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Executive Summary 
I was awarded a Churchill Fellowship to travel to the USA and to visit three flagship sites 
which are accredited and authorised to deliver the Neurosequential Model of Therapeutics 
(NMT) approach developed by Dr Bruce Perry (Perry & Szalavitz, 2007) 1.  These sites 
were; Saint A in Milwaukee2, Mount Saint Vincent in Denver3 and the Sandhill Centre in New 
Mexico4 .  I carried out research, speaking to workers and sitting in on training and class 
sessions to understand how the approach was implemented at each site.  I also attended the 
Orchard Place 7th Annual Trauma Informed Care and Juvenile Justice Conference - 
Psychological Trauma and Juvenile Justice: Impact on Mind, Body, Behaviour and Practice 
Trends.  At this event, over two days, I attended learning sessions with Dr Bruce Perry on 
the NMT approach and with Dr Stuart Ablon on his Collaborative Problem Solving (CPS) 
Approach5 (Pollastri, Epstein, Heath, & Ablon, 2013).  I was also able to attend a screening 
of the documentary Resilience: Biology of Stress and the Science of Hope (2016) which 
explores the ACEs study on how toxic stress can impact on health and behaviour (Felitti, et 
al., 1998). 

I had three main aims: 

• To carry out research and learn from the Child Trauma academy (CTA) sites to find 
out from their expertise about how to improve our trauma services for young people 
in Edinburgh (particularly for looked after young people), 

• To share my learning with young people and my colleagues and practitioners in our 
local community, 

• To feed my learning into strategic and policy development groups to share my 
learning to wider networks who may be interested in working with children and 
families. 

 

At each site I met with individual workers and teams, I met with families and children and 
used observation and open questioning methodology to understand how the NMT approach 
was implemented, factors that should be considered and the effectiveness of the approach 
in different settings. 

My findings are presented thematically:   

1. Implementation of trauma-informed practice, 
2. Important features of trauma-informed practice. 

 
I have considered the learning in terms of my own agency and also for the wider context of 
systems and networks in Edinburgh and Scotland which impact on young people who have 
experienced trauma and adversity.  

 
1 Neurosequential Model of Therapeutics As An Evidence-Based Practice. Neurosequential.com 
2 www.sainta.org 
3 www.msvhome.org 
4 www.sandhillcentre.org   
5 http://www.thinkkids.org/learn/our-collaborative-problem-solving-approach/ 

http://www.sandhillcentre.org/
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From what I learned I would make the following recommendations for any agency that 
wanted to provide more effective services for young people who have experienced early 
adversity or developmental trauma: 

• Read, learn, practice, train to understand about the developmental impact of early 
adversity or trauma on socio-emotional development, 

• Focus more on supporting children and young people to regulate their emotions, 
• Provide a broader range of relational services for young people who do not seem to 

be benefiting from a cognitive ‘talk based’ approach, 
• Supervision and reflective practice is vital for trauma informed work, 
• Staff need to be regulated themselves and must practice intentional and active self-

care, 
• Link to other services and wider systems, 
• Seek funding for system change. 

 
I hope that my learning and recommendations for practice in Edinburgh and Scotland will be 
interesting and useful for all of those who work with children or young people who have 
experienced early adversity or trauma. 

Introduction 

Working with young people who have experienced trauma 
I applied for the Churchill Fellowship because I have always had a strong interest in the 
impact of disrupted attachment and the impact of early adversity and trauma on 
development.  My masters and doctoral research at the University of Edinburgh focused on 
development of intersubjective musicality in communication and its relevance for the 
development of perception and expression of emotion.  From this work I knew that parent-
infant communication is the foundation of attachment (Ainsworth & Bell, Attachment, 
Exploration and Seperation: Illustrated By The Behaviour Of One-Year Olds In A Strange 
Situation., 1970) (Ainsworth, Bell, & Stayton, 1971) (Bowlby, 1981).  The concept of 
attachment has a complex history in the USA. In Scotland Bowlby and Ainsworth are taught 
as standard (Ainsworth & Bell, 1970), (Bowlby, 1981). I was amazed during my visit to the 
USA to hear negative responses to the concept of attachment theory and saddened to hear 
that it had been used as the basis for the forced holding approach which has been shown to 
be unhelpful at best and harmful at worst (Jan Hunt6).  To be clear, none of the practitioners 
that I met during my visit used these unhelpful or harmful interpretations of attachment 
theory in their work. 

There are innate, communicative mechanisms, which facilitate the infant's awareness of, 
and interactions with, other people in phrased expressions of a mutually regulated 'narrative 
time' (Trevarthen & Aitken, Brain development, Infant Communication and Empathy 
Disorders: Intrinsic Factors in Mental Health., 1994) (Trevarthen, 1999) (Malloch, Sharp, 
Campbell, Campbell, & Trevarthen, 1997).  When these mechanisms are interrupted by 
traumatic events or by neglect the coordinated motivational, sensory, motor and 
intersubjective systems that operate within a cultural framework to which they are sensitive 
and from which they learn, are interrupted (Papoušek & Papoušek, 1981).  I used this 

 
6 https://www.naturalchild.org/articles/jan_hunt/holding_therapy.html 

https://www.naturalchild.org/articles/jan_hunt/holding_therapy.html
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understanding in my therapeutic work with children and young people and I could see the 
impact of disrupted attachment in how young people behaved and I utilised communication 
to connect emotionally. 

Through my doctoral research and in my experience as a Psychologist I have found that 
working with children and young people who had experienced disrupted attachment, neglect 
or complex trauma often required me to develop a different therapeutic approach than when 
I was working with those who did not experience these difficulties.  I was intrigued by the fact 
that for some young people, the talk-based approach didn’t always fit and I wanted to find a 
better, more effective and more attuned way.   

Intuitively I knew that the relationship with young people is key and the evidence supported 
this  (Cox, Perry, & Frederico, 2020).  At HOT we developed services that put young people 
at the centre and prioritised building relationships of trust.  However, I could also see that for 
some young people building relationships of trust is extremely difficult and sometimes took a 
great deal of time.  At HOT we gave this time but I was struck that many services and 
systems in Edinburgh seemed impatient and unable to give the time needed. Traumatised 
young people will often reject, test, engage on the surface, push away, test again and reject 
any adult that for whatever reason is trying to connect with them. However, with patience 
and time we have found that we can show that we are trustworthy and build relationships to 
begin therapeutic work.  When we have done this then the work has been more positive and 
more effective.  I felt that we needed a clear evidence base to help us integrate our intuitive 
understanding more effectively into practice, so that we could deliver the best service for the 
young people we work with.   

Alongside my own learning, I have heard many skilled and experienced workers say things 
that show although they might understand the terrible impact of Adverse Childhood Events 
(ACEs) on one level, but services aren’t set up to deal with the impact of trauma effectively 
or they don’t have capacity to implement this understanding in practice.  I experienced the 
following examples which illustrate this situation: 

• An experienced Residential Care Officer saying “I know they were raped at age 13 
but they should have stopped behaving like that by now” (talking about a 14 year old 
young person),   

• A CECYP nurse working with a young person, who gets frustrated at them for 
missing an informal meeting.  The nurse ‘doesn’t have time’ to meet again and so no 
service is given,    

• A teacher who excludes a vulnerable young person from class because they respond 
aggressively to a shouted command,   

• A clinical service worker under pressure to discharge a traumatised young person 
who doesn’t turn up for two consecutive appointments.   

 

On one hand we can understand the frustration these workers feel, especially in the face of 
very challenging behaviour and very limited resources, but on the other hand we also know 
that the young people in question are not having their needs met.  I wanted to find a more 
evidenced based approach to help myself as practitioner and my colleagues, provide more 
effective services and make a genuine difference for the most vulnerable young people that 
we work with.  
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In a previous role as a Mental Health Practitioner with Child and Adolescent Mental Health 
Services, I heard a talk given by Dr Bruce Perry talking about the impact of early trauma on 
brain development and it was this that sparked my interest in the NMT approach.  I scoured 
the Child Trauma Academy (CTA) website, reading books and articles to find out more.  
When the opportunity came up to apply for a Churchill Fellowship, I jumped at the chance, 
and I knew what my focus would be.  The main aims of my work were: 

• To carry out research to learn from the Child Trauma academy (CTA) expertise about 
how to improve our trauma services for young people in Edinburgh (particularly for 
looked after young people), 

• To share the learning with young people and practitioners Edinburgh, 
• To share my learning into strategic and policy development groups. 

 
I wanted to learn from practitioners implementing the CTA approach and from children and 
young people who had been through the approach, to find out how it impacted on them and 
how I could develop the approach we were using in Scotland, to make it as effective as it 
can be for our young people.  I wanted to see how the approach worked in a range of 
different settings and to see how our agency work could be more like a 'community of 
practice' to provide optimal conditions for working towards real and meaningful positive 
changes for young people.  I wanted to bring the learning back to support our team to most 
effectively utilise their skills and experience for the benefit of young people who have 
experienced trauma and I wanted to share my learning with broader networks of agencies 
who are interested in providing the most effective response for children and young people 
who have experience of trauma. 

Dr Perry who developed the NMT approach describes it a “developmentally-informed, 
biologically-respectful approach to working with at-risk children” (Perry & Dobson, 2013) . 
The Neurosequential Model is not a specific therapeutic technique or intervention; it is a way 
to organize a child’s history and current functioning. The goal of this approach is to structure 
assessment of a child, the articulation of the primary problems, identification of key strengths 
and the application of interventions (educational, enrichment and therapeutic) in a way that 
will help family, educators, therapists and related professionals best meet the needs of the 
child”7.  More details of the approach are given in the section below on the 7th Annual 
Psychological Trauma and Juvenile Justice: Impact on Mind, Body, Behaviour and 
Community Conference. 

During my research, I visited three Flagship, accredited sites across the USA to understand 
the approach in a range of different settings, to identify the important features of TIP, to 
explore common issues to be considered in practice and to understand how the approach is 
impacted by broader systems and environment. 

