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AGENDA

Stephanie Hodge Wolfe

= QIC-AG Site Consultant for Texas, Illinois, Wisconsin and
Tennessee

Emily Paine-Gibbons, DCFS and Theresa Lawrence,
The Baby Fold

= NMT and It’s Advantages
Q&A

Christine Feldman
= Site Implementation Manager, Illinois QIC-AG Project
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Thank you to the National
Quality Improvement Center for
Adoption and Guardianship
Support and Preservation for
providing this training
opportunity!



Neurosequential Model of Therapeutics (NMT)
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N eu roseq ue nti a I M Od e I childtrauma.org

It is important to understand
mechanisms underlying

current functioning.

Your understanding determines your solution
- Stuart Ablon (CPS, 2010)
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childtrauma.org

The Neuroseguential Mode|

Each person has a unique pathway
to the present and deserves
individualized care.

“One-size fits all” approaches rarely meet the
needs of the individual — more often they
meet a need of the provider (or system).

All rights reservea @ 2007-2018 Bruce D. Perry
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The Neuroseguential Model

Neurobiology Neurosociology Developmental Developmental Anthropology

\\ Neuroscience Psychology

Neuroseq uentlal
Model

Clinical Practlces/Settlng

Neurosequentlal Model of

Therapeutics (NMT)

Caregiving Practices Educational Practices
& Settings & Settlngs

|

Neurosequential Neuroseq uential
Model in Model in

Caregiving (NMC) Education (NME)




Neurosequential Model of Therapeutics




NMT Clinical Practice Tools (NMT Metrics)

nalysis, action
r stand-alone
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Semi-structured, quantitative assessment process: NMT
Metrics

Community



NMT Clinical Metrics

Functional

Current CNS Domains

functionality

Developmental
history and risk e Use functional

item key

e Client’s CNS
functionality

e Sensory
Integration
(brainstem)

e Self
regulation

/ e Graph
comparing
developmental
relational health
and adverse
experiences

: . : e Graph re
Onllnfo'glet“cs ) developmental
risks
2 \

\/ Functional Brain Map Report

based on
presentation
e Compared to

typical child
of same age

(Diencephal
on)

» Relational
(Limbic)

e Cognitive
(Cortex)




6 year old- NMT metric (Part A & B)

Developmental History

Perinatal Early Childhood
Intrautarine nfanc Childhood

== Relational Health === Adverse Experiences




12.5 year old - NMT metric (part A & B)

Developmental History

Early Childhood
Childhood

== Relational Health =l Adverse Experiences




13.4 year old - NMT metric (part
A & B)

Developmental History

Ferinatal Eary Childhood
Intrauterine Imfancy Childhood

== Reolational Health == Adverse Experiences




6 year old— NMT metric — (Part A & B)

Developmental Risk

e [ High Risk
[ ] Moderate Risk
[ Low Risk

N
L

I

Perinatal Early Childhoad
Intrautering Infancy Childhood




13.4 year old — NwmT Metiic (Part A & B)

Developmental Risk

[ High Risk
1 Moderate Risk
[ Low Risk

Perinatal Early Childhood
Intrauterine Infancy Childhood




SEQUENTIAL DEVELOPMENT chidirauma og
Sequential Vulnerability

Neocortex

Limbic

(| Diencephalon

| Brainstem

ol T

All rights reserved @ 2007-2018 Bruce D. Perry
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1.010: SEQUENTIAL ORGANIZATION

Efferent Distribution of Primary Regulatory Networks

Abstract & Reflective Cognition
Concrete Cognition
Affiliation
Attachment/Reward
Sexual Behavior
Emotional Reactivity
Motor Regulation

Arousal
Appetite/Satiety
Sleep
Blood Pressure
Heart Rate

Body Temperaire Noradrenergic systems in the human brain

' ANS - body

Cingulate
5

Nucleus
Accumben
J
)

Mesolimbic Cortical

Substantio
Nigra

Arcuate
Nucleus

* Locus
Coeruleus

Labels I Paﬂms I Labels

Stress-response systems in the human brain




1.000: BASIC BRAIN ORGANIZATION

The Brain Matters IRl

The human brain is the organ responsible for
everything we do. It allows us to love, laugh,
walk, talk, create or hate.

The brain - one hundred billion nerve cells in
a complex net of confinuous activity - allows
Us our humanity.

For each of us, our brain's functioning is a
reflection of our experiences.

Al rights reserved ® 2008-2017 Bruce D. Permry

NMT

CORTICAL MODU LATION childtrauma.org

Allrights reserved ® 2008-2017 Bruce D. Perry

NMT

childtrauma.org
Limbic —

Complexity - Plasticity
Diencephalon

“Top-down”  “Bottom-up”

Allrights reserved® 2006-2017 Bruce D. Parry

o

childtrauma.org

Multi-level
Processing

y—O
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Functional Brain Map Key (part C)

