods	for	treatment	and	care	that	can	be	standardised	and	used	by	all	in	

accordance	with	the	general	understanding	of	evidence-based	practice.	CBT	may	be	

considered	to	be	embedded	in	a	techno-science	discourse.	On	the	other	hand,	the	

indeterminacy	discourse	carries	the	understanding	that	methodological	pluralism,	

contextualisation,	and	professional	autonomy	are	preferable	to	control	and	

standardisation.		

	

Hence,	the	field	of	residential	treatment	and	care	is	affected	by	a	history	of	changing	and	

somewhat	competing	models	of	care.	Within	the	TIP	field	itself,	scholars	are	holding	an	

ongoing	internal	discussion	of	standardisation,	operationalisation,	and	

conceptualisation	in	general.	There	is	a	consensus	that	the	trauma-informed	

perspective	is	relevant	and	required	(Atwool,	2019;	Cutuli,	Alderfer,	&	Marsac,	2019;	

Levenson,	2017).	At	the	same	time,	there	is	a	growing	demand	for	a	uniform	

conceptualisation	and	operationalisation	so	that	providers	and	agencies	will	know	that	

they	are	delivering	TIP	(Hanson	&	Lang,	2016).	Donisch	et	al.	(2016)	conducted	a	

qualitative	study	among	service	providers	within	child	welfare,	juvenile	justice,	mental	

health,	and	education	systems,	which	revealed	that	many	frontline	workers	were	

confused	about	what	interventions	were	appropriate	according	to	TIP,	despite	

expressing	a	positive	attitude	toward	TIP	principles.	In	Norway,	a	report	among	child	

welfare	institutions	revealed	that	many	of	them	told	to	work	in	accordance	with	the	TIP	

framework,	and	at	the	same	time	there	were	substantial	differences	in	how	they	

interpreted	the	concepts	and	in	how	it	was	practised	(Bufdir,	2018a).	Against	this	

background,	there	may	be	a	need	for	a	more	unified	conceptualisation	and	

operationalisation	of	TIP,	one	that	applies	to	professionals	within	all	child-serving	

institutions.	
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3.0	 The	field	of	traumatology		

3.1 From single to complex trauma  

Research	on	how	childhood	trauma,	neglect,	and	other	adversities	impact	brain	

development	and	mediate	many	physical,	psychological,	and	social	problems	later	in	life	

has	provided	new	and	important	insights.	In	contrast	to	many	traditional	aetiological	

models,	trauma	theories	propose	that	the	origins	of	many	physical,	psychological,	and	

social	disorders	lie	in	the	direct	and	indirect	exposure	to	external	traumatogenic	agents	

(Bloom	&	Farragher,	2011).		

	

Studies	of	war	veterans,	mainly	American	soldiers	returning	from	Vietnam	during	the	

1960s	and	70s,	contributed	significantly	to	the	modern	understanding	of	psychological	

trauma	(Horwitz,	2018).	The	experiences	of	these	veterans	paved	the	way	for	the	

introduction	of	the	DSM-III	diagnosis	of	post-traumatic	stress	disorder	(PTSD)	in	1980	

(APA,	1980),	along	with	a	growing	understanding	that	traumatic	incidents	have	the	

potential	to	cause	severe	psychological	problems.	Criteria	for	the	diagnosis	included	re-

experiencing	of	the	traumatic	events,	avoidance	of	reminding	thoughts	and	memories	of	

the	events,	and	persistent	perception	of	threat,	often	leading	to	hypervigilance	(Ibid.).		

	

Parallel	to	the	development	of	the	PTSD	diagnosis,	research	efforts	within	the	trauma	

field	have	gradually	brought	attention	to	childhood	adverse	experiences	as	an	even	

more	significant	threat	to	public	health.	In	particular,	the	San	Diego	based	Adverse	

Childhood	Experiences	(ACE)	study	(Felitti	&	Anda,	2010)	contributed	to	this	

understanding.	The	ACE	study	is	longitudinal,	with	more	than	17000	participants.	It	

explored	the	relationship	between	childhood	adversities	such	as	exposure	to	domestic	

violence,	sexual	and	physical	abuse,	emotional	and	physical	neglect,	and	household	

dysfunction,	and	negative	outcomes	in	adulthood,	such	as	impaired	physical	and	mental	

health,	substance	abuse,	and	social	malfunction	(Ibid.)	The	study	showed	that	up	to	

50%	of	the	non-clinical	population	had	experienced	one	or	more	of	the	different	types	

of	adversities.	It	further	showed	a	dose-response	relationship	between	the	number	of	

types	of	adversities	experienced	in	childhood	and	negative	outcomes	in	adulthood	on	all	

health	and	functional	parameters	measured	(Ibid.).	
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Observing	the	impacts	of	childhood	sexual	abuse	from	a	clinical	viewpoint,	Judith	

Herman	pointed	out	the	limitations	of	the	PTSD	diagnosis	to	capture	the	long-term	and	

global	impacts	of	these	kinds	of	trauma	(1992).	She	saw	far	more	complex	problems,	

which	she	found	to	call	for	an	expanded	diagnosis	called	Complex	PTSD.	Along	the	same	

lines,	Leonore	Terr	(1990)	suggested	a	distinction	between	two	different	types	of	

traumatic	exposure:	Type	1	and	Type	2,	where	Type	1	refers	to	a	single-event	exposure,	

while	Type	2	refers	to	repeated	and	prolonged	exposure,	normally	with	onset	in	early	

childhood.	Other	commonly	used	terms	to	describe	Type	2	trauma	are	‘complex	trauma’	

(Ford	&	Courtois,	2009),	‘developmental	trauma’	(van	der	Kolk,	2014),	and	‘relational	

trauma’	(Schore,	2003).	Type	2	traumas	are	found	to	have	considerably	more	global	

consequences	than	Type	1	traumas,	since	the	exposure	repeatedly	occurs	and	most	

often	at	a	very	young	age	and,	to	a	larger	extent,	impacts	normal	brain	development	

(Teicher,	Samson,	Anderson,	&	Ohashi,	2016).		

	

Currently,	the	International	Classification	of	Diseases	(ICD-11)	features	two	diagnoses	

explicitly	linked	to	psychological	trauma:	PTSD	and	Complex	PTSD	(C-PTSD).	Criteria	

for	C-PTSD	highlight	exposure	to	events	or	series	of	events	that	are	prolonged	or	

repetitive,	typically	domestic	violence	or	sexual	or	physical	abuse.	Symptoms	include	

those	listed	in	the	PTSD	diagnosis	together	with	problems	with	affect	regulation,	

diminished	beliefs	about	oneself,	feeling	worthless	or	defeated,	feelings	of	shame,	guilt,	

or	failure,	and	difficulties	in	sustaining	relationships	and	feeling	close	to	others.	

Additionally,	impairments	in	personal,	familial,	social,	educational,	occupational,	or	

other	important	areas	of	functioning	are	included.	Hence,	the	diagnostic	system	has	

adapted	the	early	distinction	between	Type	1	(PTSD)	trauma	and	Type	2	(C-PTSD)	(ICD-

11,	2020;	Terr,	1990).	

	

3.2 Developmental trauma 

As	stated	above,	the	concept	of	complex	trauma	refers	to	chronic,	prolonged	or	repeated	

exposure	to	traumatic	stressors.	Siegel,	2012;	Schore,	2012;	Perry,	2006).	The	term	

‘developmental	trauma’	(van	der	Kolk,	2014)	has	been	applied	for	these	kinds	of	

exposure	to	emphasise	that	these	stressors	occur	during	development	and	disturb	

normal	brain	development.	These	children	are	often	recognised	in	child	protection	and	
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mental	health	services	not	by	the	traditional	PTSD	diagnosis,	but	as	impulsive	and	

antisocial	(Courtois,	2006)	or	with	conduct	disorder	(Lyttle	&	Brodie,	2007),	along	with	

anxiety,	depression,	ADHD,	and	attachment	disorder	(Ackerman,	Newton,	McPherson,	

Jones	&	Dykman,	1998).		

	

Several	studies	have	explored	the	impact	of	severe	adversities	and	psychological	

trauma	on	the	developing	brain.	These	include	alterations	in	the	corpus	callossum,	

hippocampus,	amygdala,	and	several	structures	in	the	prefrontal	cortex	(De	Bellis,	

2001;	Pechtel,	Lyons-Ruth,	Anderson,	&	Teicher,	2014;	Shonkoff,	2016;	Teicher,	

Anderson,	&	Polcari,	2012;	Teicher	et	al.,	2016;	van	der	Kolk,	2014).	These	changes	to	

the	brain	serve	to	reduce	the	capacity	to	regulate	stress	responses	and	sensitise	brain	

areas	involved	in	eliciting	stress	responses.	Stress	responses	may	be	either	hyper-

reactions	involving	the	mobilisation	of	the	fight/flight/freeze	system,	or	hypo-reactions,	

involving	activation	of	the	systems	of	physical	immobilisation	or	submission	(Porges,	

2007).	Consequently,	the	person	is	primed	for	danger.	Neutral	stimuli	that	have	become	

associated	with	traumatic	events	easily	trigger	both	hyper-	and	hypoarousal	responses,	

causing	sudden	shifts	to	the	survival	mode	(LeDoux,	2015;	Porges	&	Furman,	2011).		

	

The	window	of	tolerance	(Siegel,	2012)	is	a	widely	used	metaphor	for	understanding	

the	heightened	sensitivity	of	the	stress-response	system	(see	Figure	1	below).	

	

Figure	1.	The	Window	of	Tolerance	

	

Adapted	from	Siegel	(1999).	
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The	middle	part	of	the	window	illustrates	a	zone	of	optimal	arousal,	in	which	the	

individual	can	relate	to	others	in	a	meaningful	and	attentive	way	and	is	able	to	learn,	

concentrate,	and	focus.	The	hyperarousal	state	above	the	window	may	imply	reactions	

such	as	impulsivity,	acting-out,	aggression	or	running	away.	In	this	zone,	typically,	

children	will	be	perceived	as	challenging,	troublesome,	or	even	hostile.	The	hypoarousal	

state	below	the	window	may	imply	numbness,	passivity,	feelings	of	emptiness,	or	

helplessness.	In	this	zone,	children	will	often	be	perceived	as	lazy,	apathetic,	lacking	in	

concentration,	or	without	initiative,	seemingly	without	a	will	of	their	own.	Children	or	

adolescents	with	histories	of	repeated	adverse	experiences	often	have	a	narrow	

window,	causing	rapid	shifts	to	either	hyper-	or	hypoarousal	(Nordanger	&	Braarud,	

2017).	

	

In	many	cases,	the	functional	display	of	these	neurobiological	alterations	involves	poor	

emotion	regulation,	distrust	towards	others	(attachment	issues),	sensorimotor	

problems,	altered	cognitive	functions	such	as	memory	problems,	aggression,	self-harm,	

trauma	enactment,	difficulties	with	attention	and	focus,	planning	and	learning,	low	self-

esteem,	poor	self-awareness,	feelings	of	powerlessness,	and	shame	and	guilt	(Cicchetti,	

2013;	Cook	et	al.,	2005;	Ford	&	Courtois,	2009).	Other	psychological	problems	include	

feelings	of	being	shut	off	from	society,	lack	of	connection	(van	der	Kolk,	2014),	feeling	

that	the	world	is	fundamentally	unsafe,	and	loss	of	hope	for	the	future	(Cozolino	&	

Siegel,	2010;	Yule,	1999).	The	pervasiveness	of	these	consequences	is	striking.	

	

In	sum,	repeated	exposure	to	adverse	experiences	in	childhood,	trauma,	neglect,	or	less	

pronounced	negative	experiences	have	a	profound	impact	on	the	developing	brain.	

Some	of	the	most	pervasive	effects	relate	to	the	capacity	to	regulate	emotions,	thoughts,	

bodily	reactions,	and	social	relations,	labelled	‘general	dysregulation’	(Ford	&	Courtois,	

2009).	Consequently,	trauma	treatment	comprises	a	robust	regulatory	component,	

helping	the	individual	stay	inside	the	window	of	tolerance	(Siegel,	2012).		
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3.3 Self- and other-regulation  

The	neurobiological	underpinnings	of	the	regulation	concept	are	described	above.	

During	the	acute	phase	of	the	stress	response,	the	person	has	reduced	access	to	the	

cognitive	and	thinking	areas	of	the	brain,	leading	to	dysregulated	responses	that	lack	

conscious	control	(Perry,	2009).	All	people	experience	dysregulation,	but	people	with	a	

history	of	trauma,	especially	prolonged	childhood	traumatic	experiences,	are	affected	in	

three	ways:	1)	their	neuroendocrine	stress	response	is	more	easily	activated	2)	their	

stress	response	is	activated	by	seemingly	neutral	stimuli,	and	3)	their	stress	responses	

are	prolonged	compared	to	non-affected	populations	(Siegel,	2012).	In	terms	of	the	

‘window	of	tolerance’	described	above,	their	windows	are	narrower,	they	slip	more	

easily	out	of	the	window,	and	it	is	more	difficult	for	them	to	find	their	way	back	into	the	

window.		

	

New-born	babies	have	a	very	limited	ability	to	self-regulate.	Such	skills	are	learned	

through	the	process	of	other-regulation,	in	which	the	adult	caregiver	recognises	the	

emotional	stress	of	the	child	and	soothes	her.	Normally,	this	is	done	through	

somatosensory	(rocking,	stroking,	hugging),	sensorimotor	(walking,	jumping),	and	vocal	

(calming	sounds	and	words)	activities,	allowing	the	child	to	internalise	the	regulated	

state	of	the	adult	(Fonagy,	2004).	Repeated	cycles	of	being	emotionally	upset,	followed	

by	calming	interventions	by	the	caregivers,	provide	a	foundation	for	learning	self-

regulation	that	may	last	into	adulthood	(Schore,	2003;	Tronick,	2007).	This	need	for	

other-regulation	endures	even	when	we	get	older.	In	times	of	crisis,	we	seek	out	others,	

primarily	attachment	figures,	for	support	and	emotion	regulation	(Bath	&	Seita,	2018).	

	

When	children	and	adolescents	lack	the	capacity	to	self-regulate,	they	become	

dependent	on	others	to	regulate	them.	Consequently,	the	main	task	for	adult	caregivers	

in	the	environment	of	children	and	adolescents	with	such	problems	is	to	regulate	others	

(Nordanger	&	Braarud,	2017;	Trevarthen,	2009).	As	discussed	above,	children	and	

adolescents	who	have	experienced	childhood	adversities	such	as	trauma	and	neglect	

are	prone	to	becoming	more	easily	dysregulated	than	peers	not	exposed	to	childhood	

adversities,	and	we	know	that	children	and	youth	in	residential	care	have	a	high	

probability	of	being	traumatised	(Kayed	et	al.,	2015).	Their	likelihood	of	reacting	with	
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behavioural	problems	and	uncontrolled	emotional	displays	is	equally	high	(Briggs	et	al.,	

2012).		

	

In	this	project,	the	term	‘other-regulation’	is	used	instead	of	‘co-regulation’.	In	the	TIP	

literature,	the	term	‘co-regulation’	is	more	commonly	used	(Bath,	2015;	SAMHSA,	

2014).	The	term	‘other-regulation’	originates	in	the	works	of	Russian	psychologist	Lev	

Vygotsky	and	was	adapted	by	researchers	who	were	interested	in	the	early	mother-

child	dyadic	relationship	(Wertsch,	2008).	As	suggested	by	Tronick	(2007),	we	find	that	

other-regulation	emphasises	adult	responsibility,	while	the	term	co-regulation	implies	a	

transactional	understanding	of	the	parent/child	interaction,	in	which	the	adult	and	child	

mutually	co-regulate	each	other	(Sameroff,	2009).	In	this	sense,	the	term	co-regulation	

puts	part	of	the	responsibility	of	the	interaction	on	the	child.	In	the	residential	care	

context,	an	explicit	focus	on	adult	responsibility	is	crucial,	which	is	why	we	consistently	

stick	to	the	term	other-regulation2.		

	

The	ability	to	other-regulate	a	child	or	an	adolescent	depends	on	the	adult’s	capacity	to	

maintain	emotional	self-regulation.	The	inherent	nature	of	these	caregiver/child	

interactions	and	encounters	is	challenging	for	adults’	self-regulation,	since	the	child	is	

often	emotionally	dysregulated	(Bath	&	Seita,	2018).	The	adult	is	easily	'contaminated'	

by	the	child's	emotional	state	and	may	become	dysregulated	him-	or	herself,	in	which	

case	the	whole	other-regulation	‘project’	falls	apart.	Hence,	it	is	essential	to	consider	

prerequisites	for	maintaining	emotional	self-regulation	among	those	caring	for	a	child.	

 

3.4 Trauma-informed practice (TIP) 

As	outlined	above,	the	background	for	the	trauma-informed	perspective	was	the	

growing	awareness	of	the	prevalence	and	implications	of	childhood	trauma	and	neglect	

in	all	clinical	populations	and	contexts,	child	welfare,	mental	health	systems,	juvenile	

justice,	homelessness	services,	and	education	systems	(Hopper,	Bassuk,	&	Olivet,	2010).	

	
2	In	Paper	III,	we	use	the	term	‘co-regulation’	instead	of	‘other-regulation’	upon	request	from	the	editor	of	
the	journal.	
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The	developmental	trauma	perspective	described	above	is	the	most	significant	

contribution	to	TIP	(Bath	&	Seita,	2018).	

	

Harris	and	Fallot	(2001b)	introduced	the	term	‘trauma-informed’,	making	a	distinction	

from	‘trauma-specific’.	‘Trauma-specific’	refers	to	specialised	treatment,	which	includes	

individual,	group,	or	family	therapy,	aiming	specifically	to	ameliorate	post-traumatic	

symptoms	through	therapeutic	interventions	such	as	cognitive	restructuring	or	

exposure	therapy	(Fallot	&	Harris,	2005).	‘Trauma-informed’,	on	the	other	hand,	refers	

to	systems	or	services	that	have	integrated	an	understanding	of	psychological	trauma	in	

all	aspects	of	service	delivery.	In	this	sense,	‘trauma-informed’	involves	a	shift	of	

culture,	perhaps	even	a	shift	of	paradigm	in	how	we	understand	human	nature	as	well	

as	human	injury	and	recovery	(Middleton	et	al.,	2019).		

	

Trauma-informed	models	or	frameworks	can	be	roughly	divided	into	two	categories:	1)	

system-level	models	with	overarching	ideas	as	governing	principles,	and	2)	referral	

models,	which	emphasise	screening	for	trauma	symptoms	and	referrals	to	evidence-

based	therapy	interventions	(Donisch	et	al.,	2016).	The	fundamental	axiom	uniting	all	

trauma-informed	frameworks	is	‘to	see	the	child	through	a	trauma	lens’	(Harris	&	Fallot,	

2001b),	implying	an	understanding	that	all	clients	may	have	experienced	traumatising	

events	in	the	past,	and	that	their	present	symptoms	may	be	a	consequence	of	this	

exposure.	Some	frameworks	highlight	this	as	a	fundamental	principle,	while	others	

address	it	is	more	implicitly.	The	overarching	trauma-informed	principles	suggested	by	

Harris	and	Fallot	(2001a)	include	the	following:	1)	safety,	2)	trustworthiness,	3)	choice,	

4)	collaboration	and	5)	empowerment.	There	are	some	variations	across	trauma-

informed	literature	regarding	these	overarching	principles	and	their	labelling	and	how	

many	are	listed.	The	table	below	shows	the	selection	of	principles	suggested	by	

influential	stakeholders3:	

	

	

	
3	I	use	the	term	'stakeholder'	as	synonymous	with	all	parties	who	participate	to	the	development	of	
theoretical	frameworks	and	models	within	the	TIP	field	and	to	those	who	implement	and	evaluate	such	
practices.		
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Table	1.	A	selection	of	TIP	stakeholder	principles	

Model,	Stakeholders	 Main	Principles	

The	ARC	framework	(Hodgdon,	
Kinniburgh,	Gabowitz,	Blaustein,	&	
Spinazzola,	2013)	

1)	Attachment;	strengthening	caregiving	system	

2)	Regulation;	identifying,	understanding,	tolerating	and	
managing	internal	experience	

3)	Competency;	increasing	choice	and	empowerment,	
developing	narratives	around	key	life	experiences	

Sanctuary	Model	(Bloom,	2005)	 1)	Safety	

2)	Emotion	(management)	

3)	Loss	(dealing	with)	

4)	Future	(prepare	for)	

Domestic	violence	programs	

(Wilson,	Fauci,	&	Goodman,	2015)	

1)	Establishing	emotional	safety	

2)	Restoring	choice	and	control	

3)	Facilitating	connections	

4)	Supporting	coping	

5)	Responding	to	identity	and	context	

6)	Building	strength	

Consensus	model	

(SAMHSA,	2014)	

1)	Safety	

2)	Trustworthiness	and	transparency	

3)	Use	of	peer	support	

4)	Collaboration	and	mutuality	

5)	Empowerment,	voice	and	choice	

6)	Consideration	for	cultural,	historical	and	gender	issues	

Homelessness	programs	

(Hopper	et	al.,	2010)	

1)	Trauma	awareness	

2)	Emphasis	on	safety	

3)	Opportunities	to	rebuild	control	

4)	Strengths-based	(resource-oriented)	

Trauma-Informed	Oregon	
(Yatchmenoff,	Sundborg,	&	Davis,	
2017)	

1)	Restore	power;	choice,	empowerment,	strengths,	skill-
building	

2)	Create	safe	context;	physical	safety,	trustworthiness,	choice,	
transparency,	predictability,	clear	and	consistent	boundaries	

3)	Build	self-worth;	relationships,	respect,	compassion,	
mutuality,	collaboration,	acceptance	

The	Three	Pillars	model	

(Bath,	2015)	

1)	Safety;	physical,	emotional,	social,	cultural	

2)	Connections;	close	relationships,	connected	to	societal	
institutions		
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3)	Coping;	other-regulation	(co-regulation),	skill-building,	
mentalisation		

	

The	trauma	awareness	component	is	explicit	in	the	list	of	Hopper,	Bassuk,	and	Olivet	

only.	The	principles	of	the	Substance	Abuse	and	Mental	Health	Services	Administration	

(SAMHSA)	were	developed	through	a	consensus	process.	SAMHSA	organised	a	group	of	

national	experts	on	trauma	and	traumatology,	trauma	survivors,	former	patients	who	

had	been	recipients	of	treatment	and	care,	practitioners	from	various	related	fields,	

researchers,	therapists,	and	policymakers.	Together,	this	group	developed	a	working	

document	that	was	posted	on	the	SAMHSA	website	for	public	feedback,	where	it	

received	20,000	comments.	After	a	review	and	refinement	of	the	work	done,	the	

principles	listed	above	were	presented	as	the	core	concepts	of	TIP	(SAMHSA,	2014).	

This	is	also	the	most	cited	list	of	principles.	The	six	principles	listed	by	Wilson	et	al.	

(2015)	were	the	product	of	a	similar	process,	derived	from	a	systematic	review	of	key	

documents	describing	TIP	applied	in	the	domestic	violence	field.	The	Sanctuary	Model	

and	the	ARC	model	provide	more	detailed	descriptions	of	the	program	components.	

They	aim	at	single	organisations	with	a	more	coherent	framework	and	have	a	more	

explicit	focus	on	organisational	culture	(Bloom,	2005;	Hodgdon	et	al.,	2013).	They	

address	all	levels	of	organisational	functioning,	with	detailed	guidelines	and	principles	

for	practice,	but	with	a	more	therapeutic	orientation	than	models	aimed	at	general	

system	delivery.	These	models,	along	with	the	equally	comprehensive	therapeutically	

oriented	CARE	(Holden	et	al.,	2010)(not	listed	above),	have	a	level	of	operationalisation	

that	abridges	empirical	evaluation	(Forrest	et	al.,	2018).		

