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Overview: This paper describes some of the interactions and linkages between levels of psychological functioning with persons impacted by psychological trauma.  The levels of psychological functioning include behavior, contact boundary phenomena, cognition, ego defense, affect, self-dynamics and soul.  In this sense, the model is a multi-layered representation of human psychological functioning.  The conceptualization also attempts to describe the “fit” of various psychotherapies in relation to the model and offers a “master plan” for treating the variety of trauma reactions.

Psychological trauma, in its most basic definition, is a wound to one’s sense of self, one’s personhood.   People will describe their trauma experience as “A piece of me was lost”, “I was irreparably damaged”, or “I am no longer the person I used to be”.  But, because trauma is a wound to self, it necessarily impacts how people relate to their environment, how they make contact with their world, the way they think about their self and interpret their environment, their patterns of ego defense, how they experience and express emotion, their self perception and self organization, even their sense of soul (the experience of something greater than or beyond self).  In other words, trauma affects all levels of functioning and all levels of functioning need to be addressed in treatment.

Trauma, as it is understood today, is likely to be described by the set of apparent symptoms.  In this light, trauma is diagnosed by the more “surface features” of psychological functioning:  Behavior and reactions to the environment, contact functions, ego defenses and sometimes, affect.  Three symptom sets of trauma: intrusion, withdrawal and hypervigilance,  are described in Appendix 1 of this paper.  The dilemma in trying to understand trauma by its symptoms is that symptoms are transient (sometimes apparent, sometimes not), and can vary in the same person in intensity from mild to disabling. Early treatment might actually intensify the symptoms (by inviting the person to focus on them).  They are idiosyncratic and as with physical pain, the memory of the emotional pain becomes distorted, sometimes remembered as worse than it was, often remembered as not as bad as it actually was.  Particular symptoms may be a response to a specific environmental or intrapsychic stressor.  When the stressor diminishes the symptom(s) goes away.  In effect, intrusion, withdrawal and hypervigilance are outward manifestations of the inner wound.  And while treatment starts by addressing symptoms,  sedating the symptoms (with support, education, safety and perhaps medication) does not heal the wound.  Occasionally, people will present with “full-blown” trauma symptoms, only to drop out of treatment when the symptoms diminish, thinking they are “cured” and then feel betrayed, more hopeless and more resistant to treatment when the symptoms return a few months later.

If all arenas of functioning are impacted by trauma, then it follows that all have to be addressed in the psychotherapy process.  As a result, therapy necessarily becomes eclectic, using a variety of therapeutic tools and methods, meeting the needs of the client where they are, and at the same time, recognizing the larger context of the meaning of the trauma experience at each level of functioning.  Therapy begins (and unfortunately, too often ends) with helping people gain safety from their trauma symptoms and by making a commitment to recovery.  Subsequent steps involve experiencing and regulating disavowed affects, mourning the impact of the trauma and accepting the losses that occurred, building new coping skills, healing the wounds to self and integrating a new perception of self and soul.  

Essential to trauma treatment is recognizing the power of the therapeutic relationship.  The client must feel his meaning is heard, believed and  and accepted “as is”.  Being believed does not mean the patient’s story has to be taken literally, but the pain and the impact of the trauma on his life is recognized.  The key to trauma-work is the therapists cognizance of the impact of the therapeutic relationship and the power implicitly vested in the therapist.  Particularly with relational trauma, forgetting the name of the client’s spouse, being late for an appointment, seeming detached or preoccupied, or neglecting to return a phone call can take on additional and hidden meanings of disregard or abandonment.  Such seemingly innocuous behaviors may replicate and amplify the disregard or lack of respect experienced in the relational trauma itself and these necessarily have to be identified and resolved in the therapeutic process.  The paramount “universal” in the model is the hope, indeed expectation, that change can occur and that the wounded individual can heal … that is, have the ability to live with the scars and residue of trauma, and not be dominated by them.

Discussion of trauma today is dominated by symptom presentation (for instance how to recognize trauma symptoms of Iraqi War vets) and treatment of Post Traumatic Stress Disorder (PTSD).  In the 1980’s the “talk” was about cumulative childhood trauma (the ACOA syndrome) and in the 90’s, the impact of childhood sexual abuse.  In the late 1990’s and early 2000s, the impact of domestic violence on development of trauma syndromes was widely noted.  But the range of trauma syndromes is much greater than any current trend, and includes:

      Subclinical trauma syndromes

      Cumulative childhood trauma

      Acute Stress Disorder

      Combat Stress Reaction

      Grief Reactions

      PTSD

      Complex PTSD and severe Dissociative Disorders (including Dissociative Identity 

           Disorder).

A discussion of trauma diagnoses is included in Appendix 3.

Since the study of psychological trauma is relatively new, psychiatric nosology has yet to catch up with our evolving understanding of the breadth of the disorder.  As a result, many trauma syndromes have not “made it” to DSM.  Diagnoses of PTSD and ASD do not cover the entire range of trauma syndromes.  But just because it isn’t in DSM, doesn’t mean it isn’t real!  Remember that PTSD and ASD have only been in DSM for 25 years.  That doesn’t mean they didn’t exist before then.  In DSM, PTSD and ASD are categorized as anxiety disorders.  The hope for the future understanding of  trauma is that it can be recognized as a cluster of disorders unique to themselves.

Beginning Trauma Treatment: Psychotherapy to stabilize symptoms and environment 
People usually present for psychotherapy due to some discordance between the environment and the “internal self”.  It may be that a marriage isn’t working, or there are significant difficulties in relationships with others, or a person is having  trauma symptoms that are uncomfortable, is depressed and can’t accomplish needed everyday tasks, or, for instance, heavy drinking is creating problems in their life or in the lives of others.  Some trauma survivors can connect these environmental dilemmas with a specific past trauma.  But more often, the connection isn’t made, at least in the presenting phases of treatment.  When people do make the trauma connection, they still often tell the story of a trauma event.  The story is not the event, and the event is not the trauma!  In the words of John Grinder, one of the developers of Neuro-Linguistic Programming (NLP), “The map is not the territory”.  The event metaphorically describes the wound, and very often is the symbol for a succession of traumas, many of which may be repressed or minimized.  Hear the story, but listen to the theme(s) of woundedness embodied in the story.  That’s the trauma.

A typical scenario for a traumatized person entering psychotherapy presentation of a crisis, often interpersonal in nature, which activates underlying, unresolved (and occasionally unconscious) trauma.  People may report feeling “crazy” or “out of control”.  The current crisis may appear out of proportion to the stimulus, the individual’s response to the crisis may be circular and self-defeating and the attached emotions may seem exaggerated or inappropriate.  People may directly or indirectly report trauma symptoms of withdrawal, hypervigilance or intrusion. The symptom presentation may mimic the symptoms of other disorders, for instance, mood and anxiety disorders.  But the presenting problem IS the primary problem in the eyes of the patient.  And therefore the presenting problem is what deserves attention.  

Sometimes people present with an Acute Stress Reaction (ASR), a response to a traumatic episode, most often precipitated by an event over which the individual has little or no control.  The ASR is typically a “blindsiding” event for which the person is unprepared and the symptoms include: feeling overwhelmed, hypersensitive to certain stimuli, sometimes disoriented by the sudden, unexpected crisis, numb and confused.  People experiencing an ASR often find themselves repetitively replaying the crisis, wondering how it happened, how it could have been prevented, and how it is going to affect them.  It is a trauma reaction, but a trauma reaction to a present event, and most often, it is a reaction to a personal crisis.  Often, an ASR is exaggerated by activation of a past trauma that may or may not be available to awareness.  In this context, the response may seem “out of proportion to the stressor” and the individual may be told they are “over-reacting”. A common statement by the patient is: “This always happens to me”.  

It is important to recognize that the individual may not be aware of any connection between the current event and past trauma.  They are aware of their distress and, from their point of view at the moment, the distress seems perfectly legitimate. It is important to respond to their emotional crisis even when we don’t understand or necessarily accept their behavior.  Some examples of precipitating events for an ASR include automobile accidents, sudden death of a loved one, being diagnosed with a potentially lethal or debilitating health condition, a house fire or environmental tragedies such as a tornado or flood in which a family “loses everything”.  A variation of an ASD is Combat Stress Reaction (CSR).  Combat stress reactions may be the result of one major debilitating event, but as often are the result of a series of acutely stressful episodes in which an individual faces the potential of death or major disability. The US military has developed a number of effective strategies for addressing CSR.  To learn more see the upcoming TIP from the Center for Substance Abuse Treatment (CSAT) entitled “Trauma and Substance Abuse”.

Treatment for ASR includes creating safety, normalizing the reaction, psychoeducation, and building support to transcend the tragedy.  Some of the steps in creating safety include slowing the physiological trauma response, helping the individual build boundaries that provide some safety (for instance, having some “time away” from focusing on the trauma) and creating a safe way to be with powerful emotions.  Normalizing the reaction is often explained as “You are having a normal reaction to an abnormal situation, not the other way around”.  People having an ASR need to have some information about the process of a stress reaction, how it impacts them physically as well as emotionally and cognitively, and some general guidelines to recovery.  Finally, people experiencing an ASR need the loving and consistent support of others.  It is important for significant others to understand what is happening to their loved one, to know how they can be supportive and, equally important, learn the things NOT to say that might provoke shame, guilt or defensiveness.
The psychotherapies most frequently advocated today to address today  time-limited, problem/solution focused, building on internal strengths and mobilizing environmental supports.  These are the therapies in vogue in managed care environments today, though their predecessors, such as problem solving social work of the 1960’s, early Reality Therapy processes of the 70’s and cognitive-behavioral therapies of the 80’s laid the groundwork for today’s approaches. Problem-solving psychotherapies of today tend to work well with clients who have good internal strengths, a clearly-defined presenting problem and few secondary gains in holding on to the problem.  There may be the recognition of “underlying dynamics” that connects environmental problems to ego defense, affect or self-wounds, but the goal is to manage these dynamics in a way that allows people to optimally function in their psychosocial environment with minimal psychotherapeutic care.

