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  Introduction


  Who You Were Before Trauma has reached so many people since its initial publication in Germany twenty years ago. I’m delighted and grateful to see that this book has helped so many. I’ve received so much encouraging feedback. Of course, I’ve also received some critical suggestions. The question I’ve been asked the most is whether I have painted too rosy a picture of trauma therapy. “Surely,” these critics comment, “there must be utterly desperate people somewhere who have never experienced anything good.” That I can’t deny. But there are certainly people who find it helpful to relay to other people the depth of their pain and suffering. Once they’ve done so, they feel (more) accepted and can initiate a healing process from within, relieving them of the task of doing stabilizing work. 


  I wrote this book in particular for everyone who needs long-term preparation to face their trauma. For them, confrontation doesn’t seem possible without some sort of internal counterweight. I’ve worked with people for whom therapy indeed yielded insight and knowledge but who still failed to find inner peace. For these people, the turning point and eventual healing came only after they had worked on constructing an inner counterweight.


  Yet there are also people who are unable to benefit from my suggested approach. Clearly, a single therapeutic approach does not work for everyone. On the one hand, it’s the therapist’s job to sift through the indications for the various available therapeutic procedures; on the other hand, I counsel all patients to trust themselves and to abandon paths that do not feel right to them. That’s not always easy, but it’s certainly worth the effort. 


  A lot has changed in the past twenty years, not the least in psychotraumatology. During this time, I’ve continuously worked on the concept of psychodynamic imaginative trauma therapy (PITT), the treatment I developed for complex post-traumatic stress disorders, and I’m excited to share the current state of that development with English readers.


  In recent years, a fierce controversy has arisen over the topic of immediate trauma confrontation. How can people who have experienced years of physical violence, sexualized violence, and emotional violence, as far back as childhood, learn to help themselves? Which of their many traumas should they confront first, in light of their perhaps hundreds of individual traumas? And are these traumas the catalysts for all of the problems troubling them? Or, perhaps, have their attempts to adapt to all of their pain and suffering forced them to react in ways that, in the long run, prove to be just as problematic?


  I’m certainly not objecting to confronting the catalyzing situation as quickly as possible—as long as it involves individual traumatic experiences or is done for those with complex traumas who are highly stable. But I think I have something to contribute by relating my manifold experiences with traumatized people who benefited most from what is now known as the three-phase model of trauma therapy (1. establishing safety and stabilization; 2. coming to terms with traumatic memories; 3. integration and reconnecting with others), which continues to be recommended by the International Society for Traumatic Stress Studies (ISTSS). But every patient has different needs, so any model of treatment can only provide a general overview. Ultimately, the therapist and the patient must decide together what type of treatment is best for their situation. 


  It’s well worth the effort to determine the smallest risk. Many years ago, one of the most experienced therapists in the field of psychotraumatology, Richard Kluft, said, “The slower you go, the faster you’ll get there.”1 It’s especially important to me that victims develop compassion for themselves; or, if they already feel such compassion, that they learn to express it more. Attending to healing inner pictures and ideas has proved fruitful. With this in mind, I continue to recommend, as I did twenty years ago when I first wrote about this, to proceed with caution.


  Who Is This Book Written For?


  This book is primarily for therapists. Today, more than ever, good therapy also means informing patients as thoroughly as informing colleagues. Comprehensive information is the best basis for good collaboration. Furthermore, it’s important for traumatized people to always be well informed so that they can maintain a sense of control; this book can also be for patients who want to keep themselves informed.


  The method I describe for using imagination can be useful for everyone. I speak directly to the reader, though therapists may benefit from the many applications of imagination to take care of themselves, as well. However, I would ask that therapists not share anything with patients that they themselves haven’t tried or don’t like.


  This book only briefly touches on theories of post-traumatic stress disorders, seeing as there’s ample literature available on the subject. I recommend The Body Keeps the Score: Brain, Mind, and Body in the Healing of Trauma by Bessel A. van der Kolk.


  This book was conceived of as a sort of progress report. The practical examples provided are intended to encourage therapists to take a compassionate and resource-oriented approach in their work on the sequelae of trauma. 


  Basic Thoughts on Trauma and Trauma Treatment


  When I assumed the position as head of a psychosomatic clinic in 1985, German psychotherapists and psychiatrists were paying virtually no attention to their patients’ trauma. Psychoanalysts believed that most of what patients said about their trauma did not actually reflect reality. Alice Miller, who published several books on this topic in the 1980s, was hardly taken seriously in professional circles. Rather, trauma reports by patients were dismissed as mere fantasies. Since 2010, however, there has been much discussion about sexualized violence, and many victims have spoken up. Many others fail to speak up because they fear—not without reason—a lack of understanding.*


  
    For therapists, I recommend Instrumental: A Memoir of Madness, Medication and Music by James Rhodes; with patients, however, caution is advised, as it may be triggering.
  

  In my clinic, patients felt safe enough to talk about the violence they had experienced. We now know with certainty that traumatic experiences can be identified as the cause, or contributing cause, of several emotional and psychosomatic illnesses, particularly borderline personality disorders, but also depression, addiction, eating disorders, self-harming disorders, and somatization and anxiety disorders. Extensive studies have since shown that even cardiovascular diseases and other chronic diseases such as diabetes—especially type 2 diabetes—can be linked to childhood trauma.


  Fortunately, it no longer takes as much courage as it once did to accept that patients are relating real experiences: Until the beginning of the twenty-first century, therapists who took their patients’ horror stories at face value often faced discrimination. We have now come to believe our patients when they say they’ve experienced violence and that these experiences have been emotionally and physically damaging to them. In the last twenty years, we have learned much about the causes and harmful effects of trauma, particularly among children. Today, there are many more therapeutic approaches available, meaning patients can choose the treatment most suitable to their particular needs: Some patients prefer a gentler treatment, while others are amenable to reliving great pain and suffering to get everything behind them as quickly as possible. I think all of these wishes are legitimate.


  Learning from Patients: The Healing Power of the Imagination


  The art of healing comes from nature, not the physician. 


  —Paracelsus


  Our patients regularly teach us that they have found, and continue to find, creative ways to escape highly distressing situations. For example, they create internal and sometimes external places where they feel safe and strong; they invent inner guides—fairies, guardian angels, animal figures—to find solace and to not feel alone. Once our patients realize that we admire their wonderful, creative solutions, they allow us to enter these inner worlds, too. I learned exercises from Carl Simonton’s 1992 book Getting Well Again that reflected exactly what our patients had done spontaneously, to create images of safe places and helpful creatures. I then discovered that this approach strongly resembles ancient shamanistic rituals. I’ve long thought that there is a kind of shaman or inner wisdom in each and every one of us. I’ve often observed that people, including—or precisely—those who were profoundly disturbed, possess a knowledge and wisdom that go far beyond what the conscious “I” knows. Yet many have forgotten how to listen to this inner wisdom. I’m referring here to Buddha nature, which says that wisdom and clarity reside in every human being. 


  It can be disastrous when therapists believe they know better than their patients what is good for them. Naturally, we can, and should, share our knowledge with our patients, but ultimately patients always know what will help them better than we do. Humility should be the cornerstone of every therapist’s attitude.


  When we help our patients listen to the voice of their inner wisdom, we foster their self-healing powers and further the free flow of these often-buried powers. Using the imagination has become the gold standard in many types of trauma therapy. I am not unequivocally pleased by this: I see a risk of failing to recognize that, while certain types of intervention may be helpful, they are by no means always more effective or for everyone. Our patients are individuals, and what helps one may harm another. This is why I emphatically recommend that patients decide on their own whether they wish to or are able to pursue a therapeutic recommendation. And therapists must also respect that decision—I always tell my patients to demand respect for their rights.


  Cultivating Stability and the Healing Power of the Imagination


  Confronting the horror of the past should not be undertaken for its own sake; rather, it must lead to a healthier present and a better future. Over a few dissenting voices, current knowledge indicates that people who suffer from multiple traumas are best treated with a three-phase approach. This consists of an initial phase that will strengthen the patient, without completely avoiding confrontation with trauma (since, of course, patients may talk about their traumatic experiences).* This prepares them for the next stage: confronting the trauma. Finally, the last phase is integration. We must always pay attention to whether patients are sufficiently stable throughout the entire treatment, for only then can they name the trauma—and even then it can be both terrifying and liberating for them to say it aloud. It takes caring, external guidance, great inner strength, and increasing self-compassion to confront the horrors of the past. This is what we as therapists must enable. 


  
    Incidentally, confrontation is not an operative term: Even if patients just look back upon past experiences, they are in fact already confronting them.
  

  There is still some doubt surrounding the notion that a damaged person can be self-compassionate and self-consoling and that they can learn this behavior in therapy. Indeed, it’s still widely thought that the therapist alone bears the responsibility to console the patient. Yet patients who fail to learn how to do this themselves or whose capacities are dampened or eradicated in therapy grow ever more dependent upon their therapist. Because the therapist is not always available, and indeed cannot always be available, a serious dilemma often arises for both the patient and the therapist. On the other hand, if patients see from the outset that their therapist trusts them, they develop the ability to soothe themselves and accept comfort. When therapists accompany their patients on the tenacious search for the patients’ own resources from the very start, they are emboldened. The therapist thus acts as a compassionate companion, always keeping an eye on the collaborative work between patient and therapist.


  How could humans have survived if they did not possess self-healing abilities, the will to live and to survive, and something that provided them consolation? It’s clear that the answer to this question has to do with invented inner safe places and helpful companions that patients often create for themselves.


  New Paths


  While on the search for new therapeutic paths, I was introduced to Buddhist meditation by Sylvia Wetzel and learned a few things about Buddhist psychology. This psychology contains a few core ideas useful to Western psychotherapy: 


  
    	Suffering is a fact. We make things worse when we do not accept the suffering of the world. This means that, when treating traumatized patients, we should never deny or trivialize but rather always acknowledge their suffering—which requires compassion. Healing, too, requires compassion, both with oneself and with others. Compassion always goes hand in hand with mindfulness, kindness, and joy.


    	There is no path to happiness; happiness is the path. Most people, if not all, seek happiness—yet they spend most of their lifetime removing the obstacles that separate them from this happiness. They can even become more preoccupied with the obstacles, which can lead to a preoccupation with their unhappiness. This, in turn, often leads to even greater unhappiness: We become what we focus on. We must learn to recognize the little moments of contentment, safety, joy, and happiness as much as those of great unhappiness and discontent. Therapy must continually address this goal.

  


  We encourage our patients to concentrate on their ability to be joyful and happy as much as they do on their worries and problems, to acknowledge their skills and strengths as thoroughly as they do their feelings of helplessness. Often, it becomes clear that the problems are by no means present around the clock but are only short-term events that make it seem as if life consists of nothing but problems! Only by redis­covering and bolstering one’s capacity for joy can traumatic experiences be confronted without their becoming unbearable. This, too, contradicts what many people think about having first to deal with pain and suffering before becoming happy. Both everyday experiences and research show that we solve problems more easily when we are in a good mood. So it’s imperative for both the patient and the therapist to remain in contact with their inner sources of strength. This helps to approach, solve, and integrate the horrible events of one’s past into a more positive future. For example, with complex post-traumatic stress disorders, past traumas often feel as if they are taking place right now. It can take a long time in therapy before it becomes clear to the patient that they have become a different person and left these traumas behind. People with traumatic experiences may not—or often cannot—realize that they now live in (relative) safety. And they fail to realize how much they themselves have contributed to that state. It’s as if they’re stuck in their unhappy past. It’s an important goal of all psycho­dynamic imaginative trauma therapy for the patient to consciously enter the present and apply their coping skills. 


  This is why I recommend the path of joy—true to the motto that if we admit that we all want to be happy anyway, we should make it our goal and not beat around the bush. Ergo, compassion and mindfulness are the essential elements of (self-)healing. That’s why I’m going to share with you a series of exercises I find to be useful, which I have adapted to meet the specific needs of traumatized people.


  This therapy is integrative and based on a psychodynamic approach. Psychoanalysis, with its concepts of transference (a patient’s projection of unconscious feelings onto the therapist) and countertransference (the therapist’s reactions to the patient’s transference), as well as the unconscious, provides a helpful intellectual foundation, but the classic psychoanalytic interventions must be modified to address the challenges traumatized people pose for therapy. To this end, some newer approaches have become well-known around the world. In particular, the therapeutic relationship is now more important than ever, and modern therapy focuses more on the possibility of recognizing self-efficacy and cultivating tools for self-efficacy. Today, therapy concentrates more on acknowledging the consequences of injuries and the vulnerability they engender.


  The Concept of Many Selves


  Another basis for our work is our acknowledging that we humans become essentially new people every day, albeit with different parts. Many people live in the belief that they always stay the same. Yet even physiologically this is not true, for the cells of our body renew themselves and change constantly. Likewise, we change emotionally and psychologically over the course of time. Can you recall what your life looked like a few years ago? You most certainly did not have the same views about everything, the same wishes, preferences, or opinions that you do today. 


  This process of change is so self-evident that we often don’t even notice it. Only when we meditate do we notice how our thoughts, feelings, and sensations are in constant flux. This scares some people, who believe that constancy alone can provide certainty in life. “The only constant is change,” a wise philosopher once said. I think this view holds great promise. If we practice openly perceiving the changes that take place in ourselves, we can discover our true potential. Today I’m no longer the person I was yesterday, so I—the person I am today—can begin to make contact with all of my past selves. The “I” of today can even speak to its younger selves, console them, nurture them, and draw comfort from them.


  Moreover—and this is especially important—starting today, I can make new decisions that are applicable now and in the future, while acknowledging everything I’ve been in the past. This is not about repressing and forgetting, but all about giving yourself the chance to be today—right now—who you want to be. You can finally leave your past where it belongs—in the past—and set off on a new path. You can choose from the many paths that lie before you. And happiness is one of those possible paths.


  These thoughts have been game-changing to my therapeutic work. I’ve discovered how it’s possible, despite great personal pain, to follow a therapeutic path that acknowledges both the capacity for joy and happiness as well as existing pain. The Austrian poet Erich Fried wrote: “There is only one way to undo unhappiness . . . and that is through happiness.”2 I would like to make it clear that people who have experienced extreme helplessness nonetheless (or for precisely that reason) possess great abilities and great personal power. That is why I see patients as partners I can work with. 


  Individual Distress, Structural Violence


  This book focuses on finding individual solutions, but that doesn’t mean that we ignore the problem of structural violence. An important basis for our work lies in the theories developed by feminist (women) researchers, which state that patriarchal structures within the family pose a risk of great violence, particularly to the lives of women and children. Unfortunately, this remains true to this day. I work on the assumption that individuals should first find inner peace—they should be able to manage their own life and handle distress sufficiently before they can address questions of structural violence. But it’s imperative to make the connections clear and to view “man-made” traumatic experiences as such. Recently, it has also become clear that many types of psychotherapy must take historical and social conditions into consideration. In Germany in particular, the consequences of the Nazi period and the Second World War are increasingly coming to the forefront.


  The cases and vignettes shared here deal either with stories that are easier to bear, such as car accidents, or that do not reveal too many details. Just reading stories of trauma can sometimes be traumatic. Of course, this does not mean that we therapists do not hear stories about the horrible experiences of violence, sexualized violence, and torture. Quite the contrary. But therapists who work with victims of violence and sexualized violence should do so only if they feel they are in a position to really hear everything.


  A Few Thoughts on the Therapeutic Attitude and the Psychodynamic Approach


  Interventions are helpful only if the patient experiences a minimum level of trust. Therapists should therefore do everything in their power to foster this trust and create an atmosphere that ensures the patient’s security and stability. Today, it’s accepted common knowledge that psychotherapy also includes creating positive bonding experiences. 


  I use the term stabilization, from a psychodynamic perspective, to describe the strengthening of ego functions (the various activities of the ego, “self,” including the perception of the external world). The traumatized ego is not a normal ego in the Freudian sense, and I believe we need to bring it in line with the findings from ego psychology and structurally based interventions. Furthermore, more recent psychoanalytic approaches such as relational psychoanalysis and the intersubjective approach have enriched my work considerably.*


  
    Incidentally, in my opinion, “trauma therapy” is not a special method. Rather, this label expresses only that therapists draw their conclusions based on the conditions patients bring with them.
  

  Therapists Treat People, Not Traumas—and Definitely Not Diagnoses!


  Therapy consists of a psychotherapist and a patient pursuing a common goal together, with an open, inquisitive attitude, the goal being to find out which of the many therapeutic options are helpful and fit the patient’s needs. To date, there’s much to be said for the notion that it’s less the method that helps the patient than the relationship with their therapist (see also Bruce Wampold’s The Basics of Psychotherapy).3 For me, discovering these things is an important part of the work. 


  Imaginative techniques have an adaptive function.4 The first phase of therapy provides the patient with the tools to cope with their pain and to use the resulting protective mechanisms with greater skill and composure. In particular, the concept of working with childlike interests or ego states generally contributes to self-regulation and strengthens the working relationship in therapy to limit regression. In ego psychology, the stabilization phase serves to strengthen the ego; in the psychology of object relations, to build safe and sound inner object representations. 


  It is important to appreciate the patients’ need for control as much as their other coping strategies. Joseph Weiss noted that patients must feel safe in therapy or psychoanalysis, which of course also applies to their relationship with the therapist.5 Weiss and his research group, who were working on the assumption that patients also—unconsciously—test their therapist for trustworthiness, came up with control mastery theory (CMT), which states that patients only make progress when they feel comfortable in therapy. Today, it’s a tried and true psychoanalytical rule that the therapist must avoid weakening the patient’s ego by offering interpretations. Rather, interpretations make sense only if the ego has already been strengthened, which is generally the case only after stabilization, after the phase in which the trauma has been squarely confronted. Many of Weiss’s case studies deal with patients who had been traumatized in childhood. In this regard, Donna Orange and her team pointed out that neutrality is one of the most dubious psychoanalytic concepts ever to have surfaced.6 In my own experience, traumatized patients need unequivocally and palpably attentive therapists. 


  Compassion as Basis


  In his 2007 book on medicine and compassion, communication scholar Maximilian Gottschlich says: “The basis of communicative medicine is compassion. Without compassion and compassionate communication, we may effect an efficiency-oriented health industry and cutting-edge medical research, but not a culture of healing. This, however, is badly needed in the future.”7 He continues, “Compassionate communication is not simply a means to an end; it is the end. Every relationship between doctors and patients has its own communicative goal corresponding to the situation in question.” Gottschlich makes the important point that “what is urgently needed in medicine . . . is the realization that communication is vital—that it is essential to survival. And that the healing power of the word comes from our compassion with others.”8


  What is true for physicians is certainly true for psychotherapy as well. The compassionate therapist is especially valued when people have been hurt and subsequently suffer from a trauma disorder. And compassion is not always easy; it requires practice. Compassion also means that therapists should be compassionate with themselves when they do not entirely succeed in their efforts. When working with the psychodynamic imaginative trauma therapy presented here, a therapist must strive primarily to have compassion with wounded ego states.


  Compassion, moreover, is more than empathy, which can be viewed as a neutral attitude. Empathy is a precondition for compassion, of course, but compassion should achieve a healing effect and be revealed in the way the therapist treats patients and the way patients treat themselves.


  Compassion results in, first, a clear focus on resources in addition to a focus on suffering: Focusing solely on suffering cannot ease, much less cure, suffering over the long term. Second, it produces a focus on dignity: Only when patients experience respect do they actually recover. Compassion can also be expressed as sharing joy, such as when the therapist openly shows that they are happy for the patient—something that many therapists previously did not embrace.


  A Focus on Resources


  From the outset, meaning from the initial contact, in addition to a compassionate conversation about the painful past, a discussion should ensue about everything that gives the patient joy and everything the patient has accomplished—their positive resources. Many patients are not, or not sufficiently, aware of how many inner resources they already possess, how often they have acted wisely to protect themselves, and how much courage and positivity toward life they already possess. The goal is to unearth these treasures and to use them with greater awareness.


  I call this discussion “the question of the art of survival,”9 which should be posed only after the therapist has duly acknowledged the patient’s pain and suffering. In the initial phase of therapy, it is important for the therapist to make clear what they are searching for. If we only ask about patients’ problems, we tacitly express that we are interested only in their woes—and patients will respond accordingly. But if patients notice our interest in their strengths, we indirectly encourage them to pay greater attention to their assets. Such a connection creates compassion, allowing the therapist to express equal interest in one or the other, like a pendulum swinging back and forth. Later, the focus can shift first toward resources and then (temporarily, in the trauma confrontation phase) toward psychological distress.


  I don’t think it’s productive to squabble with patients. Patients themselves know what is best for them at any given moment. But that also means the therapist should not impose anything on the patient but rather offer options and remain open to solutions the patient presents. If you cultivate an “ear for resources,” you’ll always discover something. This must be practiced over time, since, apparently, we find it easier to address pain than happiness. We actively have to work toward making the patient’s joy permanent. But, on the other hand, a therapist should not focus so much on these positive resources that they fail to sufficiently tend to a patient’s suffering.


  It’s important for therapists to make sure they do not assume the work that patients can do themselves. This is something that must be addressed together again and again. The concept of auxiliary ego, in which someone assumes the role of a significant figure in the patient’s life, should not lead therapists to take over more responsibility from the patients than is good for them. I’ve gotten in the habit of circumscribing every intervention as a question: “Could it be that . . . ?”; “It just occurred to me that . . . ”; or “What do you think about . . . ?” These inquiries assign patients greater responsibility than if I were to use statements such as “You are doing that now because . . . ” or “You are afraid of. . . . ” In short, the goal is to consider, together with the patient, what’s really happening; otherwise, a disparity may arise in the relationship and produce the impression of a highly competent therapist and a significantly less competent patient.


  Therapists should entrust patients with as much responsibility as possible without overwhelming them. Let them set the pace. We should never fail to question comments like “I can’t do that” or “I have never been able to do that.” Rather, we should invite patients to carefully examine them: “Has that really always been the case? Without exception? Do these kinds of comments help you reach your desired goals? Who within you is making these comments? Is this a case of introjection [absorbing the qualities of an external object into the psyche]?” As Harold Sampson and Joseph Weiss demonstrated, patients test their therapists to see whether they are truly advocating for health.10 


  When Trauma Is Still Acute


  There are important differences between an acute and a recent (or relatively recent) trauma and a post-traumatic stress disorder that develops because the trauma, or traumas, cannot be processed.


  In the case of major accidents (such as plane and train crashes), emergency psychologists consider immediate psychological help to be as important as physical care and believe emergency mental health services should be available like those for the physical body. Emergency care generally serves to prevent further damage and to foster self-healing. Thus, anything that helps patients to heal themselves would seem to be worth trying. Massive outside interventions, on the other hand, would not be beneficial if they do not allow the patient time to experience self-healing. This means that professional helpers can do a lot of good by clarifying and comforting victims and their loved ones. It is also helpful to impart knowledge about the normal processing of trauma, namely, that humans have two ways of processing: First, we block out and clam up, and, second, we deal with what has happened. These alternate in the processing phase following acute trauma.11 Behavior that seems odd to the outsider, such as withdrawal or incessant talking about what happened, should be understood as an attempt by victims to help themselves. And it is important to note that, for many people, these mechanisms indeed work quite well: When they give themselves enough time, when they can withdraw or talk at will, when they acknowledge their nightmares to be a necessary evil of processing and do not try to banish them with sedatives, then the chances are often good that they can process even the most terrible things. A loving and understanding environment in which others are prepared to help but do not impose is particularly supportive. 


  The stabilizing applications of imagination presented here can be helpful above all for the adult ego. I recommend both the Inner Safe Place exercise as well as all of the distancing exercises. In individual cases, the other imagination exercises can also prove helpful. But it is always important to determine who works best with which imaginative exercise and to offer to (re-)set the inner pendulum to swing between the painful and the consoling*


  
    There are many other interventions available for activating resources (see Flückiger & Wüsten, 2014; Najavits, 2002), for fostering resilience, and for cultivating skills (see Linehan, 1996; Bohus & Wolf-Arehult, 2012).
  

  chapter 1


  Finding Inner Stability


  How can we help patients become aware of and use their capacities for self-healing? With some patients, there’s much to be discovered in a short time, which they can then put to immediate use, whereas others need months or even years to get that far. Feeling stable and being better able to cope with life are goals all my patients aim for.


  Most clinicians agree that people with complex traumas, who were repeatedly sexually exploited, abused, or neglected in their childhoods by their primary caregivers, need help gaining stability to be prepared for any confrontation, should it occur. This means that an assessment of “complex trauma” should be carefully differentiated—in any case, the therapist must consider the individual patient when determining what can help them. 


  In my experience, patients usually know quite well what is good for them and what is not. It’s not acceptable to tell patients that only one kind of therapy can help them. To date, far too little research exists on people with complex traumas, especially those traumatized by primary caregivers, to justify such a claim. Rather, therapists should continuously clarify together with their patients what can help them to live a better life. For many, this means we have to determine exactly which tools already in their possession are useful, which are less useful, and what else they need to know to lead a “good life.”


  Thus, stabilization in this context means the following:


  
    	Developing a training approach to strengthening the self or coping with symptoms. 


    	Delicately working with inner parts by using microconfrontations; working on the causes of patients’ problems, albeit only to the extent that patients remain able to control and calm themselves.

  


  Much of what occurs during the stabilization phase remains important throughout therapy and can be used in other phases. For example, help­ful inner beings can be important guides and advisers in nearly every phase, and exercises in self-compassion are equally useful at any time.


  I would like to highlight another important principle at this point: As a rule, a balance should exist between horrible and healing ideas and images. This corresponds to how traumatized people often react anyway. They attempt to create a thoroughly good world, albeit generally only externally—something that, in the long run, is doomed to fail. This process, also known as “splitting,” is understandable. My suggestion, on the other hand, is to create this thoroughly good world internally, on an inner stage, to find stability, strength, and solace where they could never be found in the outside world. In Milton Erickson’s school, this method is called “utilization.”12


  The ideas presented here are not unalterable truths but useful concepts that have been tried and tested in practice and empirically investigated by Astrid Lampe et al. in 2008 and 2015,13 and Claudia Gärtner, Peer Abilgaard, and Luise Reddemann in 2015.14


  The Therapeutic Relationship


  Most schools of therapy recognize that the therapeutic relationship between patient and therapist forms the foundation for all therapeutic intervention. We are especially careful to avoid any type of therapeutically induced stress. Thus, on the one hand, I recommend taking into account what we know today about traumatic stress—in particular, that we are dealing with a phenomenon that the patient, at least at the beginning of therapy, can hardly influence. For example, an agitated patient once told me that she had been notified that the ward physician was “expecting” her at a given time. A nontraumatized patient would perhaps think, “Well, that’s an odd way of putting it,” without giving it much further consideration. But for this highly traumatized patient, who had experienced extreme violence, it meant: “That’s an order; orders are the beginning of a catastrophe, and, in a minute, I’m going to be powerless and helpless.” Her agitation expressed her characteristic stress physiology. And once the stress reaction has been triggered, it takes considerable effort for the patient to calm herself down again.


  It’s especially important for the patient to experience that her feelings are being acknowledged and understood, and that she retains control. I also recommend making patients the “supervisors” of the therapeutic activity, asking them to say when they feel a therapist’s behavior to be stress-inducing. I often use language like, “Please tell me if you have the impression that my behavior is causing you distress, because I do not, and indeed cannot, know what you experience as especially distressing. My goal is to create an atmosphere with which you feel at ease.” Interventions that trigger (therapeutically reasonable) anxiety in neurotic patients often trigger traumatic anxiety in traumatized patients—and that is not useful.


  One way to reduce stress at the beginning of all therapy and at every juncture is to provide sufficient information at all times. What people unable to process trauma lack most is the ability to calm themselves. It’s therefore important for therapists to have a calming effect and to encourage self-calming. For this reason, a mildly positive, nonidealizing transference, so that the therapist does not embody a powerful parental figure, is worth the effort, and I urge therapists to advocate for this. Therapists should present patients’ interpretations such that they feel invited to discover something about themselves. Otherwise, patients who feel caught in the act or discouraged—because they once again have the feeling they have done something “wrong”—or who feel that the therapist knows more about them than they do about themselves will respond with stress symptoms. Forget much of what you learned, the Dutch trauma therapist Johan Lansen, himself an analyst, says. What is important is to be natural and compassionate.


  The recommendation not to encourage regression in the therapeutic relationship is often misunderstood to mean that therapists should not get involved in the therapeutic relationship. On the contrary. But it’s the patient who should reenact absolutely everything in the therapeutic relationship so we can have new, healthier relationship experiences. It’s my experience that it doesn’t serve my patients well to wallow in painful feelings or for me to constantly encourage their surfacing. Rather, I prefer to acknowledge what’s there while also encouraging self-regulation on the path to healing—using compassion, patience, kindness, and acceptance.


  The concept of two adults (patient and therapist) now caring for an injured younger self—with the adult patient assuming as much responsibility as possible for the younger self—has proved very effective. The compassionate therapist, as a role model, should invite patients to become ever kinder and compassionate with themselves.


  In fact, regression can occur as desired, namely, on one’s “inner stage.” The concept of the inner stage involves an imaginary space where everything that unfolds within the transferring relationship can be revealed. This imaginary space, being the imagined externalization of inner reality, grants patients far greater control. It can also be envisioned as a sandbox or a child therapist’s playroom. Both patient and therapist continuously recreate this imaginary space. Thus, it’s not correct to say that we don’t work with the therapeutic relationship; we just do this differently. Attachment research has made abundantly clear that people need stability and security if they are to develop positively. This is why it’s also necessary not to burden the therapeutic relationship with traumatic transfers. Of course, such things sometimes happen, but they shouldn’t allow patients to feel ever more forsaken and despairing than they already are. On the other hand, patients are not helpless toddlers, even if they sometimes seem or feel (or act) like them. The therapist should meticulously search for any helpful tools patients already possess and encourage them to use these tools—without denying patients the help they need.


  Establishing an Alliance


  Establishing an alliance is today considered advisable, if not essential.15 The therapist and the patient should continually review together what goals they want to achieve and which step(s) in treatment might prove particularly effective in reaching those goals. I always invite my patients to reflect on the process: What have we achieved? What is not progressing as planned? What still needs to be achieved? Where am I felt to be helpful, and where less so? And at the end of every session I ask: What helped today, and what can you use from today’s conversation?


  Traumatized people very often present different, strongly contradictory ego states. For example, the adult part of the patient may urgently desire therapy, while the childish, traumatized parts may fear it. Furthermore, perpetrator introjects (internalized abusers) unconsciously adopted by the patient, can also take on a life of their own and even vehemently oppose therapy. Patients may become aware of these strong contradictions, but at the outset of therapy they generally feel entirely at their mercy. In such cases, we find it extremely creative to have concepts that name these various states and essentially treat them like autonomous beings.16 In the case of the therapeutic alliance, this means that the therapist should invite the patient to enter into an agreement about the therapy with all of these states. This can, however, take time and may need refreshing over time.


  The imaginative work can be used productively only if the patient consents to it. A patient has the right not to work with imaginative exercises if so desired, for example, for religious reasons. Sometimes a bit of explanation is necessary. Many patients think they are obliged to watch an inner slideshow or film, and that everything else is wrong. Then they say, “I can’t work with this exercise.” If you point out that it’s sufficient to imagine pictures or simply to think of them, most patients are willing to continue. If that does not work, however, in the case of trauma patients, you may be dealing with perpetrator introjects, making it necessary to find other ways to turn these into the allies of the adult self (see The Inner Stage as a Place for Problematic Characters).


  Appreciating and Using Available Resources


  Initially, it’s important to become aware of all the resources that are already available. This is why, after patients have told me their story and I have compassionately acknowledged their suffering, I always ask what helped them to survive. I am interested in everything that is helpful now and has proved helpful in the past, and I expressly honor this, because patients often fail to honor it themselves. I also invite them to repeat the things that were or are now helpful, if possible. This means that, before I offer something, I show my interest in what is already there!


  Traumatized people often suffer from low self-esteem; they believe they are incapable of doing anything. The following exercise may be employed in this case: “Please write down everything that you can do, including anything you think is ‘normal,’ such as reading, writing, or math. In fact, none of these should be taken for granted. In Germany, for example, two million people are illiterate. The everyday things that we have mastered all belong to our resources. When you have finished, please underline everything you do with ease. Now look at the current problem and ask yourself if one or even more of these skills could contribute to a solution.”


  Many who do this exercise are surprised at how often the available resources do actually help, although they originally thought there had to be something “special” about them. For example, a patient said that she could dance well, and that she now wanted to dance out her problem. Later, she said that this had indeed proved very helpful. The more often patients perform this exercise, the longer the list of their abilities grows.