 
7 www.childtrauma.org 

http://www.childtrauma.org/
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Learning from the experts 

My Journey 

Saint A 
My first destination was Saint A in Milwaukee.  Saint A is based in an area, which is 
impacted by a high level of poverty and has a high incidence of gun crime.  Coming from 
Scotland where communities are relatively mixed in demographic, it was striking to me that 
areas in the USA are so distinctively divided on racial grounds.  Saint A is in an area of 
predominantly African American people but serves children and young people across 
Wisconsin.  The photographs below show the main office and some of the amazing staff who 
shared their learning with me.  Saint A provides the following range of services: 

• Foster care and adoption, 
• Education and mental health services, 
• Care coordination, 
• Family services, 
• Youth transition to adulthood, 
• Integrated community treatment, 
• School based services. 

 

     

I met with staff members to talk to them in detail about their roles and about how the NMT 
approach is implemented in Saint A.  I attended classes with the children; I attended training 
which was given to Youth Justice and Police services, and I attended staff meetings. I was 
privileged to be able to visit foster families who warmly welcomed me into their homes and I 
was able to see the complexities of the work and the skill of the Saint A workers that allowed 
the approach to support families.  

 

Mount Saint Vincent 
I travelled to Mount Saint Vincent in Denver8 (MSV).  MSV is situated in an area which 
workers described to me as ‘changing’, ‘with an increasing number of younger people and a 

 
8 www.msvhome.org 
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shortage of housing and rising house prices’.  I was told that Denver was not so divided on 
racial grounds but more on poverty.  I was struck by the high level of homelessness that was 
very visible in the more central parts of Denver.  I spoke with local people who felt that some 
of this was linked to the legalisation of cannabis as people moved to Denver for this reason 
but then found it difficult to get work or housing. Children and young people access MSV’s 
services from all over the state of Colorado. The photographs below show the MSV building 
and some of the wonderful staff who shared their learning with me.  MSV provides the 
following services: 

• Short-term stabilisation, 
• Foster care, 
• In home therapy, 
• NMT Assessments, 
• Training, 
• Residential treatments, 
• Day treatment, 
• K-8 School, 
• Affective Needs Day Service, 
• Early learning centre. 

 

 
 

At MSV I was able to meet with staff to understand their roles and talk to them about how 
they implemented the TIP approach.  I attended staff training, staff meetings and a ‘child 
debriefing meeting’ to review work with a specific child.  I met with the In Home Team, the 
Creative Arts Therapy team and the Fundraising Team.  I felt very privileged to be able to 
attend a day in the Juvenile Courthouse and to attend meetings that very skilled workers 
from MSV held with Foster Carers and families.  I attended external training provided by 
MSV and was able to visit an Alternative Middle School which had implemented TIP. 

 

Sandhill Child Development Centre 
My final destination was Sandhill Child Development Centre in New Mexico9.  Sandhill is 
situated in the village of Los Lunas in a beautiful rural area south of Albuquerque.  Their 
buildings are in the traditional style of Albuquerque. Children come there for treatment from 

 
9 sandhillcenter.org     
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all over the USA.  When I visited, Sandhill did not accept Medicaid so the service is used by 
more affluent parents and none of the children there were from New Mexico.  Children are 
often those who have been adopted from other countries, including China, Korea or 
Guatemala.  The photographs below show the buildings and some of the fantastic and very 
skilled people who work at Sandhill.  Sandhill offers the following services: 

• Residential programme (5-14), 
• Education services, 
• Therapeutic services: 

- Individual and family therapy, 
- Nutritional considerations, 
- Animal assisted interventions, 
- Service learning, 
- Recreational activities, 
- Medication management. 

 

    
 

I met with the Founder, the Clinical Director, the Clinical Teams, Residential staff, and 
School staff.  I was honoured to spend time with the children who were in the residential 
programmes in a range of settings and during activities (including on a horse ride in the hills 
and a martial arts session).  I was lucky to be able to watch and learn from horse training 
that was delivered by a Horseman using the natural horsemanship approach.   

What is the Neurosequential Model of Therapeutics? 

7th Annual Psychological Trauma and Juvenile Justice Conference 
I went to Iowa to attend the 7th Annual Psychological Trauma & Juvenile Justice: Impact on 
Mind, Body, Behaviour and Community. 

During the two day conference, Bruce Perry presented on the NMT approach and Stewart 
Ablon presented on the Collaborative Problem Solving (CPS) approach (Pollastri, Epstein, 
Heath, & Ablon, 2013). 
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The conference was enriching, thought-provoking and informative.  Presentations were 
focused on trauma-informed care, how trauma impacts on the brain and how to support 
positive development.  I will not describe CPS in depth as it is beyond the scope of this 
paper but will just briefly say it was introduced as a way to engage children and young 
people in a more positive collaboration in solving problems, as opposed to a more control-
power, punishment-reward approach which can be particularly unhelpful for those who have 
experienced trauma and disrupted attachment. 

Dr Perry began by presenting information on how the brain develops during pregnancy and 
through the early years.  He showed a diagram of the brain to provide a simple illustration of 
the different brain parts and their function (Perry B. , 2008).  The table below is an adapted 
summary of that diagram. 

Guilt and shame 
Substance Use 

Cortex Abstract thought, affiliation 
and reward, concrete 

thought 
 

Relational difficulties Limbic System Attachment, emotional 
reactivity, sexual behaviour 

 
Depressive and affect state Diencephalon Motor regulation, arousal, 

sleep 
 

Trauma core symptoms Brain Stem Blood pressure, heart rate, 
body temperature 

 
 

The brain develops from the bottom up and the inside out.  The brainstem develops first, 
then the diencephalon, then the limbic system and then the cortex.  Neurochemicals are 
transmitted through all parts of the brain but all information is processed sequentially but first 
through the brainstem.  This part of the brain allows primitive perception and instant reaction 
to any perceived threat. 

As higher parts of the brain develop they can moderate lower parts of the brain.  If 
development is optimal, higher brain regions can help to moderate stress responses in the 
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brain.  If early development is filled with early adversity or trauma then higher parts of the 
brain will shut down in the face of a threatening event. The stronger the fear response 
becomes the more difficulty the child will have in regulating their emotions and processing 
information.  Our genotype may give us some potentiality for resilience and so everyone has 
a different journey in response to trauma.  Dr Perry highlighted how positive relationships will 
provide all of us with a buffer against potential impacts. 

Dr Perry described NMT as an approach to help workers think about where the child is 
developmentally.  A central nervous system functional state measure (a brain map or metric) 
can be developed to chart adversity against relational health (Perry B. , 2020).  This gives a 
risk score but highlights areas of strength and this allows the worker to focus interventions 
and appropriate activities to support areas of need.  The main features of an effective NMT 
approach will be: 

• Regulated (in a calm state of mind), 
• Relational (safe), 
• Repetitive (patterned), 
• Rewarding (pleasurable), 
• Rhythmic (resonant with biology), 
• Respectful. 

 
Dr Perry stated that the only way to build resilience is for the child to learn to experience and 
manage stress.  For all children the stress response will vary in different states of arousal 
(e.g. calm, alarm or terror). When a child is regulated they can maintain an external focus 
during stress and can transfer information into their working memory.  This supports their 
learning and development and they can grow through managing stress.  Their stress 
response goes back to a baseline when the stress is removed.  When a child has 
experienced early adversity or trauma, their state reactivity will be altered and the amount of 
stress that they can manage becomes much smaller.  If a child is faced with unpredictable, 
severe or prolonged stress, they can become sensitised and it becomes harder to access 
the cortex.  They may dissociate all together or they may experience hyper-arousal.   

Dr Perry described different state reactivity.  Females, young children, those who have 
experienced torture or pain, or who have been in inescapable situations are more likely to be 
dissociative dominant.  If the stress is minimal, the child may try to avoid or comply but if 
forced to continue facing the stress they may dissociate (disconnect from the experience 
completely) or even faint.  Males, older children, those who have been forced to observe or 
to take an active role in traumatic events may be more likely to be hyper-arousal dominant.  
They may respond to stress by becoming wired or hyper.  Some children may have a mixed 
hyper-arousal-dissociative response and show this through any of the behaviours mentioned 
above.   

Dr Perry went on to describe that when working with children or young people who show 
dissociative or hyper-arousal patterns in relation to stress it helps to start at a more 
manageable place.  Stress should be introduced in small doses, for a duration that the child 
can manage and in a patterned way to prevent it from being overwhelming.  Although it is 
complex, the clinician or worker can help the child develop tolerance over time, with lots of 
small doses of moderate activation or engagement with the stressor.  Of course brains form 
associations between things and sometimes children may respond differently to the same 
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stimuli.  Even the gender of the worker may have an impact and Dr Perry stressed that it is 
important to take time to build on neutral responses and understand exactly what the child is 
thinking about and reacting to. 

Dr Perry talked about how in all interactions people are making assessments about power 
differential.  The bigger the power differential, the bigger the difficulty can be in 
communicating in a regulated way to empathise, share and collaborate.  Workers can 
improve communication with traumatised children by minimising the power differential and 
by being regulated themselves.   When the child is regulated and calm then relationships 
can be built and the child can begin to access higher, cortical parts of the brain. 

Dr Perry described how the brain develops based on use.  Neural networks change by being 
activated and repetition strengthens their formation.  Synaptogenesis (the formation of 
synapses between neurons in the nervous system) is activity dependant.  Dr Perry described 
the brain as a ‘meaning making machine’ describing how it is sensitive to micro 
environments of family life and this forms the basis for learning and memory.  He gave the 
example of infant directed speech, where there is a relationship between the number of 
words a child hears and later development of their vocabulary (Gilkerson & Richards, 2008). 
Even in utero the unborn child experiences sounds, smells and rhythms from the 
environment.  Heart beat and blood flow into the lower part of the brain form powerful 
rhythmic associations, which will lead to a sense of safety and pleasure. Dr Perry described 
this as the neurobiology of relationships which supports the building of reward and 
regulation. 

Once the child is born, if their caregiver is present, attentive, attuned and responsive, 
syncopated rhythms of communication form neural connections.  This builds an internal 
image in the brain and the limbic system and cortex create a model of expectation.  
Relational reward systems are activated and this builds emotional resilience and forms the 
primary regulatory network.  If rhythms of looking, engaging and interacting are broken this is 
distressing and dysregulating for the infant. Memories are formed in the frontal cortex but 
every part of the brain can create and store memory.  As new or novel experiences are 
matched against previous maps of experience then they are reinforced to become 
memories.  So the experience the infant has becomes part of the brain’s biology. 