But therein lies the dilemma of the trauma survivor trying to manage life by changing the environment.  Often their presenting problems lie not in the realm of the individual’s strengths, but rather, in the realm of their trauma and limited arenas for coping options.  Secondly, the perceived problem for the trauma survivor may not be the “real” problem, but rather, is a symptom of the trauma.  Finally, there may be significant secondary gains to holding on to the problem.  And as a result, while traditional problem-solving approaches have utility in meeting most clients “where they are”, they often have significant limits in helping the person recognize and work through the underlying trauma.  An example might be an individual presenting with regularly occurring nightmares, unprovoked angry outbursts and withdrawal from loved ones.  Problem solving these issues without consideration for the underlying trauma dynamic is likely to be ineffective.

When one suspects a trauma reaction underlying the presenting problem, it is useful to look at the presenting problem as a metaphor, a story that is an attempt to convey the meaning and impact of the original, underlying wound.  Sometimes understanding the presenting problem as a metaphor provides clues to why a seemingly mundane issue seems so irresolvable to the client, or why the client continues to do what they do in spite of getting the same negative result over and over.  Milton Erickson developed wonderful strategies, using hypnotic technique, to help individuals find solutions to seemingly intractable problems by understanding the presenting problem as a metaphor then devising an intervention that addressed both the presenting problem and the underlying dilemma.

How do you recognize an “underlying” trauma dynamic?  The most obvious way is to look for trauma symptoms.   But other clues include repetitive behavior patterns that consistently produce a negative outcome (sometimes called a repetition compulsion), emotions that appear incongruent or out of proportion (over or under emotionality) to the stimulus, significant resistance to exploring internal experience, memory blocks and very generalized and “rosy” descriptions of past experience such as (from a New Orleans resident) “Hurricane Katrina didn’t affect me at all”, or “I had a wonderful childhood, perfect parents and nothing happened”.
Some adjuncts to early trauma treatment include stress management, mindfulness, psycho-educational efforts, environmental manipulation, psychotropic drugs, crisis intervention strategies and conflict resolution/mediation.  These adjuncts lack the comprehensive theoretical grounding and methodological process to be therapies in and of themselves, but are important supports as people confront “living problems”.  
Twelve-Step programs provide psycho-environmental supports to people by providing an environment that supports change, provides a haven from destructive chemicals and behaviors, offers a process for change, models corrective behaviors, and educates.  All of these adjuncts can be supportive of early therapy work with trauma survivors.  They build safety with self and the environment, calm environmental stressors, help clients learn more about their trauma syndrome and pathways to recovery and serve to support the development of a working therapeutic relationship between client and therapist.

The basic element of beginning therapy with trauma survivors is safety.  Trauma, by its very nature, creates an environment of “unsafety” in which people feel like the environment and other people are dangerous and they cannot trust themselves to know what is safe and what is dangerous.  Even more important than feeling unsafe in the environment, people with trauma disorders feel unsafe with themselves and experience, particularly in terms of hyperarousal, withdrawal and intrusion symptoms.  These symptoms often appear in blindsiding fashion, are overwhelming and often (such as with nightmares of a trauma event) leave the individual vulnerable to retrumatization.  Early therapy efforts need to be directed toward mitigating the symptoms that make life so difficult.  The techniques noted above (mindfulness training, stress management, psychoeducation, psychopharmacological treatment and crisis intervention strategies) all serve to reduce symptoms.  A number of trauma therapies, including approaches based in Cognitive Behavioral Therapy (CBT) [such as Cognitive Processing Therapy, Cognitive Restructuring, Prolonged Exposure Therapy and Stress Innoculation Training], EMDR (Eye Movement Desensitization and Reprocessing Therapy), and psychodynamically-based trauma therapy begin by helping the client gain some control over their trauma symptoms.  This builds the baseline of functioning that allows the client to stay in treatment and move beyond their debilitating symptoms.   The more control over symptoms an individual can have, the safer she can be with herself.

A relatively recent innovation utilizes “manualized” trauma therapies.  Perhaps the most widely used today is “Seeking Safety” (Najavits, 2002). Seeking Safety offers up to 25 topics that address cognitive, behavioral, interpersonal, and case management domains. Each topic represents a coping skill relevant to both PTSD and substance abuse (e.g., Compassion, Taking Good Care of Yourself, Healing from Anger, Coping with Triggers, Asking for Help) and can be utilized in group or individual settings in inpatient and outpatient settings.  Clients and their counselors together can choose the topics most relevant to the clients individual needs.  The process includes elements of psychoeducation, CBT strategies and affect regulation.
People come to therapy to feel safer with their self.  But paradoxically, good therapy inevitably creates an environment where people are invited to experience the overwhelming and painful parts of the self.   Thus, efforts toward symptom reduction may exacerbate symptom presentation by giving more attention to the symptoms.  Early therapeutic efforts need to help the client feel connection to himself and therefore, have enough internal safety to explore experience which, heretofore, has been too provocative, too overwhelming, and too painful to touch.  That safety needs to come from within the individual, although the therapist actions, of being consistent, bounded, grounded and empathic, greatly encourage the development of internalized safety. The basic process of therapy with trauma survivors in supporting safety is to take a step forward, experience what needs to be experienced, take a half-step back to safety, then take another step forward.  Lack of safety emerges as anxiety.  Part of managing safety is managing the anxiety.  But anxiety also provides the motivation to change.  It is important to support change while recognizing that anxiety generated by that change can become an obstacle to growth.
There is an  inherent “tug of war” early in therapy between the client and therapist with the client seeking safety while the therapist provokes the anxiety by pushing the limits of the “safe place”. The therapist can begin to resemble the perpetrator, full of threats and surprises (most trauma survivors don’t like surprises!).  The client then projects attributes of the perpetrator on to the therapist and drops out of treatment.  Later in treatment, the client may be able to “own” the projections, but early on, that sort of interpretation is just viewed by the client as another threat, increasing the anxiety.

The contact boundary:  Contact boundary is a term from Gestalt Therapy that defines the point where an organism meets its environment.  The boundary is formed by sensory experience (perception), memory and intuition / judgment.  The very nature of trauma symptoms (hyperarousal, constriction and intrusion) means contact between self and the environment is exaggerated, diminished or distorted.  So, maintaining manageable contact between self and environment becomes critical to the therapy process.

Contact between self and environment occurs through the five senses of sight, smell, touch, hearing and taste.  Each individual is unique in his or her ability to access and use these senses.  Each sense has internal and external references.  For instance, we can “hear” internal dialog or hear sounds in our environment.  We can “picture” images in our imagination and we can see with our eyes.  Any of these internal or external sensory experiences may be deleted, heightened or underdeveloped and this attribute is particularly important in trauma work.  For instance, trauma survivors may not “hear” feedback from others or they may negate internal feelings. They may have highly developed or underdeveloped abilities to listen to an inner voice or to picture a desired outcome.  A particular smell or touch may produce waves of negative emotion.  Often the trauma experience will be located in a particular sensory experience. Certain sounds, a particular touch or an internal image may reactivate the trauma experience.  People will say “I can’t close my eyes without seeing that scene” or “when I hear that particular sound, I …”.  These distortions of sensory experience will interrupt the ability to connect internal experience with the environment and need to be observed and monitored by the therapist.  It is important to respect the client’s pain, strengths and deficits attached to specific contact experiences and adapt the therapy accordingly. If people don’t listen to themselves or trust what others say, talk therapy probably isn’t the initial treatment of choice.  If people are “shut down” emotionally, it will be wise to initially approach therapy from a more cognitive stance, gradually beginning to explore the disavowed feeling(s), rather than initially pointing out that the client is out of contact with their feelings and pushing the client to “feel”.
Contact is requisite for communication between  “inner self” and the external environment.  So when we don’t maintain contact, we are stuck either in internal experience (such as obsessing, confusion, being overwhelmed, living in fantasy) or in external experience (reacting to the environment, being hypervigilant, misinterpreting the environment).  Good therapy begins with helping establish contact between the client’s inner and external life.  When people are stuck “inside”, the contact work begins with establishing and building safe contact with the environment.  The therapist might suggest that the client take a moment to scan what is happening in their environment and see if there are threats that feel uncomfortable.  When people are stuck outside, the work begins with establishing and building safe contact with the insides (generating internal awareness).  For instance, the therapist might suggest the client take a moment to “go inside” and see what they are aware of.  The tendency among therapists is to invite the client to work where the therapist is most comfortable, for instance, “inside” on feelings or self-awareness, or “outside” on living problems and problem solving. 

Some of the more common contact boundaries are “I’ boundaries (differentiating “me” from “not me”), value boundaries (what is right/not right for me), exposure boundaries (the extent to which I am willing/able to expose myself), expressive boundaries (the variety of ways in which I can express myself), comfort / safety boundaries and physical body boundaries.  Trauma survivors inevitably have boundary distortions.  And while these distortions may or may not become part of the overt early therapy process, it is important for the therapist to recognize when such distortions exist and to respect the difficulties and limitations the client experiences with boundaries in life and, even more particularly, in the therapy environment.  Some shame based people feel very uncomfortable as they begin to talk about themselves.  Other people feel uncomfortable being in the therapist’s office.  Still others withdraw fearing that safety boundaries have not been established in the therapeutic relationship.   