	

All	these	models	aim	at	system-level	variables	to	integrate	trauma	understanding	into	

all	parts	of	the	organisation	or	system	responsible	for	service	delivery.	This	includes	

staff	in	every	part	of	the	organisation,	including	receptionists	and	cleaning	personnel	

(SAMHSA,	2014).	They	focus	on	cultures,	environments,	and	conditions	for	change	

rather	than	on	specific	therapeutic	interventions,	although	therapeutic	interventions	

are	considered	valuable	and	called	for	(Bath	&	Seita,	2018).		
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Some	stakeholders,	however,	link	TIP	with	evidence-based	treatment	and	define	the	

‘trauma-informed’	component	as	the	availability	of	specific	trauma	treatment	based	on	

formal	screening	of	trauma	symptoms.	One	such	example	is	the	Massachusetts	Child	

Trauma	Project	(Bartlett	et	al.,	2016).	This	is	a	state-wide	trauma-informed	project	

aimed	at	assessing	trauma-related	disorders,	such	as	PTSD,	with	standardised	measures	

for	all	children	entering	the	child	welfare	system.	The	standardised	trauma	assessment	

provides	a	background	for	referrals	to	evidence-based	treatments,	such	as	trauma-

focused	cognitive	behavioural	therapy	(TF-CBT)	(Cohen	et	al.,	2016)	or	child-parent	

psychotherapy	(CPP)	(A.	F.	Lieberman,	Van	Horn,	&	Ippen,	2005).	Program	goals	are	

formulated	as	follows:	‘a)	improve	identification	and	assessment	of	children	exposed	to	

complex	trauma,	b)	build	mental	health	services	to	deliver	trauma-specific,	evidence-

based	treatments	and	practices	in	community	agencies	serving	child	welfare	involved	

children,	c)	increase	referrals	of	children	to	trauma	treatment,	and	d)	increase	

caregivers’	awareness	and	knowledge	of	child	trauma’	(Bartlett	et	al.,	2018,	p.	111).	The	

program	aims	to	direct	attention	towards	the	availability	and	smooth	functioning	of	

specific	evidence-based	treatments.	Thus,	the	model	conceptualises	‘trauma-informed’	

more	in	terms	of	evidence-based	trauma	treatment	than	the	above-mentioned	original	

system-	and	culture-oriented	models	(Harris	&	Fallot,	2001a;	Wilson	et	al.,	2015).	

	

3.5 The Three Pillars Model 

TIP	entered	the	scene	in	Norway	through	Howard	Bath’s	article	‘The	three	pillars	of	

trauma-informed	care’	(Bath,	2008b).	Bath	has	revised	his	approach	over	the	years.	In	

2015,	he	changed	the	title	to	‘The	three	pillars	of	trauma-wise	care:	Healing	in	the	other	

23	hours’	(Bath,	2015),	and	in	2018	once	more	to	‘The	three	pillars	of	transforming	

care’	(Bath	&	Seita,	2018),	this	time	leaving	out	reference	to	‘trauma’	in	the	title.	

Initially,	the	three	pillars	were	‘Safety’,	‘Relations’,	and	‘Regulation’.	In	the	2015	paper,	

he	changed	‘Relations’	into	‘Connections’,	and	‘Regulation’	into	‘Coping’.	Both	changes	

reflected	a	need	for	expanding	and	nuancing	the	concepts;	‘Connections’	contain	not	

only	close	individual	relationships,	but	are	expanded	to	connection	to	social	groups	and	

societal	structures	(e.g.	sports,	church	and	choirs).	In	the	revised	version,	regulation	

(and	other-regulation)	is	described	as	one	form	of	‘coping’	along	with	other	strategies	

such	as	mentalisation	and	cognitive	restructuring	(Bath	&	Seita,	2018).	The	decision	to	
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elude	the	use	of	‘trauma’	in	the	latest	model	title	is	explained	by	his	realisation	that	the	

trauma	concept	had	become	'fashionable'	and	was	at	risk	of	being	watered	out	and	

losing	its	content	(Bath,	2017).	

	

Bath’s	TIP-model	is	not	a	therapeutic	approach	per	se,	but	the	model	suggests	

therapeutic	strategies	that	can	be	carried	out	by	those	who	are	close	to	children	and	

adolescents,	such	as	teachers,	pre-school	teachers,	parents,	foster	parents,	and	

residential	care	staff.	The	model	endorses	that	much	of	the	healing	from	trauma	occurs	

in	the	natural	environment	rather	than	in	formal	therapy	sessions	(Briere	&	Scott,	

2014).	It	is	neither	a	comprehensive	model	of	care	nor	an	overall	program	design	with	

assessment,	staffing,	or	implementation	procedures.	Hence,	it	is	not	an	outline	for	

organisational	change,	as	is	the	case	for	the	Sanctuary	Model	and	the	ARC	framework	

mentioned	above.	

	

As	with	all	TIP	models,	Bath’s	Three	Pillars	model	builds	upon	neuroscience,	which	

highlights	the	pervasive	impact	of	trauma	and	neglect	on	the	developing	brain.	

However,	Bath	also	emphasises	insights	from	resilience	research,	directing	attention	to	

the	therapeutic	power	of	everyday	interactions	with	caring	adults	(Masten,	2001).	He	

argues	that	healing	from	trauma	depends	largely	on	the	natural	environment	and	less	

on	formal	therapy	sessions.	Focus	is	‘…on	positive,	thoughtful	engagement	with	children	

and	young	people	where	they	live,	learn,	and	play’	(Bath	&	Seita,	2018,	location	141).	

	

The	model	identifies	three	core	needs	of	children	and	youth	who	have	been	exposed	to	

forms	of	complex	trauma:	The	need	to	feel	safe;	the	need	for	healthy	connections	with	

caring	adults,	with	the	normal	community,	and	with	one’s	cultural	roots;	and	the	need	

for	adaptive	coping	strategies	to	manage	both	challenging	external	circumstances	and	

internal	dysregulation,	with	specific	emphasis	on	co-regulation	(other-regulation).	The	

core	needs	are	addressed	through	the	three	pillars:	

	

1) The	first	pillar	is	safety.	Safety	is	viewed	as	the	most	pressing	need	and	the	most	

crucial	aspect	of	developing	and	providing	good	mental	health.	Safety	is	
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fundamental	to	recovery,	to	reach	a	point	where	others	can	be	trusted,	and	to	be	

able	to	relax	both	the	body	and	brain.	Bath	divides	the	safety	category	into	four	

domains:	

a) Physical	safety:	Refers	to	a	protective	physical	environment.	Residential	care	

staff	have	rotating	shifts,	new	residents	come	and	go,	peers	may	be	abusive,	or	in	

other	ways	act	in	a	way	that	is	destabilising.		

b) Emotional	safety:	Refers	to	how	thoughts,	feelings,	and	wishes	are	

acknowledged,	accepted,	and	respected.	Are	children	and	adolescents	allowed	to	

express	their	feelings,	is	the	negative	affect	accepted	without	responding	with	

hostility?	Emotional	safety	refers	to	acknowledging	the	pain	of	the	inside	child	

and	the	pain-based	behaviour	of	the	outside	child.	

c) Relational	safety:	Involves	adults	repeatedly,	consistently,	and	relentlessly	

demonstrating	their	trustworthiness.	They	need	to	be	open,	honest,	and	reliable	

and	demonstrate	with	actions	that	they	mean	what	they	say.	

d) Cultural	safety:	Is	his	or	her	cultural	identity	acknowledged	and	respected?	

Adults	need	cultural	competence,	cultural	sensitivity,	and	humility.	Cultural	

aspects	may	involve	food,	music,	clothing,	cultural	festivals,	religion,	or	issues	

that	concern	gender.	

2) The	second	pillar	is	connections.	Fractured	or	impaired	connections	with	those	who	

would	normally	provide	protection	and	nurture,	often	leading	to	a	fundamental	

breach	of	trust,	are	common	consequences	of	complex	traumatic	experiences.	There	

is	also	often	a	sense	of	alienation	from	peers,	schools,	and	other	vital	community	

structures.	This	pillar,	then,	involves	building	or	restoring	healthy	connections,	

ranging	from	emotionally	satisfying	relationships	and	attachment-oriented	

interpersonal	engagement	to	engagement	in	normative	community	activities.	

3) The	third	pillar	is	coping.	This	pillar	refers	to	the	need	to	be	able	to	deal	with	inner	

turmoil	as	well	as	challenging	external	realities.	As	described	above,	complex	

trauma	involves	general	regulation	problems,	including	the	regulation	of	emotions,	

behaviours,	thoughts,	social	relations,	and	bodily	responses.	Many	traumatised	

children	develop	maladaptive	and	harmful	strategies	to	regulate	their	emotions,	

such	as	substance	abuse	or	self-harm.	Such	strategies,	which	for	many	are	attempts	

to	escape	states	of	emotional	dysregulation,	often	become	a	problem	in	themselves.	

Initially,	Bath	named	this	pillar	'emotion	regulation',	highlighting	co-regulation	
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(other-regulation)	as	the	primary	task	for	adults	to	help	children	and	youth	

establish	self-regulation	(Bath,	2008a,	2008b).	Later,	he	extended	the	pillar	to	

include	learning	self-help	strategies	such	as	verbal	emotion	management	and	

narration	to	make	sense	of	painful	experiences	(Bath,	2015).	

	

In	collaboration	with	Diana	Boswell,	Bath	developed	a	trainer’s	manual	that	

provides	both	a	curriculum	and	a	training	procedure	(2016).	They	define	the	

following	global	aims	of	the	training:	‘To	positively	transform	the	way	care	

providers	understand	and	respond	to	the	children	and	young	people	in	their	care’,	

and	‘to	promote	the	development	of	trauma-sensitive	care	environments	that	

provide	sanctuary	and	that	enable	healing,	personal	growth	and	positive	

relationships’	(Ibid.,	introduction,	page	vi).	In	addition	to	describing	the	three	

pillars,	the	trainers’	manual	commits	to	the	following	insights	from	neuroscience	

and	trauma	theories	(Bath	&	Boswell,	2016,	pp.	vi-vii):		

• ‘To	outline	the	case	for	understanding	early	adversity	and	its	developmental	

impacts	

• To	provide	descriptions	and	definitions	of	the	types	of	trauma	to	which	children	

and	young	people	in	special	care	arrangements	often	have	been	exposed	to	

• To	identify	the	key	principles	of	brain	development	and	the	multiple	impacts	on	

the	brain	of	exposures	to	adversity	and	trauma	

• To	provide	care	providers	with	an	overview	of	the	key	tenets	of	trauma	theory	

linking	the	theory	with	the	developmental	experiences	of	many	children	in	

‘special	needs’	settings	

• To	describe	how	the	key	tenets	of	trauma	theory	relate	to	our	understanding	of	

attachment	and	attachment	problems	

• To	provide	an	overview	of	the	research	findings	on	the	developmental	and	

behavioural	outcomes	of	exposure	to	relational	trauma’.	
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4.0	 The	site	of	the	study	

4.1 The child welfare residential facility 

The	chosen	site	for	the	doctoral	project	was	a	child	welfare	residential	facility	in	

southern	Norway.	The	institution's	physical	environment	is	an	ordinary	residential	

building	that	could	have	been	the	home	of	a	standard	Norwegian	family,	situated	in	a	

quiet	suburb	in	a	small	city	with	approximately	ten	thousand	inhabitants.		

The	institution	is	state-owned	reserved	for	adolescents	aged	13–18	who	have	

experienced	detrimental	care	(formerly	known	as	an	F3-category	institution)	(Bufdir,	

2020).	The	criteria	for	placement	in	this	kind	of	institution	are,	in	principle,	not	related	

to	behaviour	or	substance	abuse	problems.	However,	many	residents	also	display	such	

problems.	During	the	project	period,	staff	were	commonly	exposed	to	violence	and	

severe	threats	from	adolescents,	and	there	were	suicide	attempts	and	episodes	of	

serious	self-harm	among	the	residents.	In	the	context	of	the	project,	placement	criteria	

also	included	known	histories	of	traumatic	experiences.	There	is	no	predetermined	

length	of	stay	at	the	institution,	but	adolescents	typically	would	stay	there	for	

approximately	one	year.	The	institution	has	rooms	for	four	residents	at	the	same	time.		

	

To	the	best	of	our	knowledge,	this	institution	was	the	first	in	Norway	to	implement	a	

trauma-informed	model	of	care.	The	competence	program	started	in	December	2013	

and	continued	until	the	spring	of	2019.	For	this	institution,	like	many	other	institutions	

in	Norway	in	later	years,	the	implementation	of	TIP	represented	a	shift	from	prior	

adherence	to	cognitive-behavioural	methods	(Andreassen,	2003;	Armelius	&	

Andreassen,	2007;	Ogden,	Christensen,	Sheidow,	&	Holth,	2008).	

	

4.2 The implementation process 

For	the	implementation	part	of	the	project,	program	components	described	by	Fixsen	et	

al.	(2009)	were	used	as	a	template,	involving	pre-service	training,	continuous	

supervision	and	coaching,	a	system	for	evaluating	staff	performance,	and	management	

support.		
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The	competence	program	was	developed	and	implemented	by	RVTS-south.	The	

program	started	with	five	full-day	training	components.	Due	to	staff	turnover,	shorter	

versions	of	these	sessions	were	regularly	repeated	throughout	the	program	to	ensure	

that	the	principles	were	known	among	all	staff.	All	staff	members	received	a	full	day	of	

supervision	every	six	weeks.	In	supervision,	staff	discussed	daily	life	challenges	at	the	

institution	and	how	TIP	principles	should	be	understood	and	translated	into	practice.		

	

The	program	curriculum	was	primarily	based	on	Howard	Bath’s	model,	as	described	

above.	It	continued	with	sessions	about	the	development,	structure,	and	functioning	of	

the	brain	and	the	nervous	system,	focusing	on	the	stress-response	system	(Hart,	2008).	

Within	this	topic,	Perry’s	(1999)	concepts	of	the	'The	use-dependent	brain'	and	'state-

dependent	functioning',	as	well	as	MacLean's	(1990)	model	of	'The	triune	brain'	were	

central.	The	triune	brain	is	a	metaphor	that	divides	the	brain	into	three	parts:	the	

reptilian,	the	limbic,	and	the	thinking	brain	(prefrontal	cortex).	The	metaphor	organises	

other-regulation	activities,	where	sensorimotor	activities	are	directed	towards	the	

reptilian	brain,	relational	support	towards	the	limbic	brain,	and	words	and	

mentalisation	towards	the	thinking	brain.	Against	this	theoretical	background,	the	

impacts	of	early	exposure	to	maltreatment	and	neglect	were	discussed	in	terms	of	

disturbed	development,	in	accordance	with	the	concept	of	‘developmental	trauma’	(van	

der	Kolk,	2014).		

	

Across	topics,	the	Window	of	Tolerance	(confer	above)	was	used	as	a	model	to	

understand	both	the	adolescent’s	developmental	needs	and	their	emotional	and	

behavioural	challenges.	The	concepts	of	regulation,	self-regulation,	and	other-regulation	

were	used	consistently,	with	a	focus	on	regulating	emotions	rather	than	behaviours.	

Efforts	were	made	to	ensure	an	attitude	marked	by	understanding,	empowerment,	and	

collaboration.	Ample	time	was	given	to	the	understanding	of	emotions	and	to	discuss	

strategies	to	contain,	confirm,	and	regulate	adolescents'	emotions.	Throughout	the	

project	period,	informants	were	encouraged	to	reflect	on	their	own	reactions	and	

responses	and	to	be	aware	of	how	youth	behaviour	could	trigger	their	own	emotional	

reactions.	Discussions	during	supervisions	often	concerned	how	staffs’	ways	of	

communicating,	including	their	body	language,	could	be	picked	up	by	the	youth	and	lead	
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to	emotional	reactions	or	even	serve	as	triggers	of	traumatic	memories.	There	was	a	

continuous	encouragement	to	try	to	‘look	behind’	the	overt	behaviours	and	consider	

what	could	be	the	underlying	emotions,	and	to	be	conscious	about	avoiding	re-

traumatisation.		

	

Topics	were	generally	organised	in	accordance	with	their	relevance	to	the	three	pillars	

in	Bath’s	model,	which	represented	the	main	program	structure	(e.g.,	attachment	was	

addressed	in	relation	to	'safety',	while	other-regulation	was	addressed	in	relation	to	

'coping').	See	Table	2	for	an	overview	of	the	program	progression.	

	

Table	2.	TIP	competence	program	

Stage	1	 Stage	2	 Stage	3	 Stage	4	

Anchoring	the	
program	in	the	
organisation,	securing	
leadership	
commitment,	signing	
contracts	

2-day	TIP-
training.	

Plenary	sessions,	
mainly	in	the	
form	of	lectures.	

2+1	day	TIP	workshop.	

Focus	on	organisational	
learning	and	cultural	
practices	to	promote	the	
program.	Exercises	and	
group	discussions	around	
TIP	principles	(see	above).	

One	full	day	of	
supervision	every	6th	
weeks.	

	

Supplementary	
training	sessions	and	
workshops.	
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5.0	 Method	

5.1 General methodology 

The	overarching	research	question	in	this	project	concerns	how	a	TIP	framework	is	

transformed	into	practice	and	how	its	fundamental	principles	are	experienced	and	

reflected	upon	by	staff	in	residential	care.	The	research	question	calls	for	a	qualitative	

methodology	since	the	focus	is	on	lived	experiences	and	perceptions	(Bryman,	2016).	

‘Methodology’,	as	used	here,	does	not	refer	to	the	specific	methods	that	are	applied	but	

to	how	the	chosen	methods	are	justified	in	relation	to	the	purpose	and	objectives	of	the	

study	(Carter	&	Little,	2007).	

	

The	field	of	qualitative	research	is	characterised	by	a	diversity	of	research	traditions	

and	methodologies,	but	most	originate	from	a	constructivist	view	of	knowledge,	with	a	

common	ground	in	their	emphasis	on	interpretative	actions	in	constructing	knowledge	

(Holstein	&	Gubrium,	2016),	in	accordance	with	the	constructivist	view	of	both	reality	

and	science.	According	to	Giddens	(1984),	what	we	see	as	‘truth’	or	‘reality’	are	in	fact	

results	of	social	interaction	between	individuals	and	social	groups.	This	implies	that	

social	reality	does	not	exist	as	such,	but	is	actively	constructed	from	experiences	and	

conversations,	rather	than	being	unearthed	or	discovered	(Berger	&	Luckmann,	1971).	

In	this	project,	constructivism	refers	somewhat	less	radically	to	how	knowledge	about	

social	phenomena	is	constructed	through	an	interpretative	process	involving	the	

researchers,	the	informants,	and	their	contexts	(Alvesson	&	Sköldberg,	2017).	In	classic	

phenomenology,	as	formulated	by	Husserl,	research	is	basically	a	study	of	lived	

experience,	the	study	of	the	world	as	lived	by	a	person,	rather	than	of	the	world	isolated	

from	the	person	(Laverty,	2003).	Husserl	also	suggested	that	to	be	able	to	observe	

precisely,	one	has	to	'bracket'	past	knowledge	about	the	phenomena	at	hand,	whereby	

one	can	regard	the	phenomena	more	precisely	(Giorgi,	1997).	

	

Hermeneutically	oriented	scholars,	such	as	Hans-Georg	Gadamer,	object	to	the	notion	

that	it	is	possible	to	seal	off	prior	knowledge	of	a	phenomenon	(Laverty,	2003).	An	

epistemology	that	combines	phenomenology	and	hermeneutics	is	therefore	called	for.	

Alvesson	and	Sköldberg	(2017)	suggest	‘reflexive	interpretation’	as	an	overall	frame	of	
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reference	for	qualitative	research.	Reflexive	interpretation	combines	perspectives	from	

both	empiricism	and	constructivism	but	acknowledges	the	situatedness	of	the	research	

context.	The	epistemological	position	of	this	project	is	based	on	this	understanding.	

	

Binder,	Holgersen,	and	Moltu	(2012)	have,	within	a	context	of	interview-based	

psychotherapy	research,	described	how	this	epistemology	integrates	the	explorative	

nature	of	phenomenology	with	the	interpretative	character	of	hermeneutics.	They	

describe	a	tension	between	phenomenological	discovery	or	disclosure	and	hermeneutic	

interpretation	and	proceed	to	define	the	following	three	principles	to	guide	their	

research	methodology	(Binder	et	al.,	2012):	‘1)	Access	to	the	explorative	

phenomenological	dimension	is	a	prioritised	ideal	that	guides	the	accomplishment	of	

research	within	a	self-reflexive	recognition	that	can	only	be	partially	achieved.	2)	

Meaning	is	not	given	to	be	objectively	found,	but	it	is	co-created	between	two	persons	in	

the	research	interviews	and	also	between	the	researcher	and	the	data	in	the	analyses.	3)	

The	objective	of	developing	theoretical	knowledge	and	professional	understanding	

from	research	participants’	experiences	necessarily	involves	acts	of	interpretation	from	

the	researcher’s	perspective’	(p.	106).	

	

5.2  Choice of data collection method 

In	line	with	the	overview	above,	the	project	aimed	to	access	the	informant's	subjective	

ideas	and	understanding	while	recognising	that	the	data,	in	fact,	result	from	a	dialogic	

process	between	them	and	the	researcher	during	the	interviews.	This	position	implies	

that	the	analyses	are	also	largely	affected	by	the	researchers'	preunderstanding	and	

preconceptions,	emphasising	the	need	for	reflexivity	throughout	the	process	(Alvesson	

&	Sköldberg,	2017)	(see	Section	5.6).		

	

In	this	project,	the	choice	was	to	conduct	individual	semi-structured	in-depth	

interviews	(Kvale	and	Brinkmann,	2009)	with	all	informants.	The	choice	was	guided	by	

the	interest	in	how	the	staff	members	understood	and	‘translated’	the	TIP	concepts,	

undisturbed	by	other	staff	members’	interpretations.	Semi-structured	interviews	are	

effective	in	gaining	insight	into	people’s	subjective	understanding	of	reality	and	usually	
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provide	rich	descriptions	(ibid.).	Furthermore,	we	wanted	to	have	informants’	

narratives	instead	of,	for	example,	participant	observation,	since	narratives	through	

conversations,	as	suggested	by	Berger	and	Luckmann	(1971),	are	the	most	important	

means	of	maintaining,	modifying,	and	reconstructing	social	reality.	Conversations	

(interviews)	as	sources	of	information	thus	correspond	with	the	overall	

phenomenological-hermeneutical	position	outlined	above.		

	

Qualitative	research	studies	are	often	described	as	iterative,	in	the	sense	that	questions	

and	intentions	are	cultivated	and	changed	as	the	studies	progress	(Barbour	&	Barbour,	

2003).	In	this	study,	data	were	collected	in	three	different	waves	according	to	the	

following	flexible	and	needs-based	criterion:	information	was	collected	when	we	

wanted	new	input	and	new	perspectives	(Bryman,	2016).	Our	primary	interest	in	the	

early	phases	of	the	project	was	to	obtain	descriptions	of	trauma-informed	practice,	that	

is,	how	the	principles	were	translated	into	concrete	practice.	While	obtaining	these	

data,	our	attention	was	drawn	towards	self-regulation	as	a	prerequisite	for	other-

regulation,	which	provided	the	background	for	the	second	wave	of	interviews.	

Subsequently,	we	became	aware	of	the	importance	of	insight	into	situations	and	

contexts	that	challenged	staff’s	capacity	to	maintain	an	emotionally	regulated	state,	

which	became	the	focus	of	the	third	wave	of	interviews.	