Traumatic experiences are usually novel and extremely powerful.  They enter the lower brain 
first, moving up to the middle and then higher parts and so they have sensory, emotional and 
cognitive elements.  If the child then experiences anything reminiscent of any element of the 
trauma, it can bring about powerful and intrusive ideation.  Dr Perry’s NMT approach 
promote the use of patterned, rhythmic and repetitive activities to support regulation in 
response to traumatic ideation.  He reminded us that every culture has patterned, rhythmic 
and repetitive processes for dealing with traumatic situations (such as war or dealing with 
grief).  One exception to this is in western mental health which tends to favour clinical and 
cognitive interventions. 

Dr Perry described how the neurobiology of relationships, reward and regulation is linked to 
smells, sounds and rhythms of the environment.  There are powerful, rhythmic associations 
(heart beat and blood flow) which lead to a sense of safety and pleasure.  For me these 
ideas link very clearly to elements of the ‘intrinsic motive pulse’ in communicative musicality 
as described by Malloch and Trevarthen (2009) or the ‘vitality contours’ described by Daniel 
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Stern et al (1985) where ‘innate intersubjectivity’ supports infants to learn about emotions 
and culture and where early interactions are vital for developing emotional health.  Dr Perry 
believes that the regulation of rhythm accounts for the effectiveness of EMDR (Eye 
Movement Desensitisation and Reprocessing) therapy developed by Francine Shapiro 
(Shapiro, 1989). 

Dr Perry’s confirmation that relational regulation is powerful and relational poverty is 
problematic, fits with my therapeutic experience.  He explained that intimacy or 
abandonment can be overwhelming for the traumatised child and that our primary relational 
model affects our view of how people are - “you illicit what you project”.  If children 
experience relational poverty they stop trying, becoming dissociated which in turn confirms 
the child’s negative template.  Relational regulation can help by making new templates, not 
by getting rid of old ones and this is why workers interactions are so important when working 
with children. 

Dr Perry described how if a child’s history of relational interactions is negative then their 
intimacy barrier is bigger and asking about personal things can cross the intimacy barrier 
which activates the child’s heightened stress response.  With traumatised children, 
professionals often break the intimacy barrier by mistake.  If the adult wants to process 
information which isn’t intimate the child can feel rejected.  To build safe intimacy Dr Perry 
recommended working in a parallel way as opposed to face to face.  Professionals can also 
help by giving regulatory tools (drawing, fidget toys or games).  Walk and talk sessions can 
be really beneficial as they are parallel, repetitive, repeated and rhythmic. 

Dr Perry talked about the importance of co-regulation and the importance of workers to be 
regulated themselves.  A reactive child and an overwhelmed teacher will disrupt connection 
and create disengagement.  Using the metrics that Dr Perry has developed can help workers 
to understand behaviour and create dialogue. More effective interventions can be developed 
to target areas where development has been most impacted.  Dr Perry reminded us about 
the positive benefits of physical activity and sensory breaks to help children regulate their 
emotions.  If a child cannot connect cognitively then put in place sensory or regulatory 
activities instead.   

Findings 

Implementation of Trauma-Informed Practice  
At the Conference, Dr Perry gave a useful list of how agencies can implement NMT learning 
in their agencies with questions to ask:  

Systematic implementation  

• Start at practitioner level, 
• Then move to site level perhaps setting up an implementation team (of 3-5 people), 
• Ask yourself – what is our readiness to change? 
• Ask yourself – what is your capacity to change? 
• Pattern, dose, specificity – practice skills in real context, 
• Coaching (Joyce & Showers, 2002) is a more powerful way to teach.  CTA have 

coaching guide which they work through weekly (for between 60-90 mins), 
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• Certifying people and rating fidelity (do this formally, using forms and assessments), 
• It’s a process – it takes time, there should be tolerable discomfort, commitment, 

patience and ‘good enough’ leadership, 
• Learn from mistakes, 
• Don’t water it down or be too flexible, 
• Complex processes, 
• Start small – identify champions, 
• Systems are communities of people.  Talk to people and - regulate, connect, 

collaborate, reason. 
 

Values, ethos and philosophy 
Each of the agencies I visited had developed their values, ethos and/or philosophy to set out 
ideals which were embedded in NMT.  They all had to work to state requirements, but it 
struck me that they each aspired to the highest standards of practice and each held children 
and young people at the centre of their focus.  In reality, making sure whole teams work 
within specific values, ethos or philosophy can be difficult for a variety of reasons.  Workers 
may come from different professional backgrounds where different values are prioritised, if 
their pay is very low they may be demotivated, their personal values might be different, or in 
the face of very challenging behaviour aimed at them or if they are experiencing their own 
difficulties, workers may feel powerless and respond with frustration or anger.  In addition 
external agencies and systems often do not work in the same way or with the same values.  
However, each of the agencies reported that ensuring a clear value based/philosophical 
approach was vital in implementing the NMT approach.  In addition they also stressed the 
importance of everyone in a team embodying the values that formed the basis for the NMT 
approach. 

 

All of the agencies used relational based approaches.  The Clinical Director at Sandhill 
talked about using an attachment-based model as opposed to a behavioural model. My own 
studies were embedded in attachment theory where the importance of intersubjective 
attachment motivation are necessary to support the child to learn to regulate emotions 
(Trevarthen & Aitken, 2003), (Powers & Trevarthen, 2009) (Baylin & Hughes, 2016).  So for 
me and for the agencies I visited, attachment is a key part of trauma informed practice. 
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Sandhill focus on regulation as a core concept in their work and they embed this in 
attachment theory (Hughes, 2017), emotion focused therapy (Greenberg, 2015) and sensory 
motor approaches to supporting children (Minton, Ogden, & Pain, 2006).  They understand 
attachment theory in the lens of neuropsychology (Schore, 1999) so placing emphasis on 
socio-affective influences on development of the brain and brain chemistry.  They focus on: 

• A relational culture of safety and caring, 
• Giving children what they need, not what they want, 
• Alliance not compliance, 
• Building healthy dependence before building autonomy, 
• Building intimacy, 
• Building emotional literacy. 

 
Saint A developed 7 ‘Essential Ingredients’10 to help staff be aware of the rationale and how 
to implement it: 

Prevalence – Exposure to and difficulty adjusting to adverse experiences is significantly 
more common than we previously had known. A keen appreciation for the scope of adverse 
events, especially on children, is a key element to understanding the needs of people who 
have been exposed to events such as domestic violence and substance abuse, 
separation/divorce, mental illness, physical and sexual abuse, emotional and physical 
neglect, and acts of violence. 

Impact – Trauma occurs when a person’s ability to cope with an adverse event is 
overwhelmed and contributes to difficulties in functioning. The impact of this process is 
profound, especially when the adverse event occurs during key developmental timeframes. 
The seminal ACE (adverse childhood experiences) study shows how early trauma also can 
have a serious effect on a person’s physical health in later life and ultimately impact life 
expectancy. 

Perspective shift – A shift in perspective can bring a new reality. Helping those charged with 
caring for people struggling with trauma by simply changing the question from “What is 
wrong with you?” to “What has happened to you and how can I support you?” can bring 
enormous understanding. 

Regulation – Knowledge of the basic architecture of the brain provides both an 
understanding of the impact of trauma and a key toward effective treatment. Many of the 
interventions that have been offered to people struggling with trauma have focused on the 
cognitive or “thinking” parts of the brain. Trauma informed interventions often prioritize 
enhancing emotional and behavioural regulation. This could include the use of sensory and 
regulating strategies such as drumming, singing, dancing, yoga, etc., which have been 
shown to be effective in addressing the impact of trauma. 

Relationships – Relationships are key to reaching a traumatized child and to mitigating 
trauma. Strong relationships help create resilience and shield a child from the effects of 
trauma. 

 Reason to be - Reason to be creates a sense of purpose or direction for individuals by 
ensuring they’re connected to family, community and culture. It is bolstered by resiliency – a 

 
10 Copied and shared with permission of Saint A, Milwaukee. 
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combination of the individual’s internal attributes and the external resources that support 
them. 

Caregiver capacity - To effectively work with traumatized individuals, caregivers must take 
care of themselves and find a work/life balance. Critical is identifying our limits, knowing 
sometimes we will be pushed beyond them, and what we will do to find balance. 

When operationalising trauma informed care, Saint A aimed to increase the number of 
positive interactions traumatised children and young people receive by implementing the 
trauma-informed approach by providing:  

• Workforce development, 
• Trauma, screening, 
• Policy change, 
• Improved access to trauma-informed access. 

 
Implementing these aspects has been found to show significant improvements in readiness 
and capacity to deliver trauma-informed care (TIC), (Lang, Campbell, Shanley, Crusto, & 
Connell, 2016).  Each of the agencies I visited realised the importance of thinking about the 
broader context – politically, systemically and socially.  Saint A and MSV had increased their 
provision of training to other professionals in the system, with the aim of creating a more 
informed ‘therapeutic web’ of professionals and carers.  Sandhill focused their training and 
external support on parents and families using a coaching approach to support their learning 
of the key concepts.  Saint A had key support from professionals in the justice system which 
has helped them to broaden their training programmes but there is still a lot of work to do to 
bring about a tipping point which will lead to a wider perspective shift. As Malcolm Gladwell 
states “if you want to bring about fundamental change in people’s belief and behaviour – you 
need to create a community around them, where those new beliefs can be practiced and 
expressed and nurtured” (Gladwell, 2002). 

When professionals understand the impact of trauma on the developing brain, their 
perspective on how to help is more informed and their practice becomes more focused and 
more effective.  Delaney-Black et al, found that exposure to violence significantly lowered IQ 
and reading ability (Delaney-Black, et al., 2002) so supporting teachers and carers to 
understand this has a positive impact on how they work with children who have experienced 
such events.  Supporting children and young people towards self-regulation is central feature 
of health and TIC can help with this.   

All of the agencies I visited focus on increasing relational capacity, with an awareness that 
one size does not fit all.  A relational approach allows an interactive and intersubjective 
relationship to build between workers and children, which helps self-integration (Finlay, 
2015).  The intersubjective nature of building relationships allows the agency to implement a 
systemic approach, focusing on supporting the whole staff team with the function and 
process of interactions and increasing relational wealth.   
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All of the sites I visited had site certification for the NMT approach, which in a similar way to 
values, provides a framework for practice.  Individuals can become certified in the NMT 
approach and can then go on to train trainers and mentor others.  Using the NMT approach 
brings consistency in practice but it also allows practitioners to use it creatively to meet the 
needs of individual families and children.  When a site is accredited they have access to a 
range of assessment tools which are used to find out information about development of the 
child at each age and stage.  Their assessment allows them to understand areas of 
adversity and relational resilience.  They then develop a metric map to show which 
regulatory activities will be most effective for each child.   

