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Family Futures is a Voluntary Adoption Agency and a
multi -disciplinary assessment and treatment service for 

developmentally traumatised children and their foster or adoptive families

Family Futures



Family Futures has been recognised as a centre of 
excellence by C4EO for its innovative and pioneering 

work with looked after children who are fostered or adopted and 
ǏĬǣŘő ʨ¼ǫǣǗǣĬƞőŽƞűʩ ŉȉ ¼ŰǗǣŘőʋ 



Family Futures

In the past 20 years over 500
children have been assessed
and treated at Family Futures



Context: Who Family Futures see

ÁAdopted and looked after children and YP of all ages
ÁHigh level of complexity
ÁIn utero and early experience of trauma ʛdrug and alcohol 

exposure, domestic violence, parental mental health difficulties, 
neglect, sensory deprivation, emotional, physical and sexual 
abuse, (Developmental Trauma)
ÁChildren exhibit high levels of physiological dysregulation (hyper 

and hypo arousal), sensory modulation, sensory motor, 
attachment, emotional, social, behavioural and cognitive 
difficulties.
ÁHigh level of risk
ÁOften exhibit symptoms of many disorders (DSM V) but yet do 

not meet a single specific diagnosis ʛtherefore not often seen at 
CAMHS



Context: Who Family Futures see

ÁStandard treatments for specific diagnosis within CAMHS 
services largely ineffective e.g CBT/Family Therapy due to poor 
self regulation skills and lack of reflective capacity
ÁParents often vicariously traumatised ʛŽƞ ʨ<ƓƩŊƐŘő =ĬǏŘʩʋ 
ʨ<ƓƩŊƐŘő ÷ǏǫǗǣʩ
ÁPlacements at risk of breakdown
ÁThreat of school exclusion



Family Futures Treatment Model
Neuro-Physiological 

Psychotherapy (NPP)



The NPP model drawns on research, 
theory and clinical practice 
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Developmental Trauma Disorder
Chronic trauma interferes with neurological development and the capacity to 
integrate sensory, emotional and cognitive information into a cohesive whole. 
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Neuro-Physiological 
Psychotherapy (NPP) is neuro 

sequential and based on 
understanding of the 

interconnected  and cross 
connected brain which becomes 
ʨȃŽǏŘőʩ ĬǏƩǫƞő Ĭƞő ŰƩǏ ǗǣǏŘǗǗ



The Neurosequential (triune) 
Brain

Primitive, reptilian (brain stem, cerebellum and hypothalamus) 

Mid brain (limbic system, amygdala and hippocampus) 

Neo Cortex (executive brain)



Primitive Brain

Primitive, reptilian (brain stem, cerebellum and hypothalamus). Function: 
Responsible for basic survival and autonomic functioning: manages 
sensory input, physiological regulation and co-ordinates functioning of 
heart and lungs, endocrine and immune system.

Complex Developmental Trauma impacts somato sensory functioning, 
autonomic nervous system and vagal functioning as each trauma causes 
bottom up response (survival mode) and the Sympathetic Nervous System 
becomes highly activated, Parasympathetic response is deactivated)

Intervention: Focus on brain stem responses. Establishment of Sense of 
Safety, Sensory Integration, Rhythm, Repetition, Social Engagement, 
Attuned Interactions, Play  (Sensory Integration Strategies, Somatic 
Experience Stategies, TheraplayDŘȂŘƓƩǌƜŘƞǣĬƓ âŘǌĬǏŘƞǣŽƞűʇʋʙ <ƩǣǣƩƜ ǫǌʋ 
All in the context of PACE



Mid-Brain

Mid Brain: (Limbic system, amygdala and hippocampus) Function: 
Seat of emotions, monitor dangers, responsible for affect regulation. 
÷ŸŽǗ ʨŘƜƩǣŽƩƞĬƓʩ ŉǏĬŽƞ ĬǗǗŘǗǗŘǗ ŽƞŰƩǏƜĬǣŽƩƞ Žƞ Ĭ űƓƩŉĬƓʆ ǏĬǌŽő ȃĬȉ Ĭƞő 
triggers the fight/flight response of the sympathetic nervous system

Complex Developmental Trauma leads to overstimulated amygdala 
and a heightened perception of danger, poor emotional regulation and 
leads deficits in the ventromedial prefrontal cortex (connection 
between emotional and rational brain). 

Intervention: Focus on limbic responses: Attuned Interaction, Co-
Regulation, making connections between limbic and executive brain 
(SI, SE, DDP, Dramatherapy) Bottom up and top down.



Neo-Cortex

Neo Cortex (Executive Brain):  Function: Metacognition: responsible for  
reflective capacity/reasoning,  goal orientated learning and behaviour. 
Optimum functioning involves balanced ANS to allow Top down response

Complex Developmental Trauma impacts on the executive control and 
inhibition of emotional responses, cuts out executive system and looks like 
hyper or hypo arousal, impacts cognitive functioning, access to memories, 
learning, decision making

Intervention: When co -regulation and self regulation is possible then in the 
window of tolerance we can integrate more narrative and cognitive 
strategies, strengthening reflection, integration and self -regulation through 
behavioural and  emotional control. Within a DDP framework. Top down



Window of Tolerance



Wraparound Service: 
Parent Support

Á Psychoeducation, Training (NPP, Great Behaviour Breakdown)

Á Exploration of experience of parenting scripts, attachment 
strategies, triggers and responses. 