	

5.3 Informants 

Informants	were	all	staff	available	at	the	time	of	the	interviews.	The	sample	comprised	

19	staff	members,	12	women	and	seven	men.	The	mean	age	was	41.7	years	(men,	47.3,	

women,	38.9).	The	age	range	was	24	to	65	years.	Sixteen	of	the	informants	had	ten	

years	or	more	experience	in	social	welfare,	education	system,	or	health	services,	while	

three	had	less	than	two	years	of	experience	with	relevant	services.	As	a	consequence	of	

interviewing	only	staff	on	duty,	13	informants	were	interviewed	once,	six	were	

interviewed	twice,	and	two	were	interviewed	all	three	times.	In	the	table	below,	all	

participants	are	presented	with	regard	to	their	gender,	education,	age,	and	the	paper	to	

which	they	contributed:	
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Table	3.	Informants’	gender,	education,	age,	and	paper	contributions	

Gender	 Education	 Age	 Paper	

Female	 Social	worker	 47	 I	

Female	 Social	worker	 39	 I,	II,	III	

Male	 Occupational	therapist	 39	 III	

Female	 Social	worker	 48	 II	

Female	 Social	worker	 43	 I,	III	

Female	 Social	worker	 38	 I,	II,	III	

Female	 Social	worker	 40	 II	

Female	 Teacher	 40	 I	

Male	 Social	worker	 65	 I,	III	

Female	 Student	 24	 III	

Male	 Social	worker	 49	 I	

Female	 Pre-school	teacher	 40	 I	

Female	 Nurse	 37	 I,	II	

Female	 Social	worker	 43	 I	

Female	 Police	officer	(other)	 28	 III	

Male	 Corrections	officer	(other)	 47	 I	

Male	 Social	worker	 50	 I,	III	

Male	 Other	 30	 II	

Male	 Occupational	therapist	 46	 II	

	

5. 4 Data collection procedures 

	The	first	wave	of	interviews	took	place	in	May	2015,	the	second	in	April	2016,	and	the	

third	in	June	2018.	The	total	number	of	interviews	was	27;	eight	were	interviewed	

during	the	first	wave,	11	during	the	second	wave,	and	eight	during	the	third	wave.	We	

developed	an	interview	guide	(see	below)	for	each	interview	wave.	As	explained	above,	

the	interviews	were	semi-structured.	Interviews	were	conducted	in	a	way	that	invited	

informants	to	present	their	descriptions	as	coherent	narratives.	The	qualitative	
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research	interview	is	a	narrative	practice	(Riessman,	2008),	producing	stories	with	

unique	positions	and	identities.	We	wanted	informants	to	present	free	narratives	but	

within	the	thematic	scope	of	the	research	questions.		

	

All	interviews	were	conducted	by	me4	at	the	institution,	with	four	exceptions:	two	were	

carried	out	using	Skype,	one	in	a	quiet	room	in	a	café,	and	one	in	a	quiet	room	in	an	

office	located	elsewhere.	Each	interview	lasted	between	25	and	56	minutes	(mean,	39	

min).	Interviews	were	recorded	and	transferred	to	an	encrypted,	separate	hard	drive.	

The	interviews	were	transcribed	into	Word	documents.	I	transcribed	the	interviews	

from	the	first	two	waves,	while	the	eight	interviews	from	the	third	wave	were	

translated	by	a	professional	aide.	I	verified	these	transcriptions	by	listening	to	the	tapes	

while	simultaneously	reading	the	transcripts.	The	month	of	interview	waves,	number	of	

informants	in	each	wave,	mean	duration	of	each	interview,	and	papers	in	which	the	

interviews	were	included	are	presented	in	the	table	below.	All	interviews	were	

conducted	before	starting	the	process	of	writing	the	material.	

	

Table	4.	Interviews	as	a	function	of	date,	number	of	informants,	mean	duration,	and	paper	

contribution		

	 Month	of	
interviews	

Number	of	
Informants	

Mean	duration	
(min)	

Paper	

1.	Interviews		 May	2015	 8	 40.2	 I,	II	

2.	Interviews		 April	2016	 11	 44.8	 I,	II	

3.	Interview	 June	2018	 8	 39	 I,	III	

	

5.3.1 Interview guides 

We	developed	an	interview	guide	for	each	interview	wave.	Some	basic	questions	were	

the	same	across	the	three	waves.	However,	in	accordance	with	the	interpretative	

	
4	All	concrete	procedures	were	performed	by	the	author	of	this	thesis,	referred	to	with	the	pronoun	‘I’	or	
‘me’.	Discussions,	reflections	and	overall	decisions	were	collaborative	and	referred	to	with	the	pronoun	
‘we’.		
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process	described	above,	themes	and	questions	were	added	as	new	issues	to	explore	

arose	(Denzin	&	Lincoln,	2018).	

	

The	first	wave	of	interviews	focused	on	staff’s	perceptions	of	adolescents’	needs,	their	

understanding	of	the	TIP	model,	and	staff	qualifications	derived	from	the	TIP	model	

(with	emphasis	on	being	a	regulating	other).	Focus	was	also	on	their	understanding	of	

what	is	needed	to	execute	the	TIP	model	on	the	level	of	organisational	culture	and	

organisational	structures.	In	the	second	wave,	interest	shifted	more	towards	an	

emphasis	on	self-regulation.	The	third	wave	was	more	specific	to	situations	and	

contexts	that	were	perceived	as	particularly	challenging	for	self-regulation	(see	

Appendix	3	for	the	complete	guide).	Table	5	shows	the	main	themes	for	the	interview	

guides	for	each	interview	wave.	

	

Table	5.	Interview	guides,	main	themes	for	each	interview	wave	

First	interview,	May	
2015	

The	kids	you	are	working	with;	how	do	you	see	their	troubles?	

What	do	they	need	to	develop	well?	

What	general	staff	qualifications	are	needed	in	residential	care	work?		

What	staff	qualifications	are	needed	for	a	TIP	practice?	

What	is	needed	to	be	a	regulating	other?	

Recount	an	event/situation	that	describes,	in	your	view,	good	work	and	bad	
work?	

Second	interview,	
April	2016	

After	two	years	with	TIP,	tell	me	about	the	model	

How	would	you	describe	the	model?	How	does	it	differ	from	other	models?		

How	do	you	see	your	own	personal	values	compared	to	TIP	practice?	

What	general	staff	qualifications	are	needed	in	residential	care	work?		

What	staff	qualifications	are	needed	for	a	TIP	practice?	

What	is	needed	to	be	a	regulating	other?	

Tell	me	about	your	day-to-day	practice.	

How	would	you	evaluate	the	TIP	model?	

Third	interview,	
June	2018	

What	general	staff	qualifications	are	needed	in	residential	care	work?		

What	staff	qualifications	are	needed	for	a	TIP	practice?	

Tell	me	about	your	typical	other-regulation	strategies	

Tell	me	about	a	situation	where	other-regulation	failed		
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What	was	it	about	the	situation,	the	context,	or	the	interactions	that	made	
self-regulation	difficult?	

	

5.4 Data analysis 

Data	analysis	in	a	project	of	this	kind	cannot	be	separated	from	the	different	phases	of	

the	process:	preparations	and	planning,	data	collection,	drawing	conclusions,	and	

writing	up	the	results	(Bryman,	2016).	The	project	period	lasted	approximately	six	

years,	during	which	hypotheses,	data,	and	interpretations	of	data	were	continuously	

discussed,	scrutinised,	criticised,	written	up,	or	dismissed	according	to	the	

epistemological	model	we	chose	(Alvesson	&	Sköldberg,	2017;	Binder	et	al.,	2012).		

	

5.4.1 Paper I 

For	the	first	study,	we	chose	an	explorative	thematic	analysis	because	we	wanted	to	

identify	all	themes	that	occurred	across	the	data	material.	To	meet	the	challenges	of	

reflexivity	and	transparency,	we	chose	a	systematic	network	analysis	(Attride-Stirling,	

2001)	as	the	analytic	tool.	The	procedure	involves	utilising	thematic	networks	where	

the	process	from	codes	to	higher-order	themes	is	visualised	and	through	which	the	

process	from	text	to	interpretation	(the	hermeneutic	progression)	is	disclosed	(Ibid.).	

The	analysis	consisted	of	six	steps.	As	in	all	thematic	analytic	procedures,	the	first	step	

included	reducing	the	data	through	a	coding	process.	I	read	through	the	texts	several	

times	to	become	familiar	with	the	material.	I	then	coded	the	texts	into	segments	based	

primarily	on	the	research	question	but	also	on	salient	issues	that	arose	from	the	texts.	

During	the	second	step,	themes	identified	from	the	coded	text	segments	were	reviewed	

and	refined	together	with	the	research	team.	The	third	step	involved	constructing	

thematic	networks	by	selecting	the	basic	themes,	deciding	on	the	organising	themes,	

and	deducing	the	global	themes.		

	

Table	6	below,	extracted	from	Paper	I,	provides	an	example	of	the	procedure.	In	this	

example,	we	found	‘self-awareness’	to	be	an	adequate	global	theme,	comprising	three	

organising	themes:	‘self-reflection’,	‘authenticity’,	and	‘other-regulation’.	Steps	four,	five,	

and	six	involved	describing	and	exploring	the	networks,	to	summarise	them,	and	finally	

interpreting	the	patterns,	which	we	did	in	writing	the	paper.	
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Table	6.	Thematic	network	analysis:	Global	theme	of	self-awareness	

Codes	 Basic	Themes	 Organising	Themes	

Be	conscious	of	your	responses	

Word	own	thoughts	and	feelings	

Be	conscious	of	own	emotions	

First	look	at	myself	(yourself)	

Evaluate	my	trustworthiness	

Reflect	on	own	thoughts,	
emotions,	and	reactions	

Be	self-conscious	

Reflect	on	responses	from	
the	youth	

Self-reflection	

Keep	your	heart	on	your	sleeve	

Show	who	you	are	

Display	own	emotions	

Show	affection	

Tune	in	to	the	youth	

Show	own	reactions	

Stay	present	in	the	moment	

Stay	close,	be	attentive	

Allow	yourself	to	be	
affectionate	

Display	normal,	real	
emotions	

Stay	with	the	youth	in	what	
is	difficult	

Authenticity	

Say	you	are	sorry	

Be	calm	and	laid-back	

Find	your	own	safe	place	

Appear	calm	and	non-threatening	

Avoid	further	triggering	

Sit	down	to	appear	non-threatening	

Be	humble	

Seek	own	calm	

Identify	and	avoid	triggering	
of	affect	

Other-regulation		

	

5.4.2 Paper II 

For	the	analysis	in	Paper	II,	we	applied	the	more	traditional	explorative	thematic	

analysis	described	by	Braun	and	Clarke	(2006).	The	process	involved	six	analytic	steps.		

1)	Reading	through	the	transcriptions	thoroughly	several	times	to	gain	an	overall	

impression	and	become	familiar	with	the	text.		

2)	Initial	coding	of	possible	meaningful	units.		

3)	Search	for	themes	across	the	codes.		

4)	Close	review	of	themes	together	with	the	research	team.		

5)	Defining	and	labelling	of	themes	through	iterative	discussions	in	the	research	team.		

6)	Writing	up	the	report	as	part	of	Paper	II.		
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Braun	and	Clarke	(2019),	in	a	later	commentary,	discuss	the	reflexive	components	of	

this	strategy,	given	that	several	researchers	are	involved	in	the	process.	The	codes	were	

subjected	to	discussions	within	the	research	team	and	elaborated	into	themes	in	

dialogue.	The	revision	of	the	themes	was	an	iterative,	collective	process	involving	the	

five	authors	of	the	paper.	The	final	categorisation	into	organising	themes	was	the	

product	of	thorough	reflections	and	discussions	within	the	research	team.		

	

5.4.3 Paper III 

For	the	study	presented	in	Paper	III,	we	decided	on	a	narrative	analysis.	The	research	

question	was	‘What	characterises	situations,	contexts,	and	interactions	that	elicit,	or	

threatens	to	elicit,	emotional	dysregulation	among	staff	in	this	particular	Norwegian	

residential	child	welfare	unit?’	Originally,	we	attempted	thematic	analysis	across	the	

interview	data.	During	the	initial	process	of	reading	through	the	texts,	we	were	inspired	

by	the	emotional	energy	of	the	informants’	descriptions.	The	research	team	

recommended	a	narrative	analytic	approach	to	give	justice	to	the	emotional	and	

storytelling	energy	embedded	in	the	texts.	This	choice	was	further	justified	by	the	

narrative	entry	to	the	interview	situation,	as	described	above.	Narratives	provide	

meaning	and	coherence	to	life	experiences,	as	well	as	an	understanding	of	practices	as	

consequences	of	discourses	(Bruner,	1986;	Ricœur,	1992).	The	way	events	and	

experiences	are	described	will	decide	future	actions	and	understandings	(Riessman,	

2008).	Therefore,	a	narrative	lens	made	it	possible	to	view	staff	as	involved	in	

constructing	various	representations	and	positions	of	themselves,	their	co-workers,	the	

youths,	and	the	workplace	as	part	of	their	self-regulation	project.		

	

The	chosen	narrative	inquiry	was	based	on	Riessman’s	(2008)	thematic	approach,	

implying	structuring	the	analyses	around	the	content	of	the	stories	rather	than	around	

their	linguistic	properties	or	sequential	composition.	In	addition,	the	research	question	

invited	a	focus	on	the	content,	not	the	form	of	the	informants’	descriptions.	I	reread	the	

texts	applying	the	categorical	content	mode	of	reading	texts	(Lieblich,	Tuval-Mashiach,	

&	Zilber,	1998),	involving	four	steps	to	direct	the	analysis.	First,	I	selected	subtexts	

involving	reading	through	interviews	to	identify	sections	of	the	texts	directly	related	to	

the	research	question.	At	this	stage,	I	identified	29	narrative	excerpts.	Then,	I	continued	
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to	define	content	categories,	whereby	the	narrative	excerpts	identified	during	the	first	

step	were	categorised	into	seven	broader	categories	related	to	the	research	question.	

The	third	step	was	to	sort	these	categories	into	themes.	From	this	point,	the	process	

involved	the	entire	research	team.	The	seven	categories	were	assigned	to	three	themes.	

We	chose	excerpts	for	each	theme	that	captured	its	essential	content	and	meaning	

(Kvale	&	Brinkmann,	2009).	The	last	step	of	the	process	was	to	draw	conclusions	from	

the	results,	which	involved	elaborating	on	the	content	in	each	theme	to	paint	a	picture	

of	how	staff	positioned	themselves	narratively	in	relation	to	the	question	of	emotional	

dysregulation.		

	

5.5 Ethical considerations 

The	project	was	reported	to	both	the	Norwegian	Centre	for	Research	Data	(NSD,	

reference:	57112)	and	the	Norwegian	Regional	Committee	for	Medical	and	Health	

Research	Ethics	(REK).	NSD	approved	the	study	procedures,	while	REK	concluded	that	

their	approval	was	unnecessary	because	the	project	collected	data	from	a	non-clinical	

sample.	(See	Appendix	1).	All	informants	signed	a	letter	of	consent	(see	Appendix	2).	

	

Formal	permissions	do	not	reduce	the	importance	of	continuous	ethical	considerations.	

The	sample	was	relatively	small,	and	all	informants	were	recruited	from	the	same	

institution.	Even	though	informants	were	informed	of	the	theoretical	possibility	of	being	

identified	and	still	consented	to	participate,	the	risk	of	identification	remains	an	issue.	

Paoletti	(2014)	argues	that	the	interview,	being	a	social	situation,	is	influenced	by	the	

knowledge	that	total	anonymity	is	not	possible	and	that	responses	might	be	softened	or	

moderated	accordingly.	The	ethical	perspective	thus	concerns	not	only	the	risk	of	being	

identified	but	how	this	risk	may	have	influenced	informants'	responses.	Other	aspects	

of	the	interview	situation	are	also	potentially	problematic;	the	interviewer	is	a	specialist	

psychologist,	adding	to	the	power	imbalance	already	present	in	the	researcher-

informant	relationship	(Kvale	&	Brinkmann,	2009).	The	next	section	discusses	the	

importance	of	reflexivity	in	reducing	possible	biases	due	to	such	factors.	
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Furthermore,	during	the	early	phases	of	the	implementation	process,	the	institution	

suffered	from	leadership	instability	and	at	the	same	time	experienced	a	significant	

‘wave’	of	sick	leaves.	There	were	times	when	we	wondered	if	the	implementation	

process	was	too	demanding	or	if	the	TIP	model	put	too	much	strain	on	staff,	

contributing	to	burnout	or	fatigue.	We	decided	to	include	questions	about	this	in	the	

interview	guide,	and	I	will	return	to	this	topic	in	the	Discussion	section.		

	

5.6 Quality of the research process 

Barbour	and	Barbour	(2003)	hold	that	measures	by	which	research	is	evaluated	must	

correspond	with	the	epistemic	nature	of	the	research	itself.	Qualitative	researchers	use	

different	languages	and	terminologies	when	discussing	quality,	which	reflects	different	

epistemological	positions	(Alvesson	&	Sköldberg,	2017).	Still,	many	researchers	within	

qualitative	research	agree	with	the	importance	of	considering	trustworthiness	and	

transferability	when	evaluating	qualitative	research	(e.g.,	Creswell,	2014;	Kvale	&	

Brinkmann,	2009).	These	concepts	are	also	subject	to	interpretation	and	depend	on	the	

reader’s	interests,	understanding,	and	knowledge	of	the	subjects	studied	(Kvale	&	

Brinkmann,	2009).	Malterud	(2001)	suggests	that	research	is	a	‘…reflective	process	for	

development	of	knowledge	that	can	somehow	be	contested	and	shared’	(p.	483).	

Against	this	background,	Stige	et	al.	(2009)	proposed	an	evaluation	framework	that	

contains	an	agenda	rather	than	checklists	or	criteria,	EPICURE,	which	emphasises	

reflexivity	as	the	basic	premise.	The	letters	in	the	acronym	represent	engagement,	

processing,	interpretation,	critique,	usefulness,	relevance,	and	ethics.	With	this	

acronym,	they	argue	for	a	shift	of	attention	in	research	evaluation,	from	an	orientation	

towards	rules,	to	reflexive	dialogue.	Even	if	the	concepts	were	not	developed	to	directly	

respond	to	the	challenges	of	trustworthiness	and	transferability,	they	provide	a	useful	

background	for	the	discussion.		

	

5.6.1 Trustworthiness 

The	first	part	of	the	EPICURE	acronym,	EPIC	(engagement,	processing,	interpretation,	

and	self-critique),	refers	to	the	development	of	solid	narratives	that	describe	the	entire	

research	process.	Engagement	involves	the	researcher’s	motivation,	involvement,	and	

understanding.	These	aspects	are	discussed	in	Section	5.6.3.	Processing	refers	to	how	



	 48	

the	empirical	material	is	dealt	with,	which	is	described	in	detail	in	Sections	5.2–5.5.	In	

Paper	I,	thematic	network	analyses	are	presented	in	tables	to	show	the	progress	

(Attride-Stirling,	2001).	The	context	for	residential	care	in	Norway,	with	an	emphasis	on	

the	history	of	emerging	theoretical	frameworks,	is	provided	above	(Sections	2.1–2.4),	

along	with	descriptions	of	the	informants	and	the	institution	(Sections	4.0	and	5.3).	

These	descriptions	may	enhance	the	authenticity	and	precision	of	the	process	(Creswell,	

2014).	Furthermore,	the	interview	guide	was	designed	with	unleading,	open-ended	

questions	to	allow	for	unstructured	and	comprehensive	narrative	responses.	The	

complete	interview	guide	is	available	in	Appendix	3.	The	interviews	from	the	first	wave	

were	scrutinised	with	regard	to	how	the	questions	were	framed	and	followed	up	in	

order	to	avoid	leading	and	closing	questions.	We	identified	some	questions	that	seemed	

to	create	confusion	among	informants,	e.g.,	'Tell	me	about	your	personal	philosophy	

that	guides	your	work	with	children	and	youths'	and	'Can	you	relate	your	choice	of	

work	to	experiences	in	your	life?'	Both	questions	were	removed	from	the	interview	

guides	used	in	the	second	and	third	waves.	Interpretation	(the	'I'	in	EPIC)	is	relevant	to	

the	above	discussion	but	also	relates	to	the	reflexivity	of	preunderstandings,	challenges	

of	bias	in	the	interpretation	of	the	data,	and	the	double-hermeneutic	situation	during	

interviews	(Giddens,	1984).	These	topics	are	discussed	in	more	detail	below	(Section	

5.6.3)	along	with	some	aspects	of	critique,	which,	as	the	'C'	in	the	EPIC-acronym,	refers	

to	both	self-and	social	critique.		

	

5.6.2 Transferability 

The	second	part	of	the	EPICURE	acronym,	CURE	(critique,	usefulness,	relevance,	and	

ethics)	relates	primarily	to	requirements	for	the	project’s	usefulness	for	practice	and	

future	research,	hence	the	reference	to	transferability.	Here,	both	self-and	social	

critiques	are	important	topics	I	will	return	to	in	the	section	below	(5.6.3).	Usefulness	

refers	to	how	and	if	the	findings	of	the	study,	as	well	as	the	research	process	itself,	are	

useful	for	practical	life	or	research.	Usefulness	relates	to	the	overarching	research	

question	of	the	project	and	is	discussed	in	detail	in	the	Discussion	section,	particularly	

in	the	sections	on	practical	implications	(Sections	7.3.1–7.3.5)	and	implications	for	

research	(Section	7.3.6).	Likewise,	relevance	(the	‘R’	in	the	acronym)	refers	to	the	

project’s	relevance,	how	it	may	contribute	to	the	development	of	a	field,	in	this	case	the	
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field	of	residential	care,	and	how	it	relates	to	prior	research	and	the	established	

knowledge	base	of	the	field.	These	issues	are	primarily	discussed	in	the	Introduction,	

particularly	Sections	2.0	(Children	and	adolescents	in	the	child	welfare	system)	and	3.0	

(The	field	of	traumatology).	Ethics	(the	‘E’	in	CURE)	refers	to	how	the	general	ethical	

perspective	was	dealt	with	throughout	the	project.	These	issues	were	addressed	in	

Section	5.5	(Ethical	considerations)	and	in	Section	7.4	(Being	the	instrument	of	

research).	

	

5.6.3 Reflexivity 

Reflexivity	is	essential	for	all	aspects	of	EPICURE	(Stige	et	al.,	2009).	Reflexivity	implies	

having	a	conscious	and	analytic	distance	to	own	preconceptions	and	attitudes	and	how	

they	may	interfere	with	the	research	process	(Malterud,	2001).	Alveson	and	Sköldberg	

(2017)	note	that	there	is	double	nature	to	the	term	'reflexive'	compared	to	the	term	

'reflective'.	They	see	reflexivity	as	a	multi-dimensional	and	interactive	process	that	

involves	empirical	data,	interpretations,	cultural	and	contextual	circumstances,	and	

reflections	on	the	self,	language,	and	authority.	Reflective,	on	the	other	hand,	is	a	

narrower	and	more	one-dimensional	concept.	The	researcher	influences	the	process	

and	is	influenced	by	the	process,	from	constructing	the	overall	frame	of	reference,	the	

choice	of	research	questions,	the	construction	of	the	interview	guide,	and	the	

interaction	with	informants,	through	the	analyses,	and	even	through	the	writing	of	the	

results	(Cho	&	Trent,	2006).	The	researcher	must	be	aware	of	the	assumptions	

underlying	the	research	process	and	how	these	assumptions	may	interfere	with	every	

aspect	of	the	data	processing	(Baarts,	Tulinius,	&	Reventlow,	2000).		

	

Finlay	(2002)	offers	a	typology	of	different	ways	of	being	reflexive.	Among	these	are	

introspection,	in	which	the	researcher	engages	in	a	critical	self-dialogue,	intersubjective	

reflection,	the	research	team	explores	the	research	relationships	in	a	self-reflective	way,	

and	reflexivity	as	mutual	collaboration,	where	the	researcher	enrols	the	participants	as	

co-researchers.	In	reflexivity	as	social	critique,	aspects	of	the	power	imbalance	between	

the	researcher	and	participants	are	addressed.	These	typologies	are	used	as	background	

to	account	for	the	preconceptions	and	biases	below:	
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The	self-critique	involved	in	the	narrative	process	involves	some	of	the	experiences	and	

practices	that	have	impacted	me	in	my	role	as	a	clinical	psychologist.	I	have	learned	and	

practised	several	different	methods,	including	cognitive	behaviour	therapy	(Beck	&	

Beck,	2011),	system	and	family	therapy	(Johnsen,	Sundet,	&	Torsteinsson,	2000),	

narrative	therapy	(White	&	Epston,	1990),	emotion-focused	therapies	(Monsen	&	

Monsen,	2000),	and	more	specific	trauma-related	therapies	(Fisher,	2017).	Over	the	

years,	I	have	become	less	interested	in	specific	methods	and	more	interested	in	the	

relational	aspects	of	the	therapeutic	process.	I	have	been	influenced	by	insights	from	

psychotherapy	research	(Duncan,	Miller,	&	Hubble,	1999;	Norcross	&	Lambert,	2018;	

Wampold	&	Imel,	2015),	which	highlight	the	relational	aspect	in	all	kinds	of	

psychological	treatment	and	human	encounters,	along	with	an	understanding	of	the	

pervasive	importance	of	early	child	development	for	adult	life	wellbeing	(Hundeide,	

2003;	Trevarthen,	2009;	Tronick,	2007).	The	relationship	factor	in	psychotherapy	and	

social	work	has	become	a	fundamental	interest	for	me	since	I	experience	that	the	

ongoing	search	for	evidence-based	methodologies	is	downplaying	this	relationship.	