Activities will offer a range of healthy ways which help to release dopamine in the brain.  The 
approach can be done with children of any age within the zone of proximal development 
(Vygotsky, 1978) and it can be done with parents and carers.  Clinicians can select and 
sequence educational and therapeutic intervention to match different levels of functioning in 
different parts of the brain (Brandt, Perry, Seligman, & Tronick, 2014). They can provide 
services which are tailored for each individual child and provide a range of coaching and 
consultancy supports for families and professionals. 

 

Training and supervision 
All of the agencies I visited stressed the importance of ongoing training to all of their staff so 
that no matter who children and young people come into contact with, they would be 
communicated with in a consistent and trauma-informed way.  The aim of training is to 
increase worker’s capacity to make decisions.  In trauma-informed work, accountability is 
vital and workers need to be clear about the end of results of what they are doing.  Training 
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and supervision aims to encourage workers not to just react but to take time and make 
considered judgments.   

At MSV I was able to take part in a Trauma Training session delivered by their Trauma 
Training Specialist.  This session aimed to provide the foundations of a trauma-informed 
approach and is delivered for everyone who joins the agency.   

Direct work staff get five modules to understand the following elements: 

• Typical development,  
• Atypical development which can lead to maladaptive behaviours,  
• Self-care plan – ‘if you can’t do this then you can’t care for kids’. 

 
Regular supervision was provided to staff at all of the agencies I visited and they also 
provided NMT training to foster carers and parents. At MSV for example, staff are provided 
with supervision every two weeks.  Residential staff there are mental health workers, 
educated to degree level (BA) and coming from a range of backgrounds.  Most of them tend 
to be young and take this kind of job as a stepping stone.  On average they stay between 12 
and 18 months and so MSV are always providing training.  

In Supervision, they refer to NMT brain maps and trauma history of the children.  
Supervision is focused around team dynamics and self-care and asking team members to 
think about how they are when they are stressed.  One of the biggest issues they see is staff 
who have big expectations but who find it difficult to take responsibility.  Taking an individual 
approach and using reflective practice helps each staff member get the best out of their 
supervision.  They also send out a clinical topic for discussion e.g. self-harm, or food and 
how this impacts on their client group.  This helps to support ongoing learning and 
development.  From observing the complexity of the work that each agency did and hearing 
about the experiences of individual children and young people, this ongoing learning and 
development is vital to meet their needs. 

 

Agency commitment to making the change 
At Saint A the agency had been searching for an approach as they had seen that 
traumatised children don’t usually respond well to both positive and negative behaviour 
interventions.  They had explored the Andrus ‘Sanctuary’ model which was developed by Dr 
Sandra Bloom11 which aims to promote safety and recovery from trauma by creating a 
therapeutic community for the child.  However, they kept coming back to the NMT approach 
as it had seemed a good fit.  At MSV the Executive Director described how their approach 
had developed over time, from a ‘one size fits all’, control-based model towards a more 
relational approach, similar to the Klingberg Family Centres in Connecticut where they base 
their approach on Bowlby’s attachment theory (Bowlby, 1981).  Sandhill had always taken an 
attachment based, relational approach and moved to an NMT approach when their Founder 
had met Dr Perry.  For each of the agencies it had felt like the NMT approach fitted with their 
experience, their values and the needs of their children, young people and families. 

 
11 http://www.thesanctuaryinstitute.org/about-us/the-sanctuary-model/ 

http://www.thesanctuaryinstitute.org/about-us/the-sanctuary-model/
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Research into operationalising a trauma informed approach has shown that system and 
agency wide readiness requires workforce development, trauma screening, policy change, 
and improved access to evidence-based trauma-focused treatments (Lang J. , Campbell, 
Shanley, Crusto, & Connell, 2016).  If the approach is applied inconsistently, it will not be as 
affective.  At each of the agencies I visited, everyone from the volunteers to the senior 
managers took part in training, learning and development to ensure consistency.  Policies 
were reviewed and adapted to ensure they provided safety for workers who may also have 
experienced their own trauma and for children and young people using the service.  The 
NMT approach provided the necessary range of evidence-based trauma-focused planning 
and assessment tools and treatment interventions. 

All of the agencies talked about how initially it was difficult to get absolutely everyone on 
board with all aspects of the NMT approach.  Often this was because it went against what 
professionals had learned in their speciality training e.g., teachers are taught to use both 
positive and negative behavioural interventions.  Sometimes people felt that it wasn’t 
necessarily part of their job, or that it might mean additional work on top of their already busy 
workloads.  Sometimes people are just resistant to change or would prefer if things are 
simple to follow as this can reduce the responsibility placed on them.  All of the staff I talked 
to felt that it was a complex process and as such it needed full agency sign up, it needed 
time and effort to bring people on board and to support them appropriately.  All of them felt 
that it was worth it because it made a real difference for the very vulnerable children, young 
people and families that they worked with. 

One thing that stood out to me was the level of commitment that agencies had made to 
taking on the NMT approach.  It was clear that they wanted to ‘walk the walk’ not just ‘talk 
the talk’.  They had invested financially in the approach and in equipment and services that 
worked within the approach.  They had committed to providing the support for staff and the 
training time needed to ensure competency and confidence.  They continued to review how 
things were working and explored a vast range of ways to support young people to regulate 
their emotions.  And, they all showed an inspiring interest in learning more about how to 
integrate theory into practice. 

 

Quality Assurance 
Agencies who sign up to be accredited in the NMT approach are required to take part in 
quality assurance and fidelity checks. Quality assurance is an essential aspect of the 
approach and a lot of work goes into ensuring fidelity.   They must take part in a monthly 
scoring call to Dr Perry.  Practitioners present case studies and ask questions.  Dr Perry 
answers questions and provides an action plan template showing different domains and 
actions for workers, families and the child.  Although this is a lot of work, practitioners find it 
of absolute value in maintaining the quality of their work.  An annual maintenance place is 
created for each agency.  Over time and as the number of accredited agencies has risen, Dr 
Perry has been training Mentors to support him in this work.  The Supervisor of Clinical 
Services at Saint A is one such Mentor. 

I asked each agency about the involvement of children and young people in the 
development of services as this is a requirement in Scotland.  At Saint A they don’t consult 
with children and young people but provide information to carers and professionals.  The 
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Senior Workforce Training Specialist at MSV said that in Denver there is a more paternalistic 
culture and so they are not used to consulting with children and often mental health 
measures are not child friendly.  Residential staff had supported the children to make 
posters listing some of the core concepts of the NMT approach which were displayed in the 
living space of the residential buildings and they said that some basic discussion around the 
concepts had taken place.  At Sandhill they do explain the model to children and young 
people.  They show them their brain maps, simplifying the information so that the children 
can understand.  They discuss the brain maps with the children and their families so that it 
becomes part of the therapy.   

 

MSV do use the Life Space Review initially developed by Redl and Wineman (Redl & 
Wineman, 1957) to gather children’s views and reflect, rebuild and repair after any incident.  
He felt it was a balance between focusing on regulation and expectation.  They use a range 
of measures including the Child and Adolescent Needs Assessment (which explores 
transformative outcomes) and the NMT Metrics and Neurosequential Model of Education 
(NME) mini maps which give an overall score for improvement, which are strengths based, 
can be used in planning and which can be used across the classroom.   

I was impressed that MSV have a Quality Assurance department and had set up systems to 
measure fidelity internally to ensure good practice and allow review of cases. In addition they 
have developed accreditation for other non-profit agencies.  The Quality Assurance 
department has a ‘dashboard’ for recording change in children and young people as they go 
through their treatment programmes.  They use the NMT metric which gives a cortical 
modulation ratio.  This ratio shows the child’s ‘cognitive regulatory capacity’ in relation to 
areas of delay/dysregulation (Perry & Dobson, 2013).  MSV staff enter any incidents, any 
time out of class, any use of restraints, class or residential reports, police contacts and 
clinical records for each individual child.  This provides a detailed measure of any (even 
small) changes in the child’s capacity with the aim of ensuring clinical quality.  Dr Perry 
supported them to develop outcomes, their teachers participated in deciding the measures 
used and they also use Adverse Childhood Event (ACEs) scores.  Every month they review 
each child’s progress and can also use this information in meetings with other professionals.  
This has led to a positive and noticeable improvement in consistency of practice supporting 
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other evidence which finds the NMT approach helps to reduce the number of restraints and 
critical incidents (Hambrick, et al., 2018).   

 

Environment 
During my visit, Saint A had made the difficult decision to close their residential unit as there 
was a political move towards supporting more community-based care and putting children 
into foster care.  Residential care was being seen more as ‘containment’ and as less helpful 
for children.  I was very lucky to be able to visit the residential unit and met some of the 
children and staff there.  The unit provided care for 15 boys (aged 8-13) and many of the 
children came from families who experienced economic and relational poverty.  They 
seemed happy and had good relationships with the staff but the physical environment in the 
residential part of the unit was quite austere.  They had a group workspace where children 
were provided with a fun range of experiential activities. They have access to the lake, and 
they take children on experiential hikes in the grounds of Saint A, their community garden 
and further afield to a farm retreat. 

At MSV I was shown round the school and offices.  I visited their residential buildings which 
had been purpose designed with a central ‘living’ space and bedrooms in an outer circle 
around this.  The children and young people had created some pictures for the walls with 
some of the NMT core concepts on them and the rooms and living space were warm, bright 
and spacious.  In addition, MSV has a sports hall a music room, an exercise space and 
creative arts space. The grounds of MSV were beautiful, with lots of green space, planting 
areas to grow vegetables, outside play areas and a swimming pool.   