  
    A Suitcase Full of Resources


    Please write down everything that ever helped you when you were not doing well.


    Put the things that are especially helpful at the top. Don’t write down things that are destructive, such as injuring yourself. Then note all of the things from the following list that somehow speak to you. Make it concrete.


    
      	Images that inspire joy


      	Pleasing scents


      	Pleasing music


      	Movements that makes you happy (jogging or dancing, for example)


      	Something soft that you enjoy touching


      	If necessary, Rescue Remedy from Dr. Bach, or something similar


      	An imaginative exercise that has a positive effect, whether written or recorded (today most likely on a smartphone)


      	Inspiring words, like a saying, a short story, or a prayer

    


    List everything that you consider helpful in a note and keep this note in a clearly visible place in your home. It may be even more effective to keep a resource suitcase containing all helpful tools. You may even put in your note or in your suitcase the telephone numbers of people you can call in the middle of the night.

  


  Incidentally, people usually feel much better and have fewer crises when they frequently use these resources. Feeling uneasy or in a state of crisis has a lot to do with failing to do anything to contribute to your own well-being.


  
    Exercise of the Five Elements


    This exercise is about consciously experiencing that a deficiency felt is not a general deficiency but rather a relative one, and that ultimately the universe is bountiful.


    Focus on earth, fire, air, water, and space, the last of which is also considered an element in Buddhism. By doing this, you become aware that each element can be found both on the outside, meaning in nature, and on the inside, in your own body. You then ask yourself how much of the respective element is present in your heart and soul. You may conclude that there is a deficiency of a particular element—that you are insufficiently “grounded or connected to the earth”; that you do not “flow”; are not “light” (“airy”) enough; have too little fire; or give yourself too little space. You can then shift from focusing on what is deficient to what is present and available, namely, the element residing in nature and in your body. The idea behind this exercise is that the ongoing occupation with the elements leads to an increase in the elements that were deficient.*


    
      I thank Sylvia Wetzel for making me aware of this exercise, which can be expanded upon by looking for concrete objects in nature that remind you of a particular element: a stone, a bowl of water, a feather, candlelight, a seed capsule, to name just a few examples.
    
  


  
    Things I’d Like to Happen Again


    This is an idea from Steve de Shazer.17 For one week, you observe and write down everything that you would like to happen again in your life. At the end of the week, you evaluate this list and decide to do the things associated with joy more frequently and to desist from the rest. Here, too, the idea is to concentrate on what is already there. This often makes clear that the solution is present and available, and that we are simply failing to see it because of our exclusive focus on our problems.

  


  Finding Counterimages to Horror Scenarios


  Patients often say that they feel they are in a black hole. For most of them, however, after having expressed the thought, a new thought arises, and the unpleasant metaphor disappears as quickly as it appeared. Yet for some, the thought dangles and becomes ever more painful; they feel at the mercy of their thoughts, particularly the unpleasant ones: “I can’t do anything about these kinds of thoughts.”


  Indeed, no one can do anything to stop a thought from arising. Nonetheless, there are ways to counter unpleasant thoughts. One method is to consciously think of something else: Find a pleasant counterimage or counterthought to a horrifying thought, like a blue sky, a white light, a snow-capped mountain. What’s important is to find your own harmonious image, one that resonates strongly with your positive emotions. Now go back and forth between these two images, which makes it unnecessary to repress the unpleasant image. If a counterimage lies before my mind’s eye, then I effectively have a choice: I can choose to occupy myself with one or the other image. Perhaps I even ponder lingering on the pleasant picture somewhat longer. I can also determine whether it makes a bodily difference when I think of one image or the other. Most people discover that their body indeed reacts differently to different images. This technique gives patients autonomy. Some of my patients have said, “It’s good that I can say what happens.”


  Being able to do something, being no longer powerless, is a very important experience for people who have experienced extreme powerlessness and helplessness, especially when the situation is later complicated by their feeling helpless toward themselves. For them, beginning to experiment with influencing their own thoughts and images is very liberating.


  This is a very simple and very effective exercise that can be practiced anytime, anywhere. The most important thing is not to repress anything but rather to create alternatives. The idea of inner choice plays a large role in our therapeutic approach. Even if we’re not always able to change the outside world, we can still effect change inside ourselves, and we can quite consciously make use of this method in our work. The most important point is that, regardless of the state of the external world, people do not need to also feel powerless toward themselves!


  The inner world of people who have not worked through their trauma (or multiple traumas) is one of horror. Thoughts, images, and feelings associated with the traumatic experiences occupy their entire inner landscape. The traumatic experience is bad enough already, and the traumatic process further haunts their life, even if the traumatic process actually represents a coping attempt. However, for various reasons, we don’t succeed in managing this experience. Thus, people with post-traumatic stress disorder repeatedly traumatize themselves anew—even though this is most definitely the last thing they want to do.


  We approach this by suggesting the gradual creation of an inner world as an alternative to this world of horror. In fact, many already bring this alternative world along with them. Some say things like, “I did that as a child. I had nice images of a place where I felt good, and I also had a good fairy who was always with me when I was sad. But when I was thirteen, my girlfriend laughed at me and said I was crazy, and I thought, ‘Yeah, she’s probably right,’ so I stopped imagining things like that.”


  Some patients tentatively admit that they console themselves with a world full of positive images, and that this has helped them to survive, but that they had never thought that they would actually be allowed to talk about this in psychotherapy—and most certainly not that they would be explicitly instructed to nurture such images.


  Of course, there are patients who say they could not possibly imagine such a thing; their life has always been terrible, and they can’t possibly imagine anything good happening. In this case we ask: “Assuming that, for just a brief moment, you could manage to think of something good—what would it be?” Only a few people cannot think of a single good thing. Many can take this first step by asking themselves what they would have wished for, had there been a visit from a good fairy from a fairy tale. What would a good, safe place have looked like? Some approach the question by asking what they think this good fairy could have been for others, for their own children or their friends. My experience is that the people who find their way to psychotherapy always nurture at least a small amount of hope, otherwise they would not have come in the first place. And this minimal hope serves as our starting point.


  The idea that a person is full of nothing other than darkness, blackness, and despair is not true in most cases. Unfortunately, there are people who are largely unhappy and who have had and continue to have very distressing experiences. The difficulty for people who have been traumatized is that the traumatization continues in their life. It’s paramount to learn how to distinguish between then and now. Thus, one can ask, for example, “Your day has twenty-four times sixty minutes; your week seven times twenty-four times sixty minutes. How many minutes do you think there are in which you feel a little bit better?” My experience shows that nobody claims there is not a single minute, not a single second, in which they don’t feel a little bit better.


  Even today, many professionals are too quick to be impressed by the problems and the suffering their patients present, causing them to deal exclusively with the horror. As a result, after a few therapy sessions, both the therapist and the patient have the impression that the patient’s life contains nothing but suffering. To prevent this, the therapist should search for moments of inspiration, joy, happiness, and meaning, just as much as for those of unhappiness, suffering, and meaninglessness. 


  Verena Kast, in her 1991 book Joy, Inspiration, and Hope, helps us to see more clearly the role of these feelings in our patients.18 She suggests patients create a biography of joy. Therapists should first try the exercise themselves, as that will help them trust their patients with it. It can be a new and important experience for trauma sufferers to help them to focus their attention on what they have enjoyed in life, which often lies in the period before their trauma, though there may have been such moments between traumatic experiences or after them. So extend an invitation: “Would you also like to discover the child you were and to remember what situations made that child happy—the rays of sun making circles on the wall, specks of dust dancing in the sun, the joy of jumping in puddles?” Children strongly express their joy, like their other feelings, with the body. “Try to remember the feelings you had when you got on a swing or jumped rope or played ball. Do you remember people who were good to you and helped you? If you are the victim of collective trauma, perhaps you have good memories of certain family members; if you are a victim of trauma within the family, perhaps there were people outside your family who cared for you.”


  Continue the exercise, with these prompts: “It’s highly unlikely that there weren’t at least a few seconds of joy, happiness, or security in your life. Let these feelings spread throughout your body, as if every cell were filled with them. And then search further for other moments. Making contact with these joyful feelings makes it easier to discover more of them. Even if you haven’t experienced good things as much as others, you may still discover that it’s worth concentrating on something besides the pain in your life. Getting the strength to heal your pain does not occur solely by concentrating on your pain but also on your positive feelings.”


  I don’t recommend what is commonly called “positive thinking.” Positive thinking is a perversion: Life is not just “positive,” but it is almost always, at least sometimes, also positive. The goal is to be realistic, and it’s realistic that life contains both easy and difficult elements. Even if a patient’s life thus far seems to have consisted primarily of pain and unpleasantness, presumably there have been a few moments in which the patient felt better. I suggest filling one’s cup of happiness to create a counterweight to the cup of unhappiness. This process takes time, patience, and compassion, but it makes possible something that at first did not seem to be possible. It becomes possible because now—today—we can create another inner world. We cannot undo the past—and that’s not our goal. The goal is to create counterweights to all the horrible images, all the one-sided impressions that have lodged in our mind. Someone who is prepared in this manner can face the horrors of the past more easily than if they do not acknowledge the good in life at all.


  Practicing Aspects of Mindfulness


  One precondition for perceiving things as they are is mindfulness. Mindfulness is not something that should be taken for granted. In fact, we often learn inattention from childhood on. We are taught “not to be aware,” Alice Miller once said.19 We are taught to rely on others, who seem to know better than we do when we are hungry, when we are tired, when we should be able to do this or do that. So it’s hardly surprising that we perceive ourselves with ever-diminishing clarity. This means we must learn mindfulness anew. Although the exercises given here are small ones, I recommend integrating mindfulness into everyday life.* I’ve transcribed the following exercises much as I present them to my patients—always with the caveat that the patients feel safe in the situation.


  
    Thich Nhat Hanh, the Vietnamese meditation master who wrote a series of books about mindfulness, provides many instructions for being more mindful in everyday activities, as does my German Buddhist teacher, Sylvia Wetzel.
  

  
    Mindfulness Exercise


    Try eating a meal with great mindfulness. Register every bite and take the time to notice what happens in your body when you take that bite. For this exercise, Jon Kabat-Zinn recommends eating three raisins with absolute mindfulness—a very simple and impressive exercise.20 Or load your dishwasher with complete mindfulness, with all the concentration you can muster. Or take care of all of your morning preparations with the greatest attention you can manage. Put no limits on your imagination.


    In this context, being mindful means, first, simply being present. Being present means that our fears about the past and future are less likely to reach us. We perceive the uniqueness of a moment, and we perceive ourselves and, ultimately, others with greater awareness. As I write this, it is a bright, beautiful spring day. What a joy to register this day mindfully!

  


  What I’m describing here is an aspect of mindfulness taken from a traditional Buddhist perspective. Presently, a number of mindfulness programs have also been applied in psychotherapy. Mindfulness in the Buddhist tradition means more than just perceiving and being present. Traditional Buddhist exercises may be overwhelming at first for many people with trauma sequelae. Buddhists call the exercises I describe manasikara, in contrast to the exercises that acknowledge feelings, physical experience, emotional experiences, and the environment, which are known as sati or samma sati. One aspect of these exercises is that everything that comes up can be perceived with openness, goodwill, compassion, and equanimity. In my experience, this type of mindfulness exercise makes sense only if the person is in a relatively stable state and can observe things without identifying with them.*


  
    The point of traditional mindfulness exercises, incidentally, is not to calm but to openly perceive what is. Below, I present exercises that tend more toward calming, that is, traditional manasikara exercises.
  

  
    Mindful Breathing Exercise


     

    Try to find a position that is pleasant for you, whether lying or sitting. First, feel the fact that your body has contact with the floor. This means perceiving that your body has contact and where your body has contact. There is no right or wrong, only conscious registering.


    Next, register that your body is breathing and, by breathing, makes movements. Note these movements. Register that your chest gently rises and falls, and that your stomach rises and falls. If you observe very carefully, you will also notice that your nostrils are making very slight movements. Perceive these bodily movements while breathing for a few moments. Conclude the exercise by once again becoming aware that your body is in contact with the floor or with the chair and perceive the boundaries of your body. Then return to the room with your full attention and perceive it very consciously.

  


  This exercise serves to focus your attention. It’s important not to expect to be completely attentive the entire time; no one can manage that. Nonetheless, the decision to concentrate on something for a little while produces calmness and relaxation. This is a gentle form of relaxation that allows the body to relax as much as it would like to without having someone order it to “Relax! Relax!”


  Our bodies thank us when we attend to them with care. Mindfully perceiving our body can have positive effects. Our bodies register that we are acknowledging them after years of treating them badly (often worse than we treat our cars!), the expectation being that they simply function (whereas most people actually tend to their cars). Exercises for the mindful perception of the body are good for grounding and feeling purposes, particularly when you perceive at the beginning and the end of the exercise that your body has boundaries in contact with the floor. Gradually, you can expand this exercise—to perceiving your body without judgment, to viewing it with loving-kindness, openness, and perhaps even patience. Later still, you can compassionately include all the painful spots.


  
    Mindful Joy Exercise


    This exercise is concerned with creating awareness of the joys our body makes possible.


    First direct your attention to your head, and make yourself aware of which parts of your head and face (your eyes, ears, or mouth, for example) give you joy in some form, whether small or large. Now imagine these joys as concretely as possible, for example, that you can see colors or taste things. Feel what it means for you to see colors, then direct your attention to everything that belongs to your musculoskeletal system—your bones, your muscles, your ligaments. Concentrate on your hands, arms, or legs. What joys do these parts of your body give you? Next, concentrate on your organs, all the organs that occur to you. What do these organs do to enable you to experience joy with your body?


    There is, of course, much more that could be mentioned in connection with your body, such as your skin. Ask yourself whether there is anything else that is of great significance for your experiencing joy. If you would like, take a moment to thank your body and its parts. If you prefer not to do that, that’s fine. Now return all of your attention to the room.

  


  Anyone who does these exercises regularly for a few weeks and pays attention to mindfulness in daily life will surely notice a few changes in themselves and perceive themselves more keenly, with positive effects.


  Getting to Know the Inner Observer


  Mindfulness exercises develop the ability to observe. We all observe ourselves more or less precisely the entire day. Mindfulness exercises can enhance this ability, giving us a greater awareness. We recommend that patients use this exercise during the stabilization phase to help them to distance themselves; later, it becomes very important during the trauma confrontation phase. Because this exercise is very long, you can simply use the individual components. It can also help to make you more aware of your ability to observe yourself.


  
    Inner Observer Exercise


    Begin with your body on the floor. Make yourself aware of the fact that you could not perceive that your body is in contact with the floor, or that it breathes, without the ability to observe. Remind yourself again and again: I can observe my body, thus I am more than just my body. Observe how the fact that you can use this ability to observe affects you. Now concentrate for a few minutes on the fact that you can perceive what you think. Observe what you think, even though sometimes, when you want to observe what you think, you can no longer think—it’s as if your thoughts have been swept away.


    You can also give some order to your thoughts by distinguishing those that refer to the present, the future, and the past. And by repeatedly observing, it becomes clearer to you what you think about a lot. Because the goal of the exercise is to make yourself aware of your observing abilities, I would like to invite you again to increase your awareness while observing your thoughts: I can observe my thoughts, thus I am more than my thoughts. Now observe which feeling is strongest at this moment and whether it has changed. Knowing that I can change my mood or moods, I realize I am more than my mood.


    Then take a minute to observe your feelings: Which feelings do I have right now? I can observe my feelings, thus I am more than my feelings. Make it clear to yourself that you can also observe that you are observing. The part of us that observes that we are observing we can call our inner witness. This is the part that perceives what is, both sympathetically and without judgment. You can make use of this ability: If you become entangled in something, you can refer back to this observer of the observer and gain distance, then return to the room with your complete attention.

  


  This observer exercise is a good alternative to the previous mindfulness exercises and may be more appealing to some people. It is important to practice helpful exercises regularly. Once you’ve completed each exercise, you can decide afterward which one is the most pleasant and helpful for you. Later, we’ll discuss distancing in more detail. But, first, it’s important to point out that our ability to observe ourselves has now become more conscious.


  Finding a Counterweight to Images of Horror


  Exact observation means perceiving that life contains both the horrible and the beautiful, the hard and the easy, darkness and light. When we are mindful, it’s easier for us both to perceive and to feel this more precisely. After observing that people who could not process their trauma suffered especially from their images of horror, I set out to search for exercises that could be used as a counterweight. I attended many seminars with the most diverse range of psychotherapists and tested many different imaginative exercises. Subsequently, I carefully examined these exercises, with the goal of seeing to what extent they might be suitable for working with people suffering from post-traumatic disorders. 


  I discovered that it’s important that these people always maintain the feeling of being in control. It’s not, on the other hand, important for them to enter a state of deep relaxation. Almost all therapists who work with imagination tend to start with relaxation instructions (I among them). But I noticed that many of my patients did not feel comfortable with this method and grew afraid they would no longer be able to perceive what was happening around them. This was unsettling to them. Luckily, one can train—to at least some extent—­introspection and observation from without. One can practice a kind of “double attention.” Today, I recommend the short mindfulness exercises, Inner Observer Exercise, to assist in focusing attention. Focusing attention prevents one from automatically focusing on all the burdensome things that normally go through one’s head—and it enables the body to relax. One can also prepare the exercises that follow as stories and thereby remain in thinking mode; because such thinking is done pictorially, these stories prove effective.


  The imaginative exercises many psychotherapists work with have all proved effective for anyone who likes to do them. Of course, this doesn’t mean that everyone enjoys every exercise. It is, however, best to become familiar with all of them first: Read through all of them and see which ones appeal to you most. You can first try this exercise for yourself and then use it later with your patients. If you notice that an exercise is enjoyable for you, then it’s good to practice it regularly for a while. We also recommend this to patients.


  For people who want help to look squarely at their traumatic experiences again, I especially recommend the exercise on the inner safe place and the inner helper. Helpers, in particular, can stand by someone confronting horror in addition to consoling, calming, and counseling. And the adult self can always go to a safe place to reenergize, while the younger self experiences enduring peace, security, and safety.


  

  Both of these exercises are closely related to what shamans do, namely, to imagine going to a place inside the earth to meet their spiritual leaders, who stand by them with help and advice. Shamanic healing uses the imagination, and the oldest type of healing available is that of our collective unconscious, as Carl Jung called it. That is where knowledge of both kinds of imaginative approaches resides, something people can quickly tap into.*


  
    On the topic of shamanic healing and imagination, I recommend the Woman as Healer by Jeanne Achterberg and The Way of the Shaman by Michael Harner.
  

  Anyone who finds these images utterly strange should not force themselves to work with them but should rather look for their own images. All humans use verbal imagery when they speak; some use very figurative language, while others more abstract language. But no one never uses figures of speech, and we can become more aware of these. In therapy, the therapist can pay attention to them and gradually develop them into healing images and ideas. Or patients can recall situations in which they felt at ease and from there develop ideas of a safe place—as in a dream—where they combine several images, times, and places.


  This can also be done with inner helpers. Take the characteristics of people who are important to you and create a helper from them. Some claim that this does not sufficiently tap into the unconscious, but I think that our unconscious mind can learn from our conscious mind and vice versa. Ultimately, it doesn’t matter where the consoling images come from. The main thing is that there are some available to us.


  Pay special attention the next time you use a figure of speech with a troubling image—for example, “This really weighs me down.” Now try to find a counterimage, perhaps a cheerful, skipping child. Then move back and forth between these images. The skipping child may help you find other joyful images more easily. Try it out for yourself! Step by step, you are creating an entire series of images that can help you to gradually become more aware of the pleasant images your mind can create.


  I mentioned that I recommend the short mindfulness exercises as an introduction, and that this allows the body to relax without conscious self-ordering of the body to “Relax! Relax!” This type of exercise is especially pleasant for traumatized people. It is an induction to relaxation, though I still prefer to call it a mindfulness exercise for introducing imaginative exercises. And as already mentioned, it can stand alone: You can do it often, whenever you feel tense or restless; you can concentrate on your breathing and guide the movements of your body while breathing. In my experience, it makes a great difference whether you concentrate on your breathing or on the movements of your body while breathing. The latter seems to work better for traumatized people.


  Another important point is to perceive the boundaries of the body and physical contact. Many traumatized people tend not to feel “right”—they instead feel dissociated, for which I highly recommend body perception exercises.


  Practicing the perception of physical boundaries makes clear one of the basic principles: simplicity. The simpler something is, the more likely it will be used. Yet the simple things are especially hard for many of us because they do not seem to harmonize with what our reason (supposedly) wants. My patients often say to me: “It can’t be that easy.” And I respond: “Yes, it can! It’s easy—but it can also be difficult because it is completely strange to you, and everything that’s strange is frightening at first.” Sometimes we can trick our reason by suggesting that we will only be trying something once, just having a new experience—and then decide later whether it is really helpful. Of course, our critical reason is certainly important to our survival and has undoubtedly often served to protect us throughout our evolution. Thus, it would prima facie make no sense to override our reason. But we can still ask it to keep still for just a moment. It’s also worth being grateful to our reason now and then for everything it has done for us.


  If you do take the mindfulness exercises as an introduction, you should repeat the perception exercise at the end of each imagination exercise. This helps to provide reorientation to the here and now.


  Side Effects


  Anything that is effective also has side effects. An important side effect of any kind of relaxing activity is that it can precipitate troubles or interruptions—for example, some people always get sick on the weekends, and others always fall ill at the start of a vacation. Everyone who meditates knows how unpleasant drowsiness can overtake them while meditating. Meditation does not make you tired per se, but rather it makes you notice what is going on inside—painful thoughts, images, and feelings you are simply unaware of when you are always busy. This can be frightening. Traumatized persons may then prefer to dissociate to avoid feeling afraid, which would in turn create new problems.


  A good way to limit side effects is to do the exercise with thought rather than with pictures. Just thinking about the exercise ultimately has the same effect, while also allowing patients to feel safer by retaining greater control. You can perform the imaginative exercise like a story you tell yourself. If this doesn’t work, then it’s presumably too early to be invoking images, whatever they are. Choose grounding exercises instead, simple body exercises that help the body to be grounded more consciously in the here and now. We’ll explore this in more detail later.


  Therapists often speak of a “safe place.” The following exercise is concerned with this kind of safety and emotional security.


  
    The Inner Safe Place


    Begin with your body on the floor. Recall one or several moments in your life in which you felt safe. If you cannot recall any such moment, then imagine the safety and comfort you would feel if you could experience them. Use as inspiration images of human or animal mothers together with their offspring. Try to pinpoint as precisely as possible what it is like for you to feel safe.


    Based on this experience, now imagine a place containing all of those qualities you associate with safety. This place can be on Earth, but it certainly doesn’t have to be. Let your thoughts or fantasies emerge of a place where you feel utterly safe and sound. Now give this place boundaries of your choosing, boundaries that allow only you to determine which beings are permitted to enter this place. Of course, you may invite any creatures you’d like. I recommend, if possible, not inviting humans, but rather loving guides or helpers, that is, beings who love and support you. Check to see if you, with all your senses, feel good in this place. Check first whether what you see is pleasing to the eye. If there is anything that isn’t pleasing, change it. 


    Now check whether what you hear is pleasing to the ear. If not, change it so that everything you hear is pleasing. Is the temperature right? If not, change that now, as well. Can you move your body such that you feel completely at ease? Can you assume any position you feel comfortable in? Are the smells you smell pleasant? You can change these to create a total sense of well-being. If anything else is missing, change it until it is just right for you. If you now feel a total sense of well-being in your inner safe place, establish a small gesture that you can use in the future to conjure this place. If you like, make this gesture right now. To conclude this exercise, perceive once again the boundaries of your body, and mindfully register its contact with the floor. Then return to the room with your full attention.

  


  Now I would like to invite you to determine how you feel after this exercise. Do you feel in any way lighter, perhaps refreshed? If so, it may be worth doing this exercise regularly for a while, so that it becomes ingrained in your mind and body. Then you can do it anytime you feel tense or uneasy. You will experience that, with the aid of this exercise, you can master difficult situations with the ability to help yourself calm down quickly and reenergize. This will help you in tense situations, but only once you have truly internalized the exercise. If you only do this exercise occasionally, you may find it effective in the moment, but it’s unlikely that it will help you out in a critical situation.


  At the beginning of treatment—in the period of stabilization—these exercises do not serve as material for psychodynamic interpretations. Later, after the trauma confrontation phase, however, you can explore the deeper meanings of the images. The primary goal, however, is to have these good inner images readily available in case of emergency. This leads me to the second important part of the exercise: the helpful inner beings. This exercise can also be performed without the first part.


  
    The Helpful Inner Beings


    Once you have found a safe place, you can invite helpful beings to join you there. This is a very natural occurrence. Because being alone in the safe place is unpleasant for many people, it can be helpful when it’s also inhabited by loving and supportive beings who offer good counsel and never let you down.* Some people who do not want to or cannot imagine a safe place can be helped if they simply remember their helpful beings. Imagining these beings is always useful in times of loneliness or helplessness. This exercise is fundamental to the trauma confrontation phase because the helpers can support and console the patient.


    
      Therapists can suggest to people who tend to be more matter-of-fact and sober-minded that they often already do exactly this, namely, finding an inner adviser or coach to stand by them. I learned from Sam Foster that it can also be helpful to many people to imagine an inner cheerleader, someone who encourages and roots for them.
    
  


  Any other immediate helpers form the members of the inner team. We view the inner team as our younger and future selves who can be consulted for opinions and advice. I learned about this exercise from Jean Houston,21 who refers to the legend of Odysseus, where he sends away his crew, threatening to sink his ship. According to Houston, losing contact with our crew, our inner team, threatens to sink our lifeboat. A few years later, Friedemann Schulz von Thun published his book on the inner team, pointing to other figures but retaining a similar principle.22 What follows is a helpful inner team exercise.


  
    The Inner Team


    Imagine a pleasant room in which you feel comfortable. In this room, there is a round table. Sit at this table as the person you once were—and as the person you will one day become. You can invite all parts of you to join you at once or one at a time. First, you invite the person you were a few years ago; then you invite your teenage self; and after that, the person you were as a young child. If you can imagine it, you can also invite the being you were before you were conceived. At the end, you invite the old person you will one day become. Many people prefer just to work with their wise old self, which can be just as helpful. In fact, I think this helps us to connect with our inner wisdom, which most people associate with old age.


    Perhaps all of this is not possible, or it doesn’t make sense to have all of these figures at the table. That’s fine; accept what is. Now explore a question with your inner team—a question that has perhaps long preoccupied you and whose resolution is unclear. Ask your team for their opinions in a kind of brainstorming session in which all members are free to express themselves. It’s important that every member have the opportunity to express themselves, even if there are differing opinions. Gradually bring the conference to a close and thank your inner team, then return to the room with your full attention.

  


  Now you’ve gotten to know the important players on your inner stage. But there are more—as many as you wish to have, because every individual is the author of their own inner drama or comedy. We are the director, the dramaturge, and the audience all at once. In the following chapters, we’ll get to know more of these inner figures.


  Our inner team represents our inner wisdom. Thus, some people prefer simply to connect directly to their inner wisdom, with or without a specific form. If you prefer this approach, feel free to proceed in this manner. These exercises serve as suggestions, so if other techniques prove effective, they should continue to be applied.


  
    The Tree Exercise


    This is an exercise many find advantageous. Imagine yourself as a tree and experience how a tree is nourished; or think about what it means to be nourished by the earth and the sun. Humans, too, live off the earth and sun, but less obviously than trees do. This exercise can familiarize us with the thought that there is enough of everything for everyone. On the other hand, in a time in which we have come to realize with ever-greater clarity that we are polluting and poisoning the earth, air, and water, discouraged and hopeless people may not be able to muster the strength to imagine that the earth and sun will continue to provide us with what we need. This exercise can help anyone who can imagine a nourishing earth and sun. You do not need to exert yourself: It’s simply given.*


    
      I thank Phyllis Krystal (in her book Cutting the Ties That Bind) for this exercise in a slightly different form.
    

    First, imagine a landscape in which you feel comfortable. This can be a fictional landscape—it doesn’t have to be real. Imagine in this landscape a tree that you would like to approach. Now imagine going to this tree and touching or just looking at it. Notice the trunk and take in the scent. Note how the tree branches out. Study its leaves. Start by simply registering all of this. Then, if you can, imagine yourself leaning on this tree and feeling it against your back. And if this fantasy is pleasing, imagine becoming one with the tree. 


    Now you can experience—as a tree—what it means to have roots that branch into the earth and take in nourishment. Experience what it’s like to have leaves that take in and transform sunlight, then think about how you would like to be nourished and taken care of. What kind of nourishment is it—bodily, emotional, intellectual, spiritual? Be as precise as you can. If you are one with the tree, imagine receiving the nourishment you desire from the earth and sun. If you have not melded with the tree, you can still imagine what it means to receive nourishment from the earth and sun, because this is also the case for human beings.


    Allow yourself to experience this nourishment coming to you from the earth and sun, and that this makes you grow. Then, disconnect once again from your tree. Now, you can go to your tree as often as you wish and, with its help, discover that you can be nourished by all those things you wish you had. If you would like, you can even promise your tree that you will return. Say goodbye to your tree and thank it for its support, then return to the room with your full attention.

  


  For some people, before thinking about reenergizing, it’s important that they first allow themselves to unload what they have been carrying around. To this end, I would like to introduce a separate exercise I learned from birth psychotherapist Phyllis Klaus.


  
    Unloading Baggage


    Imagine that you are on a long journey, carrying a lot of baggage. At some point, you arrive at a plateau. You now have a long way ahead of you, where you do not have to climb, so you can relax a bit. In the distance, you see something bright, like a light. You feel attracted to it and go toward it, and you arrive at a place bathed in a warm, bright light. There, you discover a building that looks like a temple, or perhaps trees or a grotto—whatever appeals most to you. You would like to stay a bit and take your load off, so you lay your baggage down at the edge of this bright place and look around for a place to sit and relax. And you find something. You let this bright light affect you, feel yourself growing warm and healthy and light.


    Suddenly, you notice that a bright, friendly being is approaching, smiling at you. It gives you a gift—something you need to solve a problem you are having at this very moment. Perhaps it’s a symbolic gift that you do not, or cannot, comprehend at this moment. If you wish, you can thank the being. Then, gradually, return to your baggage and prepare to leave this place, which you can come back to at any time. Think about what you want to continue to carry around with you, what you need as you go on your way. Perhaps you could do without some things, or perhaps you want to take everything along—it’s up to you. Then, continue your journey with the baggage you need, before you return to the room with your full attention.


    Doing this exercise often lets you notice that your baggage can be a burden, even though—at this point at least—you cannot rid yourself of it. Nonetheless, you can still take an occasional short break.

  


  
    The Safe Exercise


    This exercise focuses on putting the things that burden you away in a safe, with the expectation that you will want to see them again. They’re kept secure for as long as you want and will remain there until you can or wish to address them again. You should imagine a safe where you can deposit images, inner movies, and anything else that is unpleasant and cannot be dealt with at the moment. Later, for example, during the trauma confrontation phase, these thoughts can be unpacked as necessary. 

  


  Sometimes this action fails to function over a long period of time and may have to be repeated, but it is a helpful experience to see that it works for at least a little while. Patients should thus be encouraged not to give up, but to repeat this exercise time and again, which shows them that they can indeed do something about what is burdening them in the present. Some patients say that a single safe is not enough. Of course, you can imagine as many safes as you need.


  Today, I rarely use this exercise because it seems to be more helpful if patients tend to hurt their ego states. More about that later.


  When the present is difficult and burdensome, it can be very helpful to think about how you might imagine the future. One possibility is to find a symbol for the future and to shape the future using this symbol. The Inner Garden Exercise has proved very effective. This exercise also has the advantage of providing an immediate solution for dealing with the things you do not want. Thus, in a sense, it provides a good alternative to the Safe Exercise above, if that exercise proves not to be entirely satisfactory. The solution is to dump everything from your garden that you no longer need onto the compost heap to create new, arable soil. It’s important to make yourself aware of the power of your imagination. For example, if you want to create a big tree in your mind, there it is! You do not have to wait years for the tree to grow. And this is true for everything the imagination can bring forth!


  
    The Inner Garden Exercise


    Imagine a plot of untouched earth, a small, fallow piece of land. It can be as small as a thimble or as large as a park—whatever seems right to you in the moment. Now, design a garden as you see fit. If you later think that you’d like it to be different, there’s a compost heap in the corner of the garden that you can use to transform everything you no longer want into usable soil. In this way, you can make changes to your garden at any time. If you would like, you can add water to your garden: a pond, a fountain, a small brook. You can also create a place to sit, or perhaps you would like animals in your garden. Once you have designed your garden, you can sit down somewhere and simply enjoy it. You can contemplate inviting someone to your garden. And, as you return to the room with your full attention, remember you can return to your garden anytime you wish.