Three general kinds of boundary problems require different approaches to the psychotherapeutic work.  The psychotherapeutic agenda for Overbounded people is to loosen up and allow more flow across the contact boundary.  Underbounded people need to firm up boundaries (such as the ability to be more discerning about their needs vs. others needs, or be more cognizant of time or body boundaries).  A third boundary problem is known as boundary lacunae (holes), in which boundary standards are underdeveloped or ill defined. Here the focus of therapeutic work is in confronting the boundary inconsistencies.  Trauma survivors, like many adolescents and young adults who have not yet developed good self boundaries, often have inconsistent boundaries, particularly in relation to their trauma experience.

An important part of contact boundary work for people who have historically disavowed internal experience is to learn to trust judgment, memory, perceptions and intuition that are activated by the environment.  The environmental material may be incorporated in its entirety, without filters, (issues of introjection defense are described later in this paper) or may be deleted (the deflecting defenses) without opportunity to assess and evaluate.  For people who have historically disavowed contact with the environment (for instance, by withdrawing, limiting emotional contact with others) the contact work needs to focus on feeling safe with the environment and sustaining that contact.  Feeling unsafe with internal experience, for instance, having the inability to trust perceptions or fearing that emotions will overwhelm, creates a different set of therapeutic dilemmas, and is often the dilemma of trauma survivors.  A variation on feeling unsafe with internal experience is feeling unsafe with trauma symptoms.

The concept of mindfulness must be as old as mankind itself, but is a relatively new thrust in psychotherapy.  In its most basic form, mindfulness is simply awareness of the moment.  In this sense, it is the perfect contact experience, contact by giving up focus on both the self and the environment.  Two interesting references are Jon Cabot Zinn’s “Wherever You Go, There You Are: Mindfulness Meditation in Everyday Life” and Marc Epstein’s “Thoughts Without a Thinker: Psychotherapy From a Buddhist Perspective”. Mindfulness can be a wonderful entry point of contact for traumatized people, creating safety with simply being.
There are three distinct contact dilemmas that can impede therapy and interrupt interpersonal relationships.  Some people have difficulty initiating contact with their environment or their insides and as a result, life often passes by without contact.  They will often appear hesitant or anxious when it is their time to speak comes or they are flooded as those feelings emerge, making it difficult to initiate contact.  Some people have trouble maintaining contact.  Contact will be initiated, but will then be interrupted and lost, often as a result of anxiety.  Sometimes people will make a statement and then end it with some negating statement such as “…but then I don’t really know” or, “…but that probably isn’t right.”  And then they sink into themselves.    Finally, some people can initiate and maintain contact, but lack resources to end a contact experience. The latter can be an “in the moment” experience of emotionally holding on to someone (for instance, by continuing to explain something over and over) after the contact experience should have ended (ever had a client who couldn’t end their session with you, even as you escort them out the door?), or it can be an enduring pattern with all interactions (where a person is described by others as “not knowing when to quit talking.”)

Contact alone is insufficient for effective functioning in the world.  Two filters operate to achieve homeostasis and congruence between our environment and our self: cognition and ego defense.

     Cognition: Perceiving, organizing and evaluating data (through symbols we call language) are all part of the process we call thinking.  Cognition, or thinking, allows us to monitor our inner life while, at the same time, evaluate outside stimuli and, most importantly, achieve some congruence between the two.  Cognition, then, is a filter for understanding both our environment and our internal reactions to that environment. The more life experience we have and the more refined our ability to organize and access that experience, the more effective we can be.  But thinking can also distort our ability to utilize experience.  For instance, traumatic events can change how we perceive, organize and evaluate the environment.  We can reach a point of not trusting our thoughts.  Ronnie Janoff-Bulman’s Shattered Assumptions eloquently describes how our perceptions of life, indeed, basic assumptions about life, are distorted by psychological trauma.  

A lot of therapy can be viewed as helping people “think about” what they want and what they are doing, thereby having better integration of their self and their environment.  This is the basis of the problem solving therapies in vogue today. Additionally, humans uniquely have an ability to think about themselves, resulting in sets of judgments, beliefs, and cognitive schemas that become the guideposts of interactions with the world.  But the ability to think about ourselves is, at best, a highly inaccurate science and leads to many dilemmas.   For instance, when trauma survivors evaluate their experience and “conclude” that they are unacceptable to others, that they somehow caused their own traumas or that others can never be trusted, they limit their options for operating in life.  Cognitive based therapy can be viewed as a process for challenging and fine tuning beliefs, assumptions and self-perceptions in a way that offers people more choices and more effective outcomes.  CBT, DBT (Dialectical Behavior Therapy), Transactional Analysis,  Redecision Therapy, Reality Therapy and Rational Emotive Therapy are  therapeutic models that focus on cognition as the axis for change.  Redecision Therapy, developed by Bob and Mary Goulding in the 1960’s is a particularly cogent therapy for adults with childhood developmental trauma that incorporates redecisioning (the cognitive part), while acknowledging disavowed affects of childhood.
A nice metaphor for the role of cognition is that our life experience is a set of road maps for how to maneuver in life.  If our road maps for life are based on good information, are well developed, don’t have big gaps and are regularly updated, then we travel through life fairly easily.  But trauma survivors often have road maps that tell the person where NOT to go (knowing I don’t want to live in Peoria doesn’t tell me where I want to live).  They are based on distorted perceptions of life experience (“if I depend on someone they will hurt me.”)  Because of repressive defenses, road maps of trauma survivors may have big gaps  (“I don’t remember”) and are based on information from the past that hasn’t been updated.   The latter point is most obvious with individuals with childhood trauma.  Therapy with trauma survivors always involves building better road maps for living.

The cognitive therapies are always a good place to begin therapy with persons suffering from trauma syndromes.   For instance, the cognitive therapies excel in helping people understand the nature of their trauma, how it changed thinking about how to live in the world, and how to cognitively and behaviorally address overwhelming symptoms of intrusion, withdrawal and hypervigilance.   And the deeper cognitive therapies (such as Jeffrey Young’s “Schema Therapy”) can be of great value in rebuilding a healthy sense of self.  Unfortunately today a lot of cognitive-behavioral therapy focuses primarily on relief from trauma symptoms (the “no symptoms, no problem” orientation of today’s managed care environment) and don’t go far enough in helping people restore a healthy, functional sense of self.  The latter requires more focus on affect, self functions and on those relational dynamics of the person that were impacted by the trauma experience.  

      Ego defense:  The primary function of ego defense is to regulate and maintain congruence between the internal self and the environment.  The concept of ego defense has evolved through three phases in the last century.  First was the work of the ego psychologists, led by Anna Freud.  The primary thrust of their work was to identify and understand the variety of ways in which the self is regulated and protected by defense.  
The second contribution to the concept of ego defense came with the Transactional Analysts, led by Eric Berne, Claude Steiner and others who conceptualized the “defensive self” as a set of coping/compensatory behaviors that were described as “games” and “scripts”.  Contrary to the ego-psychologist’s thrusts, TA’ers promoted active confrontation of defense and aggressively embraced the affects and self-wounds that emerged when ego defense loosened-up. A shortcoming of the TA movement of the 70’s was its emphasis on labeling and confronting the coping behaviors without adequate help for the client to “work through” and develop new and more effective coping options.

In the last decade, a new “anxiety regulating” approach to defense has emerged, led by Davanloo, Magnavita and Leigh Vaillent.  The thrust of their work has been in regulating and embracing the affects (particularly anxiety) that emerge when defense is confronted.  The style of ego defense confrontation is quite different from the Transactional Analysts, however. For a more detailed description of “anxiety regulating” approach I recommend reading Vaillent’s  Changing Character: Short-term, Anxiety Regulating Psychotherapy for Restructuring Defenses, Affect and Attachment.
In the tradition of the ego psychologists, I like Erv and Miriam Polster’s (Gestalt Theory) view of ego defenses.  I find it particularly relevant to identifying the unique patterns of ego defense for trauma survivors, particularly those with developmental trauma, where rigid defense tends to be more engrained and entrenched.  The typology is inclusive and focuses on major themes:

      Deflecting defense: The negation of external experience.  Not letting the outside inside.  Blocking external experience that is not congruent with the internal world.  Addicts use a lot of deflecting defense.  The counter-strategy for deflecting defense is absorbing, taking in. The therapeutic position is to encourage and support the client to “soak in” the information from the environment, hold it and experience it (rather than deflecting it)
      Retroflecting defense: Holding inside, not letting the inside experience (for instance, feelings) outside. The opposite of deflecting defense.  Also turning internal emotional experience into physical symptomatology (psychosomatic retroflection).  The counter strategy for retroflecting is expressing.  The therapeutic position is to support expression, particularly the disavowed thoughts and feelings.

       Projecting defense: Assigning internal experience to the environment (disowning).  The classic projection is assigning feelings to someone else.  Splitting is a form of projective defense in which contradictory experience (feelings, perceptions) is dichotomized into good and bad (and then one of the parts is assigned to another person or object) or one of the contradictory experiences is deleted so that the object is seen as either all good or all bad.  The counter-strategy for projecting is owning.  The therapeutic position is to help clients “check out” the projection and own it (without hard confrontation of the client, as in: “Do you see what you are doing!”)
     Introjecting defense: Internalizing external messages and experience (for instance, parental or societal messages) to regulate internal experience.  Beliefs such as “be strong”, “be perfect”, “try harder”, absorbed in childhood, are introjects. Introjects are the messages we learned in childhood and have reinforced in adulthood.  Advertising depends on us introjecting the message presented in the advertisement (“I’ll be a more socially acceptable person by drinking XYZ beer”).  The counter-strategy for introjects is questioning.  The therapeutic position is to help clients check out the validity of the introject, as in “Don’t let outsiders know family business”.