Sandhill had two residential homes (one for girls and one for boys).  These were set up more 
like family homes, with a central kitchen with individual diet and nutrition plans for each child.  
The bedrooms were warm and comfortable and decorated in calming colours.  The living 
spaces were spacious and comfortable with books and board games.  There were spaces 
for martial arts and creative (art and music) activities and there was a hug machine.  There 
was a store with skateboards, hockey sticks and other sports equipment. The school was a 
separate building and when I was there the teacher had brought a pony and trap to show the 
children, to let them have a ride and to link it to history lessons.  Sandhill has beautiful 
grounds with play areas, walking areas, a river, a farm area including a paddock for horses, 
a swimming pool, a large sandpit, trampolines, a store with bikes for all the children and a 
external building with a floatarium tank and showers.   
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I was inspired by the environments that the agencies I visited had created for children and 
young people.  They broadened my idea of how to create safety and calming within mental 
health services which right from the offset provide any child or young person who enters with 
a sense that this is a safe space.  All of the spaces I visited were well organised and all of 
them linked to outdoor spaces and activities.  They utilised the concept of a therapeutic 
milieu which supports the child to manage themselves and providing ‘a house that smiles, 
props which invite, space which allows…’ (Redl & Wineman, 1957).  The environment and 
the workers within it are focused on creating a sense of safety.  For any child, coming into an 
unfamiliar environment can be stressful.  For children and young people who have 
experienced early adversity or developmental trauma this stress response can be 
heightened.  Creating a warm, inviting environment can help to reduce this potential barrier 
to accessing and benefiting from services. 

 

Mistakes are okay – learn from them using reflective practice 
All of the agencies I visited talked about how it’s important to accept that people make 
mistakes and that mistakes are useful as they provide an opportunity for learning. More than 
that they modelled this acceptance of mistakes to children and young people which helped 
to demonstrate how to initiate repair and overcome a sense of shame which can be more 
easily triggered for traumatised children and young people (Hughes, 2017).   

All of the agencies provided space and time for reflective practice which enabled staff teams 
to learn from mistakes or to explore how their own behaviour had impacted on situations.  All 
of the agencies used coaching as an approach to help staff think for themselves.  They used 
the same approach with foster carers and families to gently support them to think about what 
might help the child, what was making it difficult for the carer or family member and how they 
might bring about change. 

At MSV I attended a child debriefing meeting led by the Clinical Supervisor for Residential 
and a member of the Intervention Team.  The meeting explored one specific child and all the 
staff who worked with that child attended.  The NMT brain map for the child was shown and 
discussed.  Then a flow chart was used to help workers explore how the child’s feelings 
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were linked to the child’s behaviour and how staff feelings led to the staff response to the 
child and how this might influence the child’s response to the staff.   

The aim was to help staff try to understand what the child was feeling and what their 
behaviour might show about what they want or need as opposed to staff just reacting to the 
behaviour.  The team used this flow chart to look at any triggers the child might have, what 
happened when they were escalated or had an outburst and how they recovered.  This 
meeting was fascinating, inspiring and interesting.  Some of the behaviour that staff were 
subject to was very challenging but by trying to understand what the behaviour was 
communicating, they were able to see how their own feelings and responses affected the 
situation and how they might be able to deal with things differently.  Workers who were 
finding it more difficult were able to learn from their peers about potential solutions or 
different ways to deal with the situation. 

Each of the agencies had developed an open and non-defensive learning environment to 
support practitioners with reflective practice.  This didn’t mean that everyone found it easy, 
but the systems required that everyone took part in this and this helped workers to develop 
their skills in this complex but vital part of the work.  When working with traumatised children 
and young people it is paramount that all workers are able to be aware of how they are 
working and why they are using a particular approach, how they create safety for the child, 
how they embody an attitude that allows trust to develop, how they regulate their own 
emotions, how they remain open and engaged, how they adapt to change while still 
maintaining routines and regularity and how they maintain clear boundaries and manage any 
unacceptable behaviour in a way that prioritises the relationship (Hughes, 2017).  

 

Link to broader systems 
In Milwaukee they were lucky to have been supported by a local County Chief Judge who 
was successful in securing a $2 million grant to reduce the racial and economic disparity in 
the prison population.  This included provision of trauma-informed training to law 
enforcement agencies.  This broader support for social change and the reduction of 
inequality has been an important factor in the success of implementing a trauma-informed 
approach across Milwaukee and Saint A has played a key role in this.  

Saint A works to support ‘trauma-sensitive’ schools.  They create resources and online 
learning modules to share with schools and over time have increased support to develop 
tools and lesson plans and worksheets to help schools better support traumatised children 
and young people.  They had an ACE Interface Project which aimed to make trauma like 
public health, available for all.  They now spend over half of their time providing training to 
schools, health agencies, law enforcement agencies and community groups, with the aim of 
a broader, more informed and effective response to the toxic stress that is a result of early 
childhood adversity.   

In Denver, MSV has to work within multiple complex systems, all with differing political and 
social priorities.  For example, child protection systems in Colorado are different in each 
county. The system swings from a focus on keeping children at home to a focus on bringing 
them into care.  However, resources are stretched, and the system isn’t trauma informed.  
This is growing slowly but it is complicated by the fact that each county does things in a 
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different way.  The Training Specialist felt that there are not strong connections between 
different agencies which also contributes to a difficulty making the TIP approach systemic.  
This reminded me very much of systems in Scotland where there is a cross-party political 
interest in the impact of early childhood adversity and trauma-informed practice, but systems 
often aren’t aligned in practice.  This makes it difficult for health and social care agencies to 
change to a more evidence-based ways of doing things.  Using the NMT approach sets MSV 
apart in Colorado as their treatment plans are of a higher quality.  Implementing the NMT 
approach more broadly needs it to be embedded in all areas and a commitment from 
leadership is vital. 

In Sandhill they link with the broader health and social work systems but operate more as a 
private provider focusing their external support for families.  All of the agencies highlighted to 
me the importance of both agencies and systems working together using an informed 
approach which took account of individual developmental experiences and providing support 
which was relevant for each particular individual.  Staff at all of the agencies I visited talked 
about how other agencies, such as schools, could be resistant to talking on a trauma-
informed approach, worrying that it would only be relevant for only one or two children in a 
class and that it might create additional work.   In fact, what schools found after taking on the 
approach was that it benefited all children and it meant that children impacted by trauma 
were provided with an intervention that was based on evidence and more importantly was 
more effective and more appropriate to their needs. 

All of the agencies I visited talked about the importance of being mindful of the broader 
political and social systems within which the child lives. The importance of programmes and 
interventions being culturally respectful and having clear programme principles for effective 
trauma-informed practice, has been supported by research (Frederico, Jackson, Black, 
Pawsey, & Cox, 2019).  In Milwaukee the Unit Liaison Worker talked about there being a 
cultural bias against mental health. We discussed domestic abuse and although he felt it 
was reducing, victim blaming still continues (Truth, 1998) with the child often being removed 
from the situation as opposed to the perpetrator.  The stigma of mental health and victim 
blaming in domestic abuse seemed similar to my experience in Scotland.  In Saint A there 
was also a sense that residential care was being used less and less for the most traumatised 
children.  The aim was to increase the use of community-based care and Foster Care as this 
was seen as the most helpful for children. 

They all discussed the impact of politics and it was interesting to me to see how the 
insurance model of health worked, where mental health treatments have to be billable to be 
implemented.  All of the NMT work I saw was in the backdrop of the newly implemented 
Trump government which appeared to be dismantling health protections for the most 
vulnerable people. 

In Milwaukee I was delighted to be invited to attend a half day training programme delivered 
by Policy Research Associates - “How Being Trauma-informed Improves Criminal Justice 
System Responses” which was delivered for Community Corrections (Probation, Parole and 
Pre-Trial Service Officers), Court Personnel and Police Officers.  The program aimed to: 

• Increase understanding of trauma, 
• Create an awareness of the impact of trauma on behaviour, 
• Develop trauma-informed responses. 
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The Trainers gave information about the high prevalence of trauma that many justice-
involved people have experienced.  They explored the cycle of violence and they used short 
case study films to give examples of people’s experience of trauma in different situations.  
The participants appreciated that many of the films showed the trauma that police officers 
and court officials had endured and not just the trauma experienced by those who people 
who came into the criminal justice system.  Identifying that trauma was experienced by all 
had the impact of helping people identify more with the issues.  The trainers explored risk 
and resilience factors and the moved on to look at trauma-informed responses which could 
help to de-escalate situations.  All of this laid a great foundation to look at how the justice 
system can sometimes re-traumatise people and then how the participants could work 
towards a better system, with more informed policies, procedures and practices.  It was very 
informative to attend this training and I was impressed by how Milwaukee is working towards 
a wider trauma-informed system. 

At MSV I attended an external training meeting with the Executive Director, the Senior 
Workforce Training Specialist and the Director of Business Development who warmly 
welcomed me to join in their discussions which provided a fascinating insight into how 
voluntary services work together with county and state provision to meet the needs of 
vulnerable children and young people.  Across the state of Colorado different areas have 
different ways of doing things and so MSV has used a collaborative management process to 
provide services, work in schools to develop trauma sensitive classrooms and deliver their 
training programmes.  They face the same financial issues and competitive arena that 
voluntary sector agencies do in Scotland.  The Colorado Association for Family and 
Children’s Agencies bring charities together to monitor legislation and explore common 
issues. 

At Saint A, the Director of Clinical Services and Development supports schools across 
Milwaukee to become trauma-sensitive schools – that is schools who provide a better 
experience for children who have mental health issues or who have experienced trauma.  
She creates tools, resources, lesson plans, worksheets and online modules which can be 
used by teachers to help them become more informed about the impact of trauma on 
learning.  Her role also involved supporting agencies to have the right mind-set or philosophy 
so that employees are clear about how things link together.  Her work with schools means 
that the broader environment where children and young people spend such a lot of time can 
potentially be much more supportive to their needs.   

The Senior Workforce Training Specialist at MSV spent time with me to discuss how the 
agency has looked at how they can use their existing ‘in house’ skills and resources to 
supplement income.  They consulted with parents who asked for pre-school services and 
with schools who had asked for training to support children to make a better transition back 
into school after being in treatment.  In Colorado there has been a reduction in high end 
clinical services as funding has been reduced.   There have been an increase in children 
coming to MSV services but over time there has been a reduction in the length of time 
children spend in MSV residential service, from an average of 18 months to an average of 5 
months.   