  


  Some people think that the garden is a safe place, and indeed that is what it can be. Others, however, see it differently. Everyone should find out for themselves what works for them. The aim is to allow you to feel at ease with these exercises, so that you learn to use them to optimum effect.


  Some people love this next exercise, while others find it problematic; it inspires very contradictory reactions. This exercise stems from the work of Klaus Grochowiak, who makes it clear that happiness is not a simple matter.23 For example, many people think that happiness depends on their being made happy (from external forces), and if the circumstances do not allow for it, then they cannot be happy. That is, of course, one way to look at things. The question is whether that viewpoint truly serves you.*


  
    That is, incidentally, a question I often ask my patients: “Does this serve you?”
  

  Ultimately, you can think anything you want to, but the fact is that some thoughts make you happier than others. People who think they have no influence over their own happiness approach life differently from people who think that life is what you make of it. Happiness, according to Grochowiak, is a question of our capacity for happiness. It’s our choice to decide to concentrate on it instead of waiting for a random, external event to make us happy. 


  This exercise has several parts that can also be carried out individually.


  
    The Happiness Exercise


    Try to recall a situation in which you felt happy. Conjure up as many details as necessary to feel this happiness again. Note that you may not feel it quite as intensely as you did back then. And, if you wish—and if it is pleasant to you—try to see whether it is possible to expand this feeling of happiness into the time before the imagined moment of happiness and into the time after the imagined moment of happiness.


    Now imagine your entire life, starting at your conception, as a line that disappears into the future. Observe the shining points of happiness strung along this line. Perhaps there are only a few, perhaps many; maybe it’s a short (or a long) line with many or few points of happiness. Then imagine that you are hovering above this line, projecting your feeling of happiness onto it so that more shining points appear there. The ever-greater and more intense illuminations along this timeline repeatedly return to you and enlarge the feeling of happiness inside you. In this way, you’re engaging in an exchange with the points of happiness and with your inner feeling of happiness, allowing the latter to grow as much as you would like it to.


    Remember that the point is not what has happened in your life in the past; you cannot change that. The point is to create the image inside yourself—which you can change. Above all, you can take these shining points with you into the future: From this point onward, you will be creating the future. Perhaps it makes you happy that you can shape the future from this point on. You can associate your personal happiness and your ability to feel happiness with a color—the color of happiness, whatever that may be. And you can decide now to seek out an object with the color of your happiness to remind you of this exercise and your capacity for happiness. And you can also resolve to think of this capacity for happiness as often as possible. Now, return to the room with your full attention.

  


  For many people, the hardest part of this exercise is the fact of lost happiness, which inspires sadness. The most important thing we can do is to accept this sadness. Only then can you realize that no one can take away your capacity for happiness. This exercise may not be appropriate for someone who has just experienced a loss, in which case the tree exercise may be more helpful. Or they may wish to seek the helpers who stand by them and help them through the mourning process.


  The following exercise may also prove helpful. Here, the purpose is to make peace with oneself. People are too often at war with themselves. We cannot stand ourselves, or we reject ourselves.


  I recommend keeping a checklist over a few days. On the left, make a tally of when you say something nice to yourself or when you appreciate something you’ve done; on the right, make a tally of when you complain about or denigrate yourself. Of course, I always hope my patients have more tallies on the left side of their list, but unfortunately the list turns out very differently for different people.


  All great spiritual leaders tell us that the main precondition for establishing external peace is internal peace. Today, at a time when so many people are struggling for peace, the following exercise emphasizes the need for working on ourselves and for gradually altering consciousness.


  
    Finding Inner Peace


    Think back to a situation in your life in which you felt completely at peace with yourself, in harmony with yourself. Recall as many details as you need to in order to feel this harmony again. Now think about a situation that occurred in the last few days, if there was one—otherwise, go further back—in which you felt at odds or dissatisfied with yourself. Again, recall all the details you need to once again feel that feeling, and now imagine that the part that can be at peace with itself goes over to the part that is dissatisfied with itself and makes contact in a friendly, accepting way. Use words or touches or both—whatever feels right to you, as long as it’s supportive and caring. Now imagine that you take both of these selves into your heart. Then imagine you’re enveloped by a peaceful light. For many people, a blue like the summer sky is a color that inspires a sense of peace. If another color feels right to you, feel free to choose your own. Then imagine that you are sitting in this light or that this light is flowing through you. Now return to the room with your full attention. This exercise will bring you closer to achieving a sense of inner peace.

  


  This next exercise occurred to me after I discovered the Tonglen meditation practice in Tibetan Buddhism. The idea is to imagine that you take something negative from another person into your heart, where you transform it and then return it. It seemed to me to be important for people to begin to treat themselves more lovingly before they do exercises that refer to other people. In good times, we tend to ignore those parts of ourselves that we reject, so that this exercise is almost like doing something for someone else.


  
    Compassion for Yourself


    First, imagine a light in your heart that warms and illuminates it. Let this light into every niche of your heart so that your entire heart glows bright. And then imagine that this warmth and brightness expands beyond your heart, into your entire breastbone and from there throughout your entire body, so that your body is filled with the warmth and light of your heart. Now let this light from your heart shine through the soles of your feet so that, gradually, a circle of light surrounds you. Imagine that the light in your heart is endless, that there is always enough brightness and warmth to go around. 


    Now invite the person you were ten years ago (if you were still quite young ten years ago, then imagine the person you were one or two years ago) into this circle of light and give them the warmth and brightness residing in your heart so that your earlier self also glows warm and bright. Next, invite your teenage self into the circle of light and repeat. Then, invite yourself as a young child into the circle of light. Finally, imagine the person that you will be in old age and invite this person into your circle of light, giving that person the warmth and light from your heart. Once you’ve invited all of your selves into the light, choose a self that seems especially needy, regardless of age; perhaps the person you were yesterday or the person you will be tomorrow, or perhaps the child you once were. Wrap this self in warmth and light, and then reassure yourself: “I am full of warmth and compassion for myself, and I trust that I will always have this capacity when I want it.” Then return to the room with your full attention.

  


  When you have become more familiar with the exercise and are able to feel compassion for yourself, you can expand this and the following exercise to include people you love, subsequently those toward whom you feel neutral, and finally toward strangers.


  There are countless variations of this compassion exercise. I would like to introduce another one that focuses on giving yourself something you could have used at a specific age. Many people think that past events cannot be altered, which is true. What plagues us today, however, is not these past events, but rather the images of them that have remained in our mind. We can change these images by becoming better aware of the present: The present contains our resources, even if that means only that we are now grown up and can do a lot more than we could as children.*


  
    The exercise recommended here originally stems from Joan Borysenko’s book Fire in the Soul, which is one of the most inspiring books I’ve ever read. I’ve modified this exercise, because I think it’s important to deal with whatever may have been troubling or even painful for our younger selves.
  

  
    Compassion for Yourself: Variation


    Imagine that you can breathe light through your cortex, and that that light flows through your whole body and exits it through the soles of your feet, gradually forming a circle of light around you. When the circle of light around you is large enough, invite your younger selves into the circle, one after the other. Start by inviting into the circle the person you were between, say, eighteen and twenty. And when that younger you is there, greet them with respect and, if possible, with love. Let your younger self tell you what was especially difficult about this phase, and acknowledge these experiences compassionately by saying: “I know it was hard on you.” Then tell your younger self all the good and healing things that have happened since then and thank your younger self for coping with this difficult period. And finally, tell this younger self a little about your present life and invite them to set up a safe place.


    Next, invite the child you were at, say, twelve or thirteen years old. Invite this self into the circle and greet them with respect and, if possible, with love. And then proceed as above: Listen to your younger self and let them tell you what was so difficult back then. Acknowledge that it was, indeed, painful. Then tell this self everything you know or have experienced that is positive about becoming an adult, and thank your younger self for coping with the difficult period they lived through. Then invite this younger self, too, to the present and to the safe space. 


    Next, invite your six- or seven-year-old self into the circle. Again, greet this child with respect and, if possible, with love. Thank the child and tell them that you are happy they are able to connect intuition and understanding. Tell them about the good parts of your current life and invite this younger self, too, to set up a safe space. Then imagine that the newborn that you once were is brought into the circle by a figure consisting solely of light. Greet this newborn with respect and, if possible, with love. Thank the newborn for coming into the world and ask the friendly being of light to take care of this newborn in the safe place.


    Once all of your selves are in the safe place, I invite you to think about these four affirmations for a few moments:


    “I trust that I have the capacity for peace.”


    “I trust that I can recognize the beauty of my true self.”


    “I trust that I can open my heart if I wish to and that my heart can open.”


    “I trust that I can heal.”


    As you think about these phrases, consider what they mean to you.

  


  This exercise is part of a larger exercise known in Buddhism as loving-kindness, the ultimate goal of which is to accept other people in the same way, starting with those closest to us. I believe that patients should do this exercise only when they can truly accept themselves. In my experience, too many people become distracted from loving themselves by caring for others. In the long term, this is not an ideal solution, so I tell my patients: “Only if you can accept yourself can you accept others. If you do not like yourself, sooner or later you will also have difficulties liking others.”


  My advice to readers is to not do anything simply because others think it is good. Find out for yourself what you like. You’re more likely to enjoy practicing something that makes you happy, something that makes you stronger or inspires you. If you have been traumatized, you have reason enough to choose something that makes you feel good now, and that means you do not have to struggle or do things just because you “should” do them or because they’re supposed to be “good for you.”


  Trust your inner wisdom. Nothing fits all people, but everyone can find something that does them good. There are today countless advice books on the market about healing exercises to cope with stress, and there are many different paths to achieving inner calm and to reenergizing. I like The Calm Technique by Paul Wilson. I also recommend the article “Self-Management in Clinical and Social Interventions” by F. H. Kanfer et al.


  Distancing :Learning to Dissociate from Horrifying Images


  So far, I have shown ways in which you can console and support yourself by concentrating on images that do you good. Sometimes, however, you may notice that this method does not completely work, that the time is not right. But all in good time: To everything there is a season.


  Sometimes counterimages fail to help you progress. Another approach—one that everyone does now and then anyway—is to distance oneself. If you stand directly in front of something, you cannot see it in its entirety, but if you take a step back, you can see the whole picture. Seeing the whole picture means you can understand it better. 


  One way you can do this is with the observer exercise. But if that doesn’t appeal to you, I would like to invite you to explore the following exercise. Be aware of your ability to observe your body, your thoughts, your feelings, and your moods. You likely do this already, though you may not have recognized it explicitly. Whenever you notice what you are thinking about or feeling what is going on in your body, make sure to first observe it.


  The fact that we can observe also tells us that we are more than what we observe. This is a helpful realization, for when we become trapped in our thoughts, feelings, or pain, we often associate them with the feeling of “I am only . . . ”—as if we identify exclusively with what is happening at that very moment. When we have calmed down, we know, of course, that we consist of much more than a single feeling or thought. But when we are upset, we forget. This is the moment when the observer exercise, if done regularly, can help; we experience that we are more than our momentary feeling(s), and we also learn to see problems from a different perspective. We view the feeling or the thought from afar and can observe that it is part of a larger picture. This way of dealing with oneself is very calming for some. At the very least, the observational attitude stops us from getting more and more upset. The best way to see the effectiveness of this exercise is to try it.


  When patients wrestle with debilitating memories and cannot (or do not want to) store them away in their safe, an alternative is to view the memory with the aid of their inner observer. Perhaps then they can put their memories into the safe.


  If patients wish to talk about their memories, they can try speaking about them in the third person, that is, not saying “I” but instead referring to themselves as “the child” or “he/she/they.” In his 1997 book Im Keller (In the Cellar), describing the traumatic experiences of his kidnapping, Jan Philipp Reemtsma wrote about himself in this manner.24 Another approach is to try to imagine seeing your story on a screen and having a remote control to turn it on and off. These are ways of dissociating and observing events from the outside.


  First off, try all of these distancing techniques with pleasant images and feelings to become familiar with them; later, the techniques can be used for more troubling ones. Sometimes it also helps to ask yourself: How will I think about this in the future? 


  These techniques work well in times when you need more stability, especially to gain control over pain and debilitating feelings. Many people who suffer from trauma sequelae lose control over their feelings in situations that remind them of the original trauma, which often happens unconsciously. They become very afraid and panicky or terribly enraged, or they feel unbearably helpless and powerless. It’s very unpleasant to face your own helplessness, but when you apply one of the distancing techniques, you can establish more ­control—and that itself can be a relief.


  The following patient-therapist interaction provides a good illustration.


  Ms. C came to our crisis program for treatment. For weeks she had been having panic attacks and had hardly set foot outside the house. At our first meeting, she told me in detail everything that frightenened her and what she was no longer confident enough to do. I felt increasingly discouraged and asked myself if I should address this, but instead, I decided to ask Ms. C about “exceptions.”*


  
    This term was coined by Steve de Shazer (in his 1985 book Keys to Solution in Brief Therapy) and refers to situations in which the problem does not [pre]dominate.
  

  
    Therapist: Ms. C, is it OK if I ask if there are situations in which you feel better? Are there things that bring you joy or that, perhaps, you even find inspiring?


    Ms. C: Why are you asking me that? I’m here to talk to you about my problems.


    T: You’ve talked a lot about your problems, and as far as I know, you’ve done that repeatedly. Has it helped you?


    Ms. C: No, not so far. In fact, I feel worse and worse.


    T: What do you think about the idea that we concentrate on what’s actually here? If you concentrate solely on your problems, it seems like there are only problems in your life, which makes you feel worse and worse.


    Ms. C: Ah, I see. Nobody has ever said that to me before. So that’s why you asked?


    T: Yes, I wanted to direct your attention to the other things in your life because I suspect that concentrating on your problems discourages you more and more.


    Ms. C: Yes, that’s true. I get more and more discouraged because I have the feeling I can’t do anything.


    T: So try again now to answer my question.


    Ms. C: OK then, I really enjoy reading. I have always liked reading.


    T: Do you have special interests and preferences?


    Ms. C: I like to read about historical topics and historical novels.


    T: Is there any particular figure who has especially impressed you?


    Ms. C: Elizabeth I of England. She was a great woman. She experienced such awful things and yet she mastered her life even though she became, of course, a bit hardened. I can really lose myself when I read historical books or see historical films.


    T: Do you panic then?


    Ms. C: No, not at all.


    T: That’s interesting, don’t you think?


    Ms. C: Yes, now that you mention it, I also think it is astounding.


    T: So you possess the ability to distance yourself from your panic when you concentrate on something else.


    Ms. C: That’s true, but I obviously can’t read or watch films all day long.


    T: Of course, but you can use your ability to distance yourself.


    Ms. C: How?


    T: Well, when you watch a film or read a book, you essentially move away from your fear. If you want to, you can also do this consciously by imagining that you are watching yourself from a great distance.


    Ms. C: You mean I should observe myself when I’m afraid?


    T: Yes, you can practice that because in fact you do it anyway; you usually just don’t notice it. You say that you are afraid because you’ve also observed that you are. Use this ability! If you want, you can give this part of you that can observe everything a form.


    Ms. C: That’s a funny idea. You do such odd things here. I’ve never spoken to anyone like this.


    T: Is it unpleasant?


    Ms. C: No. Actually, it’s quite nice because it feels easier—but it’s also strange. Why do you do it like this?


    T: We think that people solve problems best when they are feeling as good as they can. That’s true in everyday life, too: The better you feel, the easier it is to solve problems. Perhaps you have also experienced that.


    Ms. C: Of course.


    T: When you concentrate on something that makes you happy or that gives you inner strength, then you can solve your problems more easily. For example, by gaining distance, you can solve problems more easily because they don’t overwhelm you so much. And then this inner observer or the ability to observe is enabled. But there are other abilities, as well. For example, what do you think Elizabeth would have done if she had suffered from panic attacks? Let’s pretend for a moment that you are Elizabeth.


    Ms. C: If I were Elizabeth, you mean, what would I do with my panic?


    T: Yes.


    Ms. C: I wouldn’t have any.


    T: How come?


    Ms. C: Because I would know that I could always do something. I would have great power, of course.


    T: And let’s say you act as if you had such power. What would happen then?


    Ms. C: But I don’t have any.


    T: Just pretend you had some.


    Ms. C: Then I would go to town.


    T: What, if you were Elizabeth?


    Ms. C: Yes, I would order my servants to keep the people who make life hard for me away from me. After all, no one can just go to see the queen.


    T: It sounds to me like you really feel how a queen feels when she feels her power.


    Ms. C: Yes, I really feel it and it’s great. But, of course, I’m not a queen.


    T: No, you aren’t. Did you like to dress up as a child and did you like slipping into other roles?


    Ms. C: Yes, a lot. I still do. I act in an amateur theater group.


    T: You do?


    Ms. C: Yes, I go because it makes me so happy.


    T: Now you have just said something very important. You go there because it makes you happy. That means that happiness seems to be an important source of strength, and it seems to enable you to do something.


    Ms. C: Yes, that’s true. I could always do that. I just didn’t want to have that taken from me.


    T: Now you have just discovered two very important things: First, that you can slip easily into another role, and that you get other ideas in these roles. Second, that when something makes you happy, it helps you with your fear. Let’s say you connect to the fun you experience while acting. Would that perhaps be one way to be less afraid? And if you pretended you had Elizabeth’s energy inside you, would that change anything?


    Ms. C: Somehow it sounds reasonable. You’ve told me quite a few things now. I’ll have to think about all of it.


    T: I think that’s a great idea. If you would like, we could go one step further and not just think about it but try it. How does that sound?


    Ms. C: Yes, of course. I’ll try it.


    T: Now you strike me as being as strong as Elizabeth.


    Ms. C: True. I’ll remember that!

  


  The path toward a solution is not always a straight one, but listening with a solution-oriented ear can help you to find one. Slipping into other roles is something that many enjoy doing as children, but this ability may be forgotten or lost later in life. In the case of this patient, it remained a powerful resource for her to use. By turning to her resources, the patient quickly felt better in the course of our conversation. In our next session, she reported that every time she felt rising fear, she imagined that she was Elizabeth, and then she immediately felt stronger and held herself differently. Thus, Elizabeth became a powerful ally in therapy.


  This example makes it clear that it is not always about finding gentle, “nice” figures to work with. Especially for women, it’s important to discover strong or even combative female figures to serve as inner supports. Even though we later discovered that the patient had been a victim of sexual abuse in her childhood, in the phase of crisis intervention we concentrated on her having contact with her resources. Only a year later did she begin to actually work through her trauma. At this point, however, she was relatively stable and clearly more resilient than at the point of crisis intervention. Any resources a patient has to distance herself from the problem should be used in the stabilization phase.


  This is why we generally discourage inviting patients to dig deeper into troubling material during the stabilization phase. Only when patients themselves express the wish and when they find it truly useful do we agree to this—and make sure that patients do not dissociate from reality. Only when patients have the feeling that they are in contact with all of their abilities, and when they have sufficient control over troubling inner experiences, is it appropriate to dig deeper.


  Addressing this topic also means warning against investigating troubling material too early and too thoroughly during the anamnesis phase, in which the patient gives an account of their medical history. I have noticed that some colleagues seem to know a great deal about the horror in a patient’s history from the outset—but know practically nothing about their resources. This is where I recommend ensuring, from the first session onward, a balance of questions and topics. It rarely makes sense to let a patient talk solely about terrifying experiences in the first hour. Many therapists fail to recognize that talking about painful feelings only adds to the pain, and only a few patients actually profit from this. In view of the phenomena of transfer and countertransfer, we should think more about the tacit relationship offers we make from the beginning. If in the first session I establish a situation in which we discuss only the painful thoughts, this may be (mis)understood as the message: Here we are concerned only with pain. Later, it’s often difficult to correct this tacit agreement.


  Learning to Cope with Difficult Feelings


  People who have been traumatized experience a range of very troubling feelings: fear, panic, fear of dying, helplessness, powerlessness, the feeling of being at the world’s mercy, and being overcome with terror, as well as feelings of shame and guilt. In the wake of traumatic events, it’s normal for these feelings to continue to torment someone or for the person to shut off internally and feel nothing. The processing or treatment phase usually lasts about six months for people to succeed in working through their trauma.


  But not everyone works through trauma successfully. In 50 to 80 percent of cases of traumatic experiences such as torture or rape, post-traumatic disorders arise. Continual (and especially sexual) violence during childhood and neglect are among the experiences that can cause long-term harm. One way of dealing with this harm is to hurt oneself or others. Thus, many traumatized people need to learn to better cope with their feelings of aggression.


  There are a few strategies that have proved effective in our work. Again, it’s all about using images and figurative language. We also work with what is called cognitive restructuring. Psychodynamic therapists often fail to appreciate the value of work with cognition, and yet cognition is usually easiest to access. Thus, I recommend becoming familiar with the respective techniques and integrating them into a psychodynamic approach.25 I limit myself to the part of our work in which we use imagination, even though—to be exact—our work with imagination can be seen as a special case of cognitive restructuring or, when expressed psychodynamically, as ego-strengthening.


  Giving a Form to the Unpleasant Image


  If you feel annoyed or afraid or have other unpleasant feelings, you can try to give these feelings a corporeal form. You can then initiate a dialogue with this form by asking: “What do you want to teach me?” It’s astounding to see how these feelings, once experienced as unpleasant, suddenly become important resources. This technique is used in many humanistic schools of therapy. What follows is a vivid example.


  Mr. P, who has been in therapy for quite a while for depression, explains how his fear paralyzes him. He becomes completely stiff and doesn’t know how to help himself. I suggest to him that he give his fear a form, and he spontaneously thinks of a giant.


  
    Therapist: How big is the giant?


    Mr. P: He almost completely fills the room, and he’s dark.


    T: I would like to suggest that you ask the giant of fear why he’s there and what he wants to teach you. But before you do this, it would be good if you made him just a little bit smaller. Can you do that?


    Mr. P: Yes, I hadn’t thought of that. Now he is only half as big.


    T: That makes conversation a bit easier.


    Mr. P: Yes, I now feel like his equal.


    T: Then ask the giant now what he wants to teach you.


    Mr. P: He says he would like to prevent me from doing something stupid.


    T: Something stupid? What does he mean by that?


    Mr. P: He means that I constantly conform, that I never contradict, and that that’s stupid.


    T: What do you think about that?


    Mr. P: Well, he’s kind of right, but when he always threatens me, then I’m at a loss.


    T: Could you perhaps negotiate with him so that from now on he supports rather than hinders you?


    Mr. P: Do you really think that would work?


    T: Perhaps you could try it, just once? Things can’t really get any worse, right?


    Mr. P: That’s true, too. He’s getting bigger again, but not quite as big. I’ll tell him he should shrink again so that we’re on the same level . . . He’s doing it. Now I’ve explained to him that whenever he frightens me, I can’t obey him.


    T: That sounds reasonable.


    Mr. P: He says that he is pretty powerful, and he would like to give me some of his power.


    T: How do you feel about that?


    Mr. P: Good, really good. But I don’t know how I should handle that now.


    T: It’s what you’re doing right now, like performing magic in a dream. If you just continue to do magic, what can you do next?


    Mr. P: Ah, yes, like doing magic, yes, that works. Then he can just give me his power.


    T: Yes, he can.


    Mr. P: Funny, it works. Now I feel really good.


    T: How would it be, then, if you imagined a situation in which you are afraid and make yourself small—and then you counter with the power of your giant?


    Mr. P: My wife always nags me and then I don’t say anything. I could say to her, for example, that I don’t want her to talk to me like that.


    T: Yes.


    Mr. P: I see her before me, how she talks to me, at home, in our living room. And somehow, I’m getting bigger, and I tell her that I don’t want that anymore.


    T: What happens then?


    Mr. P: It’s strange: She begins to cry and says that she just does that because I am always so passive and that she can’t take it.


    T: Maybe you’d like to tell her why that is?


    Mr. P: Yes, I’ll tell her. You know, I’ve never told her where all that comes from. I’ve never really understood it myself, but now that I know where it comes from I can tell her, and I think I’ll do that when I drive home next weekend. It feels good to imagine that.


    T: Wonderful. Then you can actually really be thankful to your giant of fear.


    Mr. P: Well, he’s really been a bully to me. But I am glad that I can now make use of him.

  


  Many people will first need therapy to learn this form of dealing with their difficult feelings; later, however, they can try it on their own. When we give an inner state, such as a feeling, a corporeal form, this automatically leads to distancing. Then, we can tap the potential of this state.


  Another method of coping that inspires laughter in many patients is to imagine a house, in which there is a place for a feeling in every room. When you have given your feeling a form, say to it: “Go to your room! I don’t have any time for you right now.” One patient said, “Usually I think that my feelings control me, but this way I actually have the control.” And that’s precisely the point.


  
    The Control-Switch Exercise


    Imagine a switch or a knob, say, on a space heater. Now ask yourself which level your feelings are set to right now—and then turn the switch or knob a bit down or, if necessary, up. How does that feel?

  


  This exercise can be used both when the negative feelings are too strong and overwhelming and when they are not being properly felt. It’s always important to remember that people who have been traumatized cannot allow their feelings to surface, and for good reason. Thus, it’s necessary to approach this exercise with caution. With some patients, I’ve worked step by step on every single feeling, so this work may take a fair amount of time. But this is a good method, especially for people who are numb and feel little, because they always know that they retain control.


  When feelings seem overwhelming, it’s a good idea to first turn down the knob drastically. This control exercise can be supplemented by the observer exercise, since it creates immediate distance. Changing the temporal perspective also helps create distance. I already introduced the exercise for the inner team (the round-table discussion) with one’s younger and older selves. In particular, making contact with the very old self by asking them what they think about the problem or feeling helps to bring about a different perspective.


  Why is it so important that people suffering from a post-traumatic disorder learn to distance themselves from their oppressive feelings? To me, the main reason is that violent feelings can become triggers (catalyzing stimuli) that cause the traumatic situation to become present once again. This vicious circle needs to be interrupted. If people who suffer from a post-traumatic stress disorder learn that they have more control over their feelings, and that they can let themselves feel as they can and would like to, this increases their sense of inner security and competence. Working on effectively coping with feelings is thus a major requirement for trauma confrontation. Only those who are reasonably in a position to control and bear their feelings should go forward with confronting their trauma.


  Many of our patients would like to confront their traumas very quickly, in the hopes that they will quickly feel better. But this can prove erroneous. Patients must be in a position to endure the very forceful feelings stemming from the traumatic experience during the confrontation. Otherwise, they may be retraumatized, because the confrontation with a traumatic experience is often experienced as if it were happening in the present. This is why I say to both trauma patients and trauma therapists alike: “Take your time to create a stable method of coping with the feelings. You will be rewarded for this in the trauma confrontation phase several times over, especially because dealing with the traumatic experiences then produces no more suffering than necessary.”


  Encountering Our Younger Selves


  The imaginary encounter with our younger selves plays a central role in our work with inner images. In fact, I see this as the core of my work. * In most cases, violent feelings that don’t seem appropriate for adult behavior concern unresolved conflicts, injuries, or trauma from the past, often childhood and adolescence, although they can certainly be from adulthood, as well. Working with a patient’s younger, injured self thus seems to be a very effective instrument in strengthening the adult self’s ability to function. At the same time, it makes inner regression possible without allowing regression to enter the relationship. And the collaboration between the therapist and the patient remains intact. The person who comes to therapy is treated as a completely functioning adult; problems are ascribed to the younger self, and the patient is invited to tend to the younger self. Thus, a patient seeking help is immediately viewed as competent and resourceful.


  
    This is true for miniconfrontations as well. The claim that confrontation does not take place in this kind of trauma work is simply false. The area in which I proceed with greater caution than my colleagues is intensive confrontation.
  

  In the following case study, I illustrate two situations: The first concerns a younger adult self and the second a child ego.


  Ms. Z is a shy and timid young woman. What she relates about herself reveals a generally frightened person. Four weeks earlier, the bank she works in was robbed at gunpoint. It all happened very quickly, and the robbers shot her colleague to death right in front of her. The police responded quickly, as another colleague was able to sound the alarm, but Ms. Z cannot get the image of the colleague who was killed out of her head. While she relates this, she begins to shake and sob. Once she regains some control, she reports that she is constantly afraid something could happen to her. Since the robbery, she has been unable to leave the house; even today, she came accompanied by her mother, because she cannot manage to take even one step on her own. She often dreams about the experience and then has the feeling of being shot. She wakes up in a cold sweat. It has been like this ever since the incident, and she says she has no idea how to go on.


  
    Therapist: Ms. Z, I have the impression that you’ve always been a timid person and yet have navigated life quite well. Is that correct?


    Ms. Z: Yes. It was never easy for me, but it was never like it is now. Now, I just feel completely drained and totally helpless.


    T: This helplessness is actually part of the woman who experienced the bank robbery and who saw her colleague get killed.


    Ms. Z: Sure, that’s true. But what do you mean exactly?


    T: Well, I imagine that, before this event, that woman could actually deal quite well with life—and that woman is still alive. But what happened to you four weeks ago would have rattled anyone; anyone would find themselves in the grips of fear and terror and would simply need time to come to terms with what happened.


    Ms. Z: Do you mean that it’s not actually crazy that I am so afraid now?


    T: Yes, that’s exactly what I mean. When something like this happens to someone, it’s completely normal to keep thinking about what happened and to have nightmares and panic attacks.


    Ms. Z: So, what should I do now?


    T: Can you imagine once again feeling like the Ms. Z who was able to deal with life? Can you remember yourself before the robbery? How confident you were about life? Were you confident?


    Ms. Z: Yes, of course. Right before the robbery I was on vacation on Tenerife. I felt really good about things and was enjoying my life.


    T: Can you recall this feeling of enjoying your life? Do you remember what it looked like on Tenerife? Can you feel the warm sun and smell the special scents of the island?


    Ms. Z: Yes, yes, I can. I feel a lot better when I think about that. And what should I do with all of this?


    T: The joy you feel is as much a part of you as the fear you feel. What I would like to suggest to you is that you pretend you are two people: the joyful person and the frightened person. And the joyful person should take care of the frightened one, tell the frightened one that she can understand her and that a really terrible thing happened.


    Ms. Z: I can’t imagine that will work, but I can try it. [The patient concentrates on this idea, and the therapist observes her relaxing while doing so.] It really works. I wouldn’t have thought so.


    T: And how do you feel?


    Ms. Z: I feel better.


    T: What you can do now is to summon up the joyful woman from Tenerife and then have her talk to the frightened woman like she just did. Then, the frightened woman can calm down, bit by bit. However, the joyful woman—you yourself—should always acknowledge that this experience really was terrible and shouldn’t forget to embrace the frightened woman. All of this takes time. I have already explained to you that what you are experiencing now is completely normal, and that the most important thing is to take the time necessary to work through such things. It’s almost like having physically injured yourself: You know that the body can heal itself, but it just takes time. And this is true for the soul, as well. Ultimately, the soul can also heal itself, because every human being has self-healing powers. But we must take the time necessary for this healing process. And even if we give ourselves enough time, we will still have the opportunity to work through the bank robbery in detail if you wish.


    Ms. Z: That makes sense to me. Now I have the courage to try things out with the two selves.

  


  Ms. Z came to the next session and said that she had succeeded quite well in conversing with herself, and that it did her good. She said she was sleeping a bit better but that she could still not leave the house.


  
    T: What frightens you about that?


    Ms. Z: I imagine someone appearing out of nowhere and harming me.

  


  The patient suddenly grew pale, breathing more quickly and panicking. Her eyes seemed frozen with fear.* This led to an intervention designed to help the patient feel safe in her body—which proved successful. Later, the patient was able to talk about a tonsil operation that she had undergone as a five-year-old. Because she ultimately felt intense pressure to tell this story, I suggested that she relate what she had experienced in the third person, as an observer. It wouldn’t have been possible to simply recommend that she store these feelings away in her safe (see The Safe Exercise). After she had told this story in broad strokes, I suggested that she remove the child from the troubling scene.


  
    I return to this scene in Chapter 2.
  

  
    T: Ms. Z, can you imagine removing this child from this terrible scene?


    Ms. Z: How should I do that? I don’t know how to take care of a child.


    T: What would this child have needed?


    Ms. Z: She would have needed an adult who said to her that it will pass and that everything will be good again. But my parents were also scared; my mother especially was very worried that something terrible would happen to me.


    T: Assuming you had had ideal parents—which, by the way, do not actually exist—but parents you could wish for: Can you imagine that they would have done that?


    Ms. Z: Sure, it would have been nice had I had them.


    T: Well, today you can create on your own inner stage, where you can conjure up as many figures as you wish—even ideal parents who do exactly what you just said for their child. I would like to suggest that you look once again to see if you can find an image for these ideal parents.


