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I was trained in EMDR in 1995, shortly after beginning my LPC internship. While I was figuring out how 

to be a therapist, I was also learning to apply EMDR. I’d been taught that all adverse events could be 

considered trauma, and EMDR was the best trauma treatment. Most of my clients were adult survivors 

of childhood adversity, so I was using EMDR with just about everyone. I was delighted to discover it 

was really good at helping my clients heal from the psychological effects of physical traumas or threats 

from accidents, injuries, and natural disasters. Unfortunately, I found it less helpful with attachment 

wounds from parental rejection, enmeshment, abandonment, indifference, and emotional neglect. 

Since most of my clients had attachment wounds, I was determined to figure out why. I studied up on 

resourcing and ego state therapy and began integrating them into my EMDR work. But the attachment 

wounds were still hard to treat. 

In 2000, I had an interesting conversation with my colleague, Merle Yost. He told me about a challenging 

client of his who had lots of early childhood wounds. Jim was an unemployed diabetic who hoarded. 

His apartment was filled with junk, which he would not clean or organize. He was not eating properly, 

which made him too sick to look for work. Merle tried out a needs-meeting intervention. He invited 

Jim to imagine a loving, nurturing nanny meeting the emotional needs of a young ego state called Baby 

Jim. It seemed to help, so they went to the next developmental stage, found a wounded part, and did 

more needs meeting. They proceeded, developmental stage by stage, meeting needs. By the time they 

were meeting needs at age three, Jim was cleaning his apartment, eating properly, and looking for work.  

His story shifted my thinking about childhood wounding. I wondered—are clients stuck in adverse 

childhood experiences because of trauma or because of unmet developmental needs? If it’s because of 

unmet needs, can meeting those needs now, in therapy, make a difference? I started trying out different 

needs-meeting interventions. I helped clients access various resources and then guided those resources 

to meet the emotional needs of wounded child ego states. Some interventions worked better than 

others, but I was delighted to see childhood attachment wounds from parental rejection, enmeshment, 

abandonment, indifference, and emotional neglect were finally beginning to heal. 

This was the birth of my Developmental Needs Meeting Strategy (DNMS) model. The DNMS has been 

continuously evolving since its inception in 2000. It’s now a multidimensional, comprehensive, strengths-

based, client-centered, ego state therapy. The most current iteration of the DNMS has three stages.  

 Stage 1 stabilizes wounded parts who are triggered. It pulls them out of trance, bringing them into 

the present moment where they feel safe and comforted by loving, attuned Resources. Once 

stabilized, parts are no longer triggered but could be triggered again.  

 Stage 2 turns off the recordings of hurtful messages (like “You’re worthless”) that play back and 

trigger wounded parts. As long as the hurtful messages stay off, the associated parts will not get 

triggered. The messages may stay off for a long time, or they may come back on.  

 Stage 3 provides comprehensive needs meeting. It helps wounded parts get completely unstuck so 

they cannot be triggered again. In the process, the recordings of hurtful messages get archived and 

will never play back again.  

This book covers DNMS Stage 1 interventions, because stabilizing wounded child parts stuck in childhood 

attachment wounds is excellent preparation for EMDR trauma processing. 

 