     Confluence (joining) defense: The experience of merging (joining) into the environment to avoid internal experience.  A variation of confluence is being invisible and unseen.  The counter strategy for confluence is individualizing. The therapeutic position for confluent defense is to support “coming out”, expressing, being seen.
The concept of “preferred defense” has huge implications for work with traumatized individuals.  For instance, understanding an individual’s preferred defense structure tells the therapist how to therapeutically position to counter the characteristic ego defense posture.  Understanding our own characteristic patterns of ego defense is often a clue to how we become “stuck” with clients.  Appreciating the role of defense in protecting the wounded self helps us be more empathic to the traumatized individual who resists our therapeutic interventions.  Above all, appreciating “preferred defense” can explain how the “perfect” intervention results in the client’s attacking or running away from therapy.   

All psychotherapeutic approaches have a framework for addressing / confronting defense.  Five basic approaches are:

     Defense is a wall that has to be “broken through”

     Defense carries the symptom and symptoms are unimportant

     Defense carries the symptom and symptoms organize the inner self

     Defense is a reflection (symptom) of the inner self and is a valuable resource for 
           protecting the interchange of self and environment

     Defense is the process that regulates the interchange of inside (self) and outside 
           (environment).  Ideally, the boundary is permeable allowing environment and self 
           to interact.  

See Appendix 5: “Five Perspectives On Work With Resistance In Psychotherapy” for elaboration on these orientations.
Traumatized individuals are noted for particularly rigid ego defense.  Resultantly, significant resistance occurs at this level of therapy.  Appreciating the role of defense and being versatile in meeting ego defense greatly enhances the opportunities for change.  Many trauma survivors drop out of treatment when defenses are harshly or insensitively confronted or when the therapist doesn’t appreciate the role of defense in protecting the wounded self and moves too quickly to disavowed or overpowering affect or touches the trauma wound in a way the client feels overexposed, overwhelmed and retraumatized.  

Traditional approaches for confronting defense in chemical dependency treatment settings may be counter-productive with trauma survivors.  For instance, “giving feedback” may be interpreted by trauma survivors as an attack.  Pressure to self-reveal may be experienced as overexposing or shaming. Dissociation by the trauma survivor may be seen by the counselor as disinterest.  When resistance is encountered with trauma survivors, it is important to ask the client “How are you experiencing what just happened?”
Note: a lot of basic themes in Alcoholics Anonymous involve repositioning defense.  Some themes are self-assessment, accepting responsibility, being “still” and listening, being honest, and reaching out to others.  All of these activities, in effect, create a way in which a person can move through defense to experience self in a different way.

Affect:  The role of affect (emotions) has largely been ignored in psychotherapy in the last two decades, although cognitive psychologists and neurobiologists have recently begun to reexamine some of the dimensions of affect with exciting results.  While emotions have traditionally been viewed as the affective expression of one’s experience of self, current research seems to indicate that emotions are also a much more basic response to our biochemical building blocks of personality than previously recognized.
Some literature suggests that there are four biochemically mediated emotions that are particularly cogent for trauma survivors.  Each of these emotions then has its polarity.  These “trauma emotions” are:
    Sadness (feeling loss, aloneness, feeling unloved, feeling unseen) to Joy (feeling love,   

          happiness, connectedness, belonging.)  

    Anxiety (feeling vulnerable, fear, fragility) to Safe (feeling protected / secure, safe) 

    Anger (feeling the absence of something I need, powerlessness, hurt, guilt)  to      

        Potent (feeling powerful, having what is needed, fulfilled)
    Shame (feeling unworthy, defective, degraded)   to    Integrity (feeling worthy, pride, self-

         validated) 
No one experiences these four emotional continuums with the same intensity.  Some people disavow their sadness, others rage, shame or terror.  Usually, unresolved emotional (affective) dilemmas related to trauma will orient toward the affect that is disavowed or diminished.  This idea has significant implications for therapy with trauma survivors.  Specifically, the therapeutic problem, the impasse exists not in the emotions the client expresses, but is located behind the emotions the client doesn’t express.  To the extent an affect is disavowed,  it will either be repressed or expressed through another emotion.  People who have trouble expressing sadness may “become angry” in situations that would normally provoke sadness.  People who have trouble expressing their shame might present as anxious or sad or they will disavow their shame with entitlement or arrogance. Blocking one end of an emotional continuum means that access to the other end is also limited.  So, if we have to disavow our shame, we also limit our ability to feel proud of ourselves.  Blocking sadness makes it difficult to experience and show love openly.  People who have to repress fear can never feel safe enough.  
Disavowed affects will also be reflected in presenting environmental struggles:  

     People who repress anger (rage, powerlessness) will struggle with issues of 
         power, feeling fulfilled, getting (or not getting) their way.

     People who disavow their terror (anxiety, fear) will struggle with issues of safety, security 

         and vulnerability.  Venturing out (for instance, taking a risk in therapy) feels so dangerous 

         that the individual is forever retreating to safer territory.
     People with problems experiencing or expressing sadness will present with issues of 
         feeling unloved, showing or receiving affection, belonging and feeling connected 

         with others.

     People who cannot experience shame will present with issues around self-
         esteem, overvaluing or undervaluing self, sensitivity to criticism and deferring self 
         needs for the needs of others.

The affect(s) that is too powerful for us to experience gains tremendous power and life begins to orient around avoiding the disavowed affect.  In general, the fears are:

    If the sadness starts, it will be uncontrollable and will result in emptiness inside. “I’ll 

         start crying and won’t be able to stop”.  People who have a history of depression fear their 

         sadness and have difficulty distinguishing between the emotion of sadness and the illness 

         of depression.

    If fear is experienced the person will “fall apart” and not be able to reconstitute.  
        People with histories of anxiety disorders will fear anxiety because it feels like panic 
        or might lead to devastating vulnerability.

    If the anger is experienced, the person may lose control and hurt themselves or 
        someone else or may provoke violence in someone else (“Don’t get me mad or I’ll hurt 

        somebody.”) People with histories of rage (expressed or repressed), abuse and violence 

        often abreact to anger.

    If shame is experienced, the individual will shrink into “nothingness”.  We often hear 
        people speak of feeling “2 inches tall” “shrinking to nothing” to describe shame.  People 

        with powerful experiences with denigration or degradation will abreact to shame.

These fears, when  repressed, may also be projected on to others.  For instance, someone who disavows sadness may shame others who express sadness (or it’s polarity of love, affection, kindness).
FEELING THEMES are the emotional (affective) responses to selfhood experience.  They are the unique constellation of emotions that occur in reaction to a life (self) experience. Since trauma is a wound to self, feeling themes become both an entry point and a metaphor for the self wounds of trauma survivors.  We use words to describe these affective experiences although words are unique and idiosyncratic to the individual.  What might be described as “lonely” to one person might not feel like “lonely” to another and might be described as “bored” by another and “rejected” by still another.  Another person may have no words to describe the experience.  In general, words (at least in English) are not a very effective medium for describing affects.  I think this is one reason “feelings” have not been “popular” in psychotherapeutic work for many practitioners.

Some common feeling themes of trauma survivors are:

   Rejected   < >    Accepted       Lonely         <  >   Connected      Hurt  <  >  Protected

   Guilty        < >    Forgiven        Incompetent < >  Competent       Unsure < > Confident

   Alone        < >  Connected      Confused     < >  Clear                 Empty  < >  Fulfilled 

   Overwhelmed < > Relieved     Responsible < > Irresponsible

Feeling themes often become the metaphor for trauma experiences.  When words and awareness aren’t available for expressing the trauma, feelings become the preferred vehicle.  In this sense, people’s rage, or guilt, or being overwhelmed or hurt become the expression of their trauma.  Telling people (directly or indirectly) to not have that feeling (or that experiencing that feeling is not appropriate or acceptable) is tantamount to saying not to have (or express) their trauma.  The tendency to become “stuck” in an affect, such as rage or sadness, is obvious.  The individual is trying to communicate woundedness and the more they do it, the more they are dismissed or rejected by others.  The more they experience rejection, the more stuck they become.

Treatments of choice for affective problems are the therapies that emphasize feelings, for instance Gestalt, Expressive Therapy, and a newer, particularly exciting approach, Emotionally Focused Therapy (Susan Johnson).  A relatively recent thrust in treatment of affective problems is “affect regulation,” teaching (often from a cognitive stance) people to modulate, experience and express a variety of feelings. Three of the more promising new therapies for regulating affect are Francine Shapiro’s Eye Movement Desenstiization and Reprocessing (EMDR), John Omaha’s “Affect Regulation Therapy” and Marsha Linehan’s “Dialectical Behavior Therapy”.

 It is useful to help trauma survivors develop three skill sets related to affects:                                                                                     
1. Knowing when I’m having a specific feeling (awareness of the feeling, labeling it, relating it to self experience)

2. Having a repertoire of appropriate responses for experiencing and expressing the feeling (being able to cry when sad, assert when angry, seek support when scared, self-validate when shamed)

3. Feeling grounded in the presence of others when they have a specific feeling 
              and being able to self-support and respond appropriately to the other person in 
              the face of the feeling.
Grief
Grieving is an inevitable emotional response to trauma. Grief is, in effect, experiencing the emotions of a loss.   These losses tend to fall in three general categories:
     Tangible losses:  Money, jobs, families, marriages, driver’s licenses

     Intangible losses:  Self-esteem, confidence, connectedness, control, hope

     Losses of what could have been in careers, education, parenting, marriage, as part of a 

     family, psychosocial development.

Needless to say, it is generally easier to grieve tangible losses than the intangible or losses of what could have been.  Others are more likely to be empathic and supportive with tangible losses.  But the losses that are really difficult to express and therefore most limiting are intangible loss and loss of what could have been.