Being	a	dominant	preconception	on	my	part,	it	may	have	affected	the	way	I	conducted	

the	interviews	and	could	likely	influence	the	analytic	process.	I	may	subconsciously	

have	overlooked	responses	that	favour	technical,	instrumental,	or	structural	

interventions	and	practices.	Due	to	my	background	as	a	clinical	psychologist,	I	was	

easily	distracted	by	the	informants’	narratives,	and	at	times	deviated	from	the	interview	

guide.	This	likely	strengthened	the	narrative	character	of	the	interviews	but	may	also	

have	reduced	the	relative	standardisation	of	the	interview	situation	(Kvale	&	

Brinkmann,	2009).	Still,	I	wanted	to	be	open-minded	and	prepared	for	‘the	unexpected’	

that	might	occur	in	the	informants’	narratives.		

	

Furthermore,	I	was	involved	in	the	implementation	of	the	TIP	model	at	the	institution.	

As	stated	by	Stige	et	al.	(2009),	‘In	qualitative	research	in	which	the	researcher	has	a	

personal	involvement,	his	or	her	experience	and	subjectivity	becomes	part	of	the	study.	

For	the	researcher's	situatedness	not	to	become	a	negative	bias	where	preconceptions	

are	confused	with	findings,	a	convincing	level	of	reflection	is	required.	The	value	of	

qualitative	research,	therefore,	relates	to	reflexivity	in	the	sense	of	regarding	the	nature	

and	impact	of	the	engagement.	Sensitivity	of	and	reflection	on	the	researcher-as-



	 51	

instrument	is	thus	asked	for’	(p.	1508).	During	the	six-year	period	of	the	project,	I	

supervised	the	staff	on	a	six-week	schedule.	Consequently,	I	developed	a	friendly	

relationship	with	many	staff	members.	On	the	one	hand,	due	to	the	closeness	of	the	

relation,	informants	may	have	felt	that	they	could	not	convey	negative	or	critical	

opinions.	On	the	other	hand,	closeness	could	also	provide	access	to	more	in-depth	

information	(Hammersley	&	Atkinson,	2007).	According	to	the	typology	of	introspection,	

I	have	tried	to	keep	these	considerations	in	mind	as	a	continuous	internal	dialogue	

(Finlay,	2002).	

	

Finlay’s	(2002)	typology	of	social	critique	draws	attention	to	the	power	imbalance	

between	researchers	and	participants.	As	a	specialist	psychologist,	I	was	positioned	in	

the	role	of	status	and	dominance.	When	reflecting	upon	this	and	listening	to	the	

recorded	interviews,	I	noticed	that	I	stuttered,	started,	stopped,	and	restarted	questions	

more	than	I	would	do	in	other	contexts.	As	it	seemed,	I	tried	to	downplay	my	power	

position	by	giving	an	impression	of	not	finding	the	right	words,	fumbling,	and	being	

inarticulate.	I	was	also	often	self-ironic,	commenting	on	my	memory	deficits	and	

clumsiness.	These	strategies	may	or	may	not	have	reduced	the	power	imbalance	but	

were	consistent	throughout	all	interviews	and	became	part	of	the	research	situation.		

	

The	above-mentioned	threats	to	the	trustworthiness	of	the	analytic	process	were	

discussed	extensively	within	the	research	team,	providing	reflexivity	as	intersubjective	

reflection	(Finlay,	2002).	The	team	consisted	of	academics	with	varied	backgrounds:	

two	clinical	psychologists	(one	specialised	in	child	and	adolescent	psychology,	the	other	

in	clinical	adult	psychology),	one	professor	of	music	therapy,	and	one	sociologist	with	a	

special	interest	in	practice	evaluation.	One	psychologist	was	primarily	oriented	towards	

quantitative	research	methodology,	while	the	others	were	experienced	qualitative	

researchers.	The	diverse	backgrounds	of	the	team	were	of	great	value	in	challenging	

preconceptions	and	identifying	possible	biases.	Research	questions,	data	gathering	

procedures,	interview	guides,	and	coding,	interpretations,	and	categories	were	

discussed,	both	in	group	meetings	and	in	one-to-one	supervision	encounters,	providing	

a	type	of	investigator	triangulation	(Patton,	1980).		
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Feedback	on	the	process	and	on	preliminary	findings	was	also	gathered	at	several	

different	research	fora	where	the	project	was	presented:	the	Regional	Centre	for	Child	

and	Youth	Mental	Health	and	Child	Welfare	in	Bergen	(RKBU-vest),	at	different	fora	as	

part	of	the	PhD	education	(mid-term	evaluation,	course	in	qualitative	methodology,	

research	fellow	gathering),	and	the	Research	Group	on	Dialogical	Practice	at	the	Agder	

University	College.	Also,	I	established	a	local	forum	with	experienced	colleagues	

(psychologists,	social	workers,	and	sociologists)	at	my	workplace	RVTS-south,	where	I	

presented	results,	analyses,	and	reflections	and	received	feedback	and	critique	

regularly.	Another	form	of	researcher	triangulation	was	accomplished	through	

presenting	preliminary	findings	and	research	methodology	at	national	and	

international	conferences.	To	meet	the	typology	of	reflexivity	as	mutual	collaboration,	

we	used	member	checking	(Lincoln	&	Guba,	1985)	or	respondent	validation	(Torrance,	

2012),	involving	presenting	and	discussing	preliminary	findings	and	interpretations	

with	the	informants.	This	was	practised	throughout	the	project	in	combination	with	

regular	supervision	sessions.		
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6.0	 Results	

The	Results	section	summarises	the	findings	of	the	three	project	studies.	Table	7	

provides	a	brief	overview	of	the	studies,	analyses,	procedures,	and	results.	

	

Table	7.	Overview	of	the	studies	in	the	project.		

	 Paper	I	 Paper	II	 Paper	III	

Title	 How	do	staff	in	residential	
care	transform	Trauma-
Informed	principles	into	
practice?	A	qualitative	
study	from	a	Norwegian	
child	welfare	context.	

Prerequisites	for	
maintaining	emotion	self-
regulation	in	social	work	
with	traumatised	
adolescents.	A	qualitative	
study	among	social	
workers	in	a	Norwegian	
residential	care	unit.	

Experiences	of	becoming	
emotionally	dysregulated. 
A	qualitative	study	of	staff	
in	youth	residential	care 

	

	

Research	
question	

How	are	TIP	principles	
based	on	the	Three	Pillars	
Model	transformed	into	
practice	in	a	residential	
care	unit	for	adolescents	
in	Norway?	

What	are	social	workers'	
perceptions	of	what	it	
takes	to	stay	regulated	in	
interactions	with	
adolescents	in	their	
institution?		

	

What	factors	characterise	
situations,	contexts,	and	
interactions	that	elicit	or	
threaten	to	elicit	
emotional	dysregulation	
among	staff	in	this	
particular	Norwegian	
residential	child	welfare	
unit?	

Number	of	
Informants	

19	staff	members	 15	staff	members	 8	staff	members	

Method	of	
data	
collection	

Semi-structured	in-depth	
interviews	

Semi-structured	in-depth	
interviews	

Semi-structured	in-depth	
interviews	

Analysis	 Thematic	network	
analysis	(Attride-Stirling,	
2001)	

Thematic	analysis	(Braun	
&	Clarke,	2006)	

Narrative	inquiry	
(Riessman,	2008)	

Results	 Three	global	themes,	with	
subsequent	organising	
themes:	

1)	Self-awareness	

2)	Intended	actions	

3)	Organisational	and	
cultural	practices	

Four	themes:	

1)	Critical	self-reflection	

2)	Self-acceptance	

3)	A	regulating	work	
environment	

4)	Having	a	trustworthy	
theoretical	model	to	be	
guided	by	

Three	narrative	themes:	

1)	Are	we	doing	the	right	
things?	

2)	My	childhood	issues	
surfaced	

3)	Missing	togetherness	
with	trusted	others	
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6.1 Paper I: How do staff in residential care transform Trauma-Informed principles 
into practice? A qualitative study from a Norwegian child welfare context 

This	study	explored	how	the	Three	Pillars	Model	was	translated	into	practice	in	this	

specific	residential	care	context.	The	study	drew	upon	data	collected	through	all	three	

waves	of	interviews	(2015,	2016,	and	2018),	and	included	19	informants	and	27	

interviews.	We	found	that	informants’	descriptions	of	practices	were	sorted	into	three	

global	themes:	self-awareness,	intended	actions,	and	organisational	and	cultural	practices	

(see	Table	7	above).	Within	the	global	theme	of	self-awareness,	informants	described	

self-reflection,	authenticity,	and	other-regulation	as	salient	themes.	Within	the	global	

theme	of	intended	actions,	they	emphasised	five	themes:	building	strength,	actively	

stimulating	mentalisation,	providing	staff	availability,	setting	safe	limits,	and	

collaborating	with	the	youth.	Within	the	global	theme	of	organisational	and	cultural	

practices,	informants	drew	attention	to	having	a	shared	mindset,	ensuring	stability	and	

routines,	and	ensuring	cultural	safety.	In	general,	informants’	operationalisation	of	the	

TIP	model	corresponded	with	the	training	in	the	Three	Pillars	frameworks	as	well	as	

with	major	contemporary	TIP	models.	We	further	discussed	if	their	descriptions	were	

specific	to	TIP,	or	if	they	could	be	representative	of	other	collaborative	or	relationally	

oriented	models	of	care.	We	suggest	that	the	critical	self-reflection	and	other-regulation	

themes	could	be	unique	and	essential	characteristics	of	TIP,	as	one	could	argue	that	

they	had	an	active	focus	on	underlying	emotions	or	trauma-related	experiences	rather	

than	on	overt	behaviours	in	interactions	with	youth.	Furthermore,	we	discussed	the	

potential	contradiction	in	the	informants’	emphasis	on	both	other-regulation	and	

authenticity,	and	a	somewhat	unclear	idea	among	informants	regarding	the	role	of	

boundary	setting	within	TIP.	We	also	suggested	that	the	relatively	low	level	of	

standardisation	of	Howard	Bath’s	TIP	model	served	to	enhance	commitment	and	sense	

of	responsibility	among	staff.	

	

6.2 Paper II: Prerequisites for maintaining emotion self-regulation in social work 
with traumatised adolescents. A qualitative study among social workers in a 
Norwegian residential care unit 

This	study	focused	on	informants’	descriptions	of	what	they	saw	as	important	

prerequisites	for	maintaining	an	emotionally	regulated	state.	The	study	drew	upon	data	

collected	through	the	first	two	waves	of	interviews	(2015	and	2016),	and	included	15	
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informants	and	19	interviews.	Within	the	description	of	prerequisites	for	emotional	

self-regulation,	we	identified	four	major	themes:	critical	self-reflection,	self-acceptance,	a	

regulating	work	environment,	and	having	a	trustworthy	theoretical	model	to	be	guided	

by.	Within	the	theme	of	critical	self-reflection,	informants	emphasised	the	importance	of	

knowing	oneself,	being	able	to	distinguish	between	their	own	emotions	and	reactions	

and	those	of	the	youth.	Within	the	theme	of	self-acceptance,	they	focused	on	being	able	

to	confront	their	own	feelings	of	shame	connected	to	perceived	shortcomings	and	

failures.	Within	the	theme	of	a	regulating	work	environment,	they	emphasised	cultural	

safety	through	predictability,	collegial	support,	and	transparency;	within	the	theme	of	

having	a	trustworthy	model	to	lean	on,	informants	thematised	the	importance	of	having	

a	theoretical	model	that	helps	them	to	understand	the	youths'	complex	problems	and	

the	dynamics	of	challenging	interactions	in	their	everyday	practice.	We	argue	that	the	

findings	illustrate	the	importance	of	encouraging	critical	self-reflection	and	self-

acceptance	through	self-compassion	and	shame-resilience	procedures	at	the	cultural	

and	organisational	level	in	institutions	of	residential	care.	Derived	from	informants’	

experiences	of	needing	a	trustworthy	model	to	lean	on,	we	pointed	to	the	importance	of	

ensuring	identification	with	the	chosen	framework	among	staff.		

	

6.3 Paper III: Experiences of becoming emotionally dysregulated. A	qualitative	
study	of	staff	in	youth	residential	care 

The	study	presented	in	Paper	III	explored	situations,	interactions,	and	contexts	that	

were	particularly	challenging	to	informants'	self-regulation.	The	study	drew	upon	data	

collected	during	the	third	wave	of	interviews	in	2018,	which	included	eight	informants	

and	eight	interviews.	We	extracted	three	narrative	themes	that	were	representative	of	

situations	and	interactions	contributing	to	emotional	dysregulation:	Are	we	doing	the	

right	things?,	My	childhood	issues	surfaced,	and	Missing	togetherness	with	trusted	others.	

The	first	theme	involved	highly	complex	situations	that	informants	found	difficult	to	

make	sense	of,	while	the	second	theme	involved	situations	where	collegial	support	was	

perceived	as	missing.	The	third	theme	involved	situations	or	interactions	in	which	

emotionally	upsetting	memories	were	triggered.	We	suggest	that	adherence	to	the	

Three	Pillars	TIP	Model	implies	more	emotional	strain	for	staff	than	many	other	models	

of	care.	Based	on	informants’	experiences,	we	also	argued	that	it	might	be	legitimate	at	

the	workplace	to	focus	on	the	staff’s	own	adverse	childhood	experiences,	as	these	may	
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contribute	to	emotional	dysregulation	when	triggered	by	the	adolescents.	Finally,	we	

discussed	the	potentially	dysregulating	complexity	informants	told	they	have	to	face,	

which	speaks	to	the	importance	of	acknowledging	just	complexity	as	an	innate	

characteristic	of	child	welfare	residential	work.	
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7.0	 Discussion	and	conclusion	

The	overall	aim	of	the	research	project	was	to	contribute	to	the	development	of	

interventions	that	are	beneficial	to	children	and	adolescents	in	residential	care.	Since	

TIP	has	become	a	widespread	framework	to	guide	the	care	provided	by	child	welfare	

residential	care	units,	the	overarching	research	questions	addressed	how	staff	working	

in	such	a	context	transformed	TIP	into	practice,	and	how	they	experienced	and	reflected	

upon	this	practice.	The	discussion	is	organised	into	three	sections,	where	the	first	two	

address	the	two	parts	of	the	overarching	research	question.	The	third	section	discusses	

the	implications	of	the	findings	for	residential	care	units	adhering	to	TIP	principles,	as	

well	as	for	those	in	charge	of	their	training.	

	

7.1	 From	principles	to	practice	

As	described	above,	TIP	frameworks	outline	overarching	principles	for	care	rather	than	

operationalised	methods	(see	Section	3.4).	This	goes	for	Howard	Bath’s	model	as	well,	

which	is	built	around	the	three	pillars	of	safety	(physical,	emotional,	social,	and	

cultural),	connections	(close	relationships	and	belongingness	to	a	social	group),	and	

coping	(i.e.	capacity	to	manage	stress	and	regulate	emotions)	(Bath,	2015;	Bath	&	Seita,	

2018).	The	principles	need	to	be	transformed	into	concrete	actions	and	interventions	by	

those	who	do	the	actual	work	and	those	who	supervise	the	TIP	implementation	

processes.	One	of	the	main	objectives	of	the	project,	captured	by	the	first	part	of	the	

main	research	question,	was	to	explore	how	informants	transformed	the	principles	into	

practice	in	their	specific	context.	

	

7.1.1 TIP in informants’ ‘translation’ 

First,	analyses	of	informants’	descriptions	suggest	that	they	transformed	TIP	into	a	

certain	kind	of	self-awareness.	Within	this	theme,	informants	conveyed	that,	to	them,	

TIP	implied	a	certain	kind	of	self-reflection,	that	is,	a	willingness	to	evaluate	themselves,	

their	intentions,	values,	actions,	reactions,	and	roles	in	interactions	with	youths.	As	one	

of	the	informants	put	it	(paper	1);	‘I	have	become	more	conscious	about	how	I	affect	the	

youth's	behaviour.	And	how	I	understand	them’.	Moreover,	they	mentioned	practising	

authenticity	in	terms	of	a	willingness	to	leave	their	professional	role	and	display	normal	
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reactions	and	emotions	like	‘love’	and	‘sincerity’,	but	also	‘anger’	and	‘frustration’.	

Further,	much	emphasis	was	placed	on	practising	other-regulation:	staying	calm,	having	

a	non-threatening	appearance,	and	being	humble	and	open	to	apologising	to	the	youth.	

One	informant	described	a	situation	in	which	an	adolescent	cut	herself	with	a	glass	

shard.	Instead	of	being	oriented	towards	damage	reduction,	calling	for	help	or	scolding	

the	youth,	the	informant	simply	sat	down	and	expressed	concern.		

	

For	informants,	practising	TIP	also	implied	some	intended	actions.	It	implied	efforts	to	

build	the	adolescents’	strength	by	focusing	on	their	resources,	encouraging	mastery,	

and	skill-building.	One	informant	reflected	on	the	issue	as	follows	(Paper	I):	‘When	I	

think	about	those	I	know	who	have	improved	their	situation,	I	think	it	was	correlated	

with	a	positive	focus,	and	we	were	able	to	identify	their	resources,	they	were	released’.	

Intended	actions	were	also	involved	in	actively	encouraging	adolescents	to	mentalise	on	

their	own	emotions,	thoughts,	reactions,	and	motives	that	were	triggered	in	everyday	

interactions.	Further,	informants	conveyed	that	TIP	should	imply	a	practice	of	making	

oneself	available	to	the	youth,	both	in	terms	of	physical	proximity	and	emotional	

availability,	even	when	the	adolescents	communicate	rejection	or	distance.	Moreover,	

informants	translated	TIP	into	intended	actions	of	collaborating	with	rather	than	

restricting	the	youth,	sometimes	even	allowing	coping	efforts	commonly	seen	as	

unacceptable.	For	example,	instead	of	imposing	a	consequence	on	an	adolescent	who	

had	been	stealing	knives	from	the	kitchen,	one	informant	negotiated	a	solution	in	which	

the	adolescent	was	allowed	to	keep	one	knife	on	the	condition	of	refraining	from	

stealing	others.	As	the	fifth	category	of	intended	actions,	informants	emphasised	the	

practice	of	setting	safe	boundaries	for	adolescents.	It	was,	however,	described	in	terms	

of	communicating	safety	and	adult	responsibility,	as	illustrated	by	this	quote:	‘Some	say	

I'm	too	kind...	I	set	limits,	but	it	is	about	how	you	do	it.	To	do	this	in	a	way	that	makes	

the	adolescent	understand	that	we	set	limits	because	we	care	about	them.’	

	

Lastly,	according	to	informants’	descriptions,	they	translated	TIP	into	a	set	of	cultural	

practices.	One	such	practice	was	to	nurture	a	shared	mindset	and	common	

understanding	among	staff,	particularly	with	regard	to	the	theoretical	framework	

inspiring	the	practical	interventions.	One	informant	explained	that	'(...)	if	you	work	
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together	with	someone	who	lacks	understanding	of	the	model,	or	with	someone	with	a	

different	attitude	towards	the	adolescents,	then	I	have	seen	that	things	escalate	

immediately	(...)’.	Informants	also	stressed	the	importance	of	a	cultural	practice	of	

stability	and	routines	related	to	predictability	when	it	came	to	turnovers,	sick	leaves,	

leadership,	and	the	use	of	temporary	staff.	Finally,	informants	pointed	to	the	

importance	of	a	practice	of	cultural	safety.	To	most	informants,	TIP	should	focus	on	

transparency	and	collective	self-reflection,	which	inspired	mutual	trust	among	staff.	

Here,	staff	also	stressed	the	importance	of	openness,	e.g.,	‘Especially	since	we	need	to	

have	this	openness,	you	need	openness	among	your	colleagues	(...)	to	be	able	to	express	

all	issues,	weaknesses,	and	strengths	(...)’.	

	

Generally,	the	practice	informants	emphasised	make	sense	against	the	background	of	

their	training	in	the	Three	Pillars	Model.	The	model	entails	safety,	connections,	and	

coping	as	overarching	guiding	principles,	along	with	the	other	training	components	

outlined	in	Section	3.4.	The	concrete	situations	described	by	the	informants	are	

comparable	to	case	examples	and	vignettes	provided	by	Bath	and	Seita	(2018).	

Informants’	descriptions	also	express	ideas	shared	by	influential	TIP	stakeholders.	As	

shown	in	Section	3.4,	Table	1,	guiding	principles	such	as	strength	building,	emotion	

management,	empowerment,	collaboration,	building	trust,	supporting	transparency,	

and	creating	a	safe	context	were	commonly	described,	along	with	a	focus	on	

relationships	and	connections.	Cultural	and	organisational	factors	such	as	mutual	trust,	

transparency,	and	safety	are	also	frequently	referred	to	in	the	TIP	literature	(Bloom,	

2005;	Hodgdon	et	al.,	2013;	Hopper	et	al.,	2010;	SAMHSA,	2014;	Wilson	et	al.,	2015;	

Yatchmenoff	et	al.,	2017).	

	

7.1.2 A distinct approach, or just distinct wording? 

Even	though	the	informants’	descriptions	make	sense	in	light	of	both	their	training	and	

TIP	literature,	the	question	briefly	discussed	in	Paper	I	needs	further	elaboration:	Are	

the	practices	informants	describe	unique	to	TIP,	or	would	they	convey	the	same	

descriptions	of	their	practice	independently	of	their	TIP	training?	Might	the	practices	

that	staff	describe	as	well	reflect	perspectives	and	inspiration	other	than	TIP?	The	

informants	were	generally	experienced	professionals	who	had	worked	for	a	long	time	in	
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various	residential	care	settings	(mean	age:	41.7	years).	Many	had	prior	education	and	

training	in	different	theoretical	models.	Within	the	self-awareness	theme,	informants	

focused	primarily	on	themselves	as	instruments	of	change.	Here,	the	influence	of	

mindfulness-oriented	traditions	(Binder,	2014),	sensorimotor	psychotherapy	(Fisher,	

2019)	and	interpersonal	neurobiology	(Siegel,	2012)	may	be	in	play.	All	these	traditions	

emphasise	the	importance	of	self-awareness	for	human	wellbeing.	Both	mindfulness	

and	sensorimotor	interventions	focus	on	becoming	conscious	of	bodily	processes	such	

as	breathing,	muscle	tone,	and	posturing.	It	is	postulated	that	such	awareness	may	

produce	calm	and	relaxation	and	contribute	to	therapeutic	change	(Binder,	2014;	

Fisher,	2019).	Siegel	describes	how	self-reflection	is	a	necessary	part	of	becoming	an	

integrated	person,	which	implies	the	ability	to	negotiate	between	internal	processes	of	

chaos	and	rigidity	(Siegel,	2010,	2012).	He	suggests	practising	awareness	of	sensory	

experiences	(sight,	taste,	touch,	smell,	hearing),	emotions,	thoughts,	internal	bodily	

processes,	and	connectedness	to	other	people	(Siegel,	2010).		

	

The	self-awareness	theme	also	resonates	with	a	psychodynamic	perspective	that	

emphasises	transference	and	counter-transference	as	important	mechanisms	in	

therapeutic	work	(Tuber,	2008).	Heiman	(1950)	referred	to	counter-transference	

simply	as	feelings	the	therapist	experiences	towards	the	patient.	She	describes	these	

feelings	as	one	of	the	most	important	tools	the	therapist	has,	providing	information	

about	the	patient’s	‘unconscious’	life	world.	There	is	a	striking	similarity	between	the	

counter-transference	concept	and	the	self-awareness	theme	expressed	by	the	

informants,	particularly	illustrated	by	the	quote	above;	‘…I	am	increasingly	aware	of	

how	my	emotions	are	a	source	of	information’.	As	noted	by	Larsen	(2018),	residential	

treatment	in	Scandinavian	countries	since	the	1950s	was	strongly	influenced	by	

psychodynamic	thinking.		