Á Provide parents with awareness of own sensory system and 
sensory integration workshops

Á Family and Friends Network Meetings to encourage Support and 
Response



Wraparound Service: 
School and network support

Á School training and support

Á EHCP application support

Á Liaison with professional system



Research so far

Á Scant evidence for the effectiveness of therapeutic 
interventions for this population of adopted children who have 
experienced high levels of abuse and exhibit emotional and 
behavioural difficulties at clinical levels.

Á Many studies involve infants and children in foster care. Few 
studies of older placed  or adopted children.



Literature Review
Social Learning Theory programmes: Evidence points to effectiveness for 
birth parents but not for children in alternate care with history of neglect 
and abuse (Hill-Tout et al, 2003; Minnis & Devine, 2001; Pallet et al, 2002; 
Rushton et al, 2010)

Multidimensional Treatment Foster Care programme : Focus on anti-social 
behaviour. Reduction in challenging behaviours. No change in emotional or 
mental health difficulties. (Chamberlain, Leve & DeGarmo,2007; 
Chamberlain & Moore, 1998; Chamberlain & Reid, 1991; Eddy 
&Chamberlain, 2000; Eddy, Whaley, & Chamberlain, 2004; Leve & 
Chamberlain, 2005, 2007; Leve, Chamberlain, & Reid, 2005).

Dialectic Behaviour Therapy (DBT): Significant improvement in level of 
depression, sense of hopelessness, self -harm and global functioning for 
adolescents in looked after care system (James et al, 2011). However no 
changes in attachment style, negative automatic thought or quality of life 
scores. 

Trauma focussed CBT (TF-CBT): Single incident trauma research only 
(e.g. Cohen & McMillen, 2012). Recognition of the needs to adapt TF-CB 
for children who are in alternative care provision and who have 
experienced complex trauma (e.g. Cohen et al., 2012)



Literature Review
Dyadic Developmental Psychotherapy: Follow up one year post treatment, significant 
improvements in behavioural and emotional functioning for those who received DDP in 
comparison with those in control group. Findings maintained over four years (Becker -
Weiderman , 2006a, 2006b)

Attachment based parent programmes: Increased carer satisfaction in parenting their 
children and understanding their needs (e..g Golding and Picken (2004).  Mixed results 
ǏŘ ŊŸĬƞűŘǗ Žƞ ŊŸŽƓőǏŘƞʩǗ ŉŘŸĬȂŽƩǫǏǗ Ĭƞő ŘƜƩǣŽƩƞĬƓ ŰǫƞŊǣŽƩƞŽƞűʋ êƩƜŘ ŽƞőŽŊĬǣŘ 
improvement (e.g. Gurney-Smith et al.,2010). Others indicate no change (e.g. 
Laybourne et al, 2008) 

Attachment Regulation Competencies (ARC): Model (Kinniburgh, Blaustein, 
Spinnazzola˦ ȂĬƞ őŘǏ £ƩƓƐʆ ɁȿȿɄʙ êŽűƞŽŰŽŊĬƞǣƓȉ ŽƜǌǏƩȂŘǗ ŊŸŽƓőǏŘƞʩǗ ŉŘŸĬȂŽƩǫǏ Ĭƞő 
emotional functioning. 

Attachment & Biobehavioural Catch up for Toddlers (ABC) (Bernard, Dozier, Bick & 
Gordon, 2015) and Attachment & Biobehavioural Catch up for Infants (ABC -T) (Lind, 
Raby, Caron, Roben & Dozier, 2017)  showed significant positive outcomes for infants 
and toddlers in foster care in terms of biological regulation, increased attention and 
cognitive flexibility but no studies for older children. 



NPP Evaluation
Treatment only group evaluation outcomes
ÁSignificant improvements in Executive Functioning as reported by 

parents and teachers ʛEmotional Control, Inhibit, Shift and Behavioural 
Regulation
ÁSignificant decrease in Externalising Difficulties and Total Problems 

reported by parents.
ÁSignificant decrease in Externalising Difficulties, Social Problems, 

Aggressive Behaviour and Total Problems reported by Teachers
ÁImprovements in Self Esteem
ÁSignificantly positive changes in relationship quality reported
ÁChildren and Young People had positive outcomes with regard to 

remaining in education, no further mental health diagnosis and criminal 
behaviour. 



NPP Control Group Comparison



Psychological 
Questionnaires 

and 
Attachment 
measures 

Completed

Assessment

ʄTreatment 
group 
received full 
NPP model
ʄControl group 
őŽőƞʩǣ ǏŘŊŘŽȂŘ 
NPP model

Intervention

Families 
completed the 
psychological 
questionnaires 
and attachment 
measures again 

Re-Test

NPP Evaluation Process



Method



Archive Treatment:
321

Agreed to take part:
24

Did not wish to take 
part:

7
Did not respond:

9

Later 
withdrew/removed 
due to new 
information 
regarding exclusion 
criteria: 5

Final Sample:
19

Met Criteria for research           
(Received full model and 

recommendations  completed 
pre measures, no significant 

learning disability):
41

First Route

Current Treatment:
60

Met Criteria for research (Maintenance 
phase, received full model,and

recommendations, completed pre 
measures, no significant learning 

disability):
21

Second Route

Agreed to take part:
15

Did not wish to 
take part:

1
Did not 

respond:

5

Later 
withdrew/removed 
due to new 
information regarding 
exclusion criteria: 3

Final Sample:
12

Total final sample number = 
31 children 
(21 families)

Total on database = 381 
(excluding birth children)

Recruitment of  Treatment Group