Grief is normally marked by high affect, mourning and/or reliving the loss.  People in a state of  grief usually have a sense of need for others.  In therapy with trauma survivors, grieving becomes an essential step in the process of recovery.  Judith Herman refers to this process as mourning.  There may be a pronounced need for the therapist at this point in treatment.  The therapist is the witness to the unfolding of the trauma experience and the emotions that are connected to that experience.  The therapist is the person who is there, who understands, who accepts.  The therapist needs to be particularly sensitive at this point in treatment to the client’s need for presence, understanding and acceptance and to accommodate (without judgment) the client’s reaching out, sometimes testing, for support, acknowledgement, boundaries and comforting.  Counselors who are uncomfortable with client’s grief or dependency at this point in treatment may inadvertently retraumatize with judgmental statements (“You ought to be able to handle this yourself”), abandonment (“I don’t have another available appointment time for 3 weeks”) or not recognizing the client’s request for boundaries (“Reassure me that my sadness or rage or terror will not get out of control”)
The term “complicated grief” is used to describe extended grief in which the individual is unable or unwilling to accept the loss.  Some of the experiences of complicated grief related to death of a loved one include:

    *Intense pining or longing for the deceased that occurs daily or is distressing or disruptive

    * Trouble accepting the death

    * Inability to trust others after the death

    * Difficulty moving forward with life

    * Excessive bitterness or anger related to the death

    * Feeling emotionally numb or detached from others

    * A feeling that life is now meaningless

    * A belief that the future won't be fulfilling

    * Increased agitation or jumpiness

         (cite for above list is: http://www.nlm.nih.gov/medlineplus/bereavement.html)

There is some discussion about including complicated grief in the next DSM as a psychiatric disorder related to trauma.

Grief Reaction
A Grief Reaction is the blocking of the natural expression of grief to the extent that normal functioning is impaired.  Grief reactions are marked by emotional constriction or distortion, rigid defense against feeling (specific feelings or feelings in general) and difficulty in experiencing self.  Feeling distortion may present as hyper-emotionality.  Grief reactions are a good example of a trauma syndrome not found in DSM.  Yet they are endemic within populations of people who have experienced huge losses and never had opportunities or the resources to grieve.  Some examples of these groups are people who have spent time in prison, people who have been in and were displaced by mass disasters such as Hurricane Katrina and many people in recovery from  addictive illness who have been able to maintain abstinence from drugs but have never been able to “come to grips” with the losses that illness created. In the movie “Ordinary People” you can observe someone who was able to transcend the death of a child and another who was never able to address the loss.

As a result of the inability to experience certain emotions, a metaphoric “log jam” begins to build.  The more rage or terror or shame gets repressed, the bigger the backlog and the harder it becomes to meet the new challenges of those emotions.

Most of us have a closet in our homes that is so full of junk that it is dangerous to open.  You can never be sure what may fall out.  And we especially don’t want stuff falling out in front of the neighbors.  Think of a grief reaction as a closet inside ourselves so stuffed with unexpressed emotions that one doesn’t dare open the door.  To protect the contents of the closet we resort to unconscious maladaptative coping.  Some of the coping includes emotional rigidity, being judgmental of self and others (which is often expressed as blaming self or others), emotional avoidance, difficulty in experiencing self (including hearing positive or negative feedback from others), self-pity, somatization, obsessive thinking, compulsive ritual and loss of spontaneity.  Grief reactions are often misdiagnosed because the symptoms mimic the symptoms of other psychological disorders.  A grief reaction simply compounds the symptoms of a trauma syndrome.  But it is important to note that grief reactions and more entrenched trauma syndromes like PTSD are different (though similar) processes.  Grief reactions are a problem of the inability to express emotion, resulting in being unable to experience parts of self.   PTSD involves an unresolved wound to self and the accompanying debilitating symptoms.

People with grief reactions often appear to be emotionally unavailable, irritable, judgmentally opinionated, subject to inappropriate emotional expressions (such as outbursts of anger), perfectionistic and compulsive.  This aloofness, disdainfulness and defensiveness make it hard for the person to sustain relationships that would be supportive and healing.  Coming into therapy,  people with grief reactions are often terrified of what is going to happen.  The doors of the closet are going to open and everything is going to pour out.  Therapy (and the therapist) then becomes the enemy who is trying to “pry out” feelings long repressed.  A trusting, empathic relationship with a therapist who is careful to provide a safe, bounded environment is essential.  Keeping the person in treatment long enough to build the “safe place”, basically hearing the metaphors of the individual’s grief expressed as “presenting problems,” softly matching defense and offering the counter-strategies and therapeutic positioning for defense mentioned earlier, recognizing the expression of affect through the limited options the client has (expressing fear through anger) , and especially tolerating the disdain for the therapy process by the client with statements such as “This isn’t working, I don’t know why I come” and I can’t believe you get paid to do this” are essential until the client can begin making “breakthroughs” in the expression of disavowed experience and affect.

The typical characterization of the person with a grief reaction is that they “stuff” all feeling.  More commonly the grief will be in the context of specific feeling states.  Other emotions are somewhere between marginally and fully available.  An individual may suppress their rage, but sadness will be readily available.  Or an individual may suppress terror and shame and express most emotions through anger and rage.  In this sense, it is the emotion(s) that we don’t see that may be more important than the emotions we do see.  This is particularly important, as mentioned before,  in work with an individual who is “stuck” in one emotion such as chronic anger.  The emotion we don’t see (for instance, sadness) is likely where the trauma lies.

A grief reaction is not depression.  Depression is a psychiatric disorder of bio-psycho-social origins marked by emptiness, helplessness, feeling trapped, vegetative changes, interpersonal constriction and a general sense of hopelessness and despair.  But people with grief reactions (and other psychological trauma syndromes) often self-diagnose as depressed.  It is important to note that antidepressants may be contraindicated for grief reactions, because they (SSRIs in particular) tend to suppress affect.

The goal of grief work is not to get “rid” of painful feelings, but to accept the pain as a meaningful part of life, to honor the pain rather than repressing or disavowing it.  The pain connects us to something that was very important to us that we lost.

Affect is, in effect, the doorway to self-experience and the connection to soul.  It is the emotional reaction to our selves.  The emotion of joy touches our joyful experience, in the present or in the past. The same can be said for terror, for guilt, for any emotion.  The reason to experience affect in therapy is that it leads to a better understanding of who we are and why we are the way we are.  When the self wound is too great, we, in some fashion, have to adapt our emotional experience to not continue to touch the wound.  Therapy provides the safe enough place to hold both the affect and the wound, and to begin the healing process.
Selfhood:  The study of self is as old as history, but the modern focus on self began with the work of Freud.  All psychotherapeutic approaches have attempted to explain self, the collection of our total life experience.  Recognizing that our present is predicated on our past life experience is as basic to psychotherapy as the study of history is to understanding culture and society.  And most therapy orientations are based on the premise that the bulk of our perception of self is unconscious material and that a primary agenda of therapy is to move the unconscious to conscious.  

I have a therapist friend whose business card reads: “A closer and compassionate look within”. I like that description of psychotherapy.  My metaphor for the trauma therapy process is that it is an opportunity to take information from the past, stored and understood as we were then, and lay it out on a metaphoric table in the therapy hour and carefully explore it in light of who we are today.  In the process we can tell our tale and get the story straight, make connections between parts of self we didn’t realize were connected; we can explore and sort judgments and reactions from the past, keeping ones that make sense for us today, we can validate and honor our strengths and we can lay to rest experiences that no longer have much value to us.

It seems there are three major thrusts in work with self:

   High level selfhood dynamics that can be accessed cognitively and that we can 

        address through cognitive, affective based and psychodynamic psychotherapies
   Mid level selfhood dynamics that can be understood cognitively, but are relatively 

        immune to cognitive change.  The basic change process for these dynamics is 
        relational experience.
   Deep level selfhood dynamics that are unconscious and are relatively imprinted in our 
         core functioning.
.  
A few of the dimensions of high level selfhood dynamics include:

   Organization of the “child self” or “inner child”

        “Child self” contains the individual’s history, roles and patterns, childhood beliefs 
               and expectations, including how the individual perceived self as a child (and 

               continues to act out as an adult), for instance: Overwhelmed child, 
               overachieving child, hated child, dumb child, lost child, invisible child, the over 

               responsible child, deprived child, compliant child, perfect child, grown-up child, 

               talented child, ordinary child, lonely child, loved (or unloved) child, special child 

               (or, usually, combinations of the above).  Carl Jung was one of the first writers    

               to describe the “divine child”.  In the 1980s, the concept of “inner child” was 

               popularized. Trauma that occurred (and particularly trauma that was 

               pervasive) in childhood has profound impacts on the self-perception themes of 

               the individual.  Alice Miller’s book, “The Drama of the Gifted Child” is a 

               particularly eloquent description of the impacts of seemingly innocuous and 

               benign parenting that results in childhood trauma.

    Selfhood can also be viewed through perception of different parts of self, including:

        Child self       family self      interpersonal self         physical self         moral self

        spiritual self       creative self       sexual self           doing self          expressive self.  

    It is common for individuals to define specific parts of self that contain the trauma 

    experience, while other self-parts don’t seem to be particularly impacted.  Both the 

    self parts that contain the trauma and the other self parts are important in the 

    therapy process.  Both contain the strengths and resilience that the individual will 

    need to grow and change.