	

Likewise,	the	kind	of	‘intended	actions’	described	by	the	informants,	such	as	building	

strength	and	skills	and	encouraging	mastery,	would	likely	be	acknowledged	by	most	

theoretical	perspectives	in	the	mental	health	field.	They	resonate	with	the	salutogenesis	

concepts	of	Aaron	Antonovsky	(1979),	the	resilience	concept	(Masten,	2001),	or	the	

more	general	field	of	positive	psychology	(Gillham,	2000).	These	elements	have	also	
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been	identified	within	modern	relational	pedagogy	(Crownover	&	Jones,	2018;	

Spurkeland,	2011).	Likewise,	stimulating	mentalisation,	emphasised	by	informants,	is	

also	relevant	to	other	perspectives,	since	verbalising	experiences	and	inner	sensations	

is	a	common	therapeutic	practise	(Cohen,	Mannarino,	Kliethermes,	&	Murray,	2012;	

Yule,	1999).	The	positive	effects	of	the	labelling	of	emotions	are	also	empirically	

supported	(M.	D.	Lieberman	et	al.,	2007).		

	

Focus	on	organisational	culture	is	also	common	in	child	welfare	and	not	unique	to	TIP.	

Larsen	(2018),	who	has	greatly	influenced	residential	care	in	Norway,	highlights	

organisational	culture	as	the	prime	agent	of	change	in	residential	care.	Implementation	

research	also	emphasises	cultural	and	managerial	practices,	such	as	procedures,	

structures,	culture,	and	climate,	as	important	areas	for	consideration	to	ensure	

successful	implementation	of	new	methods	or	practices	(Fixsen	et	al.,	2009).	Although	

Fixsen	refers	to	the	implementation	of	evidence-based	and	operationalised	programs,	

these	considerations	are	equally	important	for	less	standardised	TIP	approaches	

(Tullberg	&	Boothe,	2019;	Tullberg,	Kerker,	Muradwij,	&	Saxe,	2017;	Yatchmenoff	et	al.,	

2017).	

	

May	the	reason	why	informants	described	few	practices	unique	to	TIP,	be	that	TIP	

actually	has	few	unique	features?	Hanson	and	Lang	(2016)	in	their	critical	article	on	

trauma-informed	practices	address	the	same	question:	is	TIP	just	good,	ordinary	

institutional	care	with	nothing	new	or	unique	to	offer?	On	the	other	hand,	based	on	

Waltz	et	al.	’s	(1993)	model	for	evaluating	the	distinctiveness	of	therapeutic	

interventions,	in	Paper	I,	we	argued	that	the	organising	themes	of	self-reflection	and	

other-regulation	bear	some	features	that	may	be	specific	and	unique	to	TIP.	These	

themes	may	be	manifestations	of	what	being	‘trauma-informed’	means:	seeing	behind	

youth’s	behavioural	expressions,	with	a	strengthened	awareness	of	their	prior	life	

experiences	and	how	they	may	act	out	in	the	daily	social	interactions.	While	these	

concepts	may	make	sense	within	any	model	focusing	on	relationships	and	collaborative	

care,	they	may	reflect	something	more	specific	when	applied	in	the	context	of	TIP.	
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7.1.3 In the crossroads between discursive influences 

As	evident	from	the	above,	being	staff	at	the	child	welfare	residential	unit	means	

working	at	a	crossroads	between	many	discursive	influences.	These	varying	influences	

may	also	lead	to	disagreements,	misunderstandings,	or	misinterpretations.	A	multitude	

of	theoretical	perspectives	may	be	represented	in	education	and	training	programs	for	

this	group	of	professionals.	In	informants’	descriptions,	we	could	also	see	how	exposure	

to	various	discursive	influences	could	cause	confusion	and	frustration.	As	described	in	

Section	2.4,	one	of	the	most	influential	models	in	Norwegian	child	residential	care	

during	the	last	20	years	has	been	CBT	(Andreassen,	2003;	Bengtsson	&	Jakobsen,	2009).	

Behaviour	analytic	models,	though	more	popular	within	the	care	for	the	mentally	

disabled,	have	also	been	influential	(Isaksen	&	Karlsen,	2018).	As	shown	in	Paper	I,	

some	informants	clarified	that	setting	boundaries	should	be	an	essential	and	explicit	

part	of	TIP.	One	informant	described	that	in	the	early	phases	of	the	implementation	

process,	staff	became	‘trauma-blind’,	in	the	sense	of	becoming	afraid	of	setting	

boundaries	in	case	it	would	trigger	traumatic	memories	or	cause	re-traumatisation.	

Hence,	this	theme	might	reflect	a	‘negotiation’	between	TIP	and	the	previous	

behaviourally	oriented	perspective.	Some	informants	described	this	negotiation	as	a	

source	of	insecurity	and	frustration,	which	could	eventually	lead	to	misunderstandings	

and	disagreements	among	staff.		

	

It	might	be	fair	to	say	that	TIP	takes	a	clear	stance	against	ideas	that	unwanted	

behaviours	must	be	met	with	a	consequence	in	order	for	learning	to	occur.	Such	an	

understanding	may	also	be	influenced	by	cultural,	implicit	understandings	like	‘bad	

behaviours	must	be	punished’,	or	‘if	you	give	them	a	finger,	they	take	the	whole	hand’	

(Bath	&	Seita,	2018).	According	to	Hodgdon	and	colleagues	(2013),	the	international	

trend	in	residential	care	has	focused	on	teaching	staff	who	have	been	led	‘to	understand	

behaviours	through	a	medical	”lens”	and	have	been	trained	to	extinguish	behaviours'	

(page	683),	referring	to	both	a	medical	and	a	behaviour	analytic	discourse.	Thus,	the	

insecurity	of	setting	boundaries	may	be	related	to	the	coexistence	of	discourses	with	

different	methodological	orientations.		
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At	the	same	time,	being	insecure	about	when	and	how	to	set	boundaries	may	also	reflect	

vague	TIP	conceptualisation	regarding	this	issue.	As	described	above,	TIP	models	

emphasise	collaboration	and	understanding	(see	Table	1),	and	are	concerned	with	

avoiding	that	painful	relational	experiences	from	adolescents’	past	are	being	

reproduced	in	their	interactions	with	staff.	TIPs	also	denounce	correctional	programs	

that	use	restraints	and	isolation	as	interventions,	and	are	concerned	about	avoiding	

punitive	responses	from	adults	(Anglin,	2002;	Bath	&	Seita,	2018).	These	factors	may	

contribute	to	an	understanding	that	adolescents	should	be	met	with	collaboration	in	all	

situations,	or	that	problematic	behaviours	always	stem	from	the	re-enactment	of	

traumatic	experiences.	

	

Similarly,	informants’	emphasis	on	the	importance	of	authenticity	may	reflect	colliding	

influences	from	psychodynamic	or	humanistic	perspectives.	As	presented	in	Paper	I,	

informants	reported	both	other-regulation	and	authenticity	as	essential	components	of	

TIP,	both	as	part	of	the	global	theme	of	self-awareness.	Other-regulation	was	typically	

described	in	the	following	way:	'Well,	you	know,	it	is	about	maintaining	calm	first	and	

foremost,	and	then,	try	to	be	present,	try	to	talk,	reach	out,	and	try	to	appear	calm	and	at	

ease.	I	usually	sit	down	and	try	to	show	a	sincere	interest	in	what	is	happening	to	the	

youth.	I	try	to	communicate	in	a	calm	way	and	try	to	make	the	youth	feel	safe'.	At	the	

same	time,	informants	stressed	the	importance	of	being	authentic	–	to	display	genuine	

feelings	and	be	a	'real'	person	rather	than	keeping	a	professional	distance.	‘Love	and	

sincerity’	were	frequently	mentioned	terms,	but	authenticity	could	also	imply	

expressing	anger	and	frustration.	One	informant	told	to	have	yelled	at	an	adolescent	

and	described	how	the	emotional	outburst	had	contributed	to	building	trust.		

	

Authenticity,	originating	in	humanistic	psychology	(Rogers,	2004)	and	defined	within	a	

psychodynamic	discourse	(Tuber,	2008),	is	less	addressed	in	the	TIP	literature.	The	

nearest	reason	is	that	authentic	responses	may	include	emotionally	dysregulated	

responses	as	well.	Feeling	anger	and	screaming	to	someone	might	be	authentic	but	

might	quickly	escalate	stress	and	conflict	and	contradict	other-regulation	endeavours.		
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Such	apparent	inconsistencies	may	reflect	the	complex	discursive	influences	that	staff	

are	exposed	to.	At	the	same	time,	they	may	reflect	the	complexity	of	the	residential	care	

work	in	itself,	where	some	situations	require	calm	and	some	measure	of	emotional	

distance,	while	other	situations	call	for	authenticity	and	sincerity	(Rolvsjord,	Gold,	&	

Stige,	2005).	As	suggested	in	Paper	I,	it	may	also	be	that	these	strategies	target	different	

needs	in	adolescents;	calmness	may	be	called	for	in	situations	of	fear	or	stress,	while	

authenticity	may	relate	to	more	long-term	investment	in	a	healthy	relationship.	

Corresponding	to	our	informants’	descriptions,	authenticity	might	also	be	an	adequate	

operationalisation	of	other	components	of	TIP,	such	as	relational	safety,	predictability,	

or	trust.		

	

7.1.4 Summing up the section 

As	discussed	in	this	section,	informants	transformed	TIP	into	a	certain	kind	of	self-

awareness,	some	intended	actions,	and	into	a	set	of	organisational	and	cultural	practices.	

In	large,	their	‘translation’	of	TIP	principles	into	practice	make	sense	against	the	

background	of	their	training	as	well	as	shared	ideas	among	different	TIP	models.	

However,	informants’	descriptions	indicate	that	they	operate	at	a	crossroads	between	

numbers	of	discursive	influences.	Some	described	practices	might	not	be	fully	

compatible	with	or	are	less	resolved	within	TIP.	Among	issues	to	resolve	within	a	TIP	

framework	might	be	the	roles	of	authenticity	and	other-regulation,	as	well	as	how	

collaboration	and	understanding	go	together	with	boundary	setting.	The	most	unique	

features	of	TIP,	communicated	by	informants,	may	be	embedded	in	the	themes	of	other-

regulation	and	self-reflection.		

	

7.2 Being the instrument of change 

In	the	section	above,	I	discuss	how	informants	transformed	TIP	into	practice,	as	the	first	

part	of	the	research	question	invited	to.	Here,	I	will	focus	on	the	second	part,	which	was	

how	informants	experienced	and	reflected	upon	adhering	to	TIP-principles	in	their	

work.	The	following	quote	may	be	illustrative	of	their	experiences	and	reflections.		
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What	the	youth	do	to	us	is	information.	We	need	to	look	into	ourselves,	not	only	

attribute	what	happens	to	something	inside	the	youth	or	in	their	context.	I	must	be	

conscious	about	myself	and	my	vulnerability,	even	more	when	I	see	it	(my	reactions,	

what	happens	to	me)	as	a	practical	tool.	

	

The	quote	from	Paper	I	illustrates	what	I	see	as	a	consistent	pattern	across	all	interview	

waves:	a	constant	reflexivity	among	informants	with	regard	to	sources	of	own	emotions	

and	reactions,	and	with	regard	to	how	factors	within	oneself	influence	interactions	and	

the	adolescents’	responses	and	functioning.	It	seems	fair	to	suggest	that	the	essence	of	

how	informants	experienced	and	reflected	upon	TIP	can	be	understood	as	a	sense	of	

being	the	instrument	of	change.		

	

7.2.1  A reflexive endeavour 

The	reflexivity	on	themselves	as	the	instrument	of	change	involved	how	they	reacted	

and	responded	to	the	youth,	and	how	they	perceived	that	their	reactions	and	responses	

influenced	the	youths	in	either	positive	or	negative	ways.	Seeing	the	three	studies	of	the	

project	through	such	a	lens,	one	may	say	that	such	reflexivity	was	represented	all	

across.	As	presented	in	Paper	I,	when	describing	their	perceptions	of	central	practices	

within	a	TIP	framework,	informants	conveyed	statements	like:	‘show	affection’,	‘show	

who	you	are’,	‘display	your	own	emotions’,	‘keep	your	heart	on	a	sleeve’,	and	‘tune	in	to	

the	youths’.	They	stated	that	staff	need	to	be	authentic,	able	to	self-reflect,	honest	and	

transparent,	willing	to	collaborate	with	the	youth,	and	being	a	person	who	‘radiates	

safety’.	Within	the	self-reflection	and	other-regulation	themes,	they	emphasised	

reflexivity	in	terms	of	scrutinising	their	own	motivations,	reactions,	emotions,	and	

actions.	It	also	involved	reflections	on	youths’	motives,	motivations,	and	internal	

processes.		

	

Likewise,	as	presented	in	Paper	II,	when	informants	described	prerequisites	for	being	

able	to	regulate	their	emotions,	they	put	the	responsibility	on	themselves	and	their	

work	environment,	rather	than	on	external	factors	such	as	characteristics	of	the	

adolescents	or	their	behaviour.	They	emphasised	reflexivity	around	their	own	emotions	
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and	thoughts	and	around	their	own	ways	of	handling	failure	and	shame,	and	pointed	to	

the	importance	of	a	work	environment	and	a	model	to	lean	on	that	made	them	feel	safe	

and	represented	a	source	of	other-regulation.	The	same	self-centred	reflexivity	was	

evident	in	their	descriptions	of	situations	and	contexts	perceived	as	threatening	to	self-

regulation,	as	presented	in	Paper	III.	Here,	for	example,	they	referred	to	how	youth’s	

behaviour	and	interactions	with	youth	sometimes	triggered	adverse	childhood	

memories,	and	how	these	memories	became	the	source	of	emotional	dysregulation.	

However,	instead	of	putting	the	blame	on	the	youth’s	behaviour,	they	described	

struggles	with	handling	these	situations	in	terms	of	their	own	needs	and	vulnerabilities:	

how	perceived	lack	of	support	from	colleagues	cradled	insecurity	and	frustration,	and	

how	the	complexity	of	day-to-day	situations	was	a	source	of	emotional	unrest.		

	

7.2.2 ‘Like coming home’, but at a cost 

Informants	were	generally	favourable	towards	TIP,	with	reference	to	how	the	model	

corresponded	with	their	core	values	and	basic	beliefs	about	how	to	treat	the	

adolescents	and	facilitate	change.	One	of	the	informants	said,	‘I	feel	that	my	personal	

values	correlate	with	the	TIP	values.	I	feel	this	is	right	for	me.	That	is	why	I	don’t	apply	

for	jobs	at	more	behaviourally	oriented	facilities.’	Another	said	that	‘It	is	like	coming	

home’,	and	‘…	now	I	can	do	what	I	feel	is	right’.	As	described	in	Paper	II,	informants	

emphasised	the	theme	‘Having	a	trustworthy	model	to	lean	on’	as	a	prerequisite	for	

emotional	self-regulation,	implying	that	they	considered	the	TIP	model	‘trustworthy’	

and	suitable	for	making	sense	of	ambiguous	situations,	e.g.	‘I	remember	a	kid	standing	

in	the	laundry	room;	she	was	about	to	faint	when	I	came	in	and	got	her.	Later,	I	went	

with	her	to	a	police	inquiry	where	it	was	revealed	that	in	her	prior	history,	she	had	been	

raped	by	someone	in	a	laundry	room.	It	is	interesting	to	see	how	things	are	connected.’	

The	context	was	the	informant	and	the	youth	collaborating	on	making	sense	of	the	

symptoms	(fainting).	In	this	situation,	trauma	theory	informed	the	understanding	that	

the	laundry	room	triggered	suppressed	memories	of	severe	adversities	in	the	youth’s	

past.	This	understanding	helped	the	informant	provide	meaningful	support	to	the	youth	

and	gave	her	a	sense	of	doing	the	right	things.		
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Although	informants	generally	expressed	to	be	fond	of	working	within	a	TIP	framework,	

their	position	as	instruments	of	change	undoubtedly	implied	costs	as	well.	In	Paper	III,	

we	suggested	that	TIP	frameworks	may	involve	more	emotional	strain	for	staff	than	

other	approaches.	One	of	the	informants	said,	‘…	you	have	to	make	yourself	so	

vulnerable,	to	allow	all	this	to	play	out’,	implying	that	the	TIP	framework	encourages	

staff	to	endure	more	expressions	of	pain	and	turbulent	emotions	from	the	youth	than	

other	models	do.	Staff	in	residential	care	are	subjected	to	numerous	stressors,	as	

described	in	Paper	III,	regardless	of	the	model	or	approach	they	adhere	to.	Such	

stressors	include	adolescents’	challenging	behaviours	and	non-compliance,	aggression,	

suicide	attempts,	self-harm,	runaways,	or	symptoms	that	provoke	confusion	(Bath	&	

Seita,	2018;	Hodgdon	et	al.,	2013;	Loughrey,	Jackson,	Molla,	&	Wobbleton,	1997).	

Studies	indicate	that	residential	care	staff	run	a	higher	risk	of	burnout,	secondary	

trauma,	and	compassion	fatigue	than	comparable	professional	groups	(Kind,	Eckert,	

Steinlin,	Fegert,	&	Schmid,	2018;	Lakin,	Leon,	&	Miller,	2008;	Seti,	2008;	Tullberg	&	

Boothe,	2019).		

	

In	the	TIP	context,	this	stressful	environment	may	be	reinforced	by	the	experienced	

need	to	be	‘authentic’	(see	above).	Authenticity	calls	for	emotional	reactivity.	Staff	

cannot	shut	down	their	emotions	or	avoid	emotional	engagement.	They	have	to	

‘embrace	vulnerability’	(Brown,	2015),	identify	the	emotions	of	the	adolescents,	and	

respond	in	a	genuine	and	respectful	way.	One	informant	expressed	it	as	follows:	‘The	

emotions	I	experience	are	information	of	their	life-world.	I	am	increasingly	aware	of	

how	my	emotions	are	a	source	of	information.	And	you	should	not	see	it	as	negative	to	

be	afraid	or	feel	insecure;	these	emotions	are	information	about	what	the	youth	is	going	

through’	(Paper	I).	The	quote	illustrates	an	emotional	investment	seen	as	necessary	to	

be	able	to	respond	adequately	to	adolescents’	initiatives.	Another	informant	expressed	

the	need	for	emotional	commitment	by	saying,	‘I	think	that,	in	order	to	promote	good	

health,	you	need	to	have	some	abilities	that	relate	to	…	love	and	sincerity.	(…)	I	believe	it	

contributes	to	something	healthy	for	the	youth	when	we	allow	ourselves	to	become	

unconditionally	fond	of	them.	Not	just	say	it,	but	make	it	visible,	show	them	that	you	

love	them’	(Paper	I).		
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Informants	also	described	costs	in	terms	of	coming	in	contact	with	painful	experiences	

from	their	own	past.	As	presented	in	Paper	III,	informants	expressed	that	contexts	and	

situations	that	triggered	such	memories	were	among	the	most	stressful	ones.	We	

labelled	this	narrative	theme	‘My	childhood	issues	surfaced’.	The	theme	involved	

narratives	of	feeling	inferior	and	stories	of	past	fearful	situations.	When	these	memories	

were	triggered,	they	caused	strong	emotional	reactions.	One	informant	said,	‘I	come	

from	a	family	where	knowledge	and	mastery	were	cherished	and…I	have	always	felt	

that	I	was	less	competent	and	had	less	knowledge	than	others.	So,	when	I	encounter	

these	kids	who	are…	‘know-it-all’s’,	it	is	not	a	nice	label,	but	they	trigger	something	

inside	me,	something	from	my	own	family’.	Hence,	according	to	informants’	

descriptions,	TIP	encourages	the	identification	and	confrontation	of	such	adverse	

memories.	This	may,	at	least	in	a	short-term	perspective,	be	emotionally	challenging.	

One	of	the	informants	said,	‘You	need	to	focus	on	yourself,	almost	be	egoistic.	You	must	

be	curious	about	yourself,	how	you	react,	and	be	honest	about	your	own	emotions	and	

vulnerabilities.	And	you	need	to	be	willing	to	share	it	with	your	colleagues’.	

	

Being	the	instrument	of	change	implies	having	to	face	complex	day-to-day	situations	

with	the	youths	by	means	of	oneself	rather	than	by	means	of	a	standardised	protocol.	

Under	the	theme	‘Are	we	doing	the	right	things’	presented	in	Paper	III,	informants	

pointed	at	this	complexity	as	a	common	source	of	stress	and	frustration.	One	informant	

even	questioned	whether	TIP,	due	to	its	complexity,	is	achievable	as	a	guiding	

framework,	since	it	is	so	demanding	for	both	staff	and	organisation;	‘…	with	all	kinds	of	

personalities	and	value-systems	present	…	it’s	easy	to	say	that	we	have	a	trauma-

informed	cultural	climate,	and	that	we	are	a	generous	organisation	…	that	we	are	

appreciative	of	each	other	and	so	on,	that	we	believe	in	everybody’s	good	intentions	…	

it’s	not	always	like	that	in	reality’.	As	discussed	above,	TIP	calls	for	an	understanding	of	

what	lies	behind	the	youths’	immediate	expressions,	which	necessarily	implies	

reflecting	and	negotiating	on	interventions.	This	is	an	arduous	and	complex	enterprise,	

and	even	more	so	since	the	approaches	and	interventions	are	not	self-evident	or	pre-

programmed.	Complex	situations	are	by	their	nature	unpredictable.	They	instigate	

insecurity,	often	resulting	in	frustration	and	demand	for	interventions	that	give	
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apparent	predictability	and	order,	an	urge	to	make	complex	situations	less	complex	

(Van	Beurden,	Kia,	Zask,	Dietrich,	&	Rose,	2013).		

	

7.2.3 Summing up the section 

Considering	the	interview	material	as	a	whole,	informants’	descriptions	of	how	they	

practised	TIP	seemed	to	reflect	that	they	saw	themselves	as	the	primary	instrument	of	

change,	highlighting	their	own	self-reflective	and	emotion-regulation	skills	as	the	means	

for	care.	Informants	described	a	self-scrutinising	focus	wherein	they	were	looking	

within	themselves	for	reasons	for	escalating	or	emotionally	demanding	encounters	with	

adolescents.	Informants	were	generally	in	favour	of	the	TIP	model,	but	also	conveyed	

that	the	practice	involved	personal	and	emotional	strain,	particularly	related	to	how	

being	the	instrument	of	change	involved	dealing	with	complex	situations	with	only	

oneself	as	the	‘tool’.	During	encounters	with	adolescents,	for	some,	painful	childhood	

memories	were	evoked.	Some	costs	of	TIP	were	related	to	conflicting	views	on	

boundary	setting,	and	other	complex	situations	wherein	the	‘correct’	line	of	action	was	

difficult	to	find.	Informants	stated	that	within	TIP,	to	be	able	to	stand	against	the	forces	

of	adolescents’	strong	expressions,	they	needed	to	have	trust	in	the	model	of	care.		

	

7.3	 TIP’s	way	forward		

In	the	sections	above,	I	have	discussed	the	two	parts	of	the	research	question:	how	TIP	

was	transformed	into	practice,	and	how	the	informants	experienced	and	reflected	upon	

this	practice.	In	this	section,	I	will	discuss	the	possible	implications	of	these	findings	for	

practice	and	research	in	the	field	of	TIP.	

	

The	location	for	this	particular	project,	the	residential	child	welfare	unit	in	Buskerud	

County,	was	chosen	because	it	was	a	'pioneer'	institution	–	to	the	best	of	our	knowledge,	

the	first	to	explicitly	change	their	approach	to	a	TIP	framework.	Since	then,	TIPs	have	

continued	to	spread	across	a	number	of	Norwegian	services	for	children	and	

adolescents,	particularly	within	the	child	welfare	system.	Today,	all	five	RVTSs	in	

Norway	run	a	number	of	TIP	programs.	At	RVTS-south,	the	centre	in	charge	of	the	TIP	

implementation	studied,	the	framework	has	been	adjusted	to	and	implemented	in	a	
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variety	of	contexts	outside	the	child	welfare	system	as	well,	including	mental	health	

services,	kindergartens,	schools,	refugee	services,	and	the	police	(RVTS-south,	2020).	