    Ms. Z: I see two birds carrying the child away to a nest.


    T: Could they be something like the ideal parents for your child?


    Ms. Z: Yes, I think so. The child feels better.


    T: Would you also like to imagine that this child now receives all the care, consolation, and concern that it needs?


    Ms. Z: Yes, that feels good, but I also feel bad about criticizing my mother by doing this.


    T: Do you think your mother could have acted any differently?


    Ms. Z: No, she couldn’t have done otherwise.


    T: Then why is it a criticism if you now create an alternative?


    Ms. Z: My mother always feels criticized when I want something else. But I can imagine that right now it’s good for me to imagine these things.


    T: Good. We can deal with the other stuff later, of course. Is that OK?


    Ms. Z: Yes, it’s OK. Then I can concentrate better on the child if I know that we’ll come back to the other stuff.


    T: So how do you feel when you now imagine that the child is whisked away by the birds that are something like the ideal parents?


    Ms. Z: Very good. It does me a lot of good to imagine that.

  


  In working with the hurt child ego, we are attempting to invite the adult of today to take care of the child self. If the adult self cannot do that, we suggest imagining ideal parents or other beings to help. These ideal parents or helpful beings then assume the functions of a completely loving and compassionate adult. For most people, it’s easy to gain access to a helpful being when they understand what the child that they once were would have needed. People who suffered violence, neglect, or sexual abuse during their childhood usually reject the idea of the ideal parents but can deal well with helpful beings. If someone cannot imagine that at all, you can ask how the adult person thinks a child that they know might have reacted and what that child would have needed. The fact is, though, that I have never experienced someone who cannot imagine at all what a child would need. Sometimes, of course, it does require some instruction, as well as information, on my part. Thus, we recommend that our patients read books about child development and children’s books that clearly explain the needs of children. Moreover, we ask whether a child would like to hear something like the following: “What you’ve gone through is terrible. I understand that you’re sad and angry. I’m here now, and I’m already grown up. I would like you to go to a wonderful place with me or your helpful being. From now on you will always be OK there.”


  The fundamental principles of this work are simple: Recognizable childish behavior is pegged by asking whether this behavior actually suits an adult. If this question can be answered in the negative, then you can ask, “How old am I actually when I feel or behave like this?” This provides the key to encountering one’s younger self. Now you can try to contact the younger self via imagination. In the stabilization phase, the goal is to remove younger selves compassionately from troubling situations, to bring them to a safe place, and to console them. Only during the trauma confrontation phase can the adult self more closely examine and relate the painful stories of their younger selves with the help of the inner observing self. Working with the concept of younger selves is, on the one hand, a kind of miniconfrontation and a method of distancing at once. It’s a very effective instrument for therapeutic work because, in the long term, it also makes the patient less dependent upon the therapist’s care. The better that patients can take care of their younger selves, the more they can take care of themselves in the time between sessions. This does not mean, however, that the process does not require time: Sometimes it takes a very long time before patients are in a position to manage such self-encounters.


  Let me illustrate this kind of stabilizing approach using another example.


  Mr. C had navigated life well, for all intents and purposes. Only in certain situations, in which he had to stick up for himself over and against relatively nonempathetic people, did he feel an inner turmoil odd even to himself. Then he would grow annoyed with himself that—once again—he had failed to stick up for himself and let his underlying diffidence reign, but he couldn’t do much about it. As a child, Mr. C had often been beaten by his mother. He believed that this had happened to many people and that he dealt with it quite well. Of course, one could ask the question whether this interpretation really “adds up,” given that Mr. C still battled such problems. Nonetheless, we decided to accept Mr. C’s view as he had, in fact, coped largely successfully with life. Compassion can also mean encountering the person at the place they are and being patient throughout the next steps.


  
    Therapist: Mr. C, when you tell me this, it occurs to me that it’s like there are two different people inside you, if I may just suggest that idea. One is the adult man who deals well with everything, who even deals well with his past; the other is another self who strikes me as a younger version of yourself, perhaps a child. And this child, if I may call him that, is afraid and does not have the courage to contradict others. Does that make any sense to you?


    Mr. C: Yes, whenever I contradict someone, I sometimes feel like a child. But I am not two people. I’m not crazy!


    T: No, no, not at all. Let me explain a little more precisely what I mean. Some people think that our personalities are not completely consistent over time, but that we rather essentially have many personalities inside us, the existence of which we sometimes feel. And these other personalities inside us sometimes strike us as completely foreign, just as it seems strange to you that you cannot behave like an adult in certain situations. That you can observe this in yourself does not at all mean you are crazy; rather, it seems to be the normal state of most people. Yet psychology has taken little note of this, although there are a number of psychotherapists who do work with these concepts. One of the first was C. G. Jung, who spoke of “complexes” that seem to lead their own lives. But even Freud acknowledged that there was something like various selves within a single individual. He called that . . .


    Mr. C: Yes, I know that. He called them the ego, the id, and the superego. I have read Freud quite closely.


    T: That’s good to hear! Then you’re familiar with all of this. Well, a few therapists go further than Freud and view this inner activity as if it took place on a stage where various actors perform. The good news is that, ultimately, the ego is something like the director. That means the ego can speak with the other players about whether they would like to try something new. To do so, however, these inner players need to experience compassion. Now, of course, a friendly adult self would not order but would rather negotiate with his inner players and would want to get to know them first.


    Mr. C: Are you trying to suggest that I do not know them well yet?


    T: That might be the case. Take the timid self, for example: So far, you have not really wanted to get to know it. And, if my hypothesis is correct, I imagine that he always draws attention to himself, especially if it concerns a child. What do you think a child who gets no reactions does?


    Mr. C: It finds a way to make trouble.


    T: Exactly! So what do you think? Could that be a child inside you causing all the trouble?


    Mr. C: Could well be. But I don’t like thinking that. It makes me feel as if I’m not in control of myself. And that’s important to me.


    T: Let’s assume you could establish friendly contact with this child, and that the child felt relief. Maybe that would be a moment when you would have a grip on yourself, that, in a way, you would have obtained greater control?


    Mr. C: If that worked, I’d be happy. Somehow you’re right. I repress things or push them away because it bothers me.


    T: I would like to suggest something to you: We can do magic with our imaginations. If you connect now to this little boy in yourself who is so scared, if you ask him whether you may give him a hug and then invite him to enter your present time, that could be very helpful to you. This boy in you is frozen, as it were, in his time and is naturally scared. If you take him into your present time, he can feel that you understand his pain, and then he is safe, right?


    Mr. C: Yes, that sounds reasonable. And you think I should just simply imagine that?


    T: Yes, take a look and see if it works.


    [Mr. C concentrates and after a few minutes he looks at me.]


    Mr. C: Strange. I can really see him before me. I wouldn’t have thought so. He’s just five years old and he’s really scared. I also know why.


    T: If it’s OK for you and for the boy, imagine now that you take him away from wherever he is. Later he can tell you his story, if both you and he wish, and then you can tell me. But for the moment it’s only important that he is taken somewhere safe.


    Mr. C: Where should I bring him? I can’t take care of him all the time.


    T: Can you imagine a nice, safe place for him?


    Mr. C: Yes, that works. But someone has to take care of him now. He’s so sad. [The patient begins to cry.]


    T: Yes. And now you feel all of his sadness?


    Mr. C: Yes, quite a lot.


    T: What would he need now, and what did he need back then?


    Mr. C: People to love him, to play with him, to console him.


    T: Can you, the adult man, give him that?


    Mr. C: I can imagine that. He would like to take my hand; I stroke his hair and tell him that I love him.


    T: It’s lovely that you can make such great contact.


    Mr. C: Yes, I would really never have thought that I could do that, even though I have really good relationships with my own children.


    T: These good relationships with your children can serve you when dealing with the little boy inside you, because you know what he needs.


    Mr. C: He still needs someone when I can’t be there.


    T: How would it be if you created a helpful, caring being for him right now? You know, of course, we can create anything we want using our imagination.


    Mr. C: Yes, you’ve said that. And it works, even though I could not have imagined that before. But you’ve convinced me. Ideal parents . . . Yes, I’ve found some. I’ll take animals. That’s OK, right? I think people are too unreliable.


    T: Animals are wonderful. It’s terrific that you thought of that. In mythology, we find animals like the she-wolf who suckled Romulus and Remus.


    Mr. C: I have two cats.


    T: That’s also fine.


    Mr. C: And now they’ll stay with the little boy. Then he feels fine. I think I need to come back again later so that I can tell you his story. But first I’ll see how things go.


    T: Yes, that’s a good idea.

  


  In the stabilization phase, the goal is always primarily to lead the younger selves to safety. I derived the idea that there is an adult time to which one can bring the child, in accordance with the understanding in physics that time is relative. This means you can play with these concepts as needed. Everyone knows from their own varied temporal experience that time is not intractable. Another reason is that the traumatized selves seem “frozen” in the traumatic scene and thus cannot even recognize the existence of the present self. But when the younger self is taken to a place of safety and security, they begin to experience that they are now safe and can gradually discover the world of the adult. Moreover, I would recommend familiarizing the younger selves with all the good aspects of the present. For example, you can quite consciously undertake something fun with your younger self that was once impossible or forbidden. It makes a big difference, for example, whether I eat an ice cream as an adult or whether I, in my imagination, treat my younger self, who always wanted ice cream but was never allowed to eat it.


  Since the original edition of this book was published, I’ve discovered that this method can be applied much more broadly. And I have had countless good experiences doing so, first in work that involves people who already feel rejected in their mother’s womb or at birth. I suggest to them that they imagine themselves just after their birth, as newborns (how closely this agrees with reality is unimportant)—and then that they welcome themselves to the world lovingly and joyfully. This exercise, “the friendly greeting,” should then be repeated regularly over a longer period of time. It cannot make up for the past rejection, but it can certainly increase self-acceptance.


  I also apply it in work that addresses neglect. Today, neglect is seen as highly traumatizing. This method has proved effective for imagining the lonely, neglected toddler as a child and for singing lullabies to it. Lullabies are similar the world over—very simple tunes that are constantly repeated. There’s also a series of classical music pieces that were composed according to this pattern. The important thing is that patients discover the music for themselves, and that it suits their “small, inner child.” Sometimes these are old, familiar tunes, though sometimes it’s better to find newer ones that resemble lullabies.


  The Inner Stage as a Place for Problematic Characters


  I’ve already mentioned the concept of the inner stage. Now let us look more closely at the “scoundrels and knaves” on the inner stage, having already met the good characters.


  I would like to remind the reader that we can all be directors as well as actors on our inner stage. That means that, ultimately, I myself am everything that happens on my stage. This view corresponds most closely to Jung’s ideas. Virginia Satir also talks about one’s inner theater.26 The inner stage helps us to perceive inner emotional states and to play with them. At the same time, it makes distancing possible: I can either let the individual characters on my stage approach me, or I can keep them at a safe distance. And it’s as if this stage lies outside of me, which also provides sufficient distance.


  So far, we have discovered that our inner stage is home to good and helpful beings as well as our younger and future selves. Once you have made good contact with all of these, it is easier to make contact with the less pleasant characters from your life. I have already spoken about how you can give unpleasant feelings, such as fear, a corporeal form. Some characters appear to us like unwelcome guests, and yet they’re also a part of the action on our inner stage: the villains, the demons, the scoundrels. Some therapists believe that everyone on the inner stage is important and necessary and has a protective function. They merely appear to us as scoundrels and villains.


  Several years ago, I, too, argued for the destruction of the inner enemies, having based my ideas primarily on Clarissa Pinkola Estés’s illustration for the Bluebeard fairy tale in her book Women Who Run with the Wolves,27 and on Phyllis Krystal’s use of the archetypal “evil parents.”28 Today, I prefer a kind of reconciliation or peace with one’s inner enemies. Only when the patient rejects this out of hand does it make sense to imagine rendering a character harmless.


  The concept of reconciliation rests on the assumption that everything inside us serves our survival; this results in the idea that one should not fight these inside forces. Thus, I recommend inviting patients to become aware that this part of them once was a part of their coping system, a part that wanted to help make their relationship to important people in their life (upon whom a child’s life depends) more secure. This inner self doesn’t know that the patient is now grown up and no longer dependent upon parents or caregivers. Subsequently, patients, if they wish, can first thank this self for the assistance—and then ask this self to help them as adults in a different way, namely, so that the adult feels good about the help offered.


  In the 1980s, researchers in the Mount Zion Psychotherapy Research Group (now called the San Francisco Psychotherapy Research Group) demonstrated that children try to adapt to difficult situations above all cognitively. They called this the control mastery theory (CMT), meaning that, strictly speaking, negative ideas about oneself serve as self-protection. For example, if these thoughts communicate to the child that the child is worthless, the child does not have much choice but to assume this view. According to this theory, on the one hand, it seems reasonable that an inner self that espouses such seemingly destructive views is, strictly speaking, trying to help. On the other hand, such selves generally transport all the terrible experiences of childhood into the present: The patient has long since grown up, but this self still sees itself as part of a dependent relationship. Ideas that once were useful continue to be used, now causing problematic feelings. 


  The following vignette illustrates this point.


  Ms. M reports that, whenever she plans something important, she hears a voice inside herself that says, “Don’t kid yourself; you’ll never manage that.”


  
    Therapist: Do you have any idea where this voice is coming from?


    Ms. M: Yes, of course, my mother always said that to me when I wanted to try something.


    T: How was that for the child?


    Ms. M: Oh, terrible, but she couldn’t do anything about it.


    T: Could you imagine that the child back then couldn’t do anything except believe the mother, and that that is why she internalized what her mother said? Maybe she even anticipated what her mother would say, to please her mother and prevent her from even having to say it?


    Ms. M: Yes, that’s true. I really felt better because I stopped doing almost anything that I knew my mother didn’t want me to do and which she would have stopped me from doing. That’s how I see it today, actually.


    T: And how did that affect the relationship?


    Ms. M: It took a turn for the better. After all, she didn’t say it to me anymore. She didn’t have to, of course: I had internalized it.


    T: Exactly. So, in a sense you could say that this voice protected you, albeit not optimally, but nonetheless . . .


    Ms. M: Yes, you could see it like that. But it’s still ridiculous.


    T: Sure, from today’s point of view, but back then?


    Ms. M: It makes sense, sad sense, that’s true.


    T: What do you think about telling that voice that you know it just wanted to help you, but that you are now an adult and thus would prefer that the voice help in a way more useful to your adult self?


    Ms. M: I’m not thrilled by the idea, but I can try it. You know, lately this voice has really made things hard for me.


    T: Yes, I know. But my assumption is that the voice doesn’t know it. It still sees in you the little girl trying to please her mother.


    T: Oh, I see, OK, well then, I’ll tell her!

  


  Subsequently, the patient experienced, to her astonishment, that the voice was happy with her recognizing that she was trying to help. They spoke with each other, and, in the end, the patient again asked her voice to help her in a different way—and the voice agreed. Together, they found a new way to help. Ultimately, the voice was willing to tell the patient to try her best. Both of them were satisfied, and the patient felt much better.


  The essential aspect is that the adult ego can acknowledge that the voice wants to help. If that doesn’t work—above all when patients completely reject treating their voices with kindness (and in my experience, this is sometimes the case)—other means are called for, such as those known from fairy tales and myths. Some of my colleagues are dismissive and skeptical of this method, but I think that it’s important to follow the patient’s lead; therapists should lead about 20 percent and follow about 80 percent of the time.


  Perpetrator introjects, that is, abusive selves that emerge in the wake of traumatic experiences, play a very important protective role at the time of their inception. They develop because, among other things, the introjections of aspects of the perpetrator (and perhaps even identification with the perpetrator) helped the patient to stop feeling so powerless and helpless during their trauma. Identifying with or internalizing the perpetrator makes it easier for the victim to justify the perpetrator’s actions, and the victim therefore feels less helpless.


  Throughout the years I have learned how important it is to sufficiently honor these protective functions. Richard Schwartz also calls them “introject managers,” even protectors.29 This term makes it clear just how important they are. Nonetheless, these characters on our inner stage can often be extremely destructive, which makes it important to divest them of their destructiveness—not least because the patient may not be able to reconcile with them. That is what I mean by “rendering them harmless.”


  Sometimes this means destroying them; sometimes it means gently transforming them, as in the story of the evil dragon Mrs. Grindtooth in Michael Ende’s novel Jim Button and Luke the Engine Driver. The protagonist, Jim, defeats Mrs. Grindtooth without killing her, and Mrs. Grindtooth is transformed into a benevolent Golden Dragon of Wisdom. I’ve worked with many different people on the topic of evil inner objects and perpetrator introjects, and it’s my experience that there’s no one solution for everyone. But one thing has become especially clear to me: Inciting people to kill internalized evil aspects of their own parents, symbolically, without having inspired them beforehand to create good, idealized parents, can virtually drive people to despair, sometimes with deadly consequences. Don’t take away the goodness they need to survive.


  Children’s games for dealing with evil and threatening characters can inspire us much as fairy tales and myths do. An important element in coping with evil characters is what I call the “treasure of the villain guards.” That means that we shouldn’t forget that, behind every figure we consider threatening, there lies something valuable to us that deserves to be protected.


  What follows is an example of how to deal with the inner enemy to divest it of its power.


  A patient came to therapy because of his suicidal impulses. He had these thoughts for a long time, and he had already made several suicide attempts. He related how it seemed that he had a demon inside himself against which he felt utterly powerless. It turned out that as a child he had always been told he was terrible, unbearable, a nail in his (often ailing) mother’s coffin. He had internalized the opinion of his early caregivers. He was entirely aware of this, as he had already been in therapy several times. Yet he thought he couldn’t change anything.


  
    Therapist: You spoke about a demon. What does it look like?


    Patient: Awful. A horrible monster with five heads, each one more horrible than the last.


    T: That reminds me of the Medusa myth. It was dangerous to encounter her. Do you know that story?


    P: Yes, Perseus vanquished her because he had a shield. He killed her. But I thought that was unjust. Why did he have to kill her? She was also a victim.


    T: Yes, that’s true. Do you have another idea for your five-headed demon?


    P: Right now, no. I’ll have to think about it. Up until now I hadn’t made the connection, you know, with Medusa and Perseus. I had just read about it, but didn’t know that it might have something to do with me directly. Let’s talk about that some more the next time?


    T: Of course.


    In the next conversation, the patient reported that he had thought about how this monster could somehow be important for him. He could not explain it exactly. He had always been a good child, and if he killed this monster, then it would feel as though he were killing the child in himself. He said he could not possibly do that, and that he needed to continue thinking about it on his own. In the following session, we returned to this topic.


    P: I think I know now what it is. Five heads are too many. It has to be just one. You always say, of course, that we can use fantasy to do magic. That’s what I’m doing now.


    T: That is a really creative solution. What is it like if the monster only has one head?


    P: I can imagine that. Now it’s my protector, so it’s not so threatening anymore.


    T: Does it protect you from unjust attacks?


    P: Where do you come up with that idea?


    T: I remembered the comments your parents made. They were often unjust, weren’t they?


    P: Yes, that’s true.


    T: Our starting point was your suicidal impulses. What happens now that there is only a one-headed monster guarding you?


    P: When it protects me from unjust attacks, as you just called it, I don’t always need to direct my rage at myself. I can clearly imagine that it protects me, and that, with his help, I will become angry enough.


    T: So, you have turned something very threatening—for you even life-threatening—into something helpful. I think that’s terrific.


    P: I like it, too.

  


  Following this encounter, the patient was able to draw upon these pictures whenever he felt suicidal again.


  Finally, I would like to point out that there are fairy tales with heroes who, by using their cunning, put themselves in the service of the evil characters so that the latter become dependent on the former. Usually, the fairy-tale hero is helpless at first, unremarkable or dumb—for example, in a Norwegian tale, a hero makes himself useful to an evil giant by trimming his toenails, something the giant cannot do himself, so the giant spares his village.


  By consistently applying the ego-state model30 (which states that the human personality is made up of Parent, Adult, and Child ego states) to treat perpetrator introjects, we place special value on honoring the supposedly destructive egos; subsequently, the purpose is not so much that the “I” of today transforms these egos, but rather, as described previously, that the egos are invited to develop with the present self—in a collaborative act. In this approach, more value is placed on having the various parts work together democratically.


  chapter 2


  Learning a Healthy Approach to the Body


  Let us return now to Ms. Z (whom we met in Chapter 1), who grew very pale and seemed on the verge of collapse when she admitted to being afraid someone would harm her, after having witnessed the killing of her coworker.


  
    Therapist: Ms. Z, please look around and reassure yourself that you are in fact here in my practice and that you are OK. May I hold your hand?


    [The patient nods. She calms down slightly once bodily contact has been made. Her pulse is very faint, and I am concerned that she could in fact collapse at any moment.]


    T: Ms. Z, can you concentrate on your breathing? Concentrate on the way your body is breathing. It breathes in, it breathes out . . .


    [The patient takes up this suggestion, and the color returns slightly to her face.]


    Ms. Z: That happens to me a lot. Before the robbery, though, it almost never happened. Long ago, when I was a little girl, I had these experiences quite often. Now it has all come back. It’s really unfair that I’m doing so badly.


    T: Yes, you’re right. Where do you feel in your body what you just said—that it’s so unfair?


    Ms. Z: In my stomach.


    T: Now please feel that very clearly in your stomach. Keep your attention focused on that . . . what is happening now?


    Ms. Z: Now it’s going more into my arms . . . and into my legs. It’s like a tingling feeling.


    T: That’s good. It’s as if your vital spirits were coming back. Do you have any pictures to go along with what you are feeling?


    Ms. Z: I don’t know. Should I worry about the tingling sensations? When I was younger, that always happened before I had a tetanic seizure.


    T: It seems to me that your body, when you had a tetanic seizure, was actually trying to help itself. But you didn’t let it because you were so afraid, so your body couldn’t really help itself, and you found yourself trapped in this unpleasant situation. If you can listen to me, I’d like to tell you something about wild animals and what they do after having been in a life-threatening situation.


    Ms. Z: Why in a life-threatening situation? I am definitely not in a life-threatening situation.


    T: You’re right, not now. But your reactions make it seem as if you have had a life-threatening experience that has gripped you to the very marrow, so to speak. Does what I am saying make sense to you?


    Ms. Z: Well, first of all, I found the robbery pretty dangerous. The man could have killed us all. And then, as a child, I experienced something terrible that was life-threatening.


    T: Would you like to tell me about that or is that too difficult?


    Ms. Z: I’d rather not today. But go ahead and tell me the story of the animals.


    T: OK. So, animals that cannot flee or fight, which are normal reactions to life-threatening situations, play dead. And once the threat has passed, their movements are very uncoordinated. But when you watch them in slow motion, you see that it looks like running. Isn’t that amazing?


    Ms. Z: Why do they do that?


    T: They are fleeing after the fact, and then they’re OK. And human beings can also do something similar. When you feel that tingling after being afraid, it’s as if your arms and legs were preparing to flee.


    Ms. Z: That would be exciting if it worked. Then I should actually feel better afterward. Do I also need to make uncoordinated movements?


    T: No, just let your body become “alive” again. And the tingling that you feel strikes me as a sign of renewed life after having been frozen. You know, of course, that people often freeze when they are afraid. And you looked so pale before, as if the life had gone out of you.


    Ms. Z: You can say that again. What you’re telling me is interesting. Now it all doesn’t sound so terrible. It even makes some sense.


    T: I think it does. It’s just that we have so little trust that our bodies and souls can help themselves. Please think about all of this. Next time, you can tell me about your thoughts.

  


  Self-Healing, Body Memory, and the Principle of Mindfulness


  It’s important to be concerned about whether or not patients even have contact with their body. Many do not feel their body at all. And, once again, the therapist should ask if there are things the patient likes to do—taking walks, swimming, playing tennis. I always encourage people to do whatever gives them joy; I do not think such activities are helpful just for staying fit. Many patients play sports without ever paying attention to whether they are enjoying themselves. Thus, it’s important to encourage patients to “do what makes you happy.” It’s also important for patients to learn to better perceive their body and the needs of their body and take them seriously!


  I also highly recommend speaking to patients about whether they would like to learn, for example, karate or Wing Chun kung fu, or any other kind of self-defense. Such bodywork generally increases confidence and reduces fear. Of course, therapists should not compel or force patients to do these things.


  Peter Levine was one of the first to demonstrate the connections between trauma healing and brain stem activity.31 Levine recommends focusing on activating the brain stem when treating people who have experienced something extremely troubling and who, as a result, “froze” or went into shock. Such activation is usually something the body does on its own, but a lot of what these patients do impedes this self-healing mechanism. I also find his recommendation to stick with the experience of the body very helpful. Fear, he says, is often just a “concept,” and by concentrating on this “concept,” we strengthen this fear and its physical manifestations. If you instruct patients to concentrate exclusively on the body, it often—but not always—brings them quick reassurance; in people with hypochondria, it may have the opposite effect. Levine’s approach hearkens back to Eugene Gendlin and Johannes Wiltschko’s Focusing in der Praxis.32 


  Ultimately, all of these authors use aspects of very old Buddhist mindfulness exercises, particularly the principle of nonjudgment and nonevaluation. It may sound reasonable that our habitual judging/evaluating, for example, of fear, can strengthen this emotion. On the other hand, a nonjudgmental, mindful approach may make us more aware of changes in the body that happen anyway. Nonetheless, it’s usually important for patients to be able to distance themselves enough that they don’t feel overwhelmed. We don’t need to point out immediately that mindful perception also increases trust in our body and its ability to change.


  Later in therapy, patients can draw the necessary conclusions based on their own experiences.


  We believe that mindful work, in which the primary goal is to feel one’s body, is the best type of physical work with and for traumatized people. The body is the locus of trauma, so we must incorporate it in any trauma therapy if it is to be successful. It’s not necessary to expect of a patient intense pain or abreactions; in Levine’s research and in our own experience, this is not advisable. Rather, gently lead the body to what is painful, which can, ultimately, resolve trauma sequelae. Today I am convinced the gentler, the better.


  A traumatized person should also have the opportunity to experience that their body, despite all of their terrible experiences, is a place of joy and a source of energy. In the last few years, Julie Henderson’s work, which is influenced by Tibetan healing traditions as well as Breema bodywork and qigong, has proved especially helpful. All three methods use imagination, but Julie Henderson’s exercises are especially fun: She recommends self-aware yawning, laughing, snorting, “talking funny,” and much more.33 She also emphasizes the importance of doing all these exercises only when you feel like it. Fittingly, the title of her book is Embodying Well-Being, or How to Feel as Good as You Can in Spite of Everything.


  I like to do her exercises now and again for the sake of (my own and others’) mental health because they are so easy and playful. A research group was able to prove that concentrating on different modes of physical expression using Henderson’s exercises can lead to a change in feelings and mental states.34


  Breema Bodywork


  Breema is a very playful and nonjudgmental approach to the body.35 It hails from the Persian-Kurdish highlands and has been taught in California for decades. Gradually, it has also been spreading throughout Europe. I think Breema bodywork is an interesting treatment for traumatized people, because it helps them to encounter their bodies with compassion on a physical level, supplementing imaginative care for injured parts.


  In self-Breema exercises, the goal is to “feed” the body using touch. The exercises all have poetic names, such as “giving to the rain,” “giving to the sun,” “touching the mountain,” or “opening the heart,” and they inspire pictures. They are based on the experiences of people who remain closely connected to nature. When working with Breema in trauma patients, I think it’s important that people learn to be comfortable touching their own body, which can be difficult for many traumatized people at first, since they cannot distinguish between their own touch and the hurting touch of others. Because these exercises are clearly structured, with beginning and end, they enable people to begin to comfortably touch their own body once again.


  To give readers a taste of this work, here are two exercises.


  
    Touching the Mountain


    Stand comfortably, heels together.


    Place your left hand on your abdomen and your right hand on top of your left hand. Close your eyes.


    Hold this position for three whole breaths.


    Slide your hands up your chest to heart level and hold this position for three breaths.


    Slide your hands farther up and hold them in front of your face (without touching your face). Your palms should cover your eyes. Relax your fingers and rest them on your forehead.


    Hold this position for three breaths.


    Let your hands lightly stroke your forehead, the top of your head and neck, and back down over your chest and stomach until they rest again at your sides.


    Stand comfortably.

  


  
    Opening the Heart


    Stand comfortably.


    Put your palms together, fingers clasped. Your thumbs remain in front of you. 


    When you inhale, stretch your arms forward, creating a pull in your shoulders and between your shoulder blades. When your arms are stretched out, turn your hands so that your palms face outward and you can see the backs of your hands. This creates a stronger pull in your wrists and knuckles. This movement happens smoothly once you stretch out your arms.


    When you exhale, bring your hands to your chest (your palms face the ceiling). Lower your elbows to feel your knuckles stretching (keep your fingers clasped). Expand your chest and tip your head back.


    Repeat these movements two more times as you inhale and exhale.


    After exhaling for the third time, turn your palms toward each other again and touch your chest at heart level. Slide your hands down, lightly touch your abdomen, move them back to your kidneys, the back of your legs down to your toes, and then back up along the front of your legs to your abdomen. Then throw your hands up over your head in a sudden motion. With your palms facing outward, let your arms sink sideways until they come to rest at your sides.

  


  More Body Exercises


  In Chapter 1, I introduced a few exercises in which you can mindfully perceive the body or use the imagination to “touch” light. These exercises also represent new ways to treat the body well. I recommend in particular the exercises in which you imagine conducting light through your body in a color of your choosing. Allow your feelings to guide you—not another person’s recommendation. There are no hard-and-fast rules about what a particular color means. It’s best to rely on your own experience and to allow things to adapt. Choose your colors for healing, for joy, and for peace entirely according to your own feelings.


  Another way of lovingly treating your body is aromatherapy. Recent brain research very strongly emphasizes the value of stimulating smell and shows that smells can in fact help us learn new things. That is what therapy is all about: learning that today is a new day with new opportunities.


  The body is often the site of pain. Imagination can be helpful here, too. You can imagine direct light streaming through your body in a color that brings you relief and healing—or in a color that means coolness or warmth depending on the situation. This often leads to at least a temporary relief from pain. Once again, the message is “I can do something; I am not helpless.”


  Qigong


  Qigong is a traditional method of exercise and a Chinese healing art; it was introduced at my clinic in 1988. At that time we were fortunate that Josephine Zöller, a pioneer who learned this technique in China and brought it back to Germany, was working at the clinic for about a year so that some of our therapists could learn from her. Claus Fischer, who learned from Zöller, has since written a book about qigong with his colleague Micheline Schwarze, which I highly recommend.36


  Veronika Engl, former senior physician at my clinic and also a student of Zöller, believes that qigong is “a theoretically sound type of body therapy. The human organism, a union of body, soul, and mind, is understood in qigong as an autopoietic system [that is, capable of maintaining and renewing itself]; health is thus not something one owns, can hold on to, or regain, but a continual process the organism maintains in its own interest.”37


  Qigong is a very gentle, cautious, and at the same time powerful body therapy that can be adapted to patients’ needs. The effectiveness of exercises remains the same, whether done while lying down, sitting, standing, or walking, and regardless of individual strength. At first, you practice concentrating on an idea using your powers of imagination (which fits our entire concept quite well). The idea is realized in bodily movement; your breath and your qi follow your movement on their own—there are no direct breathing instructions. Indeed, the aspect of breathing that is so important in qigong is not even addressed directly because that can lead to tension or unnaturalness.


  When doing qigong, the exercising person is called upon to perceive the body again and again. On the one hand, the person focuses on the imagination and, on the other hand, on the body making the respective movements. Care should be taken not to imagine anything too intensively and not to make “empty” movements. Attention automatically oscillates between the imagined picture and one’s own real body.


  The (physical) movements start from the center, and many positions are concentric and balanced. This makes it easier to concentrate (“centering”) by letting things happen, as it were, rather than by making a concerted effort. Naturally, your thoughts wander to other things during these exercises, but they always return to the body via the movements and the imagination. As with other exercises, regularly practicing qigong quite quickly leads to relaxation in a natural, gentle way. Practicing also leads to greater strength and endurance. Both components can substantially increase well-being.


  The careful and mindful observation of internal and external movements and impulses, as well as the instructions for steering them as practiced in qigong, reminds us of Peter Levine’s methods for dealing with trauma (“somatic experiencing”). Not least, in the words of Veronika Engl, qigong is a valuable “resource for mental health and strengthening and stabilizing anyone who works with traumatized people.”38


  chapter 3


  Confronting the Horror


  Preparation


  A prerequisite to confronting trauma is sufficient security: security in the patient’s relationship(s) to the outside world, security in the relationship to the therapist, and security in the relationship to oneself. As a rule, it’s useful to acknowledge the part of us that wants to get everything over with as quickly as possible. But if trauma confrontation is to succeed, all parts must be ready to face the truth.