   Beliefs and decisions (about self efficacy and potency) include all the important life 
   beliefs we have come to hold and that guide us in everyday functioning.  Decisions

   are the specific actions taken on the basis of the beliefs.  Some prevalent beliefs to 

   challenge in work with both trauma survivors and addicts include: “I’m a failure”, 

   “I’m different (from others)”, “I can’t cope (with life)”, “I’m unlovable”, “I’m damaged”, 

   “I’m a bad person (morally)” and “There is something wrong with me”.  Decisions 

   that emanate from these beliefs are the “And therefore, I …”.  It is important to work 

   with decisions as well as the belief that drives the decision.  For greater exploration 

   read Caroyn Lennox’s “Redecision Therapy” (1997).

  Learned strategy and process: Include the (largely) unconscious processes we 
  employ in day-to-day decisioning, managing relationships with others and the 
  filtering of moment-to-moment experiences in our lives.  Examples include decision-
  making strategies we employ in a variety of situations (such as how to behave 

  when we walk into a room of strangers, the interpersonal strategies we use in 

  relating to others and the processes we employ in accessing recall for prior
  events  and archetypal memories.  Many survivors of childhood trauma have 

  compensated and adapted strategies that were critical (or were perceived to be 

  critical) to their survival as children.  The compensations and adaptations today, 

  however, may be more limiting than functional.  Someone who always had to be 

  invisible as a child may not need to always be invisible today.  But through the eyes     

  of the client, being invisible may still be seen as a basic survival strategy today. 
  Schemas: Are mental representations of self experience.  Stereotypes, collated information 

  about self and relational experience (such as beliefs and experience that validates 

  those beliefs), collated experience of how to operate in the world (like how to prepare 

  and eat a meal) and patterns of managing self in relation to the environment are 

  examples of schema.  Schema differ from beliefs or decisions in the sense that they 

  are aggregated patterns that include beliefs, decisions, decision processes and 

  learned strategy.  An exciting approach to high level and mid level selfhood 

  treatment is Schema Therapy, developed by Jeffery Young, Ph.D., which integrates 

  cognitive therapy, object relations (psychodynamic) psychotherapy and gestalt 

  therapy.  His work is an excellent example of embracing cognition, defense and 

  affect in order to help individuals change self functioning.  It is also an excellent 

  example of how a variety of psychotherapy approaches can be integrated into a    

  holistic model. More recently a process known as “Spiritual Self-Schema” has been 

  developed that combines cognitive schema therapy with mindfulness and Buddhist   

  Psychology.  Information can be obtained at http://info.med.yale/psych/3s/index.html. 

  Characterological Traits are sets of psychological attributes developed in childhood 

  to adapt/cope with environmental demands.  These traits become embedded in our

  character (personality) structure.  Our parents and other mentors specifically try to 

  help us absorb character traits that will be useful for our survival.  The positive 

  aspects of a trait can become over-validated in the coping repertoire of the individual, 

  for instance, honesty or generosity to a fault.   We tend to operate on traits without 

  conscious consideration of their usefulness or sometimes of their impact.  Some 

  examples of generally positive character traits include:

            Competence            Centeredness            Compassion/empathy       

            Humor                      Honesty                     Consideration/thoughtfulness

            Self-soothing            Prudence                  Openness to new experience
            Patience                   Courage                    Ability to delay gratification

            Perseverance           Spontaneity               Integrity – moral and self

            Responsibility           Consistent boundaries

  But some traits that might be more limiting include:

            Perfectionism           Frugality                   Suspiciousness of the motives of others

            People pleasing       Scheming                 Needing to find a “cause” for everything

            “Conning” others      Argumentativeness  “Hyper-morality” & judgmentalness    

  Every character trait has its “Achilles Heel”.  A person who maintains high ethical 

  standards for self might project those standards to others and feel deeply betrayed 

  when others do not operate by the same standards.  A “people pleaser” may be 

  very successful as a salesman but be taken advantage in other settings.   

  People often come into psychotherapy when engrained character patterns that

  have been positive attributes and have worked well for them aren’t working in a 

  specific context.  This is particularly true for trauma survivors where a positive 

  character trait (such as trusting others or being compassionate) has resulted in a 

  negative outcome.  The person now feels betrayed and confused and may have 

  difficulty trusting themselves. The “surface presentation” may be anxiety or 

  depression and drugs and time or change of scenery may reduce the symptoms.  

  But real change can only occur as people understand and modulate their character 

  traits to more accurately reflect their life experience today as opposed to their 

  history.

  Some of the ways people modulate or change character patterns include 

  psychotherapy, spiritual processes, being (relatively) unconditionally loved and 

  accepted, and through support groups.  Part of what makes change at this level so 

  difficult is that we tend to seek out experiences that confirm our character patterns 

  and avoid those that create conflict or are incongruent with our life stances.

  Cumulative childhood trauma is an example of a trauma syndrome that often manifests 

  with struggles of high level selfhood dynamics.  Children who consistently struggle 

  with trauma events “learn” to adapt and incorporate defense to protect the wounded

  self.  The result is organization of the child self, adapted belief structures, decision 

  processes, schemas and character traits that become engrained in the personality 

  (character) structure of the individual.  These adaptations are creative and functional

  for survival as children, but become “problems” as the individual matures and enters 

  adulthood.

  One of my favorite books about selfhood experience, how we evolve to who and 

  how we are, and how selfhood can be changed therapeutically is by Erving Polster 

  and entitled “A Population of Selves: The Therapeutic Exploration of Personal    

  Diversity” (1995).

Mid-level selfhood dynamics include characterological patterns (aggregations of 

character traits, psychological schema and beliefs) developed early in childhood and 
reinforced through later psychosocial development.  While these dynamics

can be consciously recognized and labeled, they are relatively immune to change 
through cognitive therapeutic process.  They can change through repeated life 

experience and support.  Often, it isn’t necessary to change the character pattern, but 

rather for the individual to understand (cognitively) how the pattern works for (and 

sometimes doesn’t work for) them.  For instance, a perfectionist accountant might 

be able to modulate his or her perfectionism in their childrearing.  A feeling 

repressed surgeon might find the safety to openly express his/her love to a long-

term partner or children.  In effect, the therapeutic goal isn’t to change a character pattern like perfectionism or feeling repression, but rather to modulate the pattern to be more functional in life.
Some characterological patterns that limit life functioning include: 

· Feeling repression and feeling negation, 

· Boundary confusion, 

· Helplessness, 

· Lovelessness and invisibility, 

· Chronic self-sabotage (“Snatching defeat from the claws of victory”)

· Neediness and impulsivity, 

· Stubbornness and obstinacy, 

· Persistent manipulation (conning) of others, 

· Impression management 

· A generalized sense of personal inadequacy.  

Psychological trauma is often internalized (and not worked through) because it 

becomes engrained and confluent with who the person is today.  In this

sense, an individual who did not have the opportunity to develop good personal and    

interpersonal boundaries in childhood and then whose personal boundaries were 

violated by trauma, sees violations of boundaries in their current life to be 

acceptable and may even invite intrusive behavior.  In a similar manner, they may     

be quite insensitive to their intrusions of others.  Individuals who see themselves as 

a failure come into therapy, and in the face of beginning to make positive changes, 

drop out because their success is incongruent with being a failure.

It is also important to note that characterological patterns are not inherently all 

negative or positive.  An emergency room physician or airline pilot might find feeling 

repression a desirable attribute while working in a crisis situation.  “Conning” others 

isn’t a negative attribute if one lives in a culture where that is the only way to 

survive.  It is the ability to modulate and adapt our character traits that often come to 

define our success in life..

One difference between character traits (above, a high level self dynamic) and character patterns (a mid-level self dynamic) is that with character patterns, rigid patterns of defense block the ability to introspect and gain insight.  The developmental trauma that generates character pattern pathology is more likely to be unconscious, more pervasive and more consistent through the phases of childhood development.  The individual’s perception of the developmental deficit is difficult for them to grasp in the face of their emotional disability.  People with personality pattern disturbances may be quite limited in interpersonal skills and resources, often look interpersonally shallow, inept, self-effacing or self-aggrandizing, withdrawn or uncomfortable around others.  They may lack skills in confronting, receiving or giving feedback, having fun, defining their own needs or perceiving the needs of others.  They may also be quite threatened by psychotherapy that asks them to introspect, self-evaluate and experience their developmental trauma.  

A different kind of mid-level personality dynamic is adaptive attachment styles.  Growing out of the psychoanalytic movement of the 1940s and 50s, John Bowlby, Mary Ainsworth and other theoreticians and researchers began to study how children attach (or don’t attach) to parental figures, and particularly mothers.  Their findings evolved into a dramatic literature on the nature of bonding in early childhood that just today is coming into theoretical maturity.  Their findings described three basic attachment positions:  secure attachment, dismissive attachment and ambivalent attachment.  These styles, developed early in life, become more entrenched as we develop and manifest in a variety of attachment problems in adulthood.  Insecure attachment also creates an environment that makes one particularly susceptible to interpersonal trauma.  Susan Johnson (Emotionally Focused Therapy) has done interesting work in how childhood attachment trauma manifests in couples relationships in adulthood and becomes the core of the couples marital difficulties.  David Wallin’s book, Attachment in Psychotherapy is also a good resource. 

As with character pattern issues, the goal of treatment isn’t to change a person’s basic attachment pattern, but rather to modulate the pattern to minimize the risk of retraumatization.  Dismissively attached people are helped to be more sensitive to their own feelings and the feelings of others, to recognize the value of emotional connection and be less defensive in the face of the threat that intimacy poses.  Anxiously attached people are helped to be less self-sabotaging in the face of commitment.  People who alternately cling and then angrily distance are invited to develop a capacity to self-sooth in the face of their ambivalence.