Speech/
Articulation

Share/
Relational

Language/Commu
nication

Attunement

Neuroendocrine/

Hypothalamic

Fine Motor Skills

Somato/
Motorsensory
Integration

Reward

Dissociative
Continuum

Feeding/
Appetite

Suck/Swallow/
Gag

Temperature
regulation/
Metabolism

Cardiovascular

Sense Time/Delay
Gratification

Affect
Regulation/
Mood

Arousal
Continuum

Sleep

Attention/
Tracking

Extraocular Eye
Movements

Autonomic
Regulation

Self Awareness/
Self Image

Psycho-sexual

Primary Sensory
Integration

Coordination/
Large Motor
Functioning

Concrete
Cognition

Short-term
memory/
Learning




DEVELOPMENTAL

Functional

Client (6 years, 0 months) CEVELOPED Age Typic

TYPICAL RANGE

EPISODIC/EMERGING

MILD Compromise

PRECURSOR CAPACITY
MODERATE Dysfunction

UNDEVELOPED

- SEVERE Dysfunction
]

i



DEVELOPMENTAL

Functional
DEVELOPED
TYPICAL RANGE

Client (12 years, 8 months)

EPISODIC/EMERGING

MILD Compromise

PRECURSOR CAPACITY
MODERATE Dysfunction

UNDEVELOPED

|| SEVERE Dysfunction




Functional Brain Maps and Key (NMT Metrics - Part C)

DEVELOPMENTAL

Functional
DEVELOPED
TYPICAL RANGE

EPISODIC/EMERGING Age Typical - 11 to 13

MILD Compromise

Client (13 years, 4months)

PRECURSOR CAPACITY

MODERATE Dysfunction

UNDEVELOPED

SEVERE Dysfunction




13.4 year old — NMT metric (Part D)

Current Relational Health

[ Ennched
[ ] Adequate
[ Impoverished

Current: 40

All rights reserved © 2006-2011 Bruce D. Perry
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6 year old — Functional Domains

Functional Domains

B Client
B Age Typical
B Mature

Salf Regulation Cognitive
Sensory Integration Relational




12.5 year old — Functional Domains

Functional Domains

B Client
I Age Typical
I Mature

Sealf Regulation Cognitive
Sensory Integration Relational




13.4 year old - Functional Domains

B A.qe Typical

T Client
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Outcomes can be tracked:

Client (18 years, 8 months) Report Date: 2/7/2011 Client (19 years, 5 months) Report Date: 10/29/2011

Time 1: Client X Time 2: Client X



Outcomes: Multiple times

Christopher 14 yo M Sandhill Child Development Center

11to 13

14to 16

Developmental

Functional
DEVELOPED
NORMAL RANGE

EPISODIC/EMERGING

MILD Comprimise

PRECURSOR CAPACITY

MODERATE Dysfunction

10/09

Client: Christopher

All rights reserved © 2010 Bruce D. Perry

10

14to 16

10

Age Typical

UNDEVELOPED

SEVERE Dysfunction
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Neurosequential Model of Therapeutics (NMT) —
Recommendations

= activities crucial to child’s future growth in
artlcular area. (Score below 65% of typical age score).
nless unctlonmig in_essential area is increased child will
lack foundations for future growth and development in this
and other areas.

= activities aimed at building in stren th and
tgrowth in partlcular area. (Scores W|th|n 5 to 85%
ical a%e are appropriate for more focused treatment)
ese activities are important for child’s continued growth
and improvement in area.

= activities prowdlnguaosmve valuable
experiences ‘that continue to bui capacit iven area.
Scores are at or above 85% of age typical unc ioning).

ctivities are designed to enhance and reinforce strengths
previously built into area.



C--
(0p)
(p)
(D)
O
o
S
Q.

w2

i -
)

i -
(@)
-
@)
N

O
o

[®)
D
-
-
qv]

m
-
D
D

QO
(p)
©

O
e
qv]

=




NM

childtrauma.org

The Six R’s

Key Elements of Positive Developmental and
Educational Settings

* Relevant (developmentally-matched)

* Rhythmic (resonant with neural patterns)

» Repetitive (patterned)
* Relational (safe)

* Rewarding (pleasurable)
» Respectful (child, family, culture)

All rights reserved & 2007-2018 Bruce D. Perry
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childtrauma.org

Creating the Relational ‘Space’ for Optimal

Development, Learning & Healing
(or How do you like those P’s?)

* Present,
* Parallel,
* Patient &
* Persistent in Providing
» Patterned, Predictable, Positive doses of

* Protected (safe) experience

riggts reserved € 2007-2018 Bruce D. Pe



learned been used

10N

How has the informat

the child and



What was the perceived impact on the QIC-AG
target population?




What are future implications of the use of
NMT

e Educating staff, parents and caregivers on how trauma affects
the brain, the child’s development and behaviors so that they
have a set of tools and are more prepared to identify issues
and use more trauma informed interventions

 Earlier interventions and a more complete assessment with
children who enter the child welfare system using NMT metrics

e Better targeted interventions with children displaying
disruptive behavior and cognitive delays

e Less disruptions In foster homes, adoptions and guardianships





mailto:Emily.Paine-Gibbons@illinois.gov
mailto:tlawrence@thebabyfold.org

Additional Information on the QIC-AG
can be found at:

WWW.(ic-ag.org

QUESTIONS?

QE

Children's
Bureau

Funded through the Department of Health and Human Services, Administration for
Children and Families, Children's Bureau, Grant #90C0O1122-01-00. The contents of this
presentation do not necessarily reflect the views or policies of the funders, nor does
mention of trade names, commercial products or organizations imply endorsement by the
U.S. Department of Health and Human Services. This information is in the public
domain. Readers are encouraged to copy and share it, but please credit Spaulding for
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