  Security in the relationship to the outside world means that the patient no longer has any contact with the perpetrator, which would mean a strong likelihood that trauma confrontation would be dangerous. It is important to be absolutely sure about whether someone has gained sufficient distance from the person who caused the harm. The therapist should know that patients still in contact with their perpetrator(s) often have to dissociate in order to survive. Yet this capability is weakened severely or even obliterated during trauma confrontation work. In this case, no therapy is sometimes better than therapy. Therapy while contact is ongoing with the perpetrator means working toward ever-greater outer security with even greater inner security.


  Clearly, there is a necessity for security in the relationship to the therapist. I recommend being explicit about this prior to trauma confrontation. “Do you now feel sufficiently safe with me that we can do this work together? What do you need to feel totally safe with me?” These and similar questions can be supportive. It’s important to remember that people who have been the victims of sexualized violence tend to say yes too soon, sometimes without considering their own sense of safety. It is better for the therapist to consider any possible “no” than to have this interfere with the work later on. As long as the traumas have not proved treatable, trauma-related behaviors continue to act as protective mechanisms. Not defending oneself is a protective mechanism that made sense in the traumatic situation, which the therapist should acknowledge accordingly while still pointing out that the situation is now different, and that clear agreements are both necessary and desirable. Once a patient has experienced in several sessions that their wishes and ideas are respected, the therapist should already be sufficiently trustworthy.


  An important condition for trauma-confrontation work is that the therapist be properly trained. Standard therapeutic training, even in well-known procedures, is not sufficient. Therapists offering trauma confrontation must, for example, be acquainted with dissociative behavior and how to deal with it. Otherwise, trauma confrontation poses a risk to the patient, as the following case study shows.


  Ms. A was referred by a psychiatric colleague in an emergency situation. The patient, forty-five years old, was suffering from flashbacks and nightmares, intense anxiety, and insomnia. She had been in psychotherapy for two years for a depressive disorder as well as obsessive and anorexic behavior. Over the past few weeks, the patient had been recalling several instances of rape from her youth. When she related these experiences, the therapist explored these in detail and encouraged the patient to remember more and permit her feelings to surface in as much detail as possible. The patient then became more and more agitated, and the aforementioned symptoms appeared.


  This is an example of flashbacks as dissociative symptoms. Speaking openly about the traumatic events caused—and in fact increasingly aggravated—a crisis. The therapist didn’t understand that the purpose of dissociation is to protect the patient from unbearable feelings. Thus, inviting the patient to allow her feelings to emerge without being prepared to do so essentially led to further dissociation, to protect the patient from the unbearable. The patient had not been sufficiently supported in learning affect control or feeling safe with herself.


  Ms. A reported the difficulties she was having and seemed very agitated when doing so. She said that she learned something about childhood abuse in the course of her previous therapy. When Ms. A started to talk about it, the therapist interfered.


  
    Therapist: It must be terrible for you to remember these things.


    Ms. A: Yes, it’s awful, but I know that I have to go through it.


    T: It may be important for you to deal with this trauma again, and we are certainly prepared to guide you. But please give yourself some time. Imagine that a bomb from the last war was discovered here in the city.


    Ms. A: Yes, I’ve seen that before; they had to evacuate entire areas of the city.


    T: Yes, and then specialists came in to defuse it. That’s similar in your case. You need inner specialists equipped to remove this “bomb.”


    Ms. A: OK, I get that.


    T: Can you imagine that you have something like a safe where you store everything so that we can take it out, bit by bit, later?


    Ms. A: If you help me with that.


    T: Good. Then please imagine a safe.


    Ms. A: OK, got it.


    T: That’s good. Now please imagine that you can store whatever you see. Pictures can be rolled up and stored, movies transferred to a DVD and put away.


    Ms. A: [Concentrates awhile.] I stored everything away.


    T: How does that feel?


    Ms. A: Better.

  


  The patient’s facial expression also indicated that she had relaxed a bit. I explained to her that she could repeat this procedure any time she wanted. Thus the patient received, at the start, a tool for self-management in coping with traumatic material. This kind of intervention can be helpful.


  Now, however, I would suggest a different approach, providing the patient is open to it. I would ask the patient what she thinks about imagining that all of the parts of her that were once hurt could be safe inside her. If she can warm to these thoughts, I suggest that she imagine all of these hurt parts from a distance, as a sort of panorama lying before her, and ask her helpful beings to enable her to take all of these past younger selves into her care. I have tried this approach several times over the past few years with success. It makes sense, however, only if the patient lives in relative external safety and—­naturally—consents to working this way.


  In the first chapter of this book, I wrote in detail about achieving security in one’s relationship to oneself. Once again, this example shows how essential this really is. Many problems related to the treatment itself arise when the capacity for self-management, particularly self-consolation, has not been sufficiently cultivated. Ultimately, there is only one way out: The therapist must assume much of the responsibility for the patient. Sometimes, there’s no other way. But I think we should first do everything to strengthen patients’ own skills.


  In the past few years, working with younger, “child” ego states has increasingly become a fundamental part of preparing for trauma confrontation. If our patients can learn to deal compassionately with their child ego states, it becomes easier for them to subsequently comfort these selves following trauma confrontation work. Furthermore, this approach also has the advantage of providing them the greatest possible inner security.


  Trauma confrontation requires sufficient security for dealing with painful feelings. The patient must have a capacity for inner consolation. Imagination exercises, such as The Inner Safe Place or The Helpful Inner Beings, should be readily available, and patients should be in touch with their child ego states. Distancing techniques can also be used subsequently. Anyone who has been traumatized more than once may become more aware of the other traumas by working with one of them, which makes it even more important that the patient has learned to deal with the emerging painful material, for example, by storing the experience in the safe to consciously repress it.


  Indeed, the therapist can never be too sure that the work will not activate early traumas and become problematic. Many people would appear to have worked through their traumas, but when they then confront current traumas, their protective mechanisms prove to be deficient. For example, even as I write, we are discovering that the trauma from war experiences and forced migration among elderly people can be reactivated by modern war reporting or stories of refugees. One way people deal with traumatic experiences is to develop amnesia, which can be tricky because external and internal stimuli may suddenly reverse amnesia, rendering someone with supposedly strong protective mechanisms to become labile, or unstable. Of course, labile protective mechanisms can also be caused by other things, like physical illness, psychotherapy, and most definitely trauma confrontation.


  I developed an approach to confronting trauma with a high level of safety and certainty: I ask patients to view their life panorama as an outside observer. All of their younger, hurt selves are received by friendly helping beings and accompanied to a safe place. Ever since I began working in this manner, only rarely do other selves—as ­associations—pop up during the confrontation.


  Trauma Confrontation


  There exist today a range of tried-and-true methods for working through a traumatic experience. Here, I would like to recommend one—the Observer Technique—that is gentle and enables patients to protect themselves by utilizing their innate mechanisms. Above all, it values consolation once the trauma has been confronted.


  The Observer Technique


  Earlier, I introduced the inner observer and suggested making occasional deliberate contact with that construct. Each and every one of us has this observing self; it’s just a matter of becoming aware of it.


  The “observer’s observer” exercise creates great distance. For some people, however, it’s too complicated. It’s essential that patients determine whether they prefer to work with the observing self or the observer of the observing self.


  Ever since I began working with traumatized people, I’ve found it important to find a way to make trauma confrontation as gentle as possible. One possibility is Peter Levine’s approach, somatic experiencing, which focuses on the patient’s perceived body sensations, from his 2005 book Healing Trauma: A Pioneering Program for Restoring the Wisdom of Your Body. Another method is to work with the inner observer. Both approaches are guided by the idea that it is not useful to relive traumatic experiences with extreme suffering, but that a kinder, gentler approach is just as effective.


  In the meantime, my colleagues and I have now carried out hundreds of trauma confrontations in which patients could observe themselves. In many cases, they were amazed at how little they suffered. These confrontations sufficed to trigger integration. In individual cases, a debriefing revealed that the level of integration was not sufficient, so that some parts of the traumatic experience still needed to be worked through. It seems that the human body can learn to manage the rest of the integration work on its own.


  Ernest Hilgard described the method of the hidden observer, which he discovered while using hypnosis on a student who was able to remember what had happened during the hypnosis and what the hypnotized part was doing the whole time.39 Hilgard found there was a hidden observer in other patients as well, albeit not in all his test subjects. His findings suggest that at least some people are capable of knowing what they in effect actually cannot know.


  In the following case study, the patient seems to remember things that he did not consciously experience.*


  
    I’m being very careful in my description here, because we still don’t know enough about this phenomenon.
  

  Mr. N is an emergency physician. Several months earlier, he had been sent to the scene of a serious accident involving several deaths. He describes feeling as if something “got under his skin” that he can’t get rid of. He talks about what he saw and experienced at the site of the accident, noting that he was very composed and responded professionally. Only after everything was all over and he was on his way home did he notice his wobbly knees.


  Emergency helpers often describe this kind of behavior. This “cool” behavior is very helpful in a situation that calls for quick action, but it’s a mechanism of dissociation that can become a problem, especially if there is no opportunity afterward to share and express the horror experienced. Mr. N certainly had this opportunity. He talked to his wife and friends and cried and worked through what he had experienced. He also related this experience to me emotionally, and it’s my impression that he worked through it as best as he could.


  
    Therapist: Mr. N, I would like to suggest something that may help you gain greater clarity. We humans all have the ability to observe ourselves—you, too. If you would like, you can now ask the part of yourself that observes everything whether it can tell us something about what still causes your knees to go wobbly.


    Mr. N: [Looks a bit astounded.] Ask the part that sees everything? Well, yes, there is something. It actually does have an answer.


    T: And that would be?


    Mr. N: It has something to do with my childhood. I once had an accident. I hadn’t thought about it, but now it’s kind of spooky. I feel fear rising.


    T: Before you explore that in greater depth, let’s do some preparation that will make it easier for you to confront what is making you afraid. Are you OK with that?


    Mr. N: If you can tell me how.

  


  I explain our concept to Mr. N in detail—the necessity of inner security, the helper exercise, the safe place—and then ask him whether he can imagine such a thing. Images spontaneously emerge. I ask him whether he can imagine giving some form to the observing part. He doesn’t want to, but he’s confident about this observational energy.


  
    T: Now I would like to ask you to clarify with your observing self whether—aside from this child who had the accident—there are other younger or older selves that could somehow have been affected by this experience.


    Mr. N: Yes, there are. There’s a younger me and a younger man. That’s what I hear from my observing self.

  


  I explain to Mr. N that it is important to bring all experiencing selves to the safe place. Even an experiencing self of today will fare better in the safe place. Only the relatively neutral self of today and the observing self should observe the traumatic scene again. The observer should observe everything, including the feelings, thoughts, and bodily experiences of the past selves, and then the observer should place these at the disposal of today’s self, who can then tell the therapist everything.


  
    Mr. N: That all sounds pretty complicated. What’s the point?


    T: The purpose of this approach is to revisit this traumatic scene without having to experience the past pain so intensely. Taking care of our younger or older selves who could have been affected by this scene serves the same purpose. We don’t want them to suffer more than necessary. As we don’t know each other very well, I think it’s definitely safer if we work first with a technique that gives you a lot of control. What do you think?


    Mr. N: I’m amazed how cautious you are. I always thought you just have to grin and bear it. Didn’t you once write “grin and bear it”?


    T: No, I didn’t say that. But, in fact, I did once think that could be avoided. Today, I see things differently. I’ve tried to find ways to help patients suffer as little as possible. You’re familiar with this from your own work. We’re constantly improving surgical techniques to make things easier for our patients. In your field, nobody would consider a technique especially useful if it caused the patients extreme suffering, right?


    Mr. N: [Laughs.] Definitely not.


    T: Which technique do you think you’d prefer to try together with me?


    Mr. N: I’d prefer to think about it a bit.


    T: Yes, that’s a good idea. It’s always good to take your time. If you agree, let me suggest the following: You think about everything for a while. At the same time, if you wish, we can use next week’s session to practice the different imaginative techniques that we discussed today, so that you can become better aware of your observing abilities. I think you can also use this method well in your work. Next, we can plan a longer session, if you wish, to work through everything. In that case, we should plan enough time. But we can also schedule some preparatory sessions. What do you think?


    Mr. N: I would have liked to have gotten everything behind me, but experiencing the fear wasn’t so nice, so you’ve convinced me. It’s better if I prepare myself a bit.


    T: How is the fear right now?


    Mr. N: Right now I don’t feel any.


    T: What do you think if I ask your observing part which part of yourself was afraid? Was that really the grown man of today?


    Mr. N: [Thinks about it.] It’s a strange thing—it’s really different than just thinking about it. At any rate, the observing part shows me the child who had the accident.


    T: Can you imagine calming the child, should he become afraid again? By explaining to him that he’s now safe with you?


    Mr. N: You know, what you’re suggesting is kind of weird. I am, after all, essentially a natural scientist. I’ve read about that stuff with the inner child. On the other hand, I guess I can try it. I guess it won’t hurt, right?


    T: I think it’s important for you to maintain your skepticism. The idea about our having parts or a so-called “inner child” is just a concept. But sometimes these kinds of concepts are useful, and they can help people get in touch with themselves better than when they just see themselves as a consistent “I.” There are now renowned brain researchers who doubt the idea of a consistent “I.” If you feel uncomfortable with these concepts, we’ll find other ways that suit you better.


    Mr. N: OK, I’ll check it out.

  


  We must involve patients in all decisions. This has become increasingly common in general medicine, and it should become the rule in psychotherapy, as well. Working with the Observer Technique means ensuring once again that the patient has an image of a good and safe place as well as helpers, and that the idea of an observing self is acceptable to the patient.* Furthermore, the patient should have the ability to store things in the safe.


  
    Of course, people observe themselves constantly, as otherwise they wouldn’t know what they think or feel or sense. This usually happens subconsciously, however.
  

  Finally, as mentioned, the therapist should work on helping patients deal with their child selves, whether that means that the adult of today can accept the child part or the hurt part of them or that the helpful beings have assumed the task.


  The next step is to invite (or request) all the parts related to the situation to go to the safe place. Let’s assume that someone had a serious accident at the age of six in which they felt extreme powerlessness and helplessness. This event may then have affected all previous and subsequent events involving powerlessness and helplessness. The neuronal networks are activated. We now draw upon this model of the different younger selves, which communicates to us that our traumatized selves are more or less frozen in the past event. Today’s self, however, can accompany the younger selves into real time and thus to safety. There is no proof that, in a strictly scientific sense, this hypothesis is true, but clinical experience is sufficient to provide scientific evidence for its existence. The notion that “the child you were still lives within you” has proved time and again to be a useful working hypothesis.


  As for Mr. N, in a short time he was able to work through all the basic principles. Sometimes this process takes much more time. In the next session, Mr. N said that, much to his own surprise, he felt good about his images. He now liked the idea of the inner child and said he felt that it made him independent. He told me about his inner safe place: His helpful being is a wise, old man. I asked him if he would like to work on the young boy’s trauma in the next session, which needed to be scheduled for longer than just fifty minutes, and Mr. N consented. Because he had not yet determined the method he wanted to use, I asked him about that, too. At this point, he found the Observer Technique the most agreeable. So, I suggested, as there was still a bit of time, his making a few more preparations. He agreed.


  
    Therapist: When you think about this accident now, how troubling does it feel? Perhaps you can evaluate it on a scale of 10 to 0, 10 being “extremely troubling” and 0 “not at all troubling.”


    Mr. N: I’d give it a 7.


    T: And can you think of a sentence about this accident, one that would tell you something about yourself?


    Mr. N: It’s my fault.


    T: That sounds to me like it was pretty troubling for you.


    Mr. N: Yes, it is.


    T: If you could change that, what would you like to think about yourself? Again, use a sentence.


    Mr. N: Oh, boy, if only I could change that, but I can’t.


    T: That has to do with the fact that the trauma is still—or once again—so vivid that it all feels as though it were happening right now. As you know, that’s typical when working through trauma or, more accurately, not working through trauma. We’ll come back to that again in a minute. Nonetheless, perhaps you can think about how you would like to approach things, because that would give us some good prospects for our work.


    Mr. N: I would like to think that I couldn’t have done any better because I was just a kid.


    T: Is it possible to formulate that sentence positively and not negatively?


    Mr. N: I did what I could. When I look at it from a distance, I think this, but when I go back into it all, it’s not true.


    T: Could you also evaluate the sentence on a scale, 1 being “not at all true” and 7 “absolutely true”?


    Mr. N: Not at all, so a 1.


    T: Then you’ve prepared very well. Next time we can use your observing part right away to work on the traumatic experience, if you wish.


    Mr. N: Yes, now I think I want to.

  


  Therapists with experience in eye movement desensitization and reprocessing (EMDR), in which the patient works through emotionally disturbing material while focusing on an external stimulus, will notice that I use some elements of the protocol. This is now done in all trauma confrontation regardless of the specific tool. It’s helpful for patients to evaluate themselves prior to confronting the trauma, so that they learn from themselves.


  In the following session, I asked Mr. N to imagine bringing all the experiencing parts of himself to a safe place.


  
    Mr. N: Yes, I can do that.


    T: Is the experiencing self of today also present?


    Mr. N: Yes.


    T: Then can you get in touch with your observing self and ask him to describe what he perceives about that past scene? Let him describe what he perceives with regard to what the child felt and thought, what he did, and what his body experienced. If I have the impression that one of these parts is missing, I’ll ask.


    Mr. N: OK. A family is visiting friends and they are all taking a walk. Little Jack is six years old. The other family has two girls who are a bit older. Their fathers go on ahead. And then the women and children come. Now they all come to a large thoroughfare they want to cross. The fathers quickly cross to the other side, but the mothers don’t. Jack wants to quickly get to his father . . . He runs across.


    T: What does he think?


    Mr. N: “I want to be with my daddy.”


    T: How does he feel?


    Mr. N: He doesn’t like being a mama’s boy.


    T: Before we continue: Are all experiencing selves in a safe place?Text requiring footnote.*


    
      I ask this because I am detecting unease and fear in the patient.
    

    Mr. N: Wait, not completely. I have to take care of that again.


    T: That’s good that you are so thoughtful. Take your time.


    Mr. N: So, Jack runs across the street. He doesn’t see that a car is coming. He just sees his father on the other side. The observer sees that it’s a white Mercedes. The Mercedes hits him, he flies through the air, back to where the women are standing. He’s unconscious.


    T: Does the observing self know anything about what Jack is thinking or feeling when the car hits him?


    Mr. N: Jack is afraid, but he doesn’t think anything further, because it all goes so fast.


    T: Can the observing part tell him what happened while he was unconscious?


    Mr. N: Wait . . . yes, he says that everyone was very upset. His father picks Jack up very carefully and brings him to the car and drives him to the hospital. In the hospital, he’s examined and then laid on a bed. I don’t know if I am imagining that because, of course, I know how it works, but still, I see it very vividly.


    T: Does it feel right to you?


    Mr. N: Yes, very much so.


    T: That’s the most important thing, because at this moment you can’t check to make sure anyway. If you would like, though, you can ask your parents about it someday. But what happens to Jack now?


    Mr. N: His parents want to take him back to the city where the family lives. They were just visiting in another city. But because he is unconscious, they have to wait. I can perceive with the observing self that sometimes his mother is at his side, sometimes his father.


    T: How is little Jack doing? And how is his body doing just lying there?


    Mr. N: He doesn’t feel anything. But then he wakes up, and it’s very unpleasant. He’s sick to his stomach, everything hurts, and he feels really queasy. His mother speaks to him, hugs him, and that feels good. His mother explains what happened.


    T: Do you have the feeling that you have reached the end of the trauma? What does your observer think?


    Mr. N: No . . . what happens next is awful. I feel afraid.


    T: Would you like to continue working, or would you like to save it for next time?


    Mr. N: I want to keep going until the end.


    T: OK, what does your observer perceive?


    Mr. N: Jack is driven back home and to the hospital there. It’s not as nice as the first one. Now he’s alone a lot. He feels lonely. He’s also in pain. The doctor comes and says he has to be operated on again because his leg isn’t healing properly. Jack is terribly afraid. He wants his mother to come. But she isn’t there. He doesn’t know what to do. The doctor says that the operation will take place shortly. He is transported in his bed through a long hallway by a nurse and grows even more afraid. He wants to cry. Now they are in a big room. Another doctor and another nurse are present. They put him on a stretcher. He’s extremely frightened and panicked. He doesn’t even have his bunny with him. He’s in utter despair, and he thinks that this is the punishment he deserves for not being careful. Then they prepare the ether anesthesia. I can smell it. It nauseates me.


    T: Can you pause a moment so that it will not be too overwhelming? Are you experiencing your selves in a safe place?


    Mr. N: Wow, this is really difficult work. I didn’t expect that. I can see everything and feel it even from afar. But a second or two ago I was really close; little Jack and I were like one person. But now he’s in a safe place again. I’ll give him his bunny. It was so cruel the way they used to treat children. Imagine that: They didn’t even inform my parents. That’s unbelievable!


    T: Yes, I think so, too. Little Jack was utterly powerless, with no one to help him. A terrible situation! Let me know if you want to continue.


    Mr. N: OK, now I can continue. So, my observing self perceives now . . . wait, that can’t be . . .


    T: What?


    Mr. N: Jack hears and registers everything! He’s not really anesthetized, but the doctors don’t notice. How can that be? He has searing pain and fear.


    T: That can be. Trust yourself.


    Mr. N: He doesn’t notice everything going on around him, but he does see that they’re doing something to his leg. Now he finally falls asleep. And now he’s in another room, and his father is there. He can cry now.


    [The patient begins to cry. He is utterly submerged in the pain of the little boy inside himself and I compassionately accompany him in my thoughts. We are both quiet for a while. Then Mr. N looks at me.]


    Mr. N: That was really hard, and that was the terrible thing, and I couldn’t remember it. I only remembered the accident a little bit. But not the other things at all. But that’s actually the worst things. Don’t you think?


    T: Yes, I can easily understand that, because, in this situation, little Jack was really desperate and powerless and helpless and so utterly alone with all his fear.


    Mr. N: Exactly! Utterly alone. That they actually did that without asking my parents or without my parents being there.


    [Mr. N cries again.]


    Mr. N: I am starting to feel angry with them.


    T: Yes, that’s good if you can feel that now. It was not OK what happened to you . . . What did little Jack need and what does he still need?


    Mr. N: He needs someone to tell him that what the doctors did to him was awful, that he was unbelievably brave, and that he is no longer alone.


    T: Can you, the adult, tell him that and give him a hug?


    Mr. N: Yes, yes, I can, I’m happy to do that. Poor little guy. Now I just remembered that my father raised hell at the hospital. He really fought for me. It’s good to know that now.


    T: Mr. N, how are you doing now? How does it now feel when you think about that scene again? How troubling is it to you?


    Mr. N: About 1 to 2, I’d say. It feels pretty far away.


    T: And when you think again about what you did, what you were able to do, that you were a child who did what you could—how true does that feel now?


    Mr. N: I think it’s OK the way it was, that is, what I did. Children are just not always attentive. I wanted to go to my father, which is OK. It’s not my fault. It was just one of those things. What happened afterwards also . . . maybe that’s why I became an emergency doctor myself . . . [Laughs.] That’s not too bad, right?


    T: I think that you tried to find a good solution to healing old pain, and that now, after having reviewed everything, you can do your work with an even greater understanding and a greater peace of mind.


    Mr. N: Yes, that seems plausible.


    T: Now I would advise you to take good care of yourself in the next few hours. Is there someone understanding there for you?


    Mr. N: Yes, my wife is there. I can tell her a bit and she’ll make sure that the children leave me alone tonight.


    T: That’s good. It’s important for you to have some time to take care again of little Jack. There won’t be a lot of energy left over for your children. If you feel agitated or uneasy in the next few days, feel free to call me. Incidentally, it’s important for you to know that your body will need some time to integrate everything. But the chances are good that this will become a memory that no longer bothers you.


    Mr. N: Yes, I can imagine that quite well, considering how I feel right now.


    T: We’ll see when we have our next session how well you have coped with this trauma.

  


  The following week the patient reported that he had been doing well. He said he sometimes thought of his wobbly knees but noticed that neither the past emergency nor the childhood trauma were bothering him. Whenever he thought about the childhood incident, it didn’t bother him as much. Positive cognition continued to work. A few weeks later Mr. N had to tend to another serious accident, and he noticed that he was now much more relaxed.


  This, of course, is an ideal development path, and I’m always delighted when I get to experience and be part of it. This case history clearly reveals the individual steps in the process. But it’s also important to discuss possible difficulties and how to deal with more difficult and serially traumatized patients.


  When patients have been traumatized multiple times, it’s important for them to find ways to take all their hurt parts to the safe place. We used to think that it was sufficient for the patient to simply imagine the storage safe, but today I think differently. The Safe Exercise is not a causal intervention and thus relatively uncertain. On the other hand, if the patient can successfully imagine that all their experiencing parts are in the safe place, and if we have understood at least somewhat the extent to which these parts have been hurt, then, metaphorically speaking, these parts can stay in the safe place. After all, they are being taken care of by the helpful beings with compassion. That means we can pursue the trauma exposure once we know that all the experiencing parts are safe. To an astonishingly high degree, this reduces the risk of activating the trauma via affect bridges, which connect past events to the present.


  Generally, for people who have been traumatized several times, the degree of suffering does not reach as far back as it does in the case of single traumas. Every step toward less suffering can be seen as a gain. Many years ago I wondered: “What should we do if the Observer Technique provides relief, but we cannot achieve enough distance from the trauma?” This problem no longer arises, presumably especially because of the careful preparation for all hurt ego states.


  We used to proceed by working through the trauma again and, in this case, by using EMDR. The preparatory work improves resilience to the extent that the EMDR method, with its focus on intensely painful feelings, remains relatively tolerable. Today, I believe that it can increase the therapists’ certainty if they have this at their disposal.


  

  In the example presented here, the consolation offered to little Jack was brief but effective. Often, you need to take much more time to console the patient, and I believe that consoling is as important as working through the traumatic situation. Clinical experience shows that adequate consolation leads to a significant reduction in subjective units of distress, seeing that they appear after working through a trauma.*


  
    Incidentally, therapists can check on their own by asking their patients about the subjective units of distress and about consolation immediately following a workthough. I now ask every patient after working through a trauma: “What do you think could help your younger self to reduce the pain further?” And they all say: “Caring for and consoling my younger self.”
  

  What should we do with dissociative patients? The Observer Technique is especially gentle for them. Taking the position of observer is very similar to dissociation (perhaps it’s the same thing; we’re not quite sure), so there is very little risk of patients dissociating. Unfortunately, this does not mean that they will never dissociate. The therapist should do everything in their power to prevent dissociation. If I observe even the slightest hint of “drifting” during a trauma exposure, I immediately ask whether all the experiencing selves are really in a safe place. I also encourage patients to ground themselves, for example, by suggesting that they consciously feel their feet, and I’m not content with the fact that the patient is now in this state. For me, dissociation means that the patient is overwhelmed, and that I was moving too quickly. The motto “the slower, the faster” remains true. Patients who dissociate during an exposure cannot integrate. You will most likely have to repeat the work and without gaining anything. Patients are often overwhelmed with each dissociation because they slip into a traumatic or peritraumatic state. Thus, I advise: “Take your time. Let your patients take their time. In the end, they will catch up.”


  Dealing with dissociative states requires great experience but also the knowledge that the goal is always to provide orientation in the here and now. Dissociation means that the ability to endure troubling feelings is deficient. Thus, everything that could be painful needs to be scrutinized.


  By now we have learned to take patients’ protective mechanisms seriously, which also means letting them—not the therapist—set the pace. If you let patients set the pace based on the degree of their feelings of safety, this eliminates a “grin and bear it” mentality, which itself is a kind of dissociative protective mechanism. I always think it’s important to clarify with the adult self whether or not to continue. In my opinion, what helps most is helping patients to trust their own perceptions and feelings before the trauma exposure. Patients know when it’s too much. At best, we can only presume this but never know exactly.


  At this point I’d like to point out once again that it is worth trusting the patient’s (body) wisdom. The great physician Paracelsus said: “The physician treats, nature heals.” To me, this means that it lies solely in the patient’s nature, and not in our hands, whether the patient can heal. Humility is a good guide to our work.


  After Trauma Confrontation


  As described in our case study, the patient should be given an opportunity to make contact with the therapist if needed. This may be, for example, a brief telephone call or personal contact. It’s easier in the clinic because someone is always reachable. If the patients go right back home after a session, clarify who can take care of them and whether (or how) they can take care of themselves. A mother of small children, for example, may need to find some relief and not have to deal with her daily obligations immediately.


  Since we began consistently paying attention to taking care of all the injured selves, only rarely have we seen processing mechanisms in the brain catalyzing more memories of other traumas or nightmarish processes of working through what was confronted in trauma exposure. Nonetheless, patients should know that this can happen, so that they do not become unsettled. They should also know that they will likely be thinner-skinned than usual—and sad, very sad.


  Sorrow over past traumas usually manifests itself more completely once the trauma exposure has taken place. In a session following exposure, you should also explore precisely how it felt to the patient. And you should reevaluate how troubling the confronted event seems to be. This is important so that patients can note that the difficult work they did was indeed worth it. In the case of single traumas, this means the degree of distress might go down to 0 or 1 point on the scale. In the case of multiple traumas, distress should decrease by 1 or more points. Any and every reduction in distress should be seen as a gain.


  Allow some time to pass after a trauma exposure so that the trauma can be integrated. In our experience, one should generally wait about two weeks before starting the next trauma confrontation. Of course, there are always exceptions, but this is a good guide for both inpatient and outpatient therapy. Here, too, the point is to not move too quickly, as the patient needs time. If you’ve gone through several trauma confrontations within a period of several weeks or months, it’s also advisable to take a longer break. People always need time to arrive in the here and now. If you do too many trauma confrontations consecutively, the patient risks living only in the past and blocking out the present, resulting in a greater loss of adult abilities and increasing regression. I think it’s important that people confronting their traumatic experiences do not lose contact with the present. Janina Fisher, an experienced trauma therapist, goes so far as to say that the goal is not trauma exposure but maintaining adult ego function.For many people it is, of course, important that they make their story their own again. Trauma exposure can be helpful in this regard, but if the price is losing their ability to function in their everyday lives, it strikes me as highly questionable.


  Back to our example: In the course of therapy, Dr. N realized that there were a few other, less serious traumas present, which he was able to work through at longer intervals. Because he had had good experiences with the Observer Technique, he decided to use it to work through his other traumas, as well. This helped him significantly in his professional situation, which he continued to experience as distressing. Increasingly, he pondered the great questions of life and found clear answers for himself. For him, it was important to take his time, and in many subsequent sessions we discussed completely different issues, returning only occasionally to his traumatic experiences.


  Art therapy sessions have proved useful clinically and in practice for supporting the stabilization phase and trauma confrontation. Art therapy is making an important contribution by making inner pictures visible—and it supplements imaginative therapy very effectively.


  chapter 4


  Art Therapy in Trauma Healing


  by Susanne Lücke


  Creativity is a life force that is innate to every human being.


  —Helen I. Bachmann


  Introduction


  After twenty years’ experience with art psychotherapy in the application of psychodynamic imaginative trauma therapy (PITT), I think it worthwhile to consider how the PITT concept has changed art psychotherapy. How can art therapy methods support patients in working through their trauma(s) and developing their personalities? How can it help to establish new life patterns and see to it that these are then internalized?


  In my own experience with art psychotherapy, working with PITT has caused a shift in my focus to a clearer and more systematic orientation toward resources. I have since modified well-known art therapy themes, exercises, and interventions to direct attention to mobilizing resources. Especially with complexly traumatized people, I’ve discovered approaches in my therapeutic conversations that better address the very special difficulties my patients face. This includes, among other things, some of the art therapy exercises described below, which serve to achieve treatment success in traumatized individuals, for example, regulating affects or emotions, intrusive ego states, and (self-)destructive impulses, as well as developing self-protective and self-care strategies and learning how to establish respectful and loving relationships both toward oneself and toward the outside world.


  Since both the PITT concept and art psychotherapy focus primarily on working with inner images, it would seem logical to use existing creative forms within PITT. It’s well established that long-lasting stress leads to fixating on negative experiences and to the loss of our innate ability to oscillate between stress and resources. The latter is an important prerequisite for creating resilience and processing stress. Thus, the first and foremost goal of trauma-centered art therapy work is to create and anchor positive counterimages, which in turn enables us to once again “swing” back and forth between stressful and pleasant experiences.