Attachment styles that limit opportunities for intimacy, intensity, commitment and appropriate interpersonal boundaries may be self-defeating in the client’s effort to seek treatment.  The ability to enter therapy, to participate in spiritual development groups, to be part of AA and other 12-Step programs, to be part of a healing community are all limited.  Faced with the basic threat of their childhood, people with attachment problems will avoid the exact resource that could become their greatest healing influence.   AA has some unique (unwritten) strategies for coping with attachment problems, in part because so many addicted people have co-occurring attachment difficulties.  People aren’t asked for a commitment in AA.  People can come, sit in the back of the room and not hang around after the meeting.  There is no attendance taken and no one is penalized for not showing up.  People are, in effect, accepted as they are able to be accepted.

Core psychodevelopmental personality structure is developed early in childhood (and is probably bio-genetically determined) and is reinforced in later developmental periods. There are numerous theoretical orientations to core personality structure, including psychodevelopmental theory, psychoanalytic theory, Jungian archetypes (for instance  Myers-Briggs) and personality theory (for instance, the “Big 5” personality factors).  These different orientations are often divided into “Type Theories” (such as Jung’s Personality Types and Myers-Briggs 16 personality types), “Trait Theories” (such as Goldberg’s [and many later researchers] studies of the “Big 5 Traits: Openness, Conscientiousness, Extraversion, Agreeableness and Neuroticism) and “Psychodevelopmental/psychopathological Theories” of Freud and later psychoanalytic writers.

Contemporary psychodynamic theory describes psychodevelopmental positions using many of the earlier analytic terms (schizoid, dependent, symbiotic, narcissistic, masochistic, histrionic, obsessive, for instance) but the orientation has evolved from an almost exclusive focus on developmental pathology to one incorporating a more balanced perspective of strengths and deficits of any character position.  This orientation also tends to look at a hierarchy of functioning ranging from competent in most life situations to personality trait disturbances to personality pattern disturbances to personality disorders. 

The best “readable” presentation of psychodevelopmental theory is the work of Stephen Johnson.  His basic text is Character Styles”, Norton, 1994.  Johnson also has a series 

of books on treatment of schizoid, narcissistic and symbiotic character structure that integrates psychodynamic, gestalt, cognitive and bodywork therapies for all levels of self-functioning.
The psychodevelopmental view has some interesting implications for how people experience trauma and can explain why some people are devastated by a particular experience while others are relatively untouched by the same experience.  The orientation presumes we all have our vulnerabilities and that these vulnerabilities are unique to our character styles.  For instance, abandonment trauma may be particularly devastating to dependent and symbiotic people while profound shaming trauma might be more injurious to narcissists and obsessives. More importantly, psychodevelopmental theory offers explanations regarding why people get stuck and can’t recover from the trauma.
While it probably isn’t reasonable to expect that psychotherapy is going to change core personality structure, (I’m not sure why we would want to anyway)  it is possible for therapy to help people maximize the positive attributes of a particular psychodevelopmental stance and to be aware of and perhaps minimize risk of psychological injury in the face of the deficits.  Understanding core developmental structure also helps us diagnose and put into context the environmental struggles people experience, helps us understand the meaning of trauma and self wounds and gives us some indications of how to therapeutically position to best help a person.   An excellent text on this topic is “Psychoanalytic Diagnosis: Understanding Personality Structure in Clinical Process” (1994) by Nancy McWilliams. 

The “pathological end” of core psychodevelopmental injury is personality disorders.  People with personality disorders have a pervasive pattern of rigid character (personality) structure that limits options in life.  The origins of personality disorders are rooted in genetics, neuro-developmental pathology and early childhood trauma that are perpetuated in later psychological and psychosocial development.  In comparison with people with character pattern disturbances, personality disordered people don’t have the psychological, interpersonal and environmental resources to develop effective ways of protecting themselves from developmental trauma.  As a result, their trauma is repeated over and over again (such as abandonment trauma) that leads to failures in a variety of life domains.  By late adolescence and early adulthood, the individual with a personality disorder is often so impaired in self-esteem, self-confidence, interpersonal skills and other intrapsychic resources that the trauma is self-maintained.  This handicap becomes the defining characteristic of their personhood.  Ongoing treatment is a prerequisite for maintaining relative life stability and averting events in the present that are re-wounding and have potentially disastrous consequences.  Therapy that focuses on childhood wounding may invite the individual to act out and increase the rigidity of the ego defense.

In the last decade, a number of exciting new treatment protocols have emerged to treat personality disorders.  Some of the most recognized are Marsha Linehan (and associate’s) work on treating Borderline Personality Disorder and the work of a variety of clinicians and researchers on treating Obsessive-Compulsive, Narcissistic and Antisocial Personality Disorders.
SOUL is our connection to something greater than self.  We experience our soulfulness in our connection to family, community, ethnic or racial identity, and, of course, in our spiritual connection.  Soulfulness is the basis for our sense of connection to the world and our sense of belonging.  The concept of soul has been relatively neglected in psychotherapy until recent years (except for the attention of early psychoanalysts such as Carl Jung and Viktor Frankl (Man’s Search for Meaning).  We are, only now, developing integrated approaches to therapy that specifically address the soul, although the transformational psychotherapies have made efforts in this direction (for instance, see transpersonal psychotherapies).  Specifically, we lack the comprehensive theoretical grounding and conceptualization that exists for psychodynamic or cognitive psychotherapies and make the therapy viable and understandable in a larger context.

One of the roots of soulfulness is connection and one of the basic dynamics of psychological trauma is disconnection.  As a result, many traumatized people lose their sense of connection:  to family, to community, to ethnicity, to their spirituality, and therapy must necessarily address connection.  The struggle for connectivity may well begin with the relationship to the therapist.  The work of the Stone Center’s Jean Baker Miller Training Institute at Wellesley College has been particularly valuable in describing the deficits faced by individuals who have had to disconnect to survive and in defining therapeutic strategies to address these deficits.

Judith Herman, MD, in her classic work Trauma and Recovery has a wonderful, if more implicit than explicit, discussion of the impact of trauma on our soulfulness.   She suggests that some traumas take away the meaning of our lives, our sense of connection to the world and our sense of identity.  She forcefully argues that recovery from trauma is more than healing the self-wound, it involves reconnecting with others, our world and what is important in our meaning.

APPENDIX 1

Diagnosing Psychological Trauma.  Treating symptoms versus treating self
Most commonly trauma symptoms are categorized into three symptom sets:

    Intrusion or re-experiencing symptoms including:

· recurrent or intrusive distressful recollections of the trauma experience

· recurrent dreams (nightmares) that are distressing

a person might resist falling asleep for fear the nightmares will return

many people will use alcohol or another drug to get to and stay asleep 

· reliving the trauma experience as a result of cues in the environment

· feeling as if the traumatic event is reoccurring or is about to reoccur

 Numbing and withdrawal symptoms including:

· efforts to avoid thoughts, feelings or conversations associated with the trauma event  

· efforts to avoid interpersonal interaction that might trigger the trauma experience

· memory loss for parts or all of the trauma event

· withdrawal from interpersonal connection

· unconscious or conscious limitation of affect, including “positive” affects such as 

          love, contentment, safety, and belonging

· sense of a foreshortened future (doesn’t expect to live a full life, to have a 

          successful marriage …)

    Hyperarousal and hypervigilance symptoms including:

· hyperviligant of surroundings

· suspicious of the motives of others

· difficulty concentrating

· difficult going to sleep

· irritability and outbursts of inappropriate anger

· exaggerated startle response

Occasionally you will meet trauma survivors who don’t have overt symptomatology, but rather present with complaints that don’t directly seem linked to a trauma history.  Some of these complaints may include:

      Depression or periods of feeling dysthymic or periods of “the blues” without any 

          obvious reason

      Periods of discomfort that are related to a particular date, place or event.  The 

          discomfort is reported as vague but profound feelings that “Something is wrong”

      Anxiety without an obvious identifiable stressor.  The anxiety may be particularly 

          uncomfortable when the person is “still”, such as when going to sleep or upon   

          awakening, when driving, or when not distracted with immediate tasks.

      Having powerful emotions that are stimulated by such activities as watching TV, movies, or 

           fantasizing .  The emotions are out of proportion to the stimuli and may be “hard to 

           shake”

      An emotional experience best described in AA terms as “Feelings of impending 

           doom”, a sense that something bad is about to happen

      Explosive anger that is out of proportion to the environmental event, such as road 

           rage or obsessive rage upon reading about certain events in a newspaper or on TV

      Unusual sensitivity (discomfort) in the presence of certain people without an obvious 

            reason, for instance sexual abuse survivors can often “sense” a sexual sadist in their 

            presence

      Avoiding activities that others usually find enjoyable or stimulating, such as going to     

            emotionally provocative movies.

It needs to be noted that none of the above, in and of themselves, means that the individual has experienced significant psychological trauma.  They simply indicate that the clinician should explore the possibility of a trauma experience in the individual’s history.

Some of the factors that might cause you to suspect a trauma disorder include:

     When people define their life by traumatic events

     Rigid or inappropriate behaviors in the face of specific events or triggers People will say “I      

        don’t know why I “go off” like that when [such and such] happens” or “I can’t stand it when 

        XXX happens and I have to run away and hide”.

     Ego defense, unconscious to the person, that clearly limits functioning:

· difficulty in receiving or giving feedback

· misrepresentations of the environment

· misperceptions of self and self-roles

· deadening, numbing dissociation

· assigning painful/disowned parts of self to the environment

     Distorted, displaced, exaggerated, repressed or inappropriate affects, particularly sadness, 

        terror, rage and shame

     Psychiatric symptoms (depression, anxiety, somatization)

     Distorted reactions to life events that involve helplessness, vulnerability, constraint, 

         power/control, shame

     Distortions in relationships:  trust, commitment, potency, attachment

     Reports of disconnection from loving, supportive or healing relationships.  “I run away people 

        who love [or are good] to me”

APPENDIX 2

Treating symptoms versus treating the self

There is a (relatively) undiscussed schism in trauma treatment today of whether to treat symptoms or treat the wounded self.  If you ask the “experts” they will almost uniformly say “we have to treat both”. And in fact, both DO have to be addressed for treatment to be effective.  But when you look at how treatment systems address trauma, you are likely to find that the load of treatment goes toward one side of this divide or the other. 