This places a great deal of pressure on the system and makes collaboration and connection 
more important.  At MSV I met with the Clinical Director whose role was complex and broad.  
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She had a responsibility for quality assurance of all treatment, internal training and 
developing programmes and signing business and child contracts for services over the 64 
counties in Colorado (dealing with different systems, different types of funding and different 
time scales).  Children are experiencing a high level of need, MSV manages them, stabilises 
them and then the state looks for in house care and day treatment.  One size does not fit all 
and some children will need residential services but they may be moved to many different 
placements in a short period of time because the system is reactive rather than more 
targeted.  There is now more use of day treatment and more training to support teachers and 
other workers.  MSV provides training on the practical application of a trauma-informed 
approach, more focus on how to regulate, more state dependant and more on active 
listening.  They have a resource that they use with teachers/other workers to support co-
regulation. 

 

Key features of Trauma-Informed Practice 
 

Brain development 
 

The Training Specialist set out how NMT is an individual approach.  It is not interventional 
but the theory behind a way of working.  MSV’s aim is to recreate early experience for those 
who missed a healthy experience.  In the first 7 years of life there is an enormous amount of 
growth and pattern formation, when neural pathways are strengthened.  Brain plasticity is 
not equal and the brain stem (the first part of the brain to develop in utero) is the hardest part 
to change because it’s related to survival.  The Cortex (outer layer of the brain) is the easiest 
because it is the basis of learning. 

 

The Training Specialist described how there are different types of memory, created during 
crucial stages of development and this can’t be recreated. There are periods of biological 
sensitivity where the impact of disruption is easier.  When trying to recreate healthy 
development, immersion (repetition) can help. The more a neural system is activated, the 
more it changes to reflect the pattern of activation.  Bruce Perry sets out the key elements of 
trauma-informed interventions that they should be: 

• Relevant,  
• Repetitive, 
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• Rewarding, 
• Relational, 
• Rhythmic, 
• Respectful. 

 
When working with children and young people who have experienced trauma it is important 
to work at the child’s developmental age.  To have an effect, activities must be repeated over 
and over again as it takes a lot of time (over a year) for changes to begin.  Neurotransmitters 
are vital in the process – communicating through areas of the brain and blocks or 
disorganisation can cause delays. Workers should remember the importance of internal 
motivation – enjoyment will release dopamine which feels good and provides a reward.  
They suggest three or more ‘brain breaks’ a day so that children are supported and learn 
emotional regulation.  At MSV they constantly think about why they are doing what they are 
doing – so that they are clear about the benefits for children and young people. 

In trauma there is a prolonged alarm reaction which will have altered ‘over activated’ neural 
systems which can lead to hypervigilance.  If a child experiences neglect this is an absence 
of experience.  The age at which things happen is important e.g. holding for a baby.  Insults 
in utero can negate good work done after birth and so it helps to focus on supporting 
sensory development. However, experiencing a stress response over and over again has a 
massive impact at any time in life.  

In the session we explored the NMT Core Concepts: 

• Cortical modulation, 
• Relational templates, 
• Intimacy barrier, 
• Power differential, 
• Chronological age, 
• Arousal continuum, 
• State dependence. 

 
Cortical modulation 
The higher ‘thinking’ parts of the brain (the cortex) help to regulate responses from the lower 
parts of the brain and this develops in our relationships with others.  There is an age 
component to cortical modulation which means that children who experience early adversity, 
trauma or neglect show less cortex use and are less able to regulate their threat responses.  
As we know in our practice many young people who have experienced trauma may use 
drugs or alcohol as a way to regulate threat responses.   
 
Relational Template 
Relational templates develop as we grow and they depend on our early childhood 
experiences.  We carry our experiences through development and early adversity can have 
a negative impact on our ability to have relationships.  
 
A child’s relational template forms through their relationships to others.  Inconsistent 
relationships are the most difficult for children who will push to test limits because that is 
better than uncertainty.  Many factors can have an impact.  If a child grows up with a mother 
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who has mental health issues, they might find that it is difficult to form attachments as they 
grow. 
 
Intimacy barrier 
Our own patterns and templates impact on level of intimacy we can have (e.g. casual, 
routine, personal or intimate). Traumatised children may appear to have a ‘honeymoon 
period’ when they meet a new worker but if their intimacy barrier is crossed this can trigger 
challenging behaviour. When working with traumatised children or young people its most 
effective to have lots of short bursts of good communication with slow changes, repeated 
often. 
 

 
 
Power Differential 
Traumatised children or young people have a much higher vulnerability to power differentials 
with adults.  When working with these children or young people it’s important to minimise the 
power differential while still maintaining it to provide a clear boundary.   
 

Age 
Trauma and disrupted attachment can cause developmental delay.  It’s vital to work at a 
child’s chronological age as opposed to their developmental age and to ensure that some 
things (e.g. safety) are not negotiable. 
 
Arousal continuum (stress/arousal) 
This describes how stress builds as a person moves from being calm, to being alert, then 
alarmed, then in fear and finally to terror. For children who have had ongoing trauma leading 
to toxic stress they can be in a state of terror all the time.  Being alert is the best for learning 
but it’s vital to be able to regulate stress for effective learning to take place.  Traumatised 
children will stay in the stress response for longer and so supporting the child to regulate 
their stress will help them to learn.  At MSV they ask all workers to describe what they look 
like at each stage of this continuum.   
 

State dependence 
If a child develops in an environment of trauma and adversity they may move automatically 
to a state of alarm in any new situation, or if their threat systems are triggered.  They will 
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respond in a more emotional, reactive or reflexive way and their level of distress may be 
unmanageable both for them and for workers.  Regulation is vital to help the traumatised 
child learn to manage smaller amounts of stress. 
 

Regulation – we need much more focus on this 
One of the most important differences I noticed in therapeutic services that we were 
providing in Edinburgh and those that were provided in the NMT accredited sites, was the 
focus on supporting the child to regulate their emotions and more informed assessment of 
what might help each individual person.  In Edinburgh we had been doing some elements of 
this, supporting young people to learn coping strategies but we most often did this within a 
talking-based approach.  The difference that I saw in the USA agencies was that they 
prioritised regulation in a more informed way and had a much greater understanding of the 
reasons why children and young people who had experienced developmental trauma would 
not find talking-based approaches helpful or effective.  They could make a more informed 
assessment of what intervention might help each child.  By supporting the child to regulate 
their emotions, they could then begin to relate to others, which in turn allowed them to 
reason.  This helped to answer some of my central questions about why some approaches 
were not working for the very vulnerable young people who I had been working with.  

Supporting children and young people to regulate their emotions, using a biologically 
informed perspective is at the centre of the NMT approach.  Regulation is linked to internal 
threat systems which help humans to either activate a social engagement response, or a 
defensive behaviour response depending on their very early experiences (Porges, 2001).  At 
Sandhill the Clinical Director described Sensorimotor Psychotherapy which they use to help 
the child to tap into and the clinician to utilise somatic information and sensory information, 
linking to movement and body language (Ogden & Fisher, 2015).  At Sandhill for internal 
somatics they might use yoga, posture, breath, grounding, centring and movement.  For 
external somatics they might use walking, running, jumping, swinging/rocking, showering, 
hot or cold drinks, ice cubes to cool the body, animal assisted therapy, hair brushing, fidget 
toys, bouncing or massage.   

The particular type of regulatory activities used for an individual child depended on the areas 
of underdevelopment or harm shown on the NMT brain metrics.  So, if a child had 
experienced a great deal of trauma in utero then they may be unable to benefit from 
cognitive activities (such as counselling) later in their development, which require them to 
use cognition to reason.  Instead, they might benefit more from activities for example, which 
provide sensory integration (Emermer & Dunn, 1998).  Sandhill utilises Emotion-Focused 
Therapy as one of its approaches (Greenburg, 2006).  This approach postulates that 
emotions are key in construction of the self and in the ability to self-organise.  The therapy 
distinguishes between primary emotions (our feelings in response to things), secondary 
emotions (our feelings about the feelings) and instrumental emotions (where we try to 
manipulate the environment to get what we want).  Emotions can be adaptive (they help us 
to survive) or maladaptive (where they interfere with survival). The therapist works with the 
child to help transform maladaptive emotions e.g. shame and fear and teaching the child to 
sit with the feelings, within their window of tolerance (Timulak, 2015).   

At each of the sites the teams used a range of creative therapies art to support children’s 
sensory integration e.g. dance, music, yoga, rocking, swinging, drumming, bilateral 
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stimulation, music and movement, walking, running, exercise, breathing, guided imagery, 
gardening and martial arts.  MSV and Sandhill offered safe/healing touch through massage.  
They provided a range of safe touch activities using exercise balls, yoga stretching, Bach 
flower remedies, energy work, Reiki and soft, nurturing massage (only on hands, feet, back, 
neck and shoulders).   

 

Occupational Therapy also effectively supports regulation by improving vestibular, 
proprioceptive, midline movements and fine motor skills.  At Saint A there was an 
Occupational Therapist on the Treatment Foster Care Team.  She interviews children to 
establish a neurological profile which then helps establish which sensory activities will help 
the child.  She uses a range of activities including BAL-A-VIS-X rhythmic sandbag or ball 
exercises to integrate body and mind12 and therapeutic listening a sound based intervention 
developed by Sheila Frick which is effective in reducing some of the behaviours associated 
with sensory integration disorder (Hall & Case-Smith, 2007) and (Frick & Kawar, 2004).  
They also use a range of somatosensory activities developed by Mount Saint Vincent 
(Herbert, Platt, Schpok, & Whitesal, 2013). The range of activities provided by the 
Occupational Therapist attune well with the NMT approach as they match to areas of the 
brain that need support to regulate and this helps the child to find better coping strategies 
when they feel distressed. 

At MSV I met with the Intervention Team working in the school and was able to visit a class 
in progress and meet the children.  The Intervention Team were in place to support children 
to be in class and learning for as much time as possible.  One of the team had a walkie talkie 
and was able to move around the buildings to coordinate support and assessment of what 
support was needed at any point.  Their skills were in knowing the individual children and 
what might help if they became distressed.  A quiet space was available where children were 
able to lie under a weighted blanket, play with sensory toys or talk to a member of staff.  
Children could chose fidget toys to have on their desk to help them focus and ‘brain breaks’ 
were encouraged.  A Nurse is always on call.  The actions carried out by the Intervention 
Team were recorded for quality assessment and to see when changes were occurring in 
how children and young people regulated. 