  Adults who begin an art therapy process should know that artistic work cannot be “learned”—we are all born with the ability and the need to express ourselves via artistic means. It’s innate, a sort of genetically predisposed developmental plan, much like learning to speak or walk, a universal resource and a mechanism for self-healing situated in our genes. When children first begin to express themselves artistically to describe their inner states, this approach eventually becomes a powerful instrument for grasping reality and for developing personality, in a sort of dialogue between the external and internal worlds. This is how children process impressions, playfully apply their experiences, introduce personal approaches, needs, and desires, and regulate any tensions arising from the interaction between the internal and external worlds. Pablo Picasso once said: “Every child is an artist. The difficulty lies in remaining an artist as life goes on.”40 Like children, we as adults also need a benevolent, supportive, and above all unbiased interpersonal space to develop our own creative potential.


  Many patients can attain such a personal developmental space only through therapy, gaining something they lacked in their childhood because of a traumatizing and/or starkly regulated environment. Moreover, their artistic inclinations may have been suppressed, since they might have exposed realities that no one in their life wanted to face or that were taboo. When adult patients rediscover their artistic inclinations within psychotherapy—­sometimes after many years of abstinence—the goal is not to learn something new but to (re)activate contact with their original intrinsic resources.


  Against this background, the artistic process has a playful and a dynamic side to it, which can initiate change and manifest itself in the form a “snapshot” of an artistic endeavor. In other words, the product can become a still image that allows the patient to understand and reflect on their present status. Realizing one’s own wishes and ideas through actions is a very basic experience of self-efficacy. By being invited to participate in guided imaginations to lay out their needs and wishes, patients are encouraged to adapt their creations in accordance with their own desires. They do this, for example, by painting over things, cutting things out, pasting over things, and creating movable pieces or a series of images. The goal is not perfection but coherence.


  Generally speaking, I see no difference between internal images and imaginations that become concrete objects. People who have difficulty imagining things in their mind can sometimes use their imagination quite well to design things. Imagination can be expressed in artistic work; it can then be appreciated by and shared with others. For those who can “see” images before their mind’s eye, it’s important to realize that the concrete artistic object does not purport to reproduce the complexity of their thoughts, but rather establishes a memory anchor of the inner image. Guided imaginations can help to stimulate the artistic process and provide a venue. And vice versa—painting and modeling the themes discovered during imaginations can be a way of approaching one’s inner images without anxiety and enabling working with inner images. Some people prefer to visualize a previously imagined inner image as a sort of “key” to engaging with one of the imaginations and staying focused on that path. Patients who continue to suffer from a flood of past inner images and cannot control their appearance find it difficult to track these imaginations and remain concentrated. Concrete work can sometimes help them to provide structure and to differentiate their experiences of a chaotic inner world. 


  The artistic process creates a physical, visible, and, in the truest sense of the word, tactile and malleable object, situated in the real world and linked to real emotions and bodily experiences. People who were traumatized at an early age report that they learn to “grasp” their situation only after having complemented them with sensual experiences and truly envisaged them. Art therapy is a form of therapy that focuses on physical experiences. During the artistic process, sensual and bodily experiences are of fundamental importance for acquiring new content and internalizing new experiences—­physically, emotionally, and cognitively.


  Externalizing inner images allows one to distance oneself from them, which in turn enables one to take a clear look at both internal and external events and to retain control over internal and external mental states. A self-created object becomes part of both the internal and external world; the patient can influence it, make decisions about it, deal with it, form it with their own hands, and internalize its modified form. It’s so important for the patient to regain trust in their own decision-making ability and action competence in light of past loss of control and impotence precipitated by a traumatic experience.


  Once the patient comes to consider artistic creation as something positive and harmonious, it can further serve as a source of visual and tactile grounding; the related experiences, in conjunction with positive thoughts, strengthen and link positive feelings and physical sensations. This is also true for all positive physical and emotional experiences accompanying the creative process.


  Theme-centered artistic expression that allows complexly traumatized patients to depict their personal experiences with circles, frames, and triptychs has proved to be very useful. It can support their ability to provide order to their “inner chaos,” to (re)gain control over their oftentimes flooded mental states, and to counter any fears of fragmentation.


  Art Therapy Exercises and Interventions


  Here are a number of art therapy exercises and procedures I have successfully used in both my inpatient and outpatient therapeutic work based on PITT.


  These illustrations stem in part from training seminars and were chosen because they represent the individual steps patients take in the therapeutic process.


  Contacting a Resource


  The Resource Flashlight exercise enables patients to swing back and forth between spontaneous expressions of their mental state and their (sometimes initially unconscious) resources.


  The exercise has a low threshold and represents my extension of the better-known exercise “Painted Flashlight” by adding a “resource flashlight.” It can be used at the beginning of an individual session or as a “painted sensitivity circle” at the beginning of a group therapy session.


  
    The Resource Flashlight


    Present the patient with a box of ten to twelve different colors of crayons or chalk and invite them to choose one or two colors that fit their present mental state. Ask the patient to take about three minutes to use these colors to draw on a sheet of paper and, if possible, not to start and stop but to draw in one long, continuous movement. This exercise is not intended to create an image but to create movement. After about three minutes, ask the patient to stop and think and then to choose one or two colors they find pleasant, supportive, strengthening, and nourishing. Then, they should use these to draw on the same piece of paper, possibly for longer than they did with the first color(s).


    The subsequent discussion about the colors chosen and the drawings created should concentrate on determining which resource was activated in the process; the patient should learn to deal with the feelings generated and keep them in balance. When formulating the instructions, remember that not every patient is suffering; if a patient has no problems completing the first step, they should choose colors in the second step that support and strengthen their positive state. Following a discussion that once again emphasizes or reinforces resources, the patient should use those colors, designs, and movements that were pleasant and apply them to another picture on a new piece of paper, taking more time and, perhaps, using other materials in the process. In group work, it may be advantageous and mutually enriching to invite the patients to choose individual elements from the pictures of their peers and integrate them into their own pictures.

  


  Examples of images made using the techniques described for figures 1 to 29 can be found here.


  The Anger Ball (Figure 1): This patient chose to depict her present mental state by using the colors black and red, putting them in motion to create a boldly red “anger ball” with a black perimeter. As her energizing and nourishing color in the next phase, she chose a vibrant yellow to surround the red and black ball. During the subsequent discussion, she spoke of her feelings of abandonment and a torturous anger held in check only by a “black ring of sorrow.” She associated the yellow ring with “human warmth,” which could help her to have new experiences—inasmuch as she could allow them to take place. Intuitively, in the second step, the patient used her ability to confine the feelings that vexed her to reach a sort of equilibrium. This in turn enabled her to realize her great desire for human contact and for belonging.


  The Light Coil (Figure 2): The patient then created a “light coil,” which, she said, connected her to people in her surroundings through yellow “energy threads.” She intimated the red anger ball in the middle of her chest, which was already becoming weaker and softer. The black ring of sorrow had now “completely melted away.”As part of her “test behavior,” the patient abandoned her inner isolation during the creative process and established contact with her ability and facility to connect with her environment. She gave her picture a positive spin by calling it “I Can Receive and Transmit Energy” and denoted her pleasure at feeling a “nice tingle” in her breast.


  The Light Spot (Figure 3): The patient went on to create an inner “light spot” she could enter in her imagination through a door to spend time in her inner space and gather energy, independent of all other people.


  Hiding Inner Treasures


  Theme-centered art therapy has the advantage of deliberately activating patients’ empowering inner images. A theme can be introduced as a guided imagination or developed as part of a conversation with the patient or group. Presenting a physical object and focusing the patient’s attention on it helps them to retain contact with the outside world throughout the entire exercise. It serves as an anchor for their presence in reality—and limits any loss of control and the danger of slipping into negative inner images. For this reason, this exercise is suitable for patients who are in the process of developing mental control over their inner images.


  
    The Protected Beach


    Provide a number of small objects and give the patient sufficient time to consider and handle them. Then ask the patient to decide on one object that they consider pleasant and enjoy holding in their hand. Then, begin a short warm-up period to help the patients remain concentrated on themselves and the object they are holding (looking at the object, grounding themselves, sensing their breathing). Invite the patient to go to a beach in their imagination, where all sorts of beings live in a protective environment: “I would like to invite you to imagine that you are walking along a protected beach that no one before you has ever seen—you are the very first human to walk this beach and to discover this object. You pick it up, and now it’s in your hand so that you can inspect it more closely. You look at it from all sides, touch it, note its surface, its temperature, its smell. You listen to it. What makes this object for you so unique? How does it differ from all other objects in the world? What feel-good properties attracted you to it? What did you like about it so much that it caused you to choose it over all the other objects? If you were to give this object a name, what would it be—maybe a fantasy name, a syllable, a sound? Where does it come from, from what country, what area? From what era? What is its purpose? And how did it get to you? Why did it come to you today of all days? What is it trying to tell you about your own personal development, your own personal healing process? Perhaps you don’t have answers to all of these questions. Perhaps this exercise is your first introduction to this object. If, during the creative process, you would like to be accompanied and inspired once again by your object, you can always pick it up again. And during this process it will continue to answer your questions, if you so desire.”

  


  Ball of Light (Figure 4): This patient’s picture depicts a marble that turns into a “magic ball” that helps to “clear the fog” blocking the view of a livable future. This story is a reference to The Mists of Avalon, where a priestess uses magic to lift a fog to reveal the hidden empire of Avalon. This patient thus saw herself in black priest garb sitting on a rocky island, holding the “magic ball” up toward the fog over the sea. This ball remained a permanent companion throughout the whole therapeutic process, to be queried as a symbol for inner wisdom.


  The Wishing Tree (Figure 5): Another patient had a tree growing from a piece of bark, which she associated with an old custom from the Kurdish homeland she had had to leave as a child. In her village, women attach red ribbons to the branches of a tree in the cemetery and made wishes for the future. They believe that a bird comes and carries the wishes to the heavens and connects the world of the living with the knowledge of the ancestors. At the foot of the tree, from the remains of the dead, a red rose grows—it “knows that women need thorns to protect themselves.”


  Self-Reassurance and Self-Consolation


  Imagining a consolation space can serve as an impulse for artistic creativity. It can help if we alert patients in advance that artistic creativity cannot depict the entire complexity of their inner images. It can only perform the task of anchoring them in memory.


  Patients who are especially unstable can profit from picturing the contents of their imagination in words and then painting or otherwise illustrating them. This initially provides greater control over negative inner images that may creep into their consciousness, by interrupting and halting them through concrete actions.


  The creative search for a consolation space results in very intense experiences of self-efficacy. The image that arises can become a visual and/or a tactile anchor for contemplating that place in the future. To this end, it may be advantageous to first choose and concentrate on certain parts of the exercise.


  Once the consolation space has been found, recurring everyday events that can profit from such a place are transformed in the sense of a trial action: “What would this problem or conflict look like if you had a consolation space where all your damaged earlier selves could reside in safety so that your adult self could deal with the situation?”


  
    The Search for a Safe Place


    Start by discussing the idea of a consolation space with the patient, and explain what the goal of this exercise is. Offer them suggestions for creation, such as, “What colors do you experience as particularly pleasant and soothing? Set up the color atmosphere to make the space one of consolation. What objects would you like to have there?” All important aspects that occur in the imagination should become the center of focus of the creation: the border (for protection), the surroundings, the room, the other beings (as helpers).


    If the consolation space should be seen from the outside, then the creation of some means of transportation or a key (both literally and figuratively) can become a visual and tactile anchor that enables access.


    Such configurations can be introduced with the following questions: “How did you get to your place of consolation? What would you like to take with you from your consolation space so that you always have contact with it whenever and wherever you may need it (a blade of grass, a flower, a rock, some other object)? What is the first thing you see when you return to your place of consolation?”


    When contemplating the image, the following questions are important: “Is something missing from your consolation space you would like to add? Does anything there bother you and should be discarded?” Through painting over, cutting out, pasting over, adding additional sections, or extending the original in an additional picture, the patient can make changes as needed.

  


  The Nest (Figure 6): Here the patient built a nest from pieces of cloth, ribbons, and feathers to comfort her inner child, symbolized by the little doll.


  The Tree (Figure 7): This consolation space is home to a number of younger selves in various hollow spaces in the trunk, each of which has its own dwarf mother to assist the inner children.


  A Rug for the Consolation Space (Figure 8): The patient wove a small rug on a hand loom to become a visual and tactile anchor for her consolation space, which she subsequently took with her and kept in her pocketbook as a reminder.


  Creating Distance


  When practicing the observation techniques described here, it has proved especially valuable to create a figure depicting an inner helper, symbolizing and representing the ability to observe objectively both internal and external events. Often, within the therapeutic process as well as with training participants, such figures serve not just to register and record events, but also to be vested with characteristics deemed pleasant and full of inner wisdom. They can then provide the patient with advice without becoming entangled in the patient’s internal and external affairs—and without identifying with any parts of the patient’s personality. If, during the stabilization phase, the patient, using the inner observer and in dialogue with the therapist, has learned to deal with, understand, and solve everyday problems—which under some circumstances may become triggers for unresolved earlier traumatic experiences—this may create not only a valuable tool for everyday use, but also an elementary basis for trauma expositions that may be necessary later on (see Trauma Confrontation). Within the therapeutic process, many patients are not in the position to reflect on or articulate their experiences because of existing pressures resulting in hypervigilance or a lack of vigilance. Yet this can generally be achieved by the inner observer.


  
    Giving Form to the Inner Observer


    To develop a figure that can establish the proper neutral viewpoint to observe internal and external events from a distance, the use of Native American medicine cards in art­psychotherapeutic settings may be advisable. They depict a series of North American animals. Often, patients choose birds (eagle, raven, hawk, owl) for the form of their inner observer, since they allow a natural method of observation from afar (“bird’s-eye view”). They fly through the sky, sit on the branches of trees, on rooftops, or on mountaintops, and report everything that goes on below “in the valley” or what transpired in the past. Once the figure has been determined, painted, or fboormed, its presence can be considerably helpful in practicing observational dialogue. And it can be reactivated at any point in time: What does the figure know about this situation? Does it see something that can contribute to a positive solution?

  


  Eagle, Owl, and Butterfly (Figure 9): This image shows the inner observers of a patient that took on the form of an eagle, an owl, and a butterfly. The eagle observed external events and, in the patient’s imagination, circled overhead at some distance. Whenever the patient needed to know something about an inner state, the butterfly, who lived in the middle of her chest, could be queried. And if she needed a shot of wisdom, the owl could land on her shoulder and whisper in her ear.


  Once the patient came to a therapy session overwhelmed by her inner state, and she had no access to how she had gotten into this state. Employing the eagle quickly resolved the situation: From above, with a bird’s-eye view, the eagle could clearly describe the triggering situation—a surprising, undesirable moment of physical contact with another person. From her chest the butterfly could “see” and describe what had precipitated the present state (earlier experiences of such physical encroachment and sexual assault). Sitting on her shoulder, the owl suggested that, in any future encounters with that person, the patient should protect herself through verbal resistance. Further, the eagle reported on a situation from the recent past where the patient had indeed been successful in expressing a clear “no” to protect herself. The patient recalled this experience for the first time during this session by evoking the eagle.


  Regulating Powerful Emotions


  Much like a regulator, working with frames puts the emphasis on enabling the patient to express a controlled and proportional amount of strong emotions (fear, anger, sadness) and stressful emotional states (impotence, shame, guilt). The externalization of these emotions provides spontaneous relief, allowing the patient to take control of things and to experience a constructive confrontation with previously overwhelming feelings. But pleasant feelings, such as joy, love, vibrancy, and happiness, can also serve as a framework, since they, too, may precipitate unpleasant states of hypervigilance.


  
    The Stable Frame


    On a sheet of paper, preferably thicker card stock, first create or draw a frame that is so strong and so stable that it can withstand any existing emotions. The width of the frame also represents the size the patient assigns to the inner space, which is how the patient determines how much space to give the content of their feelings; they express their present state without relinquishing control over it. The patient then determines the size of the painted area as well as the colors, the width, and the thickness of the frame. Best suited to painting the frame are thick brushes and dense liquid paints with a high intensity (gouache, tempera). Oil pastel or wax crayons have proved to be especially useful when patients are still highly emotional, since the stability of these materials conveys strength and their application on paper can also lead to a release of inner stress. Once the frame has been tested for safety and stability, the patient has a number of different venues for designing the inner space: They can use the space to include motion impulses connected to the particular emotion (see Figure 10) or a symbol representing the burden (see Figure 11).


    Another very rewarding way of dealing with stressful feelings is to use the area outside the frame to create a counterpart. During the therapeutic conversation, the patient identifies the colors of the feeling and its opposing colors in the sense of a counterpart. For example, if the patient’s anger is assigned the colors red and black, then the counterparts would be blues and greens to express clarity, distance, quietude, or coolness. The first step enables the patient to check whether they can relativize the dominant and stressful feelings by integrating the counterpart into the frame.


    Then, in a second step, the patient depicts the stressful feeling within the frame, abstractly as a form and color or as a motion impulse (again, wax crayons are particularly good here, since they can withstand considerable pressure while allowing fast and intense movements; see Rescuing Damaged States, and Figure 29).


    But the patient can also consciously remove energy from the frame by removing color(s), by using more clearly differentiated, less color-intensive materials such as colored pencils—or by removing colors altogether and using simple lead pencils (see Figure 12). This may help to depict the stressful feeling as a symbol or a figure that takes on a clear shape and thus becomes “pliable.” 

  


  A Stable Frame for Motion Impulses (Figure 10): First, the patient chose the color green to draw the frame, using oil pastels to make it thick enough to denote stability. Then, she filled out the inner space with motion impulses connected to her anger.


  A Stable Frame for a Symbol (Figure 11): This patient also chose green to depict the frame. In the inner space, she drew a symbol of her fear of repeated contact with the perpetrator: “That is the hand [of the perpetrator] grabbing at my heart.” In a later picture, she made sure her heart was safe, protecting it symbolically from further attacks: “Today I can protect myself and get help.”


  Distancing Oneself from Concerns


  A very helpful stage on the developmental path of traumatized patients toward mental distancing lies in the concrete ability to open and close a container as a symbolic act of distancing themselves and securely storing (traumatic) events. There are many ways this can be done creatively, for example, by using a container such as vault or a safe, by modeling something (from clay), or by crafting something (from cardboard). Whatever method is chosen, it should retain a neutral look to it, even if it’s supposed to represent negative affects.


  These can be very valuable tools in both everyday life and in therapy; what is expressed and stored in these containers may represent very important experiences that may be needed at a later point in time in the therapeutic process. Recognizing these awful experiences as part of one’s own personal journey and acknowledging the resources that emerge from these events are essential elements in the entire process.


  When patients mention during therapy that their attempts at distancing themselves, for example, by using a safe or a vault, have failed to function, this often means that their inner projections were “dark dungeons” or “garbage dumps” hated by the patient and still feared by their younger selves.


  The following examples are oriented toward developing and fostering a positive-neutral atmosphere when dealing with stressful issues.


  
    Opening and Closing Containers


    To create distance from traumatic issues, a frame can depict a safe or another sealable container the patient can look into. Once the frame has been completed, it can, symbolically, hold the stressful content. Then, the patient can place a new piece of paper on top of the first one and design a page using a good wish—a sort of fertilizer for what lies below. In a third step, the patient places yet another sheet of paper on top, creating a final cover page to seal the container.


    When devising a pleasant and neutral archival space, the form of a triptych with two wings that can be opened and shut has proved successful. First, the patient creates the entrance to the archive room on the outside of one of the closed panels. The patient must decide what type of door this is, what material to use, and how the door should be opened and closed.


    The door is of central importance since it represents the act of distancing: Whenever something is to be deposited in the archive room, one must first open the door and then subsequently close it. Only then, once the patient has deposited whatever is afflicting them into that space, can they direct their attention to what they are feeling.


    The second step is to design the inside of the triptych. It may contain any number of various types of containers (cabinets, shelves, chests), into which various problems can be sorted and stored. Sometimes patients store stressful events from the past rather haphazardly, and only later in the course of therapy does a clearer structure appear, as the patient is able to organize, sort, and cluster problems, thus taking control of the internal and external “construction sites” that need to be addressed and worked through. A more differentiated approach to working with “inner rooms” involves the archive room being reserved for individual therapy sessions, where the patient can receive necessary support in working through and distancing themselves from their problems. The titles attached to the individual “drawers” should remain neutral to avoid being emotional triggers.

  


  Step 1: Creating a Stable Frame for a Flashback (Figure 12): In this figure, the patient inserted a flashback into her frame. She chose to give the frame space a “cool blue” color, which made the flashback rather abstract, drawn with a pencil and thus “defused.”


  Step 2: Creating a Cover Page of “Good Wishes” (Figure 13): In the next step, she designed good wishes on a separate page (“May the heavy become light”), covering up the flashback.


  Step 3: The Cover (Figure 14): She then designed a cover on a third piece of paper to close off the container, which she symbolically sealed with a small padlock. The golden color was meant to express the solid metal nature of the lock.


  The Archive Room (seen from outside the closed triptych; Figure 15): This patient consciously chose to decorate the door of her archive room with flowers (“It should be a friendly place, one that helps me . . . ”) and then install a bolt. The footprints on the left show the entrance path and on the right the exit path after having deposited her concern.


  The Archive Room (seen from inside the opened triptych; Figure 16): The patient outfitted the inner room on the left wing with a chest with three drawers to accommodate her traumatic childhood experiences. The individual drawers are characterized by different geometric forms (triangle, circle, square) and represent the different types of trauma. In the middle section stands a large drawer cabinet with five different-colored drawers for the various troublesome conflicts from her present everyday life (at work, in her relationship). The blue chest of drawers on the right wing of the triptych contains her various fears about the future (fear of separation in her relationship, fear of losing her job); they are numbered from one to four.


  Art Therapy Work on the Inner Stage


  Developing Loving Contact with One’s Earlier Self


  Ms. C, age fifty-seven, came to me for outpatient psychotherapy following the diagnosis of multiple myeloma (cancer of the plasma cells). She had been taking psychotropic drugs following a stay at a psychiatric hospital some forty years ago and, upon receiving her myeloma diagnosis, embarked on a search for psychotherapeutic help in understanding the “meaning” of her disease.


  She was suffering from depression, anxiety and panic attacks, somatic symptom disorder (focus on physical symptoms that causes major emotional distress), and depersonalization-derealization disorder (having the feeling that she was observing oneself from outside her body and having the sense that things around her weren’t real).


  The cancer diagnosis occurred shortly before her daughter left home to study in another city. Up until then, Ms. C had been living alone with her daughter following a short marriage and subsequent divorce. She had worked for thirty years. Her love for her daughter and her job, as well as her Christian faith, were the most important resources in her life. On a daily basis, she received at least one phone call from her eighty-four-year-old mother, which both annoyed her and gave her a certain feeling of security and stability. After her daughter moved out, she suffered from feelings of meaninglessness and abandonment—in addition to the repeated fears created by her confrontation with life-threatening cancer.


  I experienced her extreme oscillation between avoidance/denial of the cancer diagnosis and a massive fear of dying, in particular in view of her upcoming hospitalizations.


  The pictures she painted of her cancer diagnosis took on varying forms: a prickly black dragon, a grim reaper, a “bulky wire-monster.” Ms. C stood in contact with these beings by speaking with them during therapeutic sessions. The wire-being, for example, said the following: “I am the wire-being, and I can barely move since I have no feet to walk with. I can only roll and slide around and thus cannot reach whatever I want. I have hands, but I can’t do what I want with them. I have thoughts that wander around my body and prevent me from feeling well. My eyes are closed all the time, so that I can’t see what my goal is. I’m very grumpy. All that’s beautiful is behind me, and I can no longer see it. In fact, I’m not even sure it’s still there. Whether I’ll be able to see it in the future is unclear. No one really likes me, not even God.”


  The prickly black dragon stopped her from taking good care of herself, blocking off her access to her own resources (the blooming tree in the foreground): “He just lies around, with heavy rocks in his body, so he can’t stand up, like the wolf in the story ‘The Wolf and the Seven Young Goats,’ who is punished for eating the young goats by having his stomach filled with rocks. Ms. C unconsciously considered her disease to be a punishment for something she had done in the past. During a moment of imagination, she contacted her inner wisdom, whom she queried about the meaning of her disease, and received the following answer: “You should dissolve something, let something in you become softer . . . open your core, that is the meaning of your disease.”


  The patient described her own conception and birth as a “wartime accident”: Her parents had married during her father’s short furlough from the front and had had little opportunity to really get to know each other. Her mother had given birth on her own during a snowstorm and a bomb alert, and shortly thereafter she was forced to evacuate with her newborn. Only one year later did she return to live with her grandparents. The baby in her picture received a loving dwarf mother as inner helper (see Figure 17).


  After living for a while happy and safe in the care of her grandmother, her mother, and her aunt, Ms. C first encountered her father at age five, when he returned home, severely traumatized by the war and his long stay in Russian captivity. Her father was a stranger to her, a menacing threat, and an intruder in her life. “I was really scared of him and wanted him to go away.” This sentiment likely also reflected her mother’s feelings. This fear of her father was exacerbated considerably by his own traumatic disorders, which transformed him into an inaccessible and unpredictable stranger in her life. She was ejected from the bed she had previously shared with her mother, though she continued to sleep in her parents’ bedroom, now privy to her father’s complaints and the overall strained relationship of her parents. Shortly thereafter, her mother unintentionally became pregnant with her younger brother. From that moment on, the patient suffered from a feeling of “hardening and inner coldness” and experienced her mother as emotionally distant, compulsive, and controlling; the atmosphere at home was one of “continual coldness.”


  For this neglected and frightened five-year-old child, Ms. C came up with a place of comfort in a hollow tree trunk, where she was cared for by a loving dwarf mother (see Figure 18) and later by idealized inner parents, with whom she could spend Sunday mornings in bed in the glow of their presence—much like she had enjoyed being with her mother and her aunt before her father returned from war (see Figure 19).


  Based on a family picture album, she was also able to make contact with the many carefree and happy moments experienced during the first five years of her life with her mother, grandmother, and aunt. By engaging herself with documents about the war and postwar generations, she was able to examine her father’s life and for the first time experience her deep-seated need for her father’s affection.


  As it turned out, there were a number of other traumatized younger selves in need of places of comfort. In one session, she imagined a tree with many different hollow trunks that provided the younger personalities from various ages with protection, comfort, and affection—and which were lovingly attended to by an inner team of dwarves.


  When Ms. C was nine years old, her younger brother came down with toxic diphtheria and died. Her mother was also hospitalized with diphtheria, and Ms. C herself had to be quarantined for three weeks in the hospital, where she was not allowed contact with her family. The only contact she can recall from this time was that of a pastor clothed all in black (depicted in her pictures by the grim reaper), whom she did not know and whose presence caused severe mortal fear in her. During this period, her body became “completely hard, rigid, cold. I wanted to cry out and scream, but I couldn’t. I wanted to be with my mother, but she wasn’t there.” A few days previously, shortly before her brother died, she had seen the pastor in black come to her parents’ house. Then she was put in the hospital without any explanation. Her relationship with her younger brother had been marked by great rivalry, coupled with her secret wish that he would “disappear from the face of the earth.” So now she blamed herself for his death and presumed she would somehow be punished for this misdeed by dying herself.


  The inner nine-year-old received a protective dwarf in her hospital bed. This dwarf was responsible for keeping the strange pastor away from her room. Later she was given her own hollow tree trunk with an idealized pediatrician (see Figure 20), who sat the scared child on his lap and “explained everything” to her. The nine-year-old also received a “soft white cuddly sheep” to console her. With the help of her creative drawings and screening techniques, Ms. C was able to confront the traumas of her brother’s death and her own hospital stay. It was important that she be free of post-traumatic symptoms in preparation for her upcoming hospitalizations for myeloma.


  At the age of seventeen, Ms. C was about to graduate from school and leave home to study at university. Her first true love had given her the experience of freedom, a vibrancy in life, and an emotional attachment previously unheard of—all of which, however, also created great separation anxiety of leaving her mother. She suffered from anxiety and panic attacks and was unable to sleep at night without her mother there. A doctor suggested that she enter a psychiatric hospital for six months, where she was treated with electroconvulsive therapy (recall the beings made of wire). Today, she has only very vague memories of this time. She remembers feeling “cut off, completely suspended.” Only now does she realize how painfully she missed being with her classmates, her girlfriends, and her teachers, who failed to send her even one note of consolation or visit her in the clinic. After returning to school, her absence was never mentioned, and the seventeen-year-old cocooned herself even more. The only consolation she received during this time was from her boyfriend, who visited her in the clinic and with whom she was in a relationship for four years.


  The patient gave the seventeen-year-old positive memories of that period by depicting the boyfriend as well as visits by imaginary girlfriends (see Figure 21), who say to her: “When will you return to school? We’re thinking about you! We miss you!” Now, for the first time, Ms. C felt the need to contact her former schoolteacher and an old girlfriend to complement and verify her memories. Her memories of a carefree and joyous life after falling in love for the first time (see Figure 22) assumed a “place of honor” in the treetop and renewed her desire for a partnership.


  Ms. C tried to get over the breakup from her first boyfriend when she met her husband, unintentionally became pregnant shortly thereafter, and then married him, albeit “without love.” She had been unable to withstand the pressure exerted by her parents to get married. Her son was born with a deformity and died only a few hours later. Since the child had been delivered via cesarean section, it had simply “disappeared” upon her awakening from the anesthesia, and her wish to see the child was not granted. For years thereafter she envisioned “horrifying pictures” of the child and his whereabouts in her mind. And because the child had not been a child conceived out of love, she felt guilty about his death. Ms. C got through the following years only with the help of high doses of antidepressants.


  Following the birth of her daughter, who today is her only child, she found the strength to divorce her husband. With the help of prayers and fictitious letters to her dead son, she learned to mourn for him and to feel compassion for the inner twenty-four-year-old who bore him. As a symbol for the son, she inserted a heart in a soft bed of moss at the root of the tree, protected in turn by a loving dwarf mother.


  Ms. C combined the individual pictures of the hollow tree trunks to become a single wall painting held at the top and bottom by a tree limb (see Figure 23). This ensemble hung on her wall at home for a long time as a reminder for her younger selves to long experience loving care, consolation, and the sympathy of adults.


  Rescuing Damaged States


  Mr. K, whom I treated with art therapy over a four-week period during his inpatient stay, had been in a rehabilitation clinic before entering the psychiatric clinic to treat burnout syndrome and a depressive episode. Mr. K was plagued by lethargy, more so than by flashbacks. This made it impossible for him to work, to properly deal with his family, and to socialize. Looking back, Mr. K saw the construction of a new house and the subsequent family life together with his own mother as the trigger for his crises. A further precipitator lay in the fact that his new boss at work resembled his mother both physically and in her mannerisms. During his stay in the rehabilitation clinic, he was plagued by the very troublesome images of violence from childhood that kept popping up in his mind. It was then suggested that he take up trauma therapy. 


  About two years before beginning inpatient trauma therapy, during an extended phase of social withdrawal, Mr. K had tried to express his inner feelings in an oil painting on a large canvas. Painting proved to be a great relief to him, but he found it troubling to always have to see the painting in his room, since it had been leaning against the wall for two years. Mr. K had not shown or discussed it with anyone. I asked Mr. K to pack up the picture and bring it along to the next therapy session. Later Mr. K told me that packing it up alone had been a great relief to him, and that he couldn’t understand why he hadn’t had the idea to simply cover it up over the past two years.


  The picture shows Mr. K at six years old, crouched down to avoid the violent outbursts of his alcoholic stepfather, whom his mother had married when Mr. K was three years old (see Figure 24). Such outbursts happened daily, and only by painting the picture did Mr. K realize how overshadowing the presence of his stepfather had been in the family—then and to the present day. During such outbursts, his mother had remained seated on the sofa, watching television, drinking wine, or smoking cigarettes, not getting involved. Only while painting the picture did Mr. K recall the fact that she had been present in the room. She had tended to try to escape “into a perfect world,” always talking about flowers, her favorite subject. As a child, Mr. K tried to make himself “invisible,” as calling attention to himself would have been “dangerous.” Only after I asked him what was the “cloud hole” in the upper right part of the painting did Mr. K realize he had created an inner “vanishing point” that enabled him to escape the parental living room at times of great calamity.


  My suggestion that he should help the six-year-old leave the living room was adopted at once, with great relief. He proceeded to cut the child out of the scene (see Figure 25) and paste him on a new piece of paper to create a comfort zone. Four sessions followed in which Mr. K was very attentive to constructing this zone. Even between the sessions, he was absorbed by an inner dialogue with the six-year-old and his needs.