This schism is roughly equivalent to the dilemma in addictions treatment.  Do you put the bulk of your resources into helping people get “clean” or do you emphasize a much more costly strategy of helping people change a way of life.  In reality, most of our financial and manpower resources in addictions go into very early treatment.  Once people get 30 or 90 days of sobriety, they are largely on their own for their recovery.  Just try to get an insurance company to reimburse you for treatment for drug dependency for someone who has been abstinent for 90 days.  The result is that we abandon many people at critical times in their recovery and end up with a huge number of people who are abstinent and “walking wounded”.

Likewise, in trauma treatment the bulk of our resources go into reducing the symptoms of hyperarousal, intrusion and withdrawal.  No symptoms, no problem, right?  But this simply creates an environment in which people continue to experience the “self-deficit” symptoms of trauma: disturbed interpersonal relationships, low self-esteem, a lack of hope, diminished self-efficacy and difficulty experiencing the joys of life.  It has to be noted that clients are often active participants in discontinuing therapy too early.  When symptoms diminish, people are only too happy to declare themselves “cured”.  Few people want to voluntarily go into their painful past to explore how those wounds manifest today in self-esteem, relationships, loving and belonging.

For some adult traumas, particularly “single event” traumas such as a rape, an armed robbery, a near death health crisis or death of a spouse, it may be appropriate to only address the trauma symptoms and not “delve deeper” unless the client signals that such exploration might be useful.  They might signal this, for instance, by suggesting that the “single event” activates other traumas in their history, or by reports of long disavowed affects emerging when ego defenses are down, such as upon awakening in the morning. In a similar vein, when high functioning people go through a traumatic time, the risk of significant wounding at the level of self-functioning is lower than with a person who doesn’t have very good life coping skills.  For high functioning people it might be wise to see if symptoms of a self-wound appear before probing.

The problem emerges when we adopt a “one-size-fits-all” treatment orientation, suggesting for instance, that strategies that primarily sedate symptoms are the “end-all” for trauma treatment because they have been empirically shown to be effective in relatively short-term longitudinal studies.  On the other hand, not every trauma survivor needs longer term individual and group treatment.

APPENDIX 3:

What constitutes “psychological trauma”

DSM IV-TR has two trauma diagnoses and relatively strict criteria for what constitutes a trauma disorder.  The two diagnoses are: 309.81 Post-Traumatic Stress Disorder and 308.3 Acute Stress Disorder.  In addition to the symptoms noted in Appendix 1, the critical variable in establishing the diagnosis is: “the person experienced, witnessed or was confronted with an event or events that involved actual or threatened death or serious injury or a threat to physical integrity of self or others” and “the persons response involved intense fear, helplessness or horror”.  The primary differences between Acute Stress Disorder and Post-Traumatic Stress Disorder are the time in which symptoms appear and the number of symptoms that must be present.  See DSM IV-TR for a more detailed discussion.  In addition to these two diagnoses, there are several other psychiatric diagnoses that often reflect a history of trauma, including Dissociative Disorders, Mood Disorders, Anxiety Disorders (in addition to PTSD and ASD) Adjustment Disorders and several personality disorders.

Still, there are many people who present with a history of significant psychological trauma but who don’t meet the criteria for a DSM IV-TR psychiatric disorder.  They may have other, more indirect, symptoms, such as those listed in Appendix 1 or they may unconsciously employ ego defenses that minimize the presentation of symptoms (for instance, people with pervasive childhood abuse and who minimize the impact of that abuse) or they may have made adaptations in life over time that avoid symptoms (for instance, people who have given up on having an emotionally satisfying relationship with a significant other to avoid facing their history of abandonment trauma).   Not uncommonly, people may present with other psychiatric symptoms, most commonly depression, anxiety or substance abuse/dependence that obscure the trauma symptoms.  Finally, some trauma events just don’t lend themselves to the kinds of symptoms listed in DSM IV-TR.

A list of trauma syndromes in addition to DSM IV recognized PTSD and ASD might include:

      Subclinical trauma syndromes

      Cumulative, pervasive childhood trauma

      Combat Stress Reaction

      Grief Reactions

      Complex PTSD 
APPENDIX 4:

Risk factors for psychological trauma.  Implications for treatment

Another similarity between psychological trauma and substance abuse is that we make an implicit assumption that everyone in the general population stands an equal chance of being affected by these disorders.  A corollary assumption is that high functioning people are going through life and something terrible happens to them.  They then get into treatment, address this terrible thing that happened, and then resume a high functioning productive life.  This is the basis of our 30 day treatment model for addictions.

But, in fact, research clearly shows that our risk of having terrible things happen, how we handle those terrible things and the sequela of the experience depends on a variety of factors.  A few of these include:

     History of psychological trauma

     History of psychiatric illness that gets activated by the trauma

     The meaning of the trauma (responsibility for cause, degree of degradation and shaming, 

          how the experience is culturally perceived) 

     Was the experience blindsiding or did the person have time to prepare for the traumatic 

            event(s)

     Was the traumatic event a single episode, short term, or ongoing

     Internal resources for coping

           Resilience (faith, belief in one’s self, overcoming similar life experiences) 

           Nature of ego defense

           Coping skills

           Ability to accept the support of others

     Environmental resources

            Ability to access care and support of loved ones and the professional community

            Access to medical and psychiatric care

            Resources for insuring safety post event(s)

     How others respond to the trauma

           Access to significant others who can support and help access professional care

           When others ignore the trauma (such as what may happen with childhood sexual abuse)

           Degree of compassion offered (hard to offer compassion if the trauma is hidden)

           Inconsistent responses (blaming by some, acceptance by others)

      The social context of the trauma (warfare, childhood disfigurement, affairs and divorce,      

            imprisonment of a parent, near-death health crisis, rape, chronic child abuse, pervasive 

            poverty, debilitating psychiatric illness all invite different responses from the 

           society-at-large and from subgroups of the society-at-large)

      The availability of others to respond to the trauma

            Immediate, delayed, sustained, temporary responses

      Normalization of the trauma – is it something that happens to a lot of people, am I one of 

            many (or instance, during 9/11 or Katrina) or am I unique and no one would understand.

      Has the traumatic experience been replicated in life periodically (such as abandonments, 

           near-death experiences).

In reality, trauma is more likely to strike the vulnerable person and trauma strikes us where we are most vulnerable.  The wounded are always at greater risk of more wounding.
APPENDIX 5

FIVE PERSPECTIVES ON WORK WITH RESISTANCE IN PSYCHOTHERAPY

Bruce Carruth, Ph.D., LCSW

brucecarruth@earthlink.net
Overview:  Every approach to psychotherapy has to have some way of conceptualizing the process of defense or resistance.  The purpose of this handout is to outline some differing approaches and the limits and advantages of each view.

Resistance (or ego defense) is a wall that has to be broken through to reach the damaged, vulnerable hidden self.

    Examples:  Confrontational therapies … “breaking through denial”

                       Some psychoeducational therapies

    Observations:  Clients with well-developed deflecting (denial) defenses will be the most resistant.

                          With any confrontational therapy, the therapist runs the risk of inviting the client to adapt 

                          a higher level defense, such as confluence or intellectualization to deflect the 

                          confrontation.

Resistance carries the symptom of the problem.  Since symptoms are not the problem, the therapeutic strategy is to ignore or go around the symptom and confront the underlying dilemmas.

    Examples: Therapies employing metaphor, some hypnotic therapies, best current example is 

                      Ericksonian Hypnotherapy.

    Observations:  These therapies work best with compliant clients who employ primary confluent 

                             defense.

                            These therapies work well with clients who employ primary “thinking” defenses (such as 

                            rationalization and intellectualization).

Resistance embodies the symptom, and the symptom organizes the inner self.  The symptom is part of the problem.  Change the symptom and you change the problem.

    Examples:       Behavior therapy techniques for altering/changing the symptom

                           Conventional chemical dependency treatment

                           Some elements of strategic family therapy

                           Many paradoxical and strategic therapy interventions that alter system symptoms

    Observations:  The system (individual, couple, family) will often find another symptom to restabilize the 

                            dilemma.  It is important in working from this perspective to follow-up to be sure change 

                            has been integrated.

                            These strategies work well with clients who are particularly resistant to insight oriented 

                           (inside-focused) approaches to change.

Resistance is a reflection of self and is a valuable resource for protecting the self.  Resistance is the defense of the ego.  The goal is to help the resistance (ego defense) to be more flexible, adaptive and congruent.

    Examples:     Psychodynamic, humanistic, narrative and transpersonal/psychospiritual psychotherapies

    Observations:  Ideal client is introspective, desires insight as a goal of therapy and can abstract well.

                            Clients who are heavily defended with deleting/denying defense are not responsive to 

                             this approach.

Resistance is the process of regulating the interchange of inside and outside worlds.  Ideally, this boundary between worlds is permeable, with feelings, self and spirit able to flow out and engage the world and the individual is able to accurately perceive the environment and integrate those perceptions into the self. 

       Examples: Gestalt therapy, Emotionally Focused Therapy

       Observations:  Ideal client is not overly defended, can introspect, accept feedback, can make good 

                               contact between self and environment.  As with psychodynamic therapies, problems 

                               with therapy will arise when client and therapist have similar patterns of defense.
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