On	assignment	from	Bufdir,	RVTS-south	designed	the	TIP	awareness	program	

‘Handlekraft’,	implemented	in	all	child	welfare	institutions	in	Norway	(Bræin,	Andersen,	

&	Simonsen,	2017).	

	

So,	what	have	we	learned	from	the	project	that	can	inform	the	work	of	services	

applying,	or	planning	to	apply,	a	TIP	approach,	or	of	services	engaged	in	TIP	

competence	building?	The	project	is	in	the	position	of	providing	valuable	information	

about	these	questions.	The	study	presented	in	Paper	I	provides	information	on	what	

might	get	‘lost	in	translation’	when	TIP	principles	are	to	be	put	into	practice	in	a	

residential	care	context.	The	study	presented	in	Paper	II	addressed	what	informants	

experienced	as	prerequisites	for	being	able	to	adhere	to	the	TIP	‘ideal’	of	maintaining	an	

emotionally	regulated	state	in	their	interactions	with	the	adolescents,	while	the	study	

presented	in	Paper	III	addressed	the	characteristics	of	situations,	contexts,	and	

interactions	where	maintaining	such	a	state	was	experienced	as	particularly	

challenging.	

	

7.3.1 Maintaining ‘the instrument’ 

The	most	important	lesson	learned	from	informants	is	the	importance	of	caring	for	staff	

as	individuals	in	this	work,	acknowledging	the	cost	of	‘being	the	instrument’	and	

investing	in	‘maintaining’	this	instrument.	Informants	made	us	aware	of	the	personal	

and	emotional	costs	of	trying	to	adhere	to	the	principles	of	TIP.	In	line	with	other	

reports	from	residential	care	contexts	(Hodgdon	et	al.,	2013;	Kind	et	al.,	2018;	Lakin	et	

al.,	2008;	Seti,	2008),	they	described	a	stressful	environment	at	the	institution	and	a	

work	evoking	personal	vulnerabilities.	The	literature	addressing	the	cost	of	such	work	

has	focused	on	secondary	traumatisation,	burnout,	or	compassion	fatigue.	Anglin’s	

(2002)	study	of	nine	residential	homes	in	Canada	may	be	a	reminder	of	how	important	

it	is	to	focus	on	the	costs	of	such	work.	He	observed	that	staff	tended	to	respond	with	

punitive	and	hostile	actions	when	they	were	emotionally	stressed	by	adolescents.	The	

importance	of	such	a	focus	is	supported	by	psychotherapy	research	as	well,	such	as	

studies	indicating	that	factors	related	to	the	therapist	or	the	therapeutic	relationship	
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count	more	for	the	outcome	than	the	therapist’s	theoretical	and	methodological	

orientation	(Duncan	et	al.,	1999;	Miller,	Hubble,	Chow,	&	Seidel,	2013;	Wampold	&	Imel,	

2015).	

	

Findings	from	the	project	may	imply	that	to	enable	staff	to	manage	this	kind	of	work,	a	

focus	on	their	own	history	of	adverse	or	distressing	experiences	should	be	an	integrated	

structural	routine	at	the	workplace.	It	may	be	considered	unprofessional	to	display	

one’s	own	private	emotional	life	in	a	work	context,	as	reflected	in	the	concept	of	

‘professional	distance’(Goldstein,	2001).	This	concept	is	still	relevant,	even	though	a	

number	of	reports	have	both	criticised	and	problematised	it	along	with	reflections	on	

concepts	to	the	other	end	of	the	relationship	continuum	such	as	‘love’	(Green,	Gregory,	

&	Mason,	2007;	Neumann,	2012;	Thrana,	2016;	Unhjem,	Hem,	&	Vatne,	2018).	However,	

the	‘professional	distance’	concept	relates	primarily	to	the	therapist-client	relationship	

and	may	not	be	equally	applicable	to	the	more	symmetrical	staff-staff	relationships	

referred	to	by	the	informants	of	this	project.	Theories	of	supervision	also	warn	against	

being	too	personal	or	displaying	emotional	reactions	in	a	professional	context	(Handal	

&	Lauvås,	2014).	Still,	as	staff	need	to	maintain	emotional	self-regulation	in	order	to	be	

effective	agents	of	change,	and	as	self-reflection	and	self-acceptance	may	facilitate	their	

self-regulation,	taking	on	such	‘self-disclosing’	cultural	practice	may	still	be	appropriate.	

In	my	view,	regular	supervision	sessions	might	provide	the	most	suitable	frame	for	such	

a	practice.	

	

According	to	Tullberg	and	Boothe	(2019),	practices	seen	as	essential	for	an	agency	or	an	

institution	in	child	welfare	should	not	be	left	as	an	individual	responsibility	but	

anchored	at	the	organisational	level.	In	the	following	sections,	we	suggest	some	models	

of	organisational	anchoring	of	self-disclosure	and	ways	to	deal	with	interfering	

childhood	memories.		

	

7.3.2 Addressing shame and self-compassion 

Informants’	shared	experiences	indicate	that	‘maintaining	the	instrument’	should	

include	a	focus	on	managing	shame.	Informants	reported	feeling	shame	in	situations	
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involving	rejection,	as	illustrated	by	the	quote	from	Paper	II:	‘Rejection	is	tough.	(...).	

Then	I	feel	I’m	not	coping	with	the	situation,	and	I	feel	shame.’	Another	typical	shame-

inducing	situation	reported	was	connected	to	feelings	of	not	being	up	to	it	in	situations	

of	failure,	as	expressed	in	this	quote:	‘She	said	the	girl	was	very	angry	with	me	following	

the	previous	weekend.	At	first,	I	felt	resentment	towards	my	colleague,	who	pinpointed	

my	mistakes.	It	was	very	uncomfortable.	Then	I	had	to	reflect	on	why	I	felt	so	

uncomfortable.	I	realised	I	felt	shame	that	I	had	not	handled	the	situation	well...’	(Paper	

II).	Several	informants	reported	the	feeling	of	shame	as	a	highly	distressing	emotion,	

which	is	relevant	for	self-regulation.	

	

Paper	II	describes	strategies	informants	reported	as	beneficial	for	their	self-regulation,	

such	as	critical	self-reflection	and	self-acceptance.	The	organising	theme	of	critical	self-

reflection	consisted	of	exploring	their	own	emotions,	reactions,	and	motivations	faced	

with	the	expressions	and	behaviours	of	both	adolescents	and	fellow	staff	members.	To	

our	informants,	self-reflection	involved	self-acceptance,	particularly	acceptance	of	the	

shame	that	typically	accompanies	feelings	of	inadequacy,	doing	wrong,	doing	too	little,	

or	not	being	able	to	provide	the	attention	and	support	the	adolescent	needed.	Against	

this	background,	we	would	suggest	that	promoting	critical	self-reflection	and	self-

acceptance	should	be	considered	a	crucial	aspect	of	‘maintaining	the	instrument’,	not	

only	as	a	means	to	prevent	fatigue	or	burnout	among	staff.		

	

Brown	and	colleagues	(2011)	have	suggested	a	formalised	procedure	acknowledging	

such	a	stance:	the	shame	resilience	curriculum.	Brown	defines	shame	as	‘the	intensely	

painful	feeling	or	experience	of	believing	we	are	flawed	and	therefore	unworthy	of	love	

and	belonging’	(Brown,	2007,	p.	5).	In	her	research,	shame	is	connected	to	feelings	of	

rejection,	failure,	feeling	like	an	outsider,	and	being	exposed.	The	connection	between	

shame	and	emotional	dysregulation	has	been	well	established	(e.g.,	Binder	et	al.,	2019).	

The	shame	resilience	curriculum	is	a	structured	way	to	encourage	self-reflection	on	

how	one’s	own	adverse	experiences	may	interfere	with	work-related	tasks.	It	is	a	12-

session	psychoeducational	program	designed	for	groups	aiming	to	reduce	feelings	of	

blame,	fear,	and	disconnection.	Each	session	consists	of	a	didactic	component,	either	on	

a	digital	platform	or	through	a	facilitator,	followed	by	exercises	and	processing	
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individually	or	in	groups.	The	procedure	also	includes	the	widely	used	self-compassion	

scale,	which	measures	self-kindness,	the	feeling	of	connectedness	to	other	humans,	and	

mindfulness	(Neff,	2003).	Such	formalised	procedures	may	facilitate	the	building	of	an	

organisational	culture	that	serves	to	strengthen	staff	members’	capacity	for	emotional	

regulation.	

	

7.3.3 Creating a culture of other-regulation 

The	concept	of	other-regulation	is	an	integral	part	of	TIP	when	it	comes	to	meeting	the	

needs	of	children	or	adolescents.	Informants’	experience	points	to	the	importance	of	

making	it	central	to	organisational	and	cultural	practices	of	collegial	support	as	well.	As	

outlined	in	Paper	II,	staff	capacity	for	emotional	regulation	can	be	enhanced	in	five	

ways:	1)	By	examining	automatic	thoughts	(critical	self-reflection),	2)	by	examining	

one's	own	specific	emotional	issues	(self-reflection	and	self-acceptance),	3)	by	allowing	

oneself	to	be	vulnerable	(self-acceptance),	4)	by	asking,	and	getting,	help	from	a	

colleague	(a	regulating	work	environment),	and	5)	by	learning	about	and	leaning	on	a	

theoretical	model	that	makes	sense	(having	a	trustworthy	theoretical	model	to	be	

guided	by).	These	principles	and	procedures	may	encourage	collegial	other-regulation	

when	applied	in	staff	seminars	or	group	supervision	settings.	Such	a	practice	could	

include	conversations	about	staff	emotions	or	reactions	that	are	triggered	by	

adolescents,	along	with	reflections	on	the	sources	and	origins	of	these	triggers.		

	

Such	practices	are	not	new	to	those	working	in	residential	care.	Larsen	(2018)	divided	

work	in	residential	care	into	primary	and	secondary	work	processes.	Primary	work	

processes	are	direct	work	with	children	and	youth,	while	secondary	processes	are	

supervision,	training,	and	organisational	routines,	for	example,	time	for	reflection,	

planning,	and	evaluation.	Larsen	argues	that	these	work	processes	are	crucial	for	the	

experience	of	work	satisfaction	and	feelings	of	competency.	Furthermore,	he	states	that	

'…	supervision	is	mandatory.	Supervision	is	crucial	to	uncover	all	the	projections	staff	is	

subjected	to;	being	unloved,	being	the	hated	one'	(Stokvold,	Landmark,	&	Lillevik,	2020,	

p.	156,	my	translation).	In	line	with	this	thinking,	other-regulation	could	be	integrated	

as	a	mandatory	part	of	the	secondary	work	processes,	operationalised	as	regular	

supervision	sessions,	training,	and	regular	team	meetings.	Such	practices	could	allow	
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for	negotiation	on	preferred	lines	of	action,	disclosure	of	worries,	and	conversations	

concerning	self-	and	other-regulation.		

 

7.3.4 Establishing the ‘why’ 

One	of	the	important	insights	from	the	informants	concerned	the	importance	of	being	

able	to	make	sense	of	the	complex	and	challenging	situations	that	occurred	on	a	regular	

basis.	One	informant	described	the	intensity	of	such	situations:	‘…I	pass	and	go	to	the	

office	to	write	up	the	report,	she	forces	her	way	into	the	office,	and	then	everything	

escalates	and	it	all	ends	with	a	restraint	situation.	(…).	It	is	so	painful,	it’s	…	twisting	my	

soul.	I	go	to	bed	and	hear	her	screaming	outside…	those	situations,	it	just	builds	

up…These	situations	are	so	hard,	I	feel…I	keep	thinking	about	the	baby	child	inside	her,	

how	do	you	meet	her	in	a	good	way?	(…).	Then	she	screams	at	me,	she	doesn’t	trust	me	

anymore,	everything	is	lost,	I'm	a	fucking	whore…	And	the	next	morning	all	is	forgotten,	

I	hug	her,	and	all	is	fine,	and	we	start	all	over	this	dance.	It's	tough,	you	know…’	(Paper	

III).	This	situation	illustrates	both	the	emotional	investment	of	staff,	but	also	the	intense	

need	to	feel	that	you	are	doing	the	right	things	and	most	importantly,	the	need	to	know	

why	you	do	it.		

	

The	call	for	a	‘why’	seem	also	embedded	in	their	emphasis	on	the	importance	of	‘Having	

a	trustworthy	theoretical	model	to	lean	on’	in	order	to	be	able	to	maintain	an	

emotionally	regulated	state	(Paper	II).	TIP	served	this	purpose	as	long	as	it	

corresponded	with	their	personal	values	and	was	perceived	as	beneficial	for	

adolescents.	Sundborg	and	Kendall-Tackett	(2019)	state	that	the	effectiveness	of	a	

theoretical	model	depends	on	its	perceived	relevance	and	its	ability	to	explain	the	

phenomena	that	play	out.	Furthermore,	the	interventions	derived	from	the	model	must	

be	perceived	as	sensible	and	productive	and	not	in	collision	with	the	staff's	personal	

values.		

	

Simon	Sinek	(2011),	a	renowned	corporate	leadership	lecturer,	advises	starting	any	

initiative,	enterprise,	or	implementation	effort	with	a	‘why’.	According	to	Sinek,	

commitment	to	the	job	and	to	the	workplace	depends	on	all	staff	having	a	clear	
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understanding	of	‘why’	they	do	all	the	things	they	do	related	to	their	work.	If	you	know	

the	‘why’,	the	‘how’	becomes	easier.		

	

Implementation	research	considers	several	different	factors	as	essential	for	successful	

change	processes,	including	motivation	and	readiness	for	implementation.	Scaccia	and	

co-workers	(2015)	divide	motivation	factors	into	1)	Compatibility:	is	the	intervention	

consistent	with	existing	beliefs,	values	and	experiences?,	2)	Manageability:	is	the	

intervention	easy	to	understand	and	considered	‘doable’?,	3)	Prioritisation,	reflecting	

the	degree	to	which	both	change	and	the	intervention	is	regarded	as	important,	4)	

Relative	advantage:	is	the	intervention	better	than	the	existing	models?,	and	5)	Visibility	

of	outcomes,	are	positive	outcomes	visible	at	an	early	stage.	Based	on	the	informants’	

responses,	the	TIP	implementation	process	in	this	project	responded	to	these	requests.	

A	general	implication	is	to	ask	those	who	are	to	perform	a	certain	method	whether	or	

not	they	believe	in	the	method	and	the	interventions.	The	importance	of	investing	in	

staff’s	understanding	of	and	belief	in	the	approach	finds	indirect	support	in	

psychotherapy	research	as	well.	Wampold	and	Imel	(2015)	argue	that	therapeutic	

change	depends	on	the	patient’s	belief	in	the	therapist,	and	that	the	treatment	plan	

makes	sense	to	both	the	patient	and	therapist.		

	

7.3.5 Clarifying what is TIP, and what is not  

TIP	has	become	popular	and	widespread	in	Norway.	However,	confusion	about	what	it	

is	and	what	it	is	not	has	arisen	(Rosten,	2020).	As	we	have	seen,	this	confusion	was	also	

expressed	by	the	informants	of	this	project,	especially	regarding	how	to	set	adequate	

boundaries	for	youths’	behaviours.	Also,	we	identified	a	possible	conflict	between	the	

roles	of	other-regulation	and	authenticity	within	TIP.	This	may,	as	described	by	Hanson	

and	Lang	(2016),	be	connected	to	the	general	lack	of	a	common	conceptualisation	of	

TIP.	Even	if	there	are	advantages	to	theoretical	frameworks	that	caution	against	

standardisation	and	encourage	contextual	operationalisation,	people	need	to	have	a	

sense	of	direction	and	guidance.	
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Furthermore,	I	find	that	TIP	scholars	tend	to	have	a	‘matter	of	course’	attitude	towards	

boundary	setting,	like	a	self-evident	routine	that	is	not	necessarily	articulated.	Among	

the	various	conceptualisations	of	TIP	in	the	literature	identified	in	this	project,	only	one	

explicitly	mentioned	setting	safe	boundaries:	Yatchmenoff	and	her	colleagues	(2017)	

listed	‘clear	and	consistent	boundaries’	as	part	of	the	overarching	principle	‘Create	safe	

context’	(see	Table	1).	Setting	boundaries	in	this	context	is	described	as	a	way	of	

providing	safety,	consistency,	trustworthiness,	and	predictability	for	the	child,	

described	in	the	same	manner	as	in	the	developmentally	informed	Circle	of	Security	

intervention:	caregivers	should	be	‘bigger,	stronger,	wiser,	and	kind’	(Powell,	Cooper,	

Hoffman,	&	Marvin,	2014,	p.31).	Recently,	a	child	residential	care	institution	in	Norway	

was	shut	down	when	it	was	found	that	adolescents	were	allegedly	allowed	to	bring	

drugs	onto	institutional	premises	and	to	stay	out	all	night.	Some	residents	developed	

serious	drug	abuse	problems.	This	institution	claimed	to	be	adhering	to	a	TIP	

framework,	and	questions	have	been	raised	whether	the	TIP	discourse	at	the	institution	

contributed	to	misunderstandings	about	how	and	when	to	set	boundaries	(Hansen	&	

Jarlsbo,	2020).	The	reasons	for	closing	this	institution	were	far	more	nuanced,	as	

documented	by	the	public	audit	(Helsetilsynet,	2020).	Still,	as	observed	by	Rosten	

(2020),	it	appears	to	be	a	misunderstanding	that	TIP	holds	that	the	child	or	adolescent	

must	be	spared	from	all	triggers	and	stress	to	avoid	re-traumatisation,	and	that	setting	

boundaries	may	cause	harmful	stress	responses.		

	

Waltz	et	al.	’s	(1993)	taxonomy	(see	Paper	I)	suggests	evaluating	the	distinctiveness	of	a	

certain	model	based	on	procedures	and	behaviours	that	are	1)	both	unique	and	essential	

to	the	model,	2)	essential	but	not	unique,	3)	compatible	but	neither	necessary	nor	

unique,	and	4)	proscribed	and	not	compatible.	Using	this	model,	in	Paper	I,	we	suggest	

that	extinction	and	reinforcement	procedures	derived	from	a	behavioural	therapeutic	

tradition	(Isaksen	&	Karlsen,	2018)	may	be	incompatible	with	TIP	and	therefore	

proscribed.	This	suggestion	is	based	on	the	‘trauma	awareness’	component	described	

by	Harris	and	Fallot	(2001b).	Here,	the	overt	problem	behaviour	is	not	considered	to	be	

‘the	problem’	(Bath	&	Seita,	2018),	but	is	seen	as	an	expression	of	underlying	emotional,	

cognitive,	or	relational	dysregulation	produced	by	adverse	life	events	or	previous	

detrimental	care	(van	der	Kolk,	2014).	In	the	'compatible'	category,	we	suggest	
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including	specialised	trauma	treatment,	cognitive	restructuring,	and	psychoeducation	

as	examples	of	activities	or	methods	that	are	compatible	with	but	not	essential	to	TIP.	In	

the	'essential	but	not	unique'	category,	we	suggest	placing	all	factors	described	by	

informants	that	are	consistent	with	major	TIP	models	(see	Table	1,	Section	3.4).	As	

components	‘unique	and	essential’	to	TIP,	we	suggest	including	trauma	awareness,	self-

reflection,	and	other-regulation,	based	on	the	findings	from	the	first	study	of	the	project	

presented	in	Paper	I.	This	list	is	by	no	means	exhaustive	but	may	constitute	a	point	of	

departure	for	further	discussions	on	TIP	conceptualisation.	

	

Table	8.	Suggested	characteristics	of	TIP	

Unique	and	essential	 - Trauma	awareness	

- Self-reflection	(reflexivity)	

- Other-regulation	

Essential,	but	not	unique	 - Safety	(physical,	emotional,	relational,	cultural)	

- Facilitating	connections	(relationships)	

- Empowerment,	building	strength	

- Collaboration	(with	youth	and	family)	

- Transparency	

- Authenticity	

- Staff	self-regulation	

Compatible,	neither	

essential	nor	unique	

- Cultural	activities	(music,	sports,	etc.)	

- Specialised	trauma-treatment	

- Cognitive	restructuring	

- Psychoeducation	

Proscribed	 - Punishment	

- Extinction	and	reinforcement	procedures	

	

7.3.6 Research questions to be addressed 

Although	the	project	has	provided	answers,	it	has	brought	in	its	strain	questions	to	

explore	in	further	research	as	well.	A	first	and	natural	path	ahead	to	gain	deeper	insight	

into	the	research	questions	of	the	current	project	would	be	to	explore	them	again	in	

other	contexts	of	residential	care.	As	made	clear	throughout	the	thesis,	TIP	needs	to	be	
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contextualised	in	each	concrete	setting.	The	institution	studied	in	this	project	

represents	a	limited	number	of	informants	at	a	specific	geographical	location	within	a	

certain	period	of	time.	Since	the	data	for	the	project	were	collected,	TIP	has	become	

widespread,	and	it	would	be	of	great	interest	to	explore	how	the	framework	is	

experienced	and	reflected	upon	by	staff	in	other	residential	contexts	today.		

	

The	project	also	identified	some	new	topics	that	should	be	addressed	in	further	

research.	A	key	finding	of	the	project	is	that	TIP	relies	on	the	person	being	the	

instrument	of	change	rather	than	on	standardised	methods	or	protocols.	Above,	

organisational	practices	that	contribute	to	‘maintaining	the	instrument’	were	suggested:	

dealing	with	shame	through	self-compassion	and	self-disclosure.	Although	such	

measures	have	empirical	evidence	of	reducing	stress	and	promoting	psychological	

wellbeing	(Arch	et	al.,	2014;	Finlay-Jones,	Rees,	&	Kane,	2015),	few	studies	have	

examined	how	self-compassion	and	shame-resilience	may	relate	to	work	performance	

in	residential	care.	A	valuable	path	ahead	would	be	to	implement	the	shame-resilience	

curriculum	(Brown	et	al.,	2011)	and	combine	it	with	qualitative	research	on	staff’s	

perceptions	and	experiences	of	the	value	of	such	a	practice.		

	

Above,	I	suggested	that	self-disclosure	of	stressful	childhood	memories	could	be	

included	as	an	organisational	cultural	measure,	for	instance	during	regular	supervision	

sessions,	to	enable	staff	to	maintain	an	emotionally	regulated	state	faced	with	

challenging	interactions	with	residents.	However,	as	discussed,	such	a	practice	may	be	

seen	as	controversial	and	may	even	raise	ethical	concerns.	Therefore,	more	qualitative	

knowledge	is	needed	before	routinely	implementing	it	as	a	cultural	and	structural	

activity.	Here,	staff	could	be	interviewed	about	anticipated	challenges	and	benefits,	and	

what	organisational	structures	they	would	see	as	necessary	for	a	perceived	sufficient	

level	of	emotional	and	social	safety.		

	

Moreover,	I	would	also	recommend	research	specifically	looking	into	the	costs	of	

working	within	a	TIP	framework	revealed	by	this	project.	This	cost	may	have	been	

understated	and	handled	too	lightly	by	TIP	stakeholders,	along	with	the	enthusiasm	and	
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optimism	that	characterised	TIP’s	progress	and	increased	popularity	in	Norway.	Not	

acknowledging	the	costs	may,	in	a	long-term	perspective,	lead	to	frustration	and	

resistance	to	the	framework.	Research	that	addresses	the	added	strain	of	TIP	explicitly	

is	therefore	warranted,	including	quantitative	measures	that	focus	on	how	adherence	to	

TIP	may	be	correlated	to	burnout	and	sick	leaves	and	qualitative	measures	focusing	on	

staff’s	perceptions	of	personal	and	emotional	costs.		