At Sandhill the belief is that every aspect of the program should be looked at through the 
eyes of neuroregulation, including transition activities, dinner rituals and routines, and rituals 
and routines related to hygiene and going to bed. They offer a sensory diet of relational 

 
12 www.bal-a-vis-x.com 

http://www.bal-a-vis-x.com/
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activities, building capacity to help calm the brain.  They build relationships first so that 
workers can help children to co-regulate and work on regulation in a moment-to-moment 
way.  They used 1-1, ‘stop and think’ time outs where children could walk or jump or talk 
depending on what they needed.  They used natural and logical consequences when rules 
were broken e.g., helping in the community linking the activity to the brain as a social organ.  
They thought of discipline and control as nurture and instilled the following rules for safety 
and to show care: 

• I always need to know where you are, 
• No hands on without permission, 
• Ask for what you want and need, 
• I’ll take care of you, 
• I want what is best for you, 
• Your world will be smaller if needed. 

 

 
 

I spent more time observing workers with children at MSV and Sandhill and was absolutely 
inspired by the skill and patience of the workers who were focused, observant, calm and 
patient.  They quickly noticed signs of difficult feelings arising, they reminded children about 
how they have learned to calm themselves and they were warm and nurturing.  They 
initiated repair when things had not gone well.  In Saint A I witnessed the same skills in 
workers who were supporting foster carers to develop these skills. 

Regulation activities for children and young people at the NMT accredited sites were clearly 
linked to the NMT brain map/metrics to focus support in the most effective way, and develop 
areas of the brain which may have experienced disruption during development.  In this way 
support was more tailored to individuals, more informed by evidence, more structured and 
more effective.   

Broader range of ways to support regulation 
Understanding how ACEs/trauma impacts on behaviour and developing informed responses 
is at the centre of the NMT approach.  Each of the sites had developed different ways to 
focus their understanding but they all provided a very broad range of methods to support 
children and young people regulate their emotions.  This was one of the most inspiring 
things about my trip.  Each of the agencies had shown amazing creativity and invested in 
taking on a very focused and evidence-informed approach, as opposed to just doing what 
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they had always done, or continuing with approaches which might not be affective and might 
actually re-traumatise children and young people (e.g. talk based approaches). 

 

Saint A employed an Experiential Therapist who worked with young people in the residential 
unit around self-esteem and hope.  She provided an amazing range of sensory and 
regulatory activities.  The focus on regulation provided me with great insight into areas of my 
own work that could be strengthened.  The Experiential Therapist offered art projects, 
meditation, hand massage, experiential hikes and outdoor activities, cooking, gardening and 
trips to a farm retreat.  She organised visits from pet therapists and taught the children how 
to do body breaks and develop their emotional literacy to aid regulation of difficult feelings. 

At Saint A I met with a Foster Caregiver Support Worker whose role was to provide 
advocacy and support to foster carers, parents and families.  The role included assessing 
trauma symptoms, supporting with legal processes and helping foster carers process grief 
when children are sent home.  The Foster Caregiver Support Worker also makes 
recommendations for support e.g. coaching, modelling/matching emotional states and other 
regulatory activities.  She also advocates for children in the classroom.  Support is short term 
during transition periods but can be ongoing if needed.  After this initial support foster carers 
would be required to do TIC training to ensure their ongoing understanding.  

I was able to shadow the Foster Caregiver Support Worker when she visited a Foster Carer 
and see how she worked.  It was wonderful to see the subtlety and skill that was used to 
support the Foster Carer with how her own complex emotional reactions and experiences 
were linked to her foster child’s emotional reactions and experiences. The Foster Carer 
clearly benefited a great deal from thinking about the issues from a trauma-informed 
perspective and she talked through how she would change her approach to being less 
reactive. 

The rest of the Treatment Foster Carer Team (TFCT) work directly with foster carers, 
providing training, assessments and support.  The work is preventative.  They use a 
coaching approach and give tools for the foster carers to use.  They carry out NMT 
assessments on the children to focus interventions and focus on play and activities to help 
the child regulate.  We discussed the medications that are used with children in the foster 
care system – many are heavily medicated (mood stabilisers, sleep medication, blood 
pressure and antipsychotic medication are common).  The TFCT operate across the whole 
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City and are able to include trauma-informed activities in children’s plans.  They work in 
schools and experience a varied level of engagement.  When schools get really on board, 
the NMT approach is most effective. 

I was very lucky to be able to go on two home visits to meet local Foster Carers.  One visit 
was with the Chief Clinical Officer.  One visit was with a TFCT professional.  On both 
occasions it was fantastic to see how skilfully the work was done with families.  I was 
interested in how each of the workers utilised their knowledge of NMT to provide practical 
suggestions and activities for the foster carer to use in supporting the child.  The Foster 
Carers really engaged with the process – both in different ways.   

One family wanted to do more reading on the NMT approach and learn more to help 
themselves. The worker asked gentle coaching questions to help guide their thinking and 
she supported them with practical issues they were having with other professionals. The 
other family wanted practical solutions to manage behaviour and emotional difficulties.  They 
seemed to value gaining an understanding of why a particular behaviour was going on and 
they were happy that an easily implemented solution was given.  I was interested in how 
both professionals used their skill and experience to make ongoing assessments of the 
children and the situation. It was a real privilege to be invited into people’s homes and it was 
an amazing learning experience to see such skilled professionals in action.  

All of the NMT sites I visited had a broader focus on capacity building for foster carers, 
families and professionals who come into contact with children and young people who have 
experienced trauma.   At Saint A I met with the Wraparound Milwaukee (WM) team.  They 
provided written information which describes them as “a community-based program that 
offers care and support to all families with a child or children who have serious emotional or 
mental health needs”.  The team use the seven essential ingredients and a positive focus to 
work with families, who engage on a voluntary basis.  The approach is preventative in its 
nature and supports families to link to local supports.  The team links across education, 
social, legal and youth justice systems, creating a strong and trauma-informed approach to 
supporting complex needs.  It can link to youth-led and family advocacy programs.  The WM 
team work with families to develop a plan of care, using a variety of trauma and 
psychoeducational assessment tools to understand priorities, strengths and family stories.   
Care Coordinators can arrange full health checks and crisis management solutions and they 
are responsible for pulling together the team of agencies and practitioners that will work 
together to support the child and family. 

If there is a risk of the child being taken into care, an impatient psychiatric hospital or 
correctional facility, then the child and family are moved into the Community Outreach 
programme. The work continues with a preventative focus, aiming to increase the care 
giver’s capacity. The child and family stay at the centre of the work and are very much in 
charge of putting together their own support programme.  In my view this gave a greater 
sense of empowerment and so more engagement in the programme.  The central belief is 
that families are usually best placed to care for their children and that support should be 
local and linked into informal support systems of friends and broader family.  There is an 
expectation that the parent will be fully involved and attend all meetings.  Plans are reviewed 
regularly and progress is assessed.  The workers I met talked passionately about the need 
to keep a focus on regulatory activities and a creative approach to bringing a ‘sense of 
home’ – a stable and sustainable environment for the child. 
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In each of the agencies I met with Clinicians who were providing animal assisted therapy 
with dogs, guinea pigs, horses and other farm animals.  Saint A could take children to stay at 
a nearby farm where they could go camping, be outdoors in nature and meet farm animals.  
Sandhill had horses and other animals on site that the children helped to care for.  MSV 
accessed equine therapy at a nearby ranch.  The aim of this therapy was to pair a child with 
a horse to gradually build a relationship of trust.  They would work with the horse for 8 
weeks, taking on some caretaking responsibilities and learning to ride.  This activity is 
rhythmic and repetitive so fits with a trauma informed approach.  Sometimes children can be 
very fearful, even struggling to make the journey by bus to the ranch.  In these cases they 
would change to a different animal.  Not all children like animals so the therapy is always 
optional.  

 

In the therapy they work towards endings from the beginning, marking each week and 
having graduation with a certificate at the end.  Some children really struggle with endings 
and if this happens they are offered the equine course again but this time with a different 
horse.  They are also able to visit the ranch and they can write and send pictures – the ranch 
staff write back.  All of this can be very challenging for traumatised children and sometimes 
they will ‘blow up’ to avoid the graduation.  The work is important and so they work hard to 
encourage positive endings as these children often have multiple caregivers.   

When a child is offered animal assisted therapy the focus may be sensory or relational.  
Workers have to be strict about the children being regulated around the animals although in 
practice workers said it is rare for children to escalate when spending time directly with 
animals.  Animals and workers are trained and certified, including staff who have dogs who 
are suitable and they are re-evaluated regularly. Sometimes children identify with certain 
animals, for example if they have been rescued from a shelter.  The child learns about 
animal body language and the therapy is non directive, reflecting back questions and asking 
what the child thinks – to understand what they feel.  Sometimes children do try to harm 
animals – this had (very rarely) occurred at Sandhill where part of the children’s routine was 
to care for the animals around the property. Usually this was a direct result of their own 
traumatic experiences and it was picked up very quickly and these children would be given 
other relational activities instead. 
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At Sandhill I was very fortunate to be present at the same time as they had employed a 
Natural Horseman to come and help ‘tame’ a horse that was reactive and couldn’t be ridden.  
The horse had been rescued from a nearby farm after severe neglect and so many of the 
children could identify with him.  Two children were given the opportunity to help the 
Horseman although the younger child was withdrawn as his behaviour deteriorated (the task 
required a level of responsibility that was beyond them at that time).  The older child worked 
with the Horseman and the whole staff team were encouraged to come and spend time 
watching as the work progressed.  We watched over several days as the horse and the child 
became calmer with each other until eventually the Horseman and then eventually the child 
could ride the horse for short periods.   

It was fascinating to observe the Horseman’s techniques for gaining the horse’s trust.  In a 
way that was analogous to working with a traumatised child, he firstly worked with the 
horse’s threat system, building a relationship by reading the horse’s body language, then co-
regulating on a moment to moment basis to sooth and calm him.  At the same time he was 
also building the child’s confidence and the staff team’s understanding.  My description does 
make it all sound quite easy but it was complex and required a great deal of knowledge, 
experience and patience.  The child appeared to feel proud and his body language changed 
as the work progressed.  I was told that in the evenings after the days working with the 
horse, the child’s behaviour did regress.  The work was an emotional risk for the child, there 
was a lot of responsibility and a great potential for failure, or to make mistakes. The horse 
reacted quickly when the child was too quick or too slow.  This however was a vital part of 
the process and the residential and clinical staff provided intensive support around this 
activity.  It was emotional to watch the child be vulnerable and then to grow.  Part of the work 
that NMT does is about teaching traumatised children how to manage stress that will occur 
in life, but in a way that is safe and manageable for the child. 
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Practice, reflection and ongoing review 
In practice it was clear how challenging it can be for workers sometimes when working with 
the most vulnerable children.  This is not a failing of individual workers as it’s not possible “to 
be open, engaged and regulated all the time but these conditions should be maintained the 
majority of the time” (Hughes, 2017).  The difficulty is created by the harmful developmental 
impact of toxic stress incurred during developmental trauma.  It can be easy without 
realising, to activate shame, fear or anger which in turn lead to automatic behavioural 
responses.   