  First, he drew a mountain pasture with a hut (Figure 26), where the boy could “be alone, not bothered by anyone else, not threatened or abandoned, not locked up, just free.” His dialogue with his younger self made clear that the hut situated on this pasture offered protection, and that the abandoned child was being tended to and consoled by an elf. Retaining control over closeness and distance was very important to Mr. K. The inner helper remained outside of the hut and could be summoned at any time. Since his stepfather rarely kept the heat on at home, and Mr. K often felt cold while growing up, one of the first furnishings he added was a stove (along the left inside wall of the hut). Mr. K said he would add other objects after being released from the clinic.


  The extreme pressure to perform and meet expectations Mr. K felt in his contact with others often led to his withdrawing completely from social contacts, “since I can never completely fulfill their expectations.” To illustrate this, he drew a framed picture (see Figure 27). The counterpart that fills out the framed space consists of light and bright colors to represent “freedom” and “autonomy,” whereas the inner space of the frame is home to his inner pressures.


  When viewing his picture, together with the positive cognitions “I am free” and “I determine what happens” expressed there, I discovered a noticeable straightness to his posture, a feeling of relief in his breathing. Mr. K ended his inpatient time at the clinic with the optimistic outlook that, as an adult, he could now muster the strength and courage to change his living and work situations to correspond to his needs.


  Transforming Personality States


  Ms. S had experienced repeated inpatient therapy. Past inpatient stays and long-term outpatient trauma therapy had enabled her to develop a coherent co-consciousness for previously splintered inner states and to integrate them in a sort of peaceful coexistence: She was now enjoying a heightened quality of life. Since the birth of her first child some six months earlier, however, she suffered from recurring thoughts of harming, torturing, or injuring her child. She assured me that she was in full control of things and had not harmed the child in any way. Yet she was afraid that she might do so, that her impulses could become so strong that she would no longer be able to raise her child. She suffered from a fear of losing her child while also afflicted with massive feelings of shame and guilt.


  She called the part of her personality that was “sending” her these thoughts a “scary black monster” that ignited fear in all her personality states, including those that functioned competently in everyday life. A subsequent psychoeducative conversation concerning the development and earlier function of such states helped her to cope. It gave her hope to realize that her earlier self was in fact just a “monster costume” and not a real monster; that this part of her could change over time; and that she would not lose her child. In many fairy tales, the role of the heroine is closely associated with the clothing they wear. Conversely, wearing a new garment signifies a transformation and the adoption of a new role.


  To undergo such a transformation, the “monster” initially needed a neutral name not associated with its previous role. Once she had grasped this fact, the patient came to understand the important function this part had had in the past, proving the designation of “knight in shining armor” to be appropriate. Further, the consolation space for this state provided a solid basis for imminent changes. The adult woman managing her therapy and her everyday life was the one who perceived the fear of being overwhelmed by her contact with this part of her and of being flooded with its destructive messages. To limit the amount of confrontation and maintain a healthy distance, we agreed that communication should initially take place only through a sort of “conference telephone.”


  I offered Ms. S a triptych that could be opened and closed, where in the following sessions she could establish a safe place for this part of her. It was a great relief to her that she could close the triptych at will when she needed to get some distance. An agreement was also made with the “knight in shining armor” that he remain where he was when Ms. S was on the ward, and that he could come out again into the light only during the therapy sessions. The outside of the triptych was a sort of entrance guarded by a powerful tiger which could be opened only via handprint (see Figure 28).


  The most important thing about the inner part of the triptych (see Figure 29) was that it had heating, a full refrigerator, and lots of lights. As a child, Ms. S had often been forced to spend time in a dark basement room where she was cold and hungry. The left panel of the triptych is a padded “anger room” with a punching bag where the hurt part could “let off some steam” without endangering itself or anyone else. The right panel of the triptych housed an initially empty wardrobe that had enough space for new clothing. The middle section was home to the conference telephone connecting to the other personality parts. Only when “everything necessary was in its place” did the patient actually insert the personality state into the image space—and she was then surprised that the powerful black figure previously present in her imagination in the painted picture turned into a “cool sixteen-year-old.”


  In subsequent conversations the focus lay on acknowledging the skills already present in this sixteen-year-old (vigilance, strength, courage). The patient searched on the internet how Asian martial arts masters were clothed and eventually adopted such a new suit. Thus, the sixteen-year-old got a martial arts master as an inner helper from whom she could learn how to adequately protect her damaged younger selves. The new suit was given a fixed position as a safe place in the wardrobe. The “knight in shining armor” was invited to try on the new costume as often as he wanted to, though he could also retain the old one until no longer needed.


  Even if old defense strategies are dysfunctional in the present, they are familiar and convey a feeling of security. Thus, the goal is to oscillate between old patterns and new paths in order to install new orientations and establish means for transforming destructive forces into constructive and positive influences. The inner process of building confidence among the various parts takes time and considerable therapeutic support until the day comes when the new role is firmly established and the “knight in shining armor” has become solidly integrated in the patient’s inner being as a protector of younger selves.


  chapter 5


  Accepting and Integrating One’s Past


  Hope is not the same thing as optimism. It is not the conviction that something will turn out well, but the certainty that something makes sense, regardless of how it turns out.—Václav Havel41


  Accepting one’s own tragic history is not easy. Some think that every human being has traumatic experiences, and we shouldn’t make such a fuss about it. Even if that were true, it’s still legitimate to want to mourn what caused us pain so that we can accept it.


  Here, I share a few approaches to using the imagination to support the mourning process. The exercises and imagined pictures should be understood as supplements to the standard methods of psychotherapy.


  Giving Sorrow Room and Form


  There is a lovely story by Inge Wuthe entitled “Das Märchen von der traurigen Traurigkeit” (The tale of the sorrowful sorrow) in which sorrow is an old, sad woman. She is sad because nobody wants her.42 Then she encounters hope, who embraces her and invites her to have a good cry. In the same way, a patient can embrace sorrow.


  Imagine a house, where every feeling has its own room—and sorrow a room befitting it, decorated perhaps with special care so that you feel at home when you pay sorrow a visit. Despair, too, and all other feelings integral to the mourning process, can be given a physical form and a room. Precisely because so many people fear sadness it may be important for them to visit sadness, not the other way around. This may be possible at first only in therapy and then, gradually, on your own.


  The difficult feelings can be observed initially from the doorway; you do not immediately have to enter the room. Rather, you first become familiar with the feelings gradually until, finally, you can feel comfortable visiting. This allows a difficult feeling to be approached gently again without overwhelming the patient. Although we can assume that there is much greater mental energy and the self has been fortified after one—or several—successful trauma exposure(s), I still think a gentle encounter with painful feelings is advisable.


  After visiting sorrow, you can schedule a visit to hope, trust, and perhaps even joy, thereby reestablishing a counterweight. Yet you may need to spend awhile with sorrow. Patients sense what they need. Perhaps they would like to take hope along with them, as in the fairy tale. After a successful phase of trauma exposition and after establishing sufficient stability, in this phase it is not so necessary to ensure inner balance. The patient can now bear longer phases of sadness and painful feelings without having to decompensate.


  Writing Letters


  Several authors recommend writing letters to people you feel you did not yet properly say goodbye to or, in the case of people still alive, with whom you feel you have not sufficiently clarified your relationship. These are letters in which you express everything you would like to say, including rejection, hostility, pain, and frustration. An especially compelling variation on this approach is that suggested by Christine Longaker, where you imagine that the other person responds with benevolence.43 One day you write a letter, and the next day you write the response, until everything has been said and resolved. This can be a very long process. Frequently, it takes more than a few letters for a resolution. I recommend this approach only when patients feel secure with their sorrow and other feelings, since writing the letters often causes them to experience a great deal of sadness and pain. However, I explicitly discourage actually sending these letters to their intended recipients.


  Encountering the Older Person You Will Someday Become


  I’ve already introduced the inner team with the stabilizing exercises in Chapter 1 (see The Inner Team). During the mourning process, the elderly person that you will become, or perhaps the archetype of the old wise man or woman, can often be very helpful. The elderly person knows about death and transience, about human weakness and cruelty, and can relativize these phenomena. It is astounding how much wisdom these inner beings can provide without sugarcoating things. There’s a tale about an old man that I find particularly inspiring.


  Once upon a time, there was an old man who lived alone in an old house in the middle of a garden so large that it took several days to traverse it. When he had grown old and no one needed him anymore, he grew bitter. But as the years went by, he lost his bitterness and he grew more lighthearted. Once day, he heard a voice: “Go and gather the days that should not be!” And there were many. And because he had grown as lighthearted as a feather, the winds blew him every which way, wherever there was a day in the world that should not have been.


  He gathered the days on which people had lost everything they loved; days on which pain became buried in someone’s heart; days bereft of solace; days on which life was nothing but a burden; damned days; dark days; days of rage; and days without meaning. There was always someone who said, “This day should not be.” The old man gathered all of them without ever looking at their stories. Each weighed as heavy as the next. Sometimes there were even days of joy for which someone said, “This day should not be!”


  Gently, he took them to his garden on the wings of the wind and put them in the earth. And the rain fell on the earth and the sun shone down, until one day snow covered everything. After a year and a day, flowers and trees grew with such a sweet scent that they drew the rarest and most beautiful butterflies. The garden bloomed and buzzed like no one had ever seen or heard, and so the old man lived with all the days that shouldn’t have been.


  One day he once again heard a voice: “Now take the seeds from your garden and bring them to the world!” And once again he rode the winds every which way, and this time he sowed the seeds in all directions. And the flowers and the trees that grew from these seeds smelled sweeter than anything anyone had ever smelled before. Then people came to the flowers and the trees; their faces grew bright and they said: “Oh, what a beautiful day! What a beautiful day! If only it would never end!” And the old man laughed. And he continued to gather the days that should not have been.


  Rituals


  Rituals are enactments of our imagination. They are especially important in the mourning process. In many cultures, burials are examples of such rituals. In therapy, it has proved effective for patients themselves to find rituals that suit them. Writing letters can be part of the ritual. Ultimately, many patients find it helpful to burn or to bury these letters. Symbolic objects are also sometimes buried. Patients who would like to perform a ritual are usually very imaginative with regard to the form it should take.


  Peter Levine emphasizes the fact that, in other cultures, traumatic experiences are often healed using rituals performed and supported by the community.


  Guilt and Redemption


  For people traumatized by others, guilt is a key issue. Most feel guilty, although in fact the perpetrator should feel guilty. The introjected feelings of guilt can be imaginatively returned, by wrapping them and stamping them “Return to Sender.” Klaus Grochowiak recommends something similar.44 “Return to Sender” also helps with other feelings stemming from identification and introjections. I have learned to suggest to patients that they imaginatively enshrine in a memorial something that doesn’t belong to them. This creates a positive response. Thus, I always recommend explaining first whether feelings of guilt are in fact perpetrator introjects and then proceeding accordingly to work on guilty feelings closer to the self.


  In cases of trauma, feelings of guilt are usually a first defense against powerlessness: Better to feel guilty than powerless. They often arise during trauma exposure or when working through feelings of powerlessness. If not, the adult “I” of today can confer with the younger “I.” Sooner or later, today’s adult “I” is able to convince the younger “I.” If necessary, a helper can be asked to come along. If victims were also perpetrators, then there is usually a need for redemption, in which case, rituals and symbolic (as well as concrete) reparations have proved helpful. The inner helpers may provide clarifying answers and tips if asked for advice.


  The situation may become more difficult, however, when the perpetrator wishes to atone. It is important for the therapist to acknowledge and respect this need. However, the perpetrator’s desire for atonement, like the desire for revenge, can ultimately be a hindrance. Hate, too, can turn into a highly effective “glue,” making it sensible and necessary to dissolve the bond. That said, I am in no way suggesting that there should be no hate (or need to atone). Hate can be particularly healthy at the beginning of the mourning phase or following trauma exposure. What I refer to here is persistent and never-ending hate that binds rather than liberates.


  Phyllis Krystal recommends imagining oneself in a circle of light and the other person in a second circle of light that touches but does not penetrate your own.45 This image can be used to show that each person is protected in their own light—with one’s own feelings of guilt, as well, which can also be an excellent “adhesive.” After working for a while with this image, you can move on to an imaginative ritual in which, first, the fetters binding you to the other person are visualized before being severed and destroyed. Finally, you take a purifying bath and put on new clothes. Krystal takes up ancient rituals with this image and uses them to full effect. I have worked with this image for over twenty years and am always surprised at how quickly it heals. The “circles of light” exercise is one of the most effective ones for learning to let go and draw boundaries and thus can be used in the stabilization phase.


  Once the imaginative ritual has been performed, I work with the patients on the different situations in which the current feelings manifest themselves. The patient can imagine how letting go might affect current behavior; new scenes can be enacted in detail and thus “tried on for size.” The imagination becomes increasingly important during the mourning and integration phase for enabling the patient to try out and to support certain actions.


  Existential Questions


  “What is the meaning of all of this?” or “Why did this happen to me?” are questions that you can’t avoid when working with traumatized patients. Inner helpers can often provide profound answers to such questions, and it always astonishes me that the answers they give are very wise.


  A patient is in great despair about all the humiliations and horror she has experienced. Why didn’t God protect her? Why has she missed out on half of her life because of these traumatizing experiences and their consequences? Suddenly—she is already intimately familiar with the concept of imagination—she stops short and says, full of awe: “Oh, I see a wonderful light. It calms me but also agitates me because I don’t understand it.” I ask her if she would like to find an answer for the question she has just asked. “When I’m in this light, everything is OK the way it is and the way it used to be. There are no more questions. I can let it be, even though it was so terrible.”* From then on, the patient connects to her light whenever she feels despair coming on. In this case, it was important for me to confirm this experience of light as a resource. You can ask yourself what would have happened if, instead, I had offered an interpretation in which this image of the light represented flight or avoidance of the distressing feelings.


  
    This corresponds to answers like those given, for example, by Zen masters.
  

  Such images represent a solution that does not apply to everyone. Everyone must find their own answers—which may mean for some that there is no answer. Any striving on the part of the therapist to interpret strikes me as misguided.


  Here is another story: “A schoolboy is instructed by his master to fetch water in a wicker basket. The schoolboy does as instructed. He goes to the well ten times, scoops the water up in the basket, and carries it to the master’s house. With each trip, his task seems more and more futile as he loses the water on his way. Finally, he goes to the master and tells him that this task is useless and he does not want to continue. The master responds: ‘Now the basket is pure.’”


  Gratitude and Reconciliation


  Once work has progressed quite far, a moment may arise when things may simply be allowed to be as they are. Here is where some traumatized patients can allow gratitude. They can begin to perceive that, ultimately, the painful experience can contribute to their growth. This is not always true nor for everyone, but it is certainly one possibility that I don’t want to go unmentioned.


  It’s inconceivable and also can be impossible for many people to thank or reconcile themselves with those who have harmed them; indeed, in some cases this would constitute a new injury. Thus, to my mind, this should not be a therapeutic goal per se. Should it nonetheless ensue, it is a gift that can enrich and empower people. However, explicitly working toward it even though the patient does not want to—as recommended by some therapists—is an act of violence.


  Beginning Anew


  We begin each day or even, strictly speaking, every minute anew. Beginning anew after a phase of trauma confrontation and mourning is not easy when we notice how deeply the trauma has penetrated every fiber of our being. Thus, beginning anew also means continuing to work through things, especially the many smaller and larger daily calamities. Perceiving what works, trying new solutions, recognizing that it is “normal” to have painful feelings and allowing ourselves to have them, that is the task.


  First learn to survive 
After the horror. 
Learn to mistrust 
Learn to clench your teeth 
Learn to close yourself off 
Learn to wish to know nothing more about it 
Learn to endure and to fight.


  Then—perhaps 
Because being hard 
Slowly begins to kill you— 
Give suffering a name.


  End the silence. 
Allow the scream 
To burn your heart 
And the world 
To drown in ash. With dry tears 
Extinguish the light 
Grow mute
In the darkness!


  Now—finally: 
Listen to the silence. 
Give the room 
Another luminescence 
And let it touch you.


  And then 
Learn to live 
Learn to hope 
Learn to laugh 
Learn to touch and be touched 
Learn to trust 
Learn to love.


  I think it’s crucial in this phase to encourage patients to accept their feelings—when they no longer dissociate. This is often a long path, but strictly speaking this has always been the “normal business” of psychotherapy. This is also why it’s not necessary to go much deeper here. For the purposes of this book and for working with imaginative techniques, I would like to recommend the following exercise.


  
    What I Wish from Someone Who Loves Me


    The patient is asked to write down everything she wishes from a person who she feels loves her. Then she is invited to ask herself what, from everything she has written down, she can give herself. It usually turns out that the patient gives herself very little, which in itself gives her and her therapist a clue about what to work on. All of the things she now desires can be scrutinized with a view toward determining which ones the patient, little by little, can give herself. Imagining as a way of trying things out becomes increasingly useful. The helpful beings and the inner team can also advise more often.

  


  The story of the ugly duckling illustrates an important solution. The goal is to find what really suits you. As long as you don’t really know who you are or try to behave in a way that does not suit you—in a way that goes against one’s very own nature—you will feel sad and despairing. Only when you can be with others like yourself do you have a sense of well-being. I like to work with this fairy tale because it makes clear that it’s important to find a soul mate, and that this constitutes an act of self-love.


  For the sake of completeness, I would like to mention something I can’t fully cover here. It concerns the final phase of therapy, the goal of which is to support patients in their ability to deal with conflict. This phase is devoted to finding new ways of handling conflict or withstanding conflict. That, however, is a topic for another book.


  chapter 6


  Psychodynamic Imaginative Trauma Therapy (PITT) with Children and Adolescents


  by Cornelia Appel-Ramb


  Introduction


  Psychodynamic imaginative trauma therapy (PITT) can be highly effective in children and adolescents. In the psychosomatic section of pediatric and adolescent medicine at the Münster University Hospital, we have successfully implemented PITT for over twenty years with inpatient children and adolescents suffering from the sequelae of trauma. This chapter depicts practical and detailed information on our procedures with concrete and comprehensive insights into our work with PITT among children and adolescents and their parents.


  The Consequences of Unresolved Traumatization


  A child or adolescent suffering from a complex trauma is immediately deprived of their emotional, physical, and social feelings of security. This rocks their very foundation, because it severely damages their view of the world and of their own selves. They do not possess the same amount of coping resources as adults, driving their inner “alarm system” to the maximum. But they also feel incapable of actually taking any action. A vicious circle ensues and spirals into a biological process that only provokes further anxious reactions.


  What do children and adolescents need most in such moments? Certainly, above all, they need true and authentic human contact. A child whose trust has been damaged no longer understands that psychotherapy takes place in an artificial context created to help them. Rather, the child feels alienated and is at a loss about interacting with the therapist.


  Applying the Basic Principles of PITT in Child and Adolescent Psychotherapy


  The first thing a child attempts is to get or retain control over whatever takes place in the therapeutic space. That’s very demanding. The therapist should recognize the child’s need for control and explicitly grant them that request. Not exerting further iatrogenic stress on the child at the beginning of therapy is a major step toward success. Acknowledging the child’s symptoms at that moment serves to calm them.


  There are several ways to achieve that. However, in any case, such “raw” feelings demand a protective atmosphere—not a psychotherapist keen on immediately carrying out an intervention. The young patient’s need for loving care is especially strong at the beginning of treatment and, indeed, throughout the entire regimen.


  Surrendering Control


  The contract between psychotherapist and patient will be successful if the therapist gives the patient sufficient room to gain trust and if the therapist becomes a predictable entity. In the end, the therapist must turn over the control of the therapeutic contents to the young patient and then accompany them with loving, objective care and reliable statements.


  Yes to Supportive Contacts, No to Perpetrator Contacts


  One thing that contributes considerably to reassuring an acutely traumatized child initially is whether they have contact with their primary caretaker(s). This is of great importance. Parents, siblings, and sometimes grandparents and friends represent the most important resources for a severely traumatized and perturbed child. However, this is true only if the parents or grandparents were not the perpetrators of the trauma themselves—something that may or may not always be clear when the child is admitted. Thus, it’s important to be on the lookout for small signals the patient may be suppressing concerning perpetrators from their immediate surroundings. The child should have the feeling from the onset that they are safe and secure on the hospital ward.


  Doing Everything to Relieve the Patient’s Stress


  The trauma suffered by children and adolescents is stored physically in the body. That is, a sort of numbness may arise after the trauma, resulting in physiological changes.46 Because the child was unable to flee the traumatic situation and was likely also unable to sufficiently defend themselves, they stiffened. This physical memory is more apparent in children than in adults since children do not have adequate cognitive terms to describe what happened in their environment or to account for traumatic events emotionally or physically.


  The traumatic event is an inconceivable act for most children, strange, often shameful—something they then try to hide from the therapist. The inpatient situation, however, allows us to observe the child in their attempts to resolve the physical torpor on their own. It’s our job to discover the “physical method” employed and to work it into the therapy—but not to disturb or inhibit it. Depending on the personality type, the child will reveal, for example, a more internalized, occluded approach or a more externalized, impulsive expressive form. The child’s immediate caretakers can often act as coregulators and contribute to reducing the child’s traumatic physical stress.


  Psychoeducation


  Fitting explanations are important both to the child and to the child’s parents. The psychotherapist should intimate to the patient that their behaviors were completely normal reactions to an abnormal event. The child can process such a message intuitively and later, when old enough, cognitively, as well.
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  Figure 1: The Anger Ball
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  Figure 2: The Light Coil
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  Figure 3: The Light Spot
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  Figure 4: Ball of Light
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  Figure 5: The Wishing Tree
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  Figure 6: The Nest
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  Figure 7: The Tree
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  Figure 8: A Rug for the Consolation Space
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  Figure 10: A Stable Frame for Motion Impulses
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  Figure 9: Eagle, Owl, and Butterfly
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  Figure 11: A Stable Frame for a Symbol
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  Figure 12: Step 1: Creating a Stable Frame for a Flashback
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  Figure 13: Step 2: Creating a Cover Page of “Good Wishes”
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  Figure 14: Step 3: The Cover
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  Figure 15: The Archive Room (seen from outside the closed triptych) 
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  Figure 16: The Archive Room (seen from inside the opened triptych) 
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  Figure 17: A loving dwarf mother for the baby
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  Figure 18: A hollow tree trunk for the five-year-old
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  Figure 19: The idealized inner parents
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  Figure 20: The idealized pediatrician for the nine-year-old
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  Figure 21: Visit to the seventeen-year-old
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  Figure 22: Her first love
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  Figure 23: A wall painting
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  Figure 24: The black room
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  Figure 25: Leaving the place of traumatization
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  Figure 26: A mountain hut
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  Figure 27: Freedom and self-determination
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  Figure 28: The safe place (seen from the outside)
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  Figure 29: The safe place (seen from the inside)


  The clusters typical in adults with PTSD (overexcitation, avoidance, reexperience) are not necessarily so clearly pronounced among children and thus more difficult to detect. Rather, the experienced trauma blocks all physical, mental, and cognitive development.


  Plain Language


  In order to counteract the existing negativity among adolescent patients, it’s important to agree on a common language code during the early phases. Carefully query the patient how they would like to refer to what happened to them and how to designate the perpetrator. This allows the therapist to use these terms in all future work. This seemingly small gesture carries with it two very major reasonings.


  
    	It implicitly represents a trauma-adaptive, psychodiagnostic act regarding the subjective experiences and the classification of the traumatic event on the part of the child or adolescent. Patients can be very inventive in the way they describe themselves, the perpetrator, and the “event(s).” The therapist should remain persistent but friendly if the victim has difficulty finding the right words. In the end, it’s worth the effort.


    	It reveals the patient’s view of responsibilities and their understanding of guilt about what happened when they, for example, describe the “person who stole my childhood” or if adolescents call themselves “the person affected.” Few adolescents like calling themselves “victims” since among youths that term has carried a negative connotation for years.

  


  Use of the proper language is extremely valuable in everything that follows. The therapist should always stick to the terms suggested by the patient as that creates further trust in the therapeutic relationship.


  Head Off Further Traumatic Play


  During the initial stabilization phase, therapists should take care to avoid letting the child remain stuck in the “traumatic play” phase.47 “Traumatic play” means that the child repeatedly reenacts what happened in some manner. Although it’s understandable why a child would do this—to stop the continual chain of events precipitated by the trauma and to understand what actually happened—these reenactments don’t actually resolve anything. Much of Peter Levine’s work48 describes in detail how treatment should be concerned with truly transforming the traumatic content in the subjective experience of the affected child/adolescent. Since this isn’t possible at an early point in the treatment process, the therapist must explain with great empathy and assertion that there is nothing to gain by repeatedly reliving the traumatic events. Such reenactments on the part of the child/adolescent should be stopped, offering the patient the consolation that “together we will return to this when the events are no longer so painful.”


  Limiting Numbing and Dissociation


  Numbing reflects feelings of emotional paralysis, joylessness, emptiness, and being “separated from others.”49 One can imagine numbing as one pole on the arousal dimension, the most extreme of which is overexcitation or hyperarousal. It’s assumed that both extreme arousal and the affective flattening of numbing as sequelae of trauma are very unpleasant for children and adolescents. Babette Rothschild says that it is typical for post-traumatic stress syndromes that the biochemical alarm reactions in the victim’s body do not stop; both the sympathetic and the parasympathetic autonomous nerve systems are being activated simultaneously.50 The overwhelming threat that occurred leads to a state of complete fear and concurrent inability to react.51


  The victim’s brain structures,52 which normally work together,53 are interrupted by the traumatic situation and no longer work together properly—they are dissociated.54 If a patient demonstrates frequent dissociations, they should not be left to themselves but will instead require intensive support to reorient themselves to the present.


  A Case Study


  During her dissociative phases, a sixteen-year-old patient who had experienced long-term sexualized violence at the hands of members of her own family and persons outside the family would wedge herself between her wardrobe and the wall of the hospital room. She remained mute, eyes wide open, monotonously repeating sentences she had heard during the many traumas. This act provided the therapeutic personnel with some information about what had happened. During the initial phase on the ward, the patient was hardly able to withdraw herself from these dissociative states, which could last for up to an hour at a time. The adults had to provide great assistance to enable her to return to the present. But then, upon emerging from the dissociation, she acted quite “normal” and insisted that she had not “spoken” during the dissociative phase when she was in such bad shape. Speaking would have meant that she had broken her pledge of silence forced upon her by the perpetrator. Thus, the dissociative phases enabled her to both speak about the depths of her distress and to attract help after many years of suffering such pain. This is an ingenious way for the brain to work during dissociation.


  There are no limits to the ways psychotherapeutic creativity can be helpful when working with severely dissociated or numbed patients. The following is nearly always true: Whatever helps to end dissociations and to reach young patients and reactivate them in the present is a psychotherapeutic success. Small children especially can return to the present by having straightforward physical contact with their caretakers and perhaps with their therapist, for example, by taking and holding their hand. Going outside and playing with them in the fresh air is always a good strategy. Helping older children and adolescents to start to return from dissociation begins by calling them out loudly and clearly, perhaps even using a false name to irritate them and “wake them up” from that state. Then it’s a matter of asking simple questions to reorient the patient, such as the present date, the day of the week, their current whereabouts. Further, sometimes “diversionary tactics” like talking about their favorite things (as documented by ward nurses) can prove helpful. If none of these suggestions is effective, a well-known means of getting through to the patient is to suggest and effect a change in the surroundings or activities. One patient profited from learning French when she noticed she was slipping back into dissociation.


  Treatment


  The Stabilization Phase


  Younger children—toddlers or preschoolers—must be literally and actively “picked up” by adults. Their primary caretakers especially should carry them around, cradle them in their arms, wrap them in a blanket, swing with them in a hammock, invite them to punch a pillow or a punching bag—or just do whatever the child wants to do that creates physical activity. The parents should be motivated to activate their child, who may seem to be somewhere far away from them. Following a trauma, parents are often unsure about what to do and no longer trust their own intuitive parental skills. But mentally stable parents generally need little specific support to regain their competence.


  Parents should also be able to comfort their child. They cannot undo what has happened, regardless of how much they might wish they could, but they can often proactively provide solace to their damaged child, inasmuch as they themselves were not traumatized during childhood or harbor other severe psychopathologies.


  However, such comfort should be measured and not doled out excessively or transgressively. “Like all mammals do, mothers and fathers react spontaneously to vital threats to their child like they would to threats to their own persons,”55 according to Alexander Korittko and Karl Heinz Pleyer. In the face of existential dangers, parents turn on their “protection and care system.” Sometimes, however, they too can freeze, “creating an educational environment in which the limits of indulgence are more or less consciously crossed.”56 The best way for parents to provide consolation is to do it sensually, to use all available senses and be physical with the child. That is what a deeply frightened child needs to escape a biological-psychological state of alarm.


  Providing consolation to a traumatized adolescent, on the other hand, can be trickier. How consolation is best dispensed depends on the personality of the adolescent and can, for example, consist of parents not badgering their daughter with questions about the event but simply assuring again and again that they are there for her and stand steadfastly at her side until the horror eventually subsides. Even when an adolescent rebuffs one’s approaches and reacts negatively to their parents’ attempts, parents should continue to be available to their child and not let themselves be immobilized by such put-downs. This also means that the parents must stick together and work as a couple, even when the trauma of their child threatens to drive a wedge between them or tests their relationship.


  Establishing a Positive Relationship


  In addition to the central imagination methods, the therapist should explain to the child that they now have the best means of protection at their disposal, namely, the safety of living on the hospital ward. Even if the child’s ability to say no or to distance themselves from others is not very well developed, the child will, at some point in time, “test” the therapist. They will check whether the therapist is attuned to and respects their more subtle noes. Or the child will refuse to say anything during therapy and, by observing exactly how the therapist reacts, determine whether they can trust the therapist. Establishing a solid relationship with the child can be a major effort—but a very worthwhile one.


  Many children and adolescents who suffer from early disorders stemming from complex trauma have structural deficits in their personalities and thus need a very specific “therapeutic resonance directed toward their developmental needs and necessities that were ignored or destroyed as a result of the traumatizing circumstances.”57 Ideally, the offers made by the therapist can be taken up by the young patient to help normalize their inner regulation—whereas the therapist should avoid reinforcing any negative regression tendencies the patient may have.58 Rather, the therapist should, by means of caring and affectionate attention, invite the child or adolescent (or the representations of their selves) to slowly, piece by piece, return to the outside world and interact with the therapist, while playing and trying themselves out in the interaction with the therapist. This strengthens the patient’s ego function since it automatically enables self-reflection. The child or adolescent intuitively understands that their self in the “here and now” is more than the traumatized part of their personality from the past. The therapist applies PITT as an active model to provide consolation and self-care as long as the patient is unable to provide such care sufficiently; they then learn to have their present self fondly attend to the traumatized self.59 This enables them to establish a healthy relationship to their own self—the goal of all psychotherapy!


  Thus, over time, the adult caretakers and the child or adolescent in question embark on a journey described by Israeli author David Grossman as the “healing power of everyday life.”60 They struggle to achieve mutual understanding; the young patient slowly learns to assume self-regulation and senses whether they are receiving fundamental support by the adults in their environment.61


  Creating Hope


  The resource orientation of the PITT concept, applied to traumatized children and adolescents, means that parents are often the best medicine for their children. The parallel admission of one or both parents to the ward, especially at the beginning of the stay or later during the confrontation phase, has proved rewarding. The presence of the parents, who provide both support and hope for the patient, can be very beneficial.62


  On the social and political level, the individual’s imagination functions as a script for creating hope for change in the patient’s future life. David Grossman spoke about hope with respect to the conflict between Israelis and Palestinians, showing how closely related imagination and hope can be:


  Hope is the fruit of exercising one’s imagination. To a certain extent, it is the product of creativity. It paints a picture of a rich and vital life for the oppressed, for repressed society. And this picture differs greatly from the one that presently holds us captive. Further, hope is an anchor we can throw out from our desperate existence to lodge in a reality that does not yet exist . . . Alone this act of throwing out the anchor into the future . . . creates a place of freedom in the heart of anyone who has the courage to hope.63


  At the beginning of therapeutic work, the parents have the task of “throwing out the anchor” for their children into a future where their child will enjoy a better life. By doing this, parents situate the child and themselves clearly in a post-traumatic present and future. The message is “It’s over, and you belong to us, regardless of what happened!” This is how parents nurture their own parental strength, which in turn is then available to their child at any time. Not a vicious but a humane cycle ensues.64


  Using Imagination to Create Inner Security


  The stabilization phase of PITT is characterized by the acknowledgment of the child’s suffering, by acts of comforting, by the child’s being lifted up and “shouldered” by family and the ward staff. The goal is to determine the child’s powers of self-healing and to then mobilize them to the fullest. Children and adolescents are especially adept at applying their imagination. During the stabilization phase, they should be systematically educated in how to use their given capacity for fantasy to create a better inner reality that stands diametrically opposed to the traumatic contents. Thus, the following occurs:


  
    	Safety ensues instead of insecurity


    	Power and control replace impotence and exposure


    	Hope and dignity take the place of forlornness and humiliation.