	

Another	key	finding	was	the	importance	for	staff	to	feel	that	the	theoretical	model	they	

adhered	to	made	sense,	and	that	the	model	was	experienced	as	able	to	explain	the	

complexity	they	have	to	face	in	day-to-day	work	situations.	Given	the	current	variety	of	

theoretical	perspectives	in	residential	care,	it	would	be	interesting	to	learn	more	about	

how	staff	in	all	kinds	of	residential	care	contexts	value	and	reflect	upon	the	theoretically	

based	model	they	adhere	to.	Such	research	should,	at	least	in	a	first	round,	preferably	be	

qualitative,	addressing	questions	about	how	staff	would	describe	the	model	they	follow,	

how	they	perceive	it,	and	whether	or	not	they	'believe'	in	its	ability	to	guide	their	work.	

Such	procedures	could	be	followed	up	quantitatively,	for	example,	by	means	of	known	

quality	parameters	such	as	records	of	sick	leave	among	staff	and	documents	of	critical	

incidents	and	restraint	situations.		

	

Lastly,	the	project	also	points	in	the	direction	of	research	clarifying	the	role	of	

authenticity,	other-regulation,	and	boundary	setting	within	TIP.	Above,	we	discussed	a	

possible	contradiction	between	other-regulation	and	authenticity,	in	the	sense	that	

being	authentic	might	also	involve	expressions	that	can	trigger	affective	responses	and	

escalate	conflicts	between	residents	and	staff.	However,	informants	emphasised	both	

themes	as	central	ingredients	of	TIP,	indicating	that	they	themselves	did	not	experience	

such	a	contradiction.	Therefore,	more	in-depth	knowledge	of	staff’s	ideas	of	how	these	

concepts	combine	would	be	of	value.	Likewise,	the	role	of	boundary	setting	within	TIP	

was	described	as	a	potential	source	of	disagreement	and	frustration	among	staff,	

indicating	a	need	for	further	exploration.	Both	these	topics	would	be	well	suited	to	

being	addressed	through	focus	group	interviews,	wherein	staff	in	residential	care	units	

discuss	and	reflect	upon	how	they	understand	the	concepts	and	their	role	within	TIP	

more	in-depth	than	was	done	in	this	project.		
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7.3.7  Summing up the section 

Findings	from	the	project	point	to	the	importance	of	acknowledging	the	personal	and	

emotional	costs	of	working	according	to	TIP	principles	and	establishing	cultural	and	

organisational	practices	that	enable	staff	to	endure	the	strain	they	faced	as	the	

‘instruments	of	change’.	Such	internal	practices	should	include	a	particular	focus	on	the	

management	of	shame	by	working	with	self-compassion.	Findings	also	highlight	the	

need	for	more	specific	clarification	of	what	TIP	is	and	what	it	is	not	to	prevent	

confusion.	They	also	point	to	the	importance	of	taking	the	time	and	effort	needed	to	

ensure	that	the	model	is	seen	as	relevant	and	able	to	make	sense	of	complex	and	

ambiguous	situations.	Interesting	pathways	for	future	research	could	include	studying	

how	shame-resilience	strategies,	as	well	as	self-disclosure	practices,	may	contribute	to	

staff’s	perceptions	of	the	ability	to	self-regulate.	Additionally,	gaining	more	insight	into	

staff's	understanding	of	the	potential	emotional	costs	embedded	in	TIP	was	suggested,	

along	with	exploring	staff's	understanding	and	attitudes	towards	the	theoretical	model	

they	adhere	to.	It	would	also	be	of	interest	to	further	explore	the	potential	contradiction	

between	authenticity	and	other-regulation,	and	how	boundary	setting	can	be	

understood	within	TIP.	

 

7.4 Being the instrument of research 

Before	concluding	and	summing	up	the	findings	and	lessons	learned	from	the	project,	it	

is	appropriate	to	revisit	the	possible	threat	to	the	trustworthiness	of	the	findings.	

	

I	was	involved	in	planning	the	implementation	project	and	the	training	and	supervision	

of	staff	throughout	the	project	period.	At	the	same	time,	I	was	responsible	for	the	

affiliated	research.	I	became	an	instrument	for	the	research	process	as	a	person.	As	

discussed	in	Section	5.6,	this	dual	role	has	both	strengths	and	limitations.	I	learned	to	

know	many	of	the	informants	at	the	level	of	friendship.	I	supervised	staff	on	issues	

related	to	both	personal	and	professional	domains	and	had	regular	talks	with	the	

management	as	part	of	the	implementation	procedure.	In	this	way,	I	came	close	to	the	

informants'	perspectives	and	gained	insight	into	day-to-day	life	at	the	institution.	

However,	the	same	closeness	could	easily	bias	the	results	by	making	it	harder	for	

informants	to	share	their	honest	opinions,	including	critical	or	negative	thoughts	of	the	

TIP	model	(Hammersley	&	Atkinson,	2007).	In	addition,	I	could	at	every	step	in	the	
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process,	from	planning	to	writing	of	papers	be	prone	to	influencing	the	findings	due	to	

my	personal	engagement	and	prior	experiences	in	the	field.	My	experience	as	a	clinical	

psychologist	may	have	been	useful	through	insights	gained	from	numerous	encounters	

with	children	and	adolescents	in	difficult	life	situations	and	by	working	closely	with	the	

child	welfare	system	in	many	different	contexts.	On	the	other	hand,	being	an	

experienced	psychologist	may	also	have	led	to	biases	that	made	me	look	for	some	

aspects	of	the	informants'	descriptions	and	overlook	others.	However,	these	factors	are	

known	threats	to	the	trustworthiness	of	findings	from	projects	within	a	

phenomenological-hermeneutic	tradition	(Alvesson	&	Sköldberg,	2017;	Binder	et	al.,	

2012),	and	can	only	be	countered	employing	the	transparency	and	the	thorough	

endeavours	of	reflexivity	described	in	Section	5.6.	

	

7.5  Conclusion 

The	main	research	question	for	the	project	was	how	staff	in	residential	care	

transformed	the	Three	Pillars	TIP-framework	into	practice	and	how	they	experienced	

and	reflected	upon	the	practice.	Concerning	the	first	part	of	the	question,	the	results	

revealed	practices	of	self-awareness,	in	terms	of	self-reflection,	authenticity,	and	other-

regulation,	intended	actions	of	building	the	adolescents’	strength,	actively	stimulating	

mentalisation,	providing	staff	availability,	setting	safe	limits,	collaborating	with	

adolescents,	and	organisational	and	cultural	practices	of	having	a	shared	mindset,	

ensuring	stability	and	routines,	and	ensuring	cultural	safety.	Described	practices	

resonate	with	core	TIP	principles	and	informants’	training	in	the	Three	Pillars	Model.	

On	one	level,	unique	or	specific	features	of	TIP,	compared	to	other	general	and	

relationally	oriented	approaches	to	residential	care,	seemed	difficult	to	identify.	On	

another	level,	it	can	be	argued	that	self-reflection	and	other-regulation	derived	from	

trauma	awareness	represent	something	distinctive	in	TIP.	TIP	is	typically	implemented	

in	the	context	of	established	practices	inspired	by	other	models.	Results	indicate	that	

staffs'	position	at	such	a	‘crossroads’	between	different	discursive	influences	may	

induce	confusion	and	a	need	for	clarifying	the	roles	of	authenticity,	other-regulation,	

and	boundary	setting	within	TIP.		
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An	overarching	interpretation	is	that	informants,	in	their	ways	of	practising	TIP,	

experienced	themselves	as	instruments	of	change.	They	took	responsibility	for	

distressing	encounters	with	the	residents	and	engaged	in	a	reflexive	endeavour	where	

they	constantly	looked	for	reasons	for	the	relational	dynamics	within	themselves.	

Concerning	the	second	part	of	the	research	question,	experiences	and	reflections	

around	TIP	practices	included	both	appreciation	of	engaging	in	TIP,	but	at	the	same	

time,	experiences	of	being	put	in	a	vulnerable	position	producing	personal	and	

emotional	costs.	The	work	involved,	sometimes	on	a	daily	basis,	emotionally	

dysregulated	situations.	Situations	identified	as	particularly	emotionally	demanding	for	

staff	were	situations	that	were	difficult	to	make	sense	of	because	of	their	complexity,	

situations	in	which	memories	of	painful	prior	experiences	were	triggered,	and	

situations	of	perceived	lack	of	collegial	support.		

	

The	findings	imply	that	services	applying	or	implementing	TIP	must	acknowledge	the	

strain	staff	members	may	endure	being	the	‘instruments	of	change’.	A	specific	focus	

should	be	placed	on	the	staff’s	personal	and	emotional	needs.	I	suggest	establishing	

organisational	and	cultural	practices	and	routines	aimed	at	strengthening	shame-

resilience	and	self-compassion.	To	be	able	to	face	dysregulating	situations	on	a	day-to-

day	basis,	the	work	environment	must	entail	a	culture	of	other-regulation,	wherein	

cultural	safety,	transparency,	and	collegial	support	are	emphasised.	In	addition,	to	be	

able	to	invest	so	much	of	themselves	in	work,	personally	and	emotionally,	staff	

members	need	an	understanding	of	why	they	are	doing	it	and	confidence	in	the	

productivity	of	the	approach.	Services	practising	or	implementing	TIP	must	clarify	as	

much	as	possible	what	TIP	is	and	what	it	is	not,	including	a	clarification	of	what	is	

unique	or	generic	to	the	model.	It	is	of	particular	importance	to	clarify	the	role	of	

authenticity,	other-regulation,	and	boundary	setting	within	TIP.	These	topics	need	

clarification	at	a	conceptual	and	theoretical	level	as	well	and	should	be	addressed	in	

future	TIP	research.	
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ABSTRACT
Trauma informed care (TIC) emphasizes the importance of
professionals maintaining an emotionally regulated state. We
interviewed eight staff members in a residential care unit for
children and adolescents where TIC had been implemented,
about situations wherein they experienced difficulty regulating
their own emotions. We identified three major narratives in
informants’ descriptions: (1) “Are we doing the right things?”,
(2) “My childhood issues surfaced”, and (3) “Missing together-
ness with trusted others.” The narratives illustrate the emo-
tional strain that can be evoked when working in residential
child welfare settings, and within TIC frameworks, and point
to potential challenges to resolve when implementing TIC in
similar organizations.

KEYWORDS
Co-regulation; residential
care; staff emotion
dysregulation; trauma-
informed care

Introduction

Toward the end of 2018, 1111 children and youth in Norway were living in
residential child welfare units (Statistics Norway, 2019). Residential housing
is considered the least preferable placement option and is typically selected
after the foster parents are unable to fulfill the needs of the children or
adolescents (Lehmann & Kayed, 2018). As a consequence, those entering
residential programs often have a history of trauma and neglect (American
Association Of Children’s Residential Centers, 2014; Dovran et al., 2012;
Jozefiak et al., 2016). Studies have shown that childhood trauma and neg-
lect may interfere with normal childhood development and cause dysregu-
lation and functional problems in terms of behaviors, emotions, and
thoughts (Teicher et al., 2016; van der Kolk, 2014), thereby resulting in
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high-risk behaviors, such as aggression, delinquency, or substance abuse
(Zelechoski et al., 2013).
To address these problems, stakeholders focus on the ability of staff

members at child welfare residential care units to regulate the aforemen-
tioned effects by managing their emotions, avoiding feeling upset, and
avoiding retaliation toward negative or provoking behaviors (Lillevik &
Øien, 2012). Staff members are encouraged to use the relationship and their
embodied actions and reactions as the modality of therapeutic change. This
involves conscious use of their body posture, eye-contact, tone of voice,
physical touch, and mindful presence (Blaustein & Kinniburgh, 2019; Smith
& Spitzmueller, 2016).
On the other hand, emotional dysregulation implies stress-responses of

the autonomic nervous system to the level wherein rational thinking is
modulated and impaired (Porges, 2011). This may involve various emo-
tions, such as frustration, anger, fear, shame, or sadness. The concept refers
to normal experiences and reactions, instead of psychopathology or trau-
matic stress reactions (Pynoos et al., 1999). Staff in residential child welfare
institutions are exposed to stressors with a dysregulating potential. They
typically work long hours for a relatively low pay, and have been found to
earn less appreciation, compared with other workers in the human service
field (Seti, 2008). In addition, they are exposed to the stress related to fac-
ing children and adolescents’ challenging behaviors, such as noncompli-
ance, aggression, suicide attempts, self-harm, or attempts to run away (Bath
& Seita, 2018; Hodgdon et al., 2013; Loughrey et al., 1997). Some staff
members have also perceived that superiors do not listen to their input or
value them as employees (Decker et al., 2002). Several studies have noted
that the context of this type of work implies an elevated risk of burnout,
secondary trauma, and compassion fatigue (Brend & Sprang, 2020; Kind
et al., 2018; Lakin et al., 2008; Seti, 2008; Tullberg & Boothe, 2019).
Such stressful conditions may influence not only the well-being of staff

members, but their work performance as well. Hodgdon et al. (2013) noted
that reduced emotional self-regulation among staff may lead to less effective
interventions. In a study examining ten residential care programs in
Canada, Anglin (2002) found that staff reacted with insensitive and punish-
ing responses when triggered by challenging behaviors from the youth in
their care. In a study focused on secure units in Sweden, Andersson (2020)
described that narratives of “the violent youth” persisted among the staff,
thus potentially justifying coercive interventions. Bath and Seita (2018) fur-
ther observed that traumatized children and adolescents tend to respond to
emotional distress with screaming, threatening behaviors or other expres-
sions that easily dysregulate caretakers and potentially lead to emotional
outbursts or harsh reactions.
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The importance of the self-regulation capacity of staff members has been
particularly emphasized within trauma-informed models of residential care.
In Norway, trauma-informed care (TIC) is primarily based on the works of
Howard Bath (2008, 2015), who has endorsed the importance of co-
regulation around an emphasis on safety (feeling safe, physically, emotionally,
relationally, and culturally), connections (with caring adults, the normal com-
munity, and cultural roots), and coping (with inner stress and internal chal-
lenges) (Bath & Seita, 2018). Co-regulation involves a process wherein the
adult caregiver recognizes the stress and inner turmoil of the child and pro-
vides a soothing and calming experience through presence and support. The
child learns to regulate their own emotions by experiencing the responses of
the adult. Over time, the child internalizes these experiences as their own
self-regulation capacity (Bath & Seita, 2018; Blaustein & Kinniburgh, 2019).
Similar to other trauma-informed models, Bath’s approach represents a

mindset or a conceptual framework, instead of a method. The level of oper-
ationalization is intentionally low, because it is expected to be combined
with more trauma-specific interventions (Bath & Seita, 2018).
The current study is part of a research process involving several stages.

First, we designed a qualitative research project that was conducted along-
side the implementation of a TIC program in a residential child welfare
unit in Norway. The first author was involved throughout this process. The
aim of the project was to derive insight regarding the experiences of staff
working within a TIC framework and their interpretation of TIC in prac-
tice. Results related to the research project are published elsewhere
(Steinkopf et al., 2020; Steinkopf et al., 2020). Through the process, we
noted that the staff experiences in situations they encountered on a daily
basis had the potential to be emotionally dysregulating and further the
potential to disrupting their adherence to the TIC model. We administered
a new wave of interviews, targeting specific narratives of situations or con-
texts that may threaten the self-regulation capacity of staff members. We
address the following research question: “What factors characterise situa-
tions, contexts, and interactions that elicit, or threaten to elicit, emotional
dysregulation among staff in this particular Norwegian residential child
welfare unit?”

Method

Our qualitative approach is situated within a hermeneutic-phenomenological
paradigm (Alvesson & Sk€oldberg, 2017). The phenomenological aspect is
related to our interest in the subjective experiences of participants, and led
to the use of individual semi-structured in-depth interviews as the data col-
lection method (Kvale & Brinkmann, 2009). The hermeneutic aspect is
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related to the method through which we, as researchers, engaged in the
meaning-making process with participants. The final descriptions evolved
through a back-and-forth process between the descriptions provided by par-
ticipants and our interpretations. As recommended by Riessman (2008), to
truthfully represent this process, we present the findings in the Results sec-
tion as a combination of the participants’ descriptions and our interpretative
reflections (see also Binder et al., 2012).
The concepts of “co-regulation”,“emotion self-regulation”, “and emotional

dysregulation” are complex and comprise several layers. In this study, we
describe and investigate these concepts through the use of a narrative lens.
Bamberg (2012) noted that narratives are “portals into the realm of experience”
(p.85). They provide meaning and coherence to life experiences, as well as an
understanding of practices as consequences of discourses (Bruner, 1986;
Ricoeur, 1992). The description of experiences may in turn lead to future
actions and understandings (Riessman, 2008). Therefore, the use of a narrative
lens enables the perception of staff being involved in constructing various rep-
resentations and positions of themselves, their coworkers, the youth, and work-
place, as part of their self-regulation project. Moreover, as noted by Kleres
(2011), emotions are embedded in narratives—storytelling makes them visible
and comprehensible.

Participants

The study location is a public child welfare residential institution in south-
ern Norway, wherein the residing adolescents were aged between 13 and
18 years. When interviews were conducted, the residents had documented
histories of trauma and neglect, and the typical length of stay was approxi-
mately 12months. The institution had four adolescent residents with a
staff-adolescent ratio of 1:2.
The study participants were all staff who were available at the time

scheduled for the interviews, and the total sample comprised of eight staff
members—five women and three men. The age range of the participants
was 24–65 (mean age 41 years). Six participants had ten years or more of
social welfare experience, whereas two participants had less than two years
of relevant experience. Seven participants were social workers by education,
whereas one was educated as a police officer.

Ethics

The study was approved by the Norwegian Center for Research Data
(NSD, ref. number 57112). All participants received written information
about the aim of the study and signed a letter of consent. They were
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informed about their right to withdraw from the study at any time and
that they may not be guaranteed full anonymity, due to the small sam-
ple size.

Procedures

The interviews were conducted in-person in a quiet room at the institution.
Each interview lasted between 28 and 41min (mean ¼ 39). Participants
were asked to describe situations, events, or interactions that were likely to
provoke emotional reactions and potentially produce emotional dysregula-
tion. Furthermore, they were invited to describe the strategies they applied
to avoid becoming emotionally dysregulated, and circumstances wherein
they experienced inadequacies in these strategies. Following Riessman’s
(2008) principles of narrative inquiry, coherent stories were facilitated
through active listening, vocal and non-verbal prompts (such as “Tell me
some more” and “What was the reason?”) or by simply repeating the last
sentence stated by the participant. All interviews were digitally recorded
and later transcribed into Word documents.

Data analysis

The narrative inquiry was based on the overall assumption that storytelling
is the primary method of creating meaning and coherence in life (Bruner,
1986; Ricoeur, 1992), and that stories or narratives are a potent method of
connecting events in a manner that is consequential for later actions
(Riessman, 2008). Analyses were based on Riessman’s approach to thematic
narrative inquiry, which structures analysis around the content of the sto-
ries, instead of linguistic properties or sequential composition. We applied
the categorical content mode of reading texts (Lieblich et al., 1998), guided
by four analytic steps. The first step is selecting the subtext, which involved
reading interviews to identify sections directly related to the research ques-
tion. Through this step, we identified 29 narrative passages. The second
step is determining content categories, wherein passages identified during
the first step were categorized into seven categories related to the research
question. The third step is sorting the categories into themes, wherein we
allocated the seven categories into the following three broader themes: “Are
we doing the right things?”; “My childhood issues surfaced”; and “Missing
togetherness with trusted others.” We selected excerpts for each theme that
captured the essential content and meaning of the themes (Kvale &
Brinkmann, 2009). The fourth step is drawing conclusions from the results,
which involved elaborating on the content in each theme to understand
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how staff narratively positioned themselves in relation to the question of
emotional dysregulation.
In the current study with a phenomenological and hermeneutic entry, reflex-

ivity is a crucial factor of the research methodology (Alvesson & Sk€oldberg,
2017). We aimed to derive a self-critical stance throughout the analytic process
in which the entire research team took part, voicing critical opinions and ques-
tioning interpretations and methods of organizing data. The first author par-
ticipated as a supervisor for the TIC implementation process at the examined
unit and has extensive experience with similar work. Such experience may lead
to numerous preconceptions and hypotheses about factors that one would
expect to find. Through discussions regarding this issue, the research team
identified expectations that participants would become more easily dysregu-
lated by interactions that triggered challenging emotions, as well as interactions
where they did not experience social support. Such preconceptions were scruti-
nized by the group to minimize their potential to affect the interview process
and data interpretation.
Moreover, we used respondent validation (Torrance, 2012) as a form of

triangulation, wherein preliminary findings and interpretations were regu-
larly discussed individually with participants. During this process, our
understandings of participants accounts were clarified, and they could add
supplementary Information. Participants expressed confidence in the pro-
cess through which the study findings were analyzed and interpreted.

Results and discussion

We will organize the results section based on the three overarching themes:
(1) “Are we doing the right things?,” wherein participants’ narratives of emo-
tionally dysregulating experiences were focused on doubt and emotional
strain. (2) “My childhood issues surfaced,” wherein informants linked emo-
tionally dysregulating experiences to their prior life experiences. (3) “Missing
togetherness with trusted others,” wherein narratives focused on experiences
relating to lack of support in challenging situations or interactions with ado-
lescents. In the first theme, the experiences of all eight participants are repre-
sented, whereas the second and third themes represent descriptions from five
participants. The narratives presented are excerpts from longer responses to
the questions from the interview guide described above. Pseudonyms have
been used to refer to participants for the sake of confidentiality.

Are we doing the right things?

In the following excerpt, “Heidi” reflected on her thoughts and feelings
connected to a specific situation involving an adolescent with unpredictable
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behavior. She highlighted her mental and emotional struggles as she experi-
ences feelings of doubt and uncertainty (R¼Researcher):

R: Well, this is interesting. Would this be an example of a situation that could
lead to… failures?

Heidi: Yes. Yes.

R: So… then we’re at the question (of dysregulation).

Heidi: Yes, this is very challenging. I’m looking for answers because I’m so afraid
she’ll feel rejected. We’ve built this base, you know, and she’s so concerned
that I notice everything she does, you know. If she refrains from making a
mess at dinner time, and I don’t notice, she makes a case of it: “Don’t you
see, I’ve stopped…” It’s like walking on a tightrope. About this unhealthy
intimacy that’s an issue now, it centers around my worries that… this
intimacy, this closeness, I feel it is a way of controlling me.

When asked about situations or contexts that may lead to dysregulation,
Heidi was preoccupied with meaning-making. She wondered if she was
using the right methods, or whether she would ruin the relational base that
she perceives to have been built between herself and the adolescent. She
aimed at being perceptive to determine and respond to the initiative made
by the adolescent. If not, she feared that the adolescent would feel rejected
and react with anger and aggression. She described the situation as
“walking on a tightrope.” In the meaning-making process, she also won-
dered if she is excessively yielding, and whether she is allowing the adoles-
cent to control her in an unhealthy manner. This is further accentuated as
the narrative goes on:

R: Mm. According to the model (TIC), you would think that meeting her needs
was the right thing to do…

Heidi: Yes, but she doesn’t let go of me.

R: What are your thoughts about this?

Heidi: I feel it’s … you know, this is very emotional for me. Let me take an
example. We’ve been sitting together, I’ve been caressing her, you know. She
looks at her watch and realises it is close to bedtime (… ). Then, even
though watching TV is important to her, she starts to tie her hands to my
shoelaces to prevent me from leaving her. Then I have to twist my shoes off
and become strict, and tell her to let go that it is bedtime, and I will see her
in the morning. Then she goes on saying she’ll kill herself; I will not see her
in the morning, she will overdose, and a whole lot of threats. I just have to
repeat what I’m saying. See you tomorrow, I have to go to bed. She runs
ahead, bars the door, won’t let me pass. You know, we’re able to joke about
it in the middle of everything, I pass and go to the office to write up the
report. She forces her way into the office, and then everything just escalates,
and it all ends with a restraint situation. (… ) It is so painful, it’s… twisting
my soul. I go to bed and hear her screaming outside… those situations, it
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just builds up. These situations are so hard, I feel. I keep thinking about the
baby child inside her, how do you meet her in a good way? (… ) Then she
screams at me that she doesn’t trust me anymore, everything is lost, I’m a
fucking whore… The next morning all is forgotten; I hug her, and all is
fine, and we start all over, this dance. It’s tough, you know. I feel this is a
critical thing about TIC. You have to make yourself so vulnerable, to allow
all this to play out. How long can you take it? So many emotions inside me
are activated.