Each of the agencies used ongoing reflective practice to ensure quality assurance and 
support workers with the complex processes that were required.  They each saw mistakes 
as a way to help people to learn.  They modelled this with children to show them that it is 
okay to make mistakes and importantly this understanding was grounded in theory.  At 
Sandhill the Clinical Director talked to me about the importance of integrating theory and 
practice for an informed response to behaviour.  He talked about ‘life space’ interventions 
which aim to reduce or repair threat responses that have been damaged during 
developmental trauma.  For this to be most effective it was important to provide all staff with 
ongoing support and opportunities for reflective practice.    

Agencies had also used broader mistakes to support their own learning.  MSV told me that 
when they first instigated the NMT approach they had fallen into a trap of not maintaining 
clear boundaries with children as they hadn’t wanted to use coercive control.  I was inspired 
by their openness about this as it beautifully modelled the very factor that we were exploring.  
Control was a very interesting issue for me and each of the agencies had a different 
approach, but based on the same principles.  At Saint A, they talked about the idea of 
standing back in the face of reactive behaviour and being more creative in response.  In 
Sandhill they brought boundaries in when the child was struggling to manage and then 
supported them to increase it as they were able to regulate more.  By providing safety, a 
consistent approach and being mindful of non-verbal communication the worker can help to 
deactivate the brain’s defence system, increasing production of oxytocin, opioid and 
dopamine brain chemicals and activate the social engagement system (Baylin & Hughes, 
2016). 
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Intentional and proactive self-care 
All of the agencies I visited talked about the importance of worker’s being able to practice 
intentional and proactive self-care.  Without this a worker is at risk of secondary trauma and 
a dysregulated worker, cannot provide effective services to traumatised children and young 
people (Perry B. , 2014).  The Training Specialist at MSV always finishes training for new 
workers with a session with a focus on self-care.  She described how when working with 
vulnerable children and young people, it is impossible not to be harmed by the stories, 
intense experiences and images that you are exposed to.  She described the following 
symptoms as being characteristic of vicarious trauma: 

• Lack of motivation, 
• Excessive exhaustion, 
• Irritability, 
• Negativity, 
• Nightmares, 
• Loss of enjoyment (even with family and friends), 
• Hyper vigilance, 
• Isolation, 
• Loss of hope. 

 
If workers don’t actively practice self-care, this can lead to compassion fatigue, which is a 
profound emotional and physical erosion that takes place when helpers can’t refuel and 
regenerate.  It can be a temporary stress response but can become longer term and lead to 
burnout, which has three components: 

• Exhaustion, 
• Disengagement, 
• Diminished self-efficacy. 

 
All workers at MSV are required to learn and practice intentional self-care, thinking about 
sport, yoga, hobbies or time with friends and exploring any barriers to self-care, such as 
time, money, other commitments or psychological issues. 

Conclusions 
I began with questions about how services in Scotland can provide more effective and more 
informed services for the most vulnerable children and young people.  I feel that I benefited 
hugely from learning about the NMT approach and seeing how it was implemented in 
different settings and with different approaches.  By observing the work in practice I could 
see the complexities of implementing the approach within variety of cultural and political 
settings in the USA.  The insight I gained helped me to explore how we might implement the 
learning in my own agency HOT and also to support other agencies who wanted to learn 
more. 

Although it is presently beyond the means of our small charity to buy in the full NMT 
approach, as an agency we aim to seek funding to continue developing our learning and 
implement a broader range of services to better meet the needs of our most vulnerable 
young people.  We will review and develop our assessments, our systems, our processes 
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and policies to be more trauma-informed and we will try to develop a community of practice 
to link more effectively to other agencies and systems.   

I believe that many young people who have experienced early adversity or developmental 
trauma will go on to experiences economic and health inequalities (in particular through care 
experience).  At HOT we work with young people in areas which experience disadvantage 
through poverty and so by learning more and developing our trauma-informed approach, we 
will be able to work more effectively towards reducing inequality.  Through this research I 
learned that HOT has intuitively done well in our approach – we have focused on building 
relationships, we offer a holistic range of services and different pathways for young people to 
access support around their emotional, mental and sexual health.   However, this learning 
opportunity has meant that we will be able to make more informed judgements about what 
support might be most effective for an individual and over time we will be able to develop a 
trauma-informed environment and a wider, evidence-informed range of services.   

Through this research opportunity I gained an in-depth understanding of the evidence 
behind the NMT approach and how it targets support and initiatives for individuals, as 
opposed to just doing something because that’s the way it’s always being done.  The people 
I met during my research trip have inspired and motivated me to develop my knowledge and 
my skill base.  They have helped me to reflect on what we offer at HOT and in 
Edinburgh/Scotland more broadly.  I hope that I will be able to continue to connect with them 
and with Dr Perry to find out how agencies who don’t neatly fit under the NMT or NME 
umbrellas, can implement a version of the approach.  Since my return I have visited other 
agencies, such as Kibble, who have invested in developing their trauma-informed approach 
and I have been able to share my learning to other networks and groups.  At HOT we have 
develop basic training for everyone who joins our team and we have begun to develop our 
reflective practice further. 

I believe that my learning has benefits for the wider community here in Scotland and I look 
forward to sharing my learning on an ongoing basis and developing our own small 
community of practice for others who are interested in improving services for children and 
young people who have experienced early adversity or developmental trauma. At HOT we 
will continue to seek ways to connect and integrate with other services and systems to 
broaden the therapeutic ‘web’ so that our most vulnerable children and young people are 
more effectively supported.  Our work will link to Scotland’s aim to become an ‘ACE aware 
nation’13.  I believe that learning from the NMT approach has relevance in a range of settings 
(child protection, police, courts, housing, education, benefits, clinical services, LAAC nursing 
and many others). 

Based on my findings this report will make several recommendations for the improving 
services for young people affected by trauma and disrupted attachment in Scotland. 

Recommendations 
• Read, learn, practice, train to understand about the developmental impact of early 

adversity or trauma on socio-emotional development. 
 

 
13 https://www.gov.scot/publications/adverse-childhood-experiences/ 

https://www.gov.scot/publications/adverse-childhood-experiences/
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Any agency, network or system that wants to become more meaningfully trauma-informed 
should work to understand the pervasive impact of early adversity, disrupted attachment and 
trauma on the developing brain.   It is important to understand that children and young 
people who have had this experience may have a very heightened threat system and this 
might be demonstrated in their behaviour and their ability to manage their emotions.  By 
understanding this, one is enabled to respond and develop approaches and interventions 
more effectively. 

• Focus more on supporting children and young people to regulate their emotions. 
 

Any agency, network or system that wants to become more meaningfully trauma-informed 
should use evidence from neuroscience and attachment theory to inform their response to 
children and young people experience of trauma.  A relational approach when supporting 
children and young people is most effective. By building relationships and supporting them to 
try regulatory activities that are more targeted. This will allow the development of more 
effective practice and the resulting benefit of more effective responses and interventions to 
support children and young people to manage their emotions.   

• Provide a broader range of relational services for young people who do not seem to 
be benefiting from a cognitive ‘talk based’ approach. 
 

Any agency, network or system that wants to become more meaningfully trauma-informed 
should provide a wider range of sensory, proprioceptive, mindful, creative, emotion-focused, 
and relational approaches tailored to needs of each child or young person.  The range of 
services provided to support children and young people should be more holistic and not just 
focused on talk-based therapies. 

• Supervision and reflective practice is vital for trauma informed work,  
 

Any agency, network or system that wants to become more meaningfully trauma-informed 
should review all policies, procedures and processes to ensure that workers understand the 
need for relational practice and have space and time specifically allocated to review and 
reflect on their own practice.  Ongoing training and development should be provided and a 
whole agency/system approach is most effective.  In this way workers will be equipped to 
make more informed decisions and to be clear about why they are offering specific 
approaches.  They will be less likely to inadvertently cause harm or re-traumatise children 
and young people. 

• Staff need to be regulated themselves and must practice intentional and active self-
care. 
 

Any agency, network or system that wants to become more meaningfully trauma-informed 
should ensure that all staff working directly with children and young people who have 
experienced early adversity or developmental trauma are able to understand their own self-
care needs.  Practitioners should be able to look at how they themselves respond in different 
arousal states and they should have a formal self-care plan in place that supports them to 
balance work and play.  Self-regulation should be openly discussed and any resistance to 
self-care should be explored. 

• Link to other services and wider systems. 
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If systems, networks and agencies can work together to develop a community of practice, 
where those with a common interest in improving services come together to share 
knowledge and learning opportunities.  Mental health services can benefit from taking a 
broader ‘social prescribing’ approach, linking to agencies which offer support around 
nutrition, exercise and creative activities.  If systems and networks can link together 
developing trauma-informed information and learning opportunities for carers/parents, 
courts, police, child protection systems, housing, education, the voluntary sector and health 
and social care, there would be benefits for the wider community. In Edinburgh, our systems 
could benefit from being more integrated, having shared tools for measuring change and 
working together to develop more trauma-informed systems.  

• Seek funding for system change. 
 

At HOT we will seek funding to provide a broader range of services to support young people 
who have experienced early adversity or developmental trauma.  We will seek funding for a 
Therapeutic Lead worker who can develop training and bring together our community of 
practice.  I would recommend for strategic partnerships and networks who want to improve 
their response for vulnerable children and young people could invest in system change, 
linking to the Getting It Right For Every Child (GIRFEC)14 approach, beginning a broader 
narrative around mental health and working with Integrated Children Services Management 
Groups to develop and implement a more trauma-informed approach. 

 

 

 

 

 

 

 

 

 

 

 

 
14 https://www.gov.scot/policies/girfec/ 

https://www.gov.scot/policies/girfec/
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