The context for this narrative was an adolescent exhibiting behaviors that
Anglin (2002) referred to as pain-based behaviors, involving self-harm, suici-
dality, and acting out in ways that elicited frequent restraint situations. She
would quickly shift between mental states, from being calm to becoming agi-
tated, and then back again. In one moment, she would behave in a manner
akin to a child younger than her age, displaying apparent childish needs and
behaviors, whereas in the next moment, she would act more in accordance
with her age. Heidi described the emotional strain involved for staff when they
are unaware about whether their actions, interventions, and choices will benefit
the development of the adolescents. In such complex situations, staff will be
“looking for answers,” even though the “right” choice of intervention is not
self-evident. Interventions may even be harmful to the youth or oneself.
The emotional strain involved for staff is evident through the following

lines: “It is so painful, it’s … twisting my soul. I go to bed and hear her
screaming outside… those situations, it just builds up… .” Heidi connected
the experience of emotional dysregulation to fear or anxiety that follows
from situations of doubt, unpredictability, and insecurity. She described a
situation of being “in the dark,” being in unknown terrain without a map
to navigate with. Situations bearing such elements are well-known triggers
of anxiety. Some scholars have even considered fear of the unknown as the
primary essence of anxiety—“the one fear to rule them all”
(Carleton, 2016).
The adolescent’s sudden and unexpected shift of state and behavioral

mode may lead to an enhanced sense of unpredictability and uncertainty.
Heidi described how she and the adolescent would sit together, seemingly
having a good time, and the adolescent would suddenly shift from being the
“nice person” who appreciates being close, tender, and caressed, into a per-
son who will overdose, kill herself, and scream obscenities at the top of her
voice. The situation calls for a state of alertness, wherein staff need to be
prepared for a sudden shift at any moment; staff cannot relax and enjoy the
happy moments with the youth. Against the background of these experien-
ces of doubt, uncertainty, fear of failure, and unpredictability—the complex-
ity of “the unknown”—Heid"ıs emotional dysregulation is not unusual.
Stress research may deepen our understanding of the dysregulating

potential of such situations. Perry (2009) explained that a heightened state
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of physiological arousal (e.g., related to situations of unpredictability and
uncertainty), reduces connectivity in the prefrontal cortex structure that is
crucial for regulating emotions, behaviors, thoughts, and social responses.
His term “state-dependent functioning” refers to how the level of physio-
logical arousal dictates the brain areas that are available, and the type of
processing that may occur. In situations with high or moderate stress, the
brain will be more preoccupied with self-preservation at the cost of reflect-
ive thinking and strategic planning (Perry, 1999). Therefore, although the
primary task for Heidi is to provide co-regulation for the adolescent
through her regulated state, her access to brain areas required for perform-
ing this task is at risk of being challenged by the unpredictability, ambigu-
ity, and uncertainty of the situation.

My childhood issues surfaced

In the following two excerpts, narratives about how the staff’s own vulner-
abilities were triggered are conveyed by “Silje” and “Kari”:

R: When it comes to adolescents, who gets you started most easily?

Silje: You mean what category of problems I struggle with?

R: Yes, when you start boiling over.

Silje: I think it must be those who are rude, those who are know-it-alls, better
than others, world champions. I work myself up over those (… ) I know a
bit of what that’s about… inside me, why I react so strongly to that category
of youth. Those who are so extroverted and know everything, and kind of
take control in the group in a way. I struggle with them.

R: You’ve been thinking about this, and you see why these kids get to you more
than others?

Silje: I have. I come from a family where knowledge and mastery were cherished
and I have always felt that I was less competent and had less knowledge than
others. So, when I encounter these kids who are “know-it-alls,” it is not a
nice label, but they trigger something inside me, something from my
own family.

R: What strategies are useful for you in such situations?

Silje: The most important for me is to express it, talk about it. Then I need not
spend so much energy to hide that I… that I feel that way towards these
adolescents.

Silje’s narrative focused primarily on herself, not on the situation or the
interaction with the youth. She attributed her problem of maintaining an
emotionally regulated state to personal factors, rather than those within the
youth. Kari conveyed a similar narrative:
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Kari: Actually, I think it is this patronising attitude when someone looks down at
you, commanding… it’s degrading, in a way.

R: Yes.

Kari: That’s the worst; that’s a trigger for me.

R: Someone looking down at you…

Kari: That’s a really heavy trigger.

R: (… ) Lots of potential triggers, why this one?

Kari: It has something to do with my childhood; my father was very patronising. I
guess it’s still there.

R: Mm. Mm.

Kari: It’s like… during my childhood, there were a lot of shouting, screaming,
things breaking. So, such things don’t make me feel unsafe, in a way. I’ve
spent a lot of time thinking it over.

R: Yes.

Both narratives express the idea that challenging situations in the pre-
sent, at the institution-level, are influenced by their own past experiences.
Participants describe how memories of adversities serve as triggers for
stressful emotions. The first excerpt (Silje) presents childhood experiences
of feeling inferior. The narrative also indicates sensitivity to rudeness or
disrespect, and promoting oneself at the cost of others; “better than others,
world champions, (… ) those who are so extrovert and kind of take control
in the group.” Silje has been reflecting on these issues and has noted an
association between these past experiences and a feeling of being “less com-
petent and having less knowledge than others.” She described how such
memories are evoked by youth with seemingly similar traits or behaviors.
Likewise, Kari related a narrative of how memories of childhood familial
unrest serve as a buffer against noise, screaming, violence, and threats in
the present; “During my childhood, there was a lot of shouting, screaming,
things breaking. So, such things don’t make me feel unsafe, in a way.” On
the other hand, her reaction may also reflect a psychological defence mech-
anism—dissociation or avoidance (Silberg, 2013).
Both narratives can be perceived as reflecting the complexity of these

contexts, where reminders of the worker"s stressful memories from child-
hood may both provoke emotional dysregulation and simultaneously sup-
port mastery by providing familiarity with unpleasant situations. Kari
proceeded with a narrative of emotional dysregulation related to encounters
with youths who look down at the staff or display a patronizing attitude:
“That’s the worst; that’s a trigger for me.” Among numerous potential sit-
uations or contexts, a patronizing attitude seems to be the most challenging
factor for her emotional regulation. Kari connected her sensitivity toward
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this attitude to childhood memories of a patronizing father; youths who
evoke this memory are the ones who most easily lead to her losing
her temper.
Silje then related the strategy she used to avoid becoming dysregulated: “The

most important for me is to express it, talk about it. Then I need not spend so
much energy to hide that I… that I feel this way towards these adolescents.”
She was aware that holding back emotions and motivations consumed energy,
because feelings of shame are activated, and that expressing difficult emotions
through words can reduce their intensity (Lieberman et al., 2007).

Missing togetherness with trusted others

When “Jon” was asked about situations that could dysregulate him emo-
tionally, he immediately started to discuss the team:

Jon: Well, you’re not always sure. But what I would be most wary of would be to
work together with someone who didn’t know TIC well or… then I feel… eh,
I think it may be hard.

R: Yes. Yes.

Jon: I’ve experienced some situations like that and what we did were not according to
the model (TIC). It’s got something to do with stability, both with those close in
your team. I’ve seen many times that when colleagues are sick, and we get
substitutes… and when they are unfamiliar with the model, then that’s a challenge.

R: Yes. Yes.

Jon: Then you need to be more alert than in normal circumstances. You can’t do it
the way you would normally do.

Jon responded with a narrative of missing support from colleagues, attrib-
uting his emotional dysregulation to factors embedded in the team. He
described that substitute staff may cause insecurity by being new, and staff
members with diverging theoretical perspectives may destabilize the team.
The context for the narrative is a situation with an adolescent with particu-
larly challenging behavior. In this situation, less experienced staff may call for
stricter boundaries and more restraints, whereas regular staff, who are more
immersed in TIC, would argue against such measures. These discussions sur-
faced regularly during sick-leaves and periods of leadership instability.
Another aspect of “togetherness” is presented in the following story, for-

warded by “Silje”:

R: What would have made it worse? What would have made you lose it?

Silje: It would have been to be all alone. To have no backing. It’s essential that I
have someone close who understands me, or if I hadn’t been working on my
problems, if I didn’t know of my challenges… then I guess the negative
voices inside my head would have won and just continued to tell me what a
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failure I am and how bad I acted in this or that situation. Then I guess I
would have lost it. But I feel I’ve improved since I’ve been working on it,
and became more conscious about it. (… ) You know, I have these reliable
colleagues who support me when I’ve been uncertain. We’ve sat down and
talked and discussed what can we do, what are the options…

As outlined above, when Silje was asked about emotionally dysregulating
situations, her initial narrative focused on the childhood memories that
were triggered. When asked about the factors that would escalate the situ-
ation—or cause her “boil over”—her response also turns to a narrative of
togetherness, or lack thereof: “It would have been to be all alone.” She con-
tinued referring to “negative voices” inside her head that would tell her
“what a failure” she was and judge her performance. The “fear-of-failure”
component can be noted in Silje’s narrative. However, she also explained
how she was able to cope due to co-regulation with a colleague: “I have
these reliable colleagues who have supported me when I’ve been uncertain,”
thereby illustrating how co-regulation in staff–staff interactions serve to
maintain an emotionally regulated state. She expressed the need for support
from colleagues: “It"s essential that I have someone close who understands
me.” Using the word “understand,” she seemingly referred to something
more tangible than professional support. She may have addressed more
personal needs or challenges. However, her narrative reflects the fundamen-
tal human need to feel emotionally connected to others, and a key factor of
this connection is the need to be understood (Porges, 2011). Social rejec-
tion, as the antagonist, is a widely acknowledged driving factor of anxiety
(Buss, 1990). The emotional content of the narrative is prominent; fear of
being a failure, fear of being alone or cut off from “the pack,” and shame
connected to the negative voices who will nail her to her failures.

Discussion

Residential care staff are subjected to various stressors that may challenge
their capacity to maintain an emotionally regulated state. In this study, we
addressed the phenomenological aspects of dysregulating situations, con-
texts, and interactions that were dysregulating. We identified the following
narrative themes: “Are we doing the right things?”; “My childhood issues
surfaced”; and “Missing togetherness with trusted others.” These themes are
focused on unpredictability, uncertainty, fear of failure, the effects of adverse
childhood memories in daily practice, and the importance of social support
Studies regarding the emotional strain on staff at residential care units have

focused on various external factors, such as pay, work hours (Seti, 2008), ado-
lescents’ challenging behaviors, noncompliance, suicide attempts, self-harm
(Hodgdon et al., 2013), and secondary traumatization through the stories of
these adolescents (Kind et al., 2018). Therefore, in the current study, the
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participants’ “self-scrutinising” focus was a notable factor. Narratives about
emotionally dysregulating situations for staff may have been expected to be
focused on the aggressive, violent, or suicidal behaviors of adolescents.
However, the narratives presented in this study are focused on the staff’s
emotions that they perceived to be difficult to process and cope with. They
described feelings of insecurity, helplessness, loneliness, failure, and shame.
Moreover, participants did not externalize the causes of these emotions, but
instead attributed them to factors within or among themselves. In the first
theme (“Are we doing the right things?”), difficult emotions were primarily
attributed to the continuous meaning-making processes in a complex work
situation, such as that of a residential care unit. Without any clear answers,
there is a situation-based negotiation of decisions regarding how can inter-
vene. In the second theme (“My childhood issues surfaced”), staff blamed
themselves and highlighted emotional vulnerabilities rooted in their childhood
experiences. In the third theme (“Missing togetherness with trusted others”),
they blamed their team members, and attributed experiences of becoming
emotionally dysregulated to lack of support from other staff.
Participant narratives highlight the emotional strain that can be provoked

when working within a TIC framework. Heidi stated that “you have to make
yourself so vulnerable, to allow all this to play out.” She implied that the
trauma-informed mindset requires increased tolerance from staff and this
method of working allows room for emotional and behavioral expressions to
play out, compared with many other approaches. Because TIC is not a uni-
form method with operationalized interventions (Harris & Fallot, 2001;
SAMHSA, 2014), staff are repeatedly subjected to interpretations and negotia-
tions (Donisch et al., 2016; Hanson & Lang, 2016). The framework is based
on the idea that the development of adolescents is facilitated through the
ability of staff members to tolerate this complexity and deal with the often
unexpected emotions and behaviors through their inner state. Therefore, one
may note that TIC models welcome anxiety and emotional dysregulation, by
challenging the deep-rooted human needs of predictability and control.
The narratives provided by informants highlight the emotional strain of

being regularly exposed to these factors. As more services adapt trauma-
informed practices to address the needs of traumatized adolescents
(Tullberg et al., 2017; Yatchmenoff et al., 2017), it is increasingly crucial to
acknowledge these emotional costs. If not, they may lead to frustration and
demands for interventions that promise increased predictability and order
(Van Beurden et al., 2013), beyond setting safe boundaries and having con-
sistent routines. To avoid these processes, efforts must be focused toward
ensuring that staff are in agreement about the theoretical model being
used, and that all stakeholders, including the management and supervisors,
commit to the same model (Sundborg, 2019).
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Moreover, the participant narratives serve to highlight research that
showed the effect of stressful childhood experiences on emotional function-
ing during later stages in life. Both Silje and Kari noted that emotional vul-
nerabilities originating from their past led them to become emotionally
dysregulated. Many studies have demonstrated strong associations between
stressful childhood experiences and a spectrum of social and emotional
challenges in adulthood (Felitti & Anda, 2010), including the tendency to
become more easily emotionally dysregulated (Cozolino & Siegel, 2010; van
der Kolk, 2014). Awareness regarding such mechanisms may be particularly
relevant in terms of working in a child welfare residential setting. First, as
noted by the study participants, such work involves exposure to encounters
that are likely to trigger challenging early-life experiences. Staff in residen-
tial care units run a high risk of being exposed to both physical and non-
physical violence and aggression in the context of their work (Bath & Seita,
2018; Tullberg & Boothe, 2019; Wilson et al., 2017).
Second, some evidence suggest that residential care workers may have

higher levels of adverse childhood experiences (ACEs) than the general
population (Hiles Howard et al., 2015). Regardless, even if residential care
staff"s ACE levels are no lower than the prevalence in the community
(Maunder et al., 2010)—given the need for residential care workers in TIC
to leverage their emotional experience and expression in the service of the
children in their care, and evidence suggesting an association between
adverse childhood experiences and psychological distress (Maunder et al.,
2010), this warrants more attention.
Against this background, despite being a delicate issue, the participant

narratives may support the idea of making past stressful experiences of
child welfare staff an explicit theme. Tullberg and Boothe (2019) discussed
secondary trauma among child welfare staff, and argued that this must be
addressed at an organizational level to avoid leaving it to staff as an indi-
vidual responsibility. They noted that the use of self-care strategies alone
are ineffective in terms of relieving secondary trauma symptoms (Bober &
Regehr, 2006), and suggested that supervisors and managers must be
trained to identify symptoms and address them effectively. The participant
narratives are not focused on secondary traumatic stress, nor about how
memories or experiences of a traumatic character were triggered. However,
their descriptions highlight the importance of addressing different types of
prior negative experiences in a coherent and agency-based manner, as part
of the cultural practice of agencies.
One such cultural practice may include explicitly attending to the emo-

tional experiences of residential care workers through strategies that promote
the development of self-and co-regulation skills into the structural procedures
in child welfare residential settings. Although the concept of co-regulation
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originates from developmental psychology and primarily refers to the care
methods used for infants (Tronick, 2007), the participants emphasized the
importance of togetherness as a reminder of the more general relevance of
the concept. Research has identified social support as the most central pro-
tective factor in times of stress and hardships (Seikkula et al., 2003), thereby
indicating that our need for co-regulation continues throughout our life cycle.
According to Porges (2011), engaging in relationships is our primary source
of emotional regulation and stress management. When we feel upset or
afraid, our primary line of defence is to reach out to other humans for self-
regulation. If this strategy fails, our brain retreats to more basic defence
mechanisms, such as fight, flight, freeze, or submission (ibid.). Moreover,
because one cannot constructively regulate others while being dysregulated,
such mechanisms reduce the ability of staff to handle the challenging behav-
iors and emotional expressions of adolescents. The concept of co-regulation
is an integral part of the TIC perspective on fulfilling the needs of trauma-
tized adolescents. As observed by Brend and Sprang (2020), the practices
embedded in TIC may both address and reduce distress among staff.
However, in their article, they referred to secondary traumatic stress, whereas
our study focuses on emotional dysregulation in general, and ensuring that
general TIC practices that are crucial for organizational and cultural systems
of collegial support may serve to integrate the various aspects of TIC (see
also Blaustein & Kinniburgh, 2019; Bloom, 2013; Brend & Sprang, 2020).

Strength and limitations

The contribution of the current study is limited due to its sample size and
small-scale qualitative analysis. Moreover, interviewees were attuned to having
a reflexive attitude toward their own practice due to their TIC training. This
may account for their self-scrutinising focus and their awareness of potential
influences from their own childhood experiences. However, their TIC train-
ing ensures that our study is increasingly relevant for other child welfare sys-
tems where such approaches are implemented or in the process of being
implemented. The study provides situated, contextual descriptions of real-life
challenges for residential care workers partaking in such processes. Along
with reports from other contexts, our study results may provide a back-
ground for further advances in residential treatment and care.

Conclusions and implications for practice

In this study, situations and contexts resulting in the risk of staff becoming
emotionally dysregulated were connected to emotions of insecurity, help-
lessness, loneliness, failure, and shame, elicited by complex situations and
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contexts. Participants also reported emotion dysregulation connected to
triggering distressing memories and the fear of being disconnected from
others. These narratives suggest a need for cultural and organizational
responses to address the prevailing stress involved in day-to-day decision
making. Furthermore, although this is a sensitive issue, it may be useful to
address the distressing childhood memories of staff members that are trig-
gered by the youth, through organizational practices and routines. These
structures may also serve to enhance feelings of connectedness within the
organization. Finally, these findings suggest that adherence to TIP models
may imply more emotional strain for staff, compared to other models, thus
indicating a promising topic for future research efforts.
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Lydopptaket	gjøres	på	båndopptaker.	Opptaket	overføres	til	en	ekstern	datalagringsdisk	hvor	
lydfilene	passordbeskyttes.	Den	eksterne	datalagrinsdisken	oppbevares	nedlåst.	Opptaket	på	
båndspilleren	slettes	umiddelbart.	Lydfilen	transkriberes,	og	det	transkriberte	materialet	
oppbevares	nedlåst.	Lydfiler	og	transkribert	materiale	oppbevares	til	PhD´en	er	godkjent,	og	slettes	
deretter.	

Frivillig	deltakelse	

Deltakelse	i	studien	er	frivillig,	og	du	kan	når	som	helst	trekke	ditt	samtykke,	og	kreve	at	intervju	
som	er	gjort	av	deg,	både	lydopptak	og	de	transkriberte	intervjuene	slettes,	og	ikke	blir	en	del	av	
datamaterialet	for	studien.	

Personvern	

All	informasjon	om	deg	blir	anonymisert,	og	filene	(lyd	og	tekst)	lagres	med	koder	og	ikke	med	navn.	
Samtidig	er	dette	en	studie	med	relativt	få	informanter,	og	det	vil	være	mulig	å	identifisere	hvem	
som	hadde	jobb	på	Orion	på	den	tiden	intervjuene	ble	gjort,	selv	om	ditt	navn	ikke	blir	brukt.	

Samtykke	til	deltakelse	i	studien	

Jeg	er	villig	til	å	delta	i	studien.	

	

Dato:	____________________________Navn:_____________________________________	
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Appendix	3:	

	
Intervjuguide:	første	intervjurunde,	2015	
	

Alder:		

Kjønn:		

Utdanning:	

Erfaring:	

	

	

Hva	er	din	personlig	filosofi	omkring	det	å	arbeid	med	barn	og	unge?	

Fortell	meg	litt	generelt	om	barn	og	ungdom	du	jobber	med,	hvordan	forstår	du	
årsakene	til	deres	vansker?	

Ungdommene	som	bor	her,	hva	trenger	de	først	og	fremst?	

Hva	trenger	de	for	å	utvikle	seg	bra?	Hva	er	din	Endringsteori?		

Hvilke	kvalifikasjoner,	egenskaper	trenger	hjelpere?	Hva	kreves	for	å	være	en	
regulerende	voksen?	

Hva	med	ungdommer	som	utfordrer,	tøyer	grenser?	

Hvis	du	var	leder,	ville	du	gjort	endringer,	hva	ville	du	gjort	annerledes	i	tilfelle?	

Hvilke	råd	vil	du	gi	til	andre	i	tilsvarende	jobb	

Er	det	noe	du	savner	i	den	tilnærmingen	dere	har	nå?	

Fortell	om	en	episode	som	illustrerer	godt/dårlig	arbeid,	evt	gav	arbeidsglede	

Kan	du	peke	på	noe	i	ditt	eget	liv	som	forklarer	yrkesvalg?	Hvorfor	er	du	i	denne	
jobben?	
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Intervjuguide,	2.	Intervjurunde,	2016	
	

Alder:	

Kjønn:		

Utdanning:	

Erfaring:	

	

	

Etter	2	år	med	Traumebevisst	praksis;	kan	du	si	litt	om	modellen,	om	innholdet	slik	du	
ser	det,	hva	er	annerledes	enn	andre	modeller?		

Hvordan	har	prosessen	vært,	både	personlig	og	arbeidsmessig?	

Har	noe	endret	seg?	

Har	noe	endret	seg	som	angår	din	faglige	forståelse?	

Har	du	endret	deg	som	menneske	på	noen	måte?		

Har	det	skjedd	noen	endringer	i	praksis?	Endringer	i	måten	du	jobber	på?	

Hvis	du	har	endret	noe,	hvordan	har	du	opplevd	det?	

Endring	i	forholdet	til	kolleger?	

Endret	din	forståelse	av	hva	ungdommene	strever	med?	

Hvordan	er	forholdet	mellom	dine	personlige	verdier,	og	verdiene	i	TBO?	

Ser	du	eventuelt	noen	ulemper	med	modellen?	

Hvis	vi	hadde	spurt	ungdommene,	hva	ville	de	sagt	om	TBO?	

Kan	du	se	noen	kostnader	ved	modellen?	For	deg	personlig?		

Noen	har	opplevd	sykemeldinger..	Hvis	noe	av	det	er	jobbrelatert,	hva	kan	det	være?	

Hvilke	egenskaper	trenges	for	å	jobbe	etter	en	slik	modell?		

Hva	skal	til	for	å	være	en	regulerende	voksen?	

Hvordan	klarer	du	selv	å	være	regulert?	

Hva	tenker	du	om	selve	implementeringsprosessen,	hva	kunne	vært	annerledes?	

Hvilke	tanker	har	du	om	det	nevrobiologiske	perspektivet?	Hvordan	har	du	opplevd	de	
kartleggingene	som	er	gjort?	

Hvis	du	skulle	tenke	organisasjonskultur,	hva	kreves	for	å	drive	en	traumebevisst	
praksis?	

Hva	tenker	du	om	ditt	forhold	til	å	vise	egne	følelser	og	egen	sårbarhet?	

	

	



Intervjuguide	3.	intervju,	2018:	
	
Alder:	
Kjønn:	
Utdanning:	
Erfaring:	
	
	
Hva	gjør	du	for	å	regulere	en	ungdom?	
	
Hva	gjør	dere	for	å	regulere	ungdom?	
	
Hva	er	din	typiske	strategi	når	du	skal	regulere	en	ungdom?	
	
Kan	du	beskrive	en	situasjon	hvor	du	ikke	klarte	å	etterleve	modellen,	målsettingen	(i	
TBO?)	
	
Når	har	du	mislykkes	med	dine	typiske	strategier?		
	
TBO	som	modell	har	føringer	for	hvordan	en	andre-regulerer;	har	du	opplevd	at	du	ikke	
klarer	å	etterleve	disse	føringene?	(innenfor	eller	utenfor	TBO-modellen)	
	
Hva	var	det	ved	situasjonene,	ungdommene,	deg,	som	gjorde	det	vanskelig?	
	
Hva	tenker	du	om	grensesetting		i	TBO?	
	
Hva	opplever	du	er	institusjonens	strategier	for	reguleringsarbeid?	
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