  


  The objection brought forth by some children and adolescents, as well as by their parents, that such fantasies do not in fact undo what happened in the past can be countered by explaining how such imaginations actually work, especially by recalling how profound negative images can be. This generally rebuts such objections quickly, especially after children and adolescents notice how good they feel when they imagine the help they are getting.


  The Inner Safe Place


  The imagination exercises for adults, in particular The Inner Safe Place and The Helpful Inner Beings as well as The Safe Exercise and Unloading Baggage, may be found in Chapter 1. When practicing these imagination exercises with children, one should know that preschool and grade-school children can better grasp imagined contents through play than through more abstract approaches. Prepubescent and pubescent adolescents, on other hand, often think it’s “stupid” to imagine something that does not correspond to reality and often resist such attempts. This is where the therapist must remain alert, flexible, and responsive—while explaining the method again and again and inviting the patient to try it out a step at a time. Imagination exercises can be used ­initially—but with a very defensive adolescent, the therapist may want to discuss what would happen if the patient were to just “envision” letting go of parts of the burden they are carrying around with them, if only for a while.65 Should the adolescent then intensively discuss with the therapist how that suggestion is completely useless to them, they are in fact beginning to imagine what it would be like to rid themselves of the trauma they have experienced. And then, all of a sudden, we are in the middle of constructive, psychotherapeutically valuable work.


  It is of utmost importance that the therapist exercise as much patience as the patient needs to take the time and concentration to find their way to imagination work. It has proved useful to offer only those imaginations that latch on to what the child has already imagined. Like everyone else, children and adolescents have a great power of imagination, and if you let them talk and if you observe them carefully, you will discover many examples of how the patient already is employing their imagination. Bring these instances to the child’s attention.


  In children and adolescents who have difficulty creating inner images, on the other hand, it may be wise to modify the instructions and have them declare how they would feel if they were in such a protected space. If adolescents supply negative “refuges” full of destructive forces, the therapist should, with much love but still steadfastly, deny this approach and ask what the advantage would be of thinking of such a place and perhaps situating themselves there in their fantasy in order to regain their strength.


  Unorthodox “safe places” should be carefully considered by the therapist and tested for their possible use in reclaiming self-care. In one case, an adolescent living with her African mother, now separated from her violent German father, noted as her sole safe place a scene in which she was walking through a major African city, arm in arm, talking and joking, with a group of other adolescents. Although a safe place in an imagination should not be occupied by real people, the therapist did come to accept and appreciate this particular notion.


  The situation is different for preschool and grade-school children, who see their world as a big playground and interact with it playfully. The therapist should make things as easy as possible for them by asking them what would be good for them and then to externalize it in a scene. If the therapist allows such young children to build a place in the therapy playroom where they feel completely safe, revealing psychodynamic compositions often appear. One boy who was already living in a residential facility appropriated large amounts of the “weapons arsenal” present in the playroom as well as foodstuffs to prepare for a long-term stay in his safe place. He subsequently defended his abode tooth and nail. Adding imaginary helpers or any animal figures, dolls, knights, soldiers, police, or theater puppets already physically present in the playroom can sometimes be beneficial and supportive to children when they are building a safe place, especially in the later confrontation phase. The therapist should encourage the child to turn to such beings at will; this act, and the fact that the therapist is now a “witness,” helps to alleviate retroactively the child’s past state of agonizing isolation during the trauma.66


  Strengthening Family Coherence


  Some children are in dire need of being strengthened in their ego function, that is, in their “no function.” As long as the parents are not the perpetrators (an existential prerequisite in such cases), they, too, can ideally contribute to this process. Thus, the child builds their own safe place with the support of at least one parent, where the most important thing is that the impulse to build something stems from the child, and that the parent only assists in the effort. When parents support their child in preparing a place of refuge, outfitting it with all necessities, and enjoying spending time there, without being disturbed by any outside influences, they are effectively supplying the child with permission to feel “whole and safe” despite the trauma and to set boundaries. This allows the child to attain a previously unavailable level of ego integrity during these play sessions.


  But the accompanying parent can also profit from these sessions, in several ways: They are actually “doing something” to support their child and thus experience their own intuitive parental competence. If the parent(s) are themselves traumatized by their own childhood experiences, the therapist should assume the position of a helper ego and fill in to become the model of good self-care at the safe place. But if the parents are mentally stable, by offering support to their child they can themselves let family coherence grow, and strengthen the conviction that both the child and the entire family will someday be whole again.


  Korittko and Pleyer presented six guidelines for working with traumatized children and their parents.67 These guidelines have proved valuable since they correspond to the respectful approach taken by PITT, namely that therapists should (1) view the responsibility of parents as sacred—as long as the parents are not the perpetrators themselves, (2) guarantee the family its individuality, (3) closely cooperate with the family, (4) relieve children of all parental duties, (5) demand that parents demonstrate presence, and (6) remain open in their communication with the parents.


  With very young children, who can generally communicate with others but may not be able to do so very well in light of their mental state during a phase of acute stress reaction, some basic guidelines exist to emotionally safeguard them.68 Here, too, it’s paramount to guarantee both their external and internal safety and security before they can (if at all) in some form address the awful things they have experienced. Luise Reddemann speaks of an “inner wisdom” inherent to all human beings—something traumatized individuals especially need. Inner wisdom means that every individual knows what is good for them physically and mentally and what they can cope with. Even very small children possess this wisdom of mobilizing their powers of self-healing and protecting their integrity.69


  Providing Good Everyday Structures


  In addition to interactions that support the development of children or adolescents, good structures in everyday life are also important. During the stabilization phase, the child or adolescent should not be allowed to slip back into the traumatic events. To this end, the therapist should arrange with the patient how the ward team and the responsible therapist should act to prevent such reenactments of the child’s traumatic experiences from taking place.70 Such arrangements represent basic real-life structures!


  It’s best if, at the beginning of their work with a client or patient, psychotherapists do not create fantasies of omnipotence or salvation in a child or adolescent through a “common misjudgment.”71 The therapeutic relationship must be reliable, supportive, and open, albeit without damaging or intruding on the self-determination of the child or adolescent.


  Attending to Perpetrator Introjects and Damaged States


  Some of the experiences that children previously had in their interactions with “important others” shape the way they interpret social situations. The experiences children regularly have in their own environment and with their caretakers can lead to their constructing “internal working models.”72 The child then tries to adapt to the real environment as their default surroundings. “During the first few years of life, a child assesses the situation they are in by the way their caretakers judge it. The child assumes the evaluations of their parents, even if the well-being of the child is concerned.”73


  There ensues a fundamental, generally positive and valuable but sometimes ill-fated dependence of the child on the adults in their immediate environment. This can be especially ominous when an important person for the child is in fact a “malevolent” individual—as is often the case with intrafamilial perpetrators. In such situations the child notices that they are being treated poorly or are even despised by the other person, so the child integrates some of what that person is or does in their own assessment of themselves, and they begin to hate themselves. The creative part of this process lies in the child unconsciously making it an inner “state,” a so-called perpetrator introject.


  The introjective identification with the perpetrator is the internalized part of a harmful individual. The abusive actions of that person are then directed toward oneself, so that they survive as self-destructive elements in the inner world of the child. Yet such introjections are often necessary to protect the child and ensure their survival in such traumatic situations.


  Those parts of a child or adolescent that are damaged are then “frozen” as it were, and the role of psychotherapy is to “thaw them out” by providing warmth, attention, and true empathy on the part of the therapist. The patient learns to care for their damaged parts, something children often do symbolically through play. The task of the psychotherapist is to provide the child with support as early on as possible in the psychotherapeutic process and to enable the child to make loving contact with their own inner states.


  Caring for Injured Parts


  An important step when preparing for the confrontation phase is working with injured parts. Our experience is that this type of work has great success in adolescents with average cognitive abilities from about the age of ten onward. What used to be called the “inner child” has now been designated the “younger self”; and one can easily imagine that every adult has several “younger selves” from the various ages in their memory.


  Every very young children automatically play the well-known “mama-papa-baby” game, which means it is easy enough to encourage them to intensely and playfully engage with any damaged parts, perhaps the “baby” in them. Even six-year-olds can differentiate between the various ego states and understand that they harbor a “little one” who is afraid and must be cared for. Two studies done in Israel showed that children from two to seven years of age who were exposed to the 2006 war between Israel and Lebanon profited significantly from being offered a doll and being asked to care for it. The parents of these children, in a separate follow-up some three weeks after the end of the war, later reported that this so-called “Huggy-Puppy intervention” significantly reduced the war-related stress reactions of their children.74


  The extraordinarily destructive relationship traumatized adolescents often have toward themselves, as well as their poor self-image, often makes it difficult to create a constructive path during the stabilization and confrontation phases. If an adolescent dislikes themselves, they may end up thinking the actions of the perpetrator were “correct,” that it was right that they were treated so poorly. Here is where the vicious circle closes: It’s no longer possible to discern whether at this point we are dealing “only” with an introjection—or whether the self-rejection is the bitter result of trauma.


  Throughout the entire psychotherapeutic process, the ideal way to support traumatized children is to let them care for their damaged parts repeatedly through imagination. This is especially true when it becomes apparent that the ongoing whirl of emotions or an existing behavioral problem of the child has its roots in the traumatic situation. At this juncture of psychotherapy, we must determine where exactly the younger self has gotten stuck or which conflict in the traumatic situation proved to be intractable. The young patient and/or their imagined helpers can then make contact with the damaged younger self, feel their pain, and transmit the following central messages.


  
    	The younger self has been understood.


    	The experience is devastating.


    	The child had no other way to think or act because they were small and had too little information or distorted information about the situation.


    	The child’s initial reactions are respected.


    	The presence of pain is acknowledged.


    	It’s now over!

  


  This approach provides the traumatized child with the proper recognition of their suffering as well as the fundamental consolation necessary to allow the child to understand that the past traumatic situation is over and can be allowed to dissolve. If during therapy more than one younger self is being cared for imaginatively, there is a good chance that the positive effect will spread and the child will then enjoy a better life in the present.


  However, because children do not have a long life span to look back on, the approach is different than with adults. It has proved useful to ask adolescents whether they can remember what it was like for them when they were a small child—before the traumatizing event took place. This means focusing on their (hopefully) positive past ego state, which may differ considerably from that of their present self. Most ten- to eighteen-year-olds jump at the opportunity, unless they are severely depressive or dissociated, or they show antisocial behaviors. 


  Yet we must also warn against using this method if fragmentation is to be expected (a contraindication according to Luise Reddemann).75 But adolescents react quite well to this approach if the time of their life in which they did not suffer from trauma is shorter than the time during which they were plagued by such events. In such cases, they may be especially amenable to “take the leap” and to return to the “intact” time of their lives both in their thoughts and feelings.


  If a patient can learn to mentally “dock” onto the child they once were and a time where their world was still in order, they can begin to believe and feel again that something from that distant being is still present in them. The therapist asks concretely how old the younger “child-self” was, what they looked like, what they liked to do, what they hated, what sort of personality they had. One should also ask how close the adolescent might allow that child to get to them, for example, by asking the adolescent to imagine how closely the younger child-self could sit to them in the therapy room. The answers to such questions can vary considerably: Some patients cannot even imagine having their younger selves in the same space; they contort their faces at the very idea, pushing the younger self far, far away. This reveals that they are not (yet) in the position to call up a representation of an “intact” ego state of their child-self.76 In their imagination, the image of the traumatized child so overwhelms them that it displaces all other images. Some adolescents will allow this younger child-self to sit in the corner or even directly next to them. The goal is for the patient to establish the imagined direct contact with their own younger child-self.


  This dialogue should take place aloud and in the present, so that all feelings toward one’s younger child-self are open and clear. The spectrum of such feelings can be enormous and vary considerably over time. But if this act is successful, experience has shown, the adolescent can, over time, develop great empathy for their younger self and subsequently for their present self. Therapists can use this approach parallel to the normal therapeutic process. The task of the therapist is to acknowledge every little increase in positive feelings the patient may express toward themselves.


  Before the confrontation phase, it’s important to suggest to the adolescent that they are in the position to free the traumatized child by using their “current self.” Such a suggestion represents the best possible way to care for the injured parts of childhood states. The adolescent should choose a concrete traumatic scene from their memories and imagine explicitly how to take the “past child” out of this scene through active imagination. The adolescent then describes the scene, like the director of a film, relating exactly what happens in the scene. This enables the therapist to check whether the adolescent is in fact able to withstand the painful feelings from the past incident for at least a short period of time. To retroactively free the traumatized child by imagination, they may benefit from using helpers—police officers, armies, or strong animals—whom the adolescent installs before beginning with the confrontation. Once these preparations have been made, the imagination of a “rescue action” of the traumatized child can be started in an extended therapy session.


  Psychotherapists who witness such rescue actions know how poignant they can be. Adolescents can be so creative and inventive—and so radical—that unthinkable rescue scenarios often take place. The task of the therapist is to make sure the patient always remains in the driver’s seat and that the liberation of the child from the traumatic scene is successful and complete. The therapist should do everything possible to provide support for the process—while at the same time ensuring that all action impulses emerge solely through the will of the adolescent. It’s crucial that the adolescent of the present saves the traumatized child of the past on their own. It would be useless if the therapist did the heavy lifting. This act of empowerment—that the adolescent takes matters into their own hands and regains control over their life—is one of the core ideas of PITT.


  Such an act can be very strenuous for the patient but also very liberating. In the very moment in which the adolescent is successful in taking their younger self out of the traumatic situation and caring for themselves, there’s often an astonishing increase in attachment, empathy, and solidarity with their own current self. And once this attachment is present, it generally remains.


  Once the patient has successfully extracted their younger self, they are instructed to imagine bringing their younger self to a safe place to provide them with follow-up consolation and care. Some patients are able to initiate these comforting and accommodating impulses on their own, but most traumatized adolescents must be prompted by a therapist, since they’re often not used to the idea that they are entitled to receive comfort, solace, and consolation. The therapist should encourage this, since the ability to console and reassure oneself is paramount to the future life of any adolescent.


  The therapist is sometimes witness to the adolescent carrying out all sorts of actions for their younger self, such as cooking for them, putting them to bed, stroking and caressing them. If the adolescent gets enough therapeutic support, in subsequent conversations with their younger self, they often say that they intend to use their imagination to care for them in the future. This can and indeed should be supported in psychotherapy. Should an adolescent be unable to attend to their damaged parts in the future, they can rely on imaginary helpers.


  Criteria for Commencing the Confrontation Phase


  The transition to the next phase, which comprises the careful confrontation of the adolescent with the traumatic events, is bound by certain criteria. The treating psychotherapist determines whether the adolescent has reached a point of inner stability and achieved a reduction in their main symptoms as well as an increase in their ability to regulate their emotions. If so, they can ideally take the next step and enter the confrontation phase.77 Much of what PITT demands of adults is even more methodically required for the trauma confrontation phase in children and adolescents.


  
    	It must be clearly discernable that the patient can endure stressful feelings without dissociating.


    	The patient must be able to calm and console themselves.


    	Trauma confrontation is not appropriate if the patient still has contact with the perpetrator.78

  


  These three criteria, optimized for working with children and adolescents, mean that:


  
    	A young person cannot integrate traumatic events if they are dissociated.


    	The necessity of being able to calm and console oneself is also valid for the whole family system. The family must be able to provide their child with sufficient coregulation so that the child can implement their efforts of self-calming and self-consolation.


    	Children who still maintain contact with the perpetrators during inpatient care go through living hell and are certainly not in the position to confront their traumas. The therapist must be extremely attentive to these matters. It would be a major misstep if the ward staff were unaware for any period of time of a patient’s contact with the perpetrator, as this would likely precipitate flashbacks and dissociations both during and after such malignant visitations.

  


  Before commencing the confrontation phase, it’s crucial that the therapist ascertain whether the patient’s nervous system has calmed down at least somewhat, whether they can play “normally” and age-appropriately, and whether they maintain good and emotionally satisfactory relationships with their parents. Consent for a trauma confrontation can be obtained even from grade-school children by explaining what’s about to happen. As part of their inner wisdom, they intuitively know whether they are able to cope with their trauma.


  A young boy who had been terrorized and abused by his psychotic father had signaled during the psychotherapeutic process that he didn’t want the therapist to ask about any details of the traumatic events. Parallel to that, however, he reported that he had told the judge in court every detail of what the father had done to him. This is where the difference between “simply telling the story” and systematically working through a trauma with specific techniques becomes especially relevant. There’s a great danger of triggering a retraumatization during such a recounting, since the patient may be overwhelmed by their memories and trauma-associated feelings.


  In the psychotherapeutic process, the boy detailed his wild revenge fantasies, listing all the things he would do to his father when he was grown up and strong. These revenge fantasies appeared to help this otherwise extremely anxious boy who hardly even left the house; they represented the extent to which he could subject himself to confrontation. Any attempt on the part of the therapist to force a confrontation with the trauma incident would have been contraindicated. By forgoing such an act, we were able to stabilize the child enough that he could leave the clinic, go to school again, and resume his relationships with his peers.


  According to Luise Reddemann, “Working through the sequelae of trauma is often much more important than an explicit confrontation with the traumatic events.” Perhaps one could denote such a treatment as “trauma adapted,” since it focuses on the many changes occurring in the patient’s personality and in the social discrimination that occurs after trauma.79 Carefully working out an indication for trauma confrontation is recommended, along with an exclusion of contraindications. This is true especially with children and adolescents, since there is a wide spectrum of the effects of trauma in those age groups. And, of course, it’s absolutely crucial that no confrontation phase take place when the patient has any contact with the perpetrator, even “passive contact.”80 That’s called creating “external security,” which is necessary for the patient to develop a sense of inner security. Educating the patient about the concrete techniques used in trauma confrontation and choosing an appropriate technique both create a fundamental feeling of security in the patient as well as a feeling of control over what happens during psychotherapy. These are the ideal feelings that have proved advantageous to traumatized children and adolescents.


  Ego-Strengthening Has Priority


  One should note that the three treatment phases need not occur dogmatically or mechanically. As Reddemann mentions, “Many patients who suffer from traumatic stress need ego-strengthening before they can agree to submitting to traumatic memories.”81 All traumatized children and adolescents need such ego-strengthening.


  In practice, the psychotherapist must be oriented toward the patient’s process, in which the psychotherapist is well-guided by the patient’s “trauma-compensatory schema”82:The psychotherapist first expressly acknowledges the creative solution the child has exhibited in the form of symptoms—and then accepts these symptoms, since they’re necessary to the patient’s self-regulation. Only if the symptoms become “bothersome” to the patient, that is, they slowly come to lose their function, and only if other means of regulation are available and the patient agrees to employ them, should the therapist and the patient proceed together to explore the traumatic contents, the “trauma schema.”83


  In this context, it’s best that separate roles be assigned to the ward staff and to the therapist,84 thus differentiating everyday space and therapeutic space. The advantages of such an approach must outweigh the disadvantages that could arise if the patient tends to split between the ward staff and the therapist. Thus, in the therapeutic space (similar to the PITT method), the patient’s trauma exposition is done in a tolerable and considerate manner, whereas the “patient’s everyday behavior is negotiated and prepared for therapy.” “The ideal path of adolescents . . . to self-discovery through their actions does not lie in self-reflection; rather, patients need feedback concerning their behavior. This is done through social reflection, which points out their previously undetected problems.”85 This makes it easier for the adolescent to get back to normal life following trauma.


  The patient will require sufficient psychoeducation before proceeding to the confrontation stage if they are to comprehend the advantages of confronting their past horrors. Children and adolescents should not be allowed to “slip” unprepared into trauma confrontation to “get it over with,” or to “do the therapist a favor.” Rather, at this point in the therapeutic process, the patient must once again consciously provide “express and informed consent.” Traumatized children and adolescents are especially unable to say “no” and will often “suck it up” to go along with a confrontation. After all, they’re used to sucking it up. The explicit task of the therapist is to prevent such things from happening and to commence with the confrontational phase only after the patient is stable enough and able to wholeheartedly agree to this step—it’s even better if the parents have also agreed.


  The above-mentioned prerequisites related to the stabilization phase of PITT with children and adolescents reflects the paramount importance of this particular psychotherapeutic approach with young traumatized individuals.


  The Trauma Confrontation Phase


  There are any number of children’s books that are suitable to be “proxy stories.” Choosing the right one for the individual child is possible and permissible only if the therapist is well acquainted with the child’s biography and their central themes.86


  Reading a grade-school child proxy story that corresponds to their main traumatic theme is feasible only if the therapist refrains from suggestively reciting the text and from peppering the child with questions. Rather, the pictures and the text of such a book should serve as impulses for the child to pick up on, if desired. For example, a text concerning how a child opens up to a person of their choice following sexualized violence87 may be a meaningful door opener to a child’s inner world. The parents can also take part in such actions to observe the neutrality of the therapist. Libraries in larger cities are often quite willing to put together a thematically well-sorted selection of such books, from which the therapist can choose one best suited to the confrontation work with the child. Should the child not react to the book being read aloud, it’s likely the wrong choice, and the therapist must seek a new path to the child’s inner world.


  The goal is not to “rigorously” work through things. Rather, trauma confrontation today should be as gentle as possible. The psychotherapist should reach an agreement with the patient before commencing with the confrontation phase about which scenes are to be explored. Further, the therapist must authorize the patient in advance to give a “stop signal” at any time, to interrupt or stop the process completely. The patient is always in the director’s chair. Choosing the scope of the scenes to be looked at beforehand manages the patient’s expectations: The patient is always conscious of what they have agreed to before commencing with the confrontation, which ensures them protection from loss of control and being inundated by the events of their past. However, should the contents become extended during the confrontation, the therapist should allow the patient to decide how to proceed.


  Confrontational techniques should be practiced first using a happy, positive situation the patient recalls. Only then should the therapist proceed to approach the traumatic scenes previously chosen for inspection. This is all done on the so-called “inner stage,” so that the traumatic material does not impact the relationship between the patient and the therapist.


  The Observer Technique and the Screen Technique have proved useful for confrontational work. Both methods are based on distancing and structuring the stressful memories such that they can then be worked through and stored as a somewhat coherent narrative. This serves to prevent the patient from becoming susceptible to the flashbacks and intrusions that previously flooded them as soon as they were exposed to trauma-associated triggers.


  The goal of this phase of therapy is to close an incomplete action chain (in the sense of Gestalt psychology, which states that organisms tend to perceive entire patterns rather than bits or pieces88) and create a sense of calm. During this process, children and adolescents can ask an adult (the therapist) questions, especially those pertaining to what “right” the perpetrator had to abuse them. For example, if the child’s trauma consisted of years-long emotional neglect and physical deprivation, then the child’s question about why their parents acted as they did is both philosophically and therapeutically challenging.


  The number of necessary confrontational sessions depends on the resilience of the patient and on the scenes the patient selects for inspection. If, during the process, the contents to be dealt with prove to be too much for the patient to handle, the therapist should strive to avert such excess by encouraging the patient to go easy. 


  At the beginning of the confrontation session, the patient is asked to use their imagination to transport their younger, traumatized self to a safe place and see to it that this self is being taken care of there and has everything they need. This imaginative device allows the patient’s present self to be there during the session, whereas the younger, injured self is safe and well-protected elsewhere. After a while, the patient will adapt to this routine and proceed to bring their younger self to safety on their own as soon as they notice that a threatening memory is about to surface. It may also be necessary for the patient to bring the “experiencing part of their present self” to the “safe place” before the confrontation phase begins, which allows the “neutral part of their present self” to be available for confrontational purposes. Such preparations comprise a high level of distancing from the events. Because both the Observer Technique and the Screen Technique are distancing techniques, the risk and stress involved for the patient are always clear. This does not mean, however, that the patient will not exhibit extreme abreactions during the trauma confrontation. Yet, since a “stop signal” must be agreed upon with the patient beforehand, the patient can limit the “dose” of the permitted memory and terminate the confrontation at will. At this crucial point, the patient retains full control over what they can endure.


  The therapist should pay particular attention to whether the patient dissociates during this phase. If that’s the case, the therapist should stop the process immediately: A dissociated patient cannot integrate what is going on at that moment. Here, the therapist should see to it that the patient becomes reoriented to the present environment. And, at the end of each individual confrontation, it is imperative that the patient, if necessary, with the help of the therapist, once again turn their imaginative attention toward their younger self and to the experiencing part of their present self. The goal is to determine “what the younger self now needs and what it needed in the past”—and that is generally just consolation.


  The Observer Technique


  The Observer Technique can be also applied to children and adolescents. This approach may initially sound rather complicated, but with child and adolescent trauma victims, it’s so intuitive and logical that they often adopt it after only a short time and are happy to be able to protect themselves in this way.


  The “universal observer” of a child or adolescent reports the traumatic story, while the therapist watches out for the four elements of the BASK model (behavior, affects, sensations, knowledge). The present self can thus distance itself emotionally so as not to reexperience the awful event or at least to only experience it in small doses. The impotence and loss of control experienced in the past should not be repeated during therapy, to avoid retraumatization.


  At the so-called hot spots—that is, the most difficult places in the traumatic scene being worked through—the therapist can request that the patient ask the observer if they have more information about the event, if they might discover additional details or notice something differently, that would complement the traumatic memory. This may put the patient in the position to work through the snippets of memory that exist, albeit unconsciously. Channeling memories through the imaginary observer, who overlooks the traumatic scene from their observer position, better enables the patient to work through painful images. And because the “neutral part” of the patient is operating in the present and describing the traumatic scene via the observer using the four BASK components, the patient simultaneously learns that they survived the horror being described, that it lies in the past, and that they were in fact able to rescue themselves.


  At the end of the session, the therapist should try to determine how the younger self is doing in their safe place. The younger, violated child should be cared for and consoled in the patient’s imagination. Following such a session, the present self, whose “experiencing part” is also at the safe place, is taken care of by the patient as well as by the ward staff so that they have everything they need. The patient should be provided with a blanket to wrap up in, a cup of tea, a place to sleep, and some comfort from their parents if appropriate.


  The Screen Technique


  The Observer Technique is preferred by many adolescents over the Screen Technique because it creates a greater distance from the trauma. The Screen Technique, on the other hand, can be easier for grade-school children and cognitively disadvantaged adolescents to apply. This technique uses a sort of imaginary remote control as the patient works through the agreed-upon traumatic scene, narrating in the third person. The role of this imaginary remote control is tested in advance using a positive experience of the child. In this way, the child learns to understand that, during the coming horrible experiences, the therapist will ensure that all the BASK components are mentioned by the child.


  During the actual trauma confrontation, the child becomes aware of the fact that they can modify any aspects of the “old movie” of the traumatic event by means of the remote control. In the traumatic situation, the child had no control. With this technique, the child now has complete control over things via the imaginary remote control: changing the speed with which the film is played, fast-forwarding the film, using slow motion to take an exact look at what is passing by their mind’s eye. The child can even remove all color and switch to black-and-white mode—or adjust the volume to a whisper. But the most important thing is that the child can stop the movie altogether if they feel threatened or in danger of being overwhelmed by their own traumatic memories. Thus, the patient holds in their hands a powerful control instrument with which they can decide how much they can endure. And there’s significant power in the inner wisdom of children.


  If the child chooses to stop the movie, the therapist should acknowledge and respect this decision. Under no circumstances should the therapist try to persuade the child to continue, even if the therapist thinks it would be valuable for the child to complete the scene. The child views the therapist’s respect for their breaking point as evidence that, unlike in their traumatic experience, they will be not be forced to do anything.


  It’s especially important that, particularly on the relationship level, the psychotherapeutic situation be significantly different from the traumatic situation, where the child felt impotent and objectified. Thus, the keywords here are subject, control, protection, dignity, and consolation. If the child decides to stop the film, the therapist asks the child to rewind it back to the image at which “everything was OK.” That image is determined by the child at the beginning, based on their actual memories. If the child is able to do so, they should use the third person singular—for example, “The girl acts, listens, feels, thinks, senses in her body . . .”—throughout the entire traumatic scene, which enables the psychotherapeutic work to conclude with a secure final image. This image, created by the child, defines what it means to the child to be safe again. Of course, no confrontation session should end without the child practicing consoling their current and younger selves for everything they have suffered. Learning to self-console is a skill the child will then always have at their disposal.


  Facilitating Mentalizing and Preparing for Trauma Integration


  Children who were victims of cumulative attachment traumas systematically suffer from distortions in their ability to reflect on and imagine certain events.89 Thus, it becomes necessary first to reestablish their internal processing ability to trust others and to play freely, “so that they can once again come to see others from within and themselves from the outside.”90 The stabilizing measures implemented during psychotherapy serve this purpose. They enable children to “grasp emotionally” what happened to them and why—that is what is meant by mentalization, the ability to understand the mental state that underlies overt behavior (Allen & Fonagy 2009).


  Employing psychotherapy to approach the traumatic events has as its primary goal undoing the fragmented memory and replacing it with a well-organized narrative reflecting time and content. However, using trauma exposition with children and adolescents fulfills a number of special functions.


  
    	Confirmation of perceptions: By having the patient talk about what happened, and by having an adult (the therapist) as a later witness, the patient discovers reality. Creating reality in the sense of “what happened is what I remember happening” is of great value to children and adolescents because, following a trauma, they often come to doubt their own senses.


    	Expressing thoughts: At the end of grade school (and sometimes even long after that), children have no words to describe what their perpetrators did to them. They have “only” their bodily sensations and their feelings to guide them and to sound an alarm—without knowing how to describe exactly what actually happened. When working with very young children, it can be helpful to re-create the situation using Playmobil or other dolls or figures or to have the children draw the scene.91 Of course, finding descriptions for the misdeeds is important regardless of the age group. Only then can the traumatic event be integrated into the patient’s autobiographical memory, by relinking cognitive and affective processing modes.


    	Acting on guilt feelings: During the trauma exposition (and sometimes even before), the therapist receives valuable diagnostic information in the patient’s descriptions about whether and to what extent the patient blames themselves for the traumatic event. Self-attributing guilt is particularly serious among children and adolescents, since often the perpetrator has manipulated and indoctrinated their victim over long periods of time. Such statements of the perpetrator, whether in plain text or in masked form, pop up during the trauma exposition as perpetrator introjects. It’s important that the therapist learn to recognize such introjections and expose them during the work with the children, as otherwise the whole psychotherapeutic process can come to a standstill.92 The therapist should continue to address the feelings of guilt in the children and adolescents until they conclude that they’re not responsible for what happened.


    	Including the parents: As long as the parent-child relationship is stable and loving, parents can be ideal partners during the confrontation phase. They represent one of the most important resources for any child. And the child has the experience that their parents are not trying to dodge things but are willing to tough out even the worst of scenarios together with them. This welds the parents and the child together once again and is a wise investment for the future. Most parents are willing to cooperate: Whether it means holding a small child on their lap or being confronted with their child’s difficult questions of why they did nothing to stop the trauma from happening. In intrafamilial traumas, the child will want the nonparticipating parent to support them and get on their side. This usually means that mothers are called upon to decide whether to stand by their child or to stay in the marriage—a decision that doesn’t always end up in favor of the child.

  


  The Integration Phase


  The transition from the trauma confrontation phase to the integration phase—the third and last phase of trauma therapy—isn’t hard and fast but rather fluid: “Remember that for some phase 3 is just phase 1 an octave higher on the scale.”93 Thus, we are dealing here with very similar demands on the patient’s level of maturity as in the stabilization phase; but here, after having successfully (or not) completed the phase of feeling sorrow for having “lost” their childhood or adolescence due to trauma, the patient now focuses primarily on restarting their life. Because of the traumas they have been exposed to, children and adolescents especially have been robbed of the opportunity to learn how to deal with and solve conflicts under normal, everyday living conditions. Rather, at the end of therapy, they must tediously learn the skills necessary to regulate their feelings and express them in “normal social environments” that don’t seem very “normal” to them at all. Like the trust all adolescents must develop toward other people, their feelings of self-esteem are also continually being tested. Any resilience they may have developed in the meantime, as well as (hopefully) their newly developed ability to enjoy life, must be (re)trained. They must “sort out” their relationships, based on which are most helpful for their future. As Luise Reddemann puts it: “Never force anyone to reconcile with anyone else. Psychotherapy can, at best, help a patient to reconcile with themselves; reconciliation with others may or may not happen.”94


  To illustrate the high level of maturity that traumatized children and adolescents need during the integration phase—and how difficult it truly is for them to break through their isolation after experiencing the extremely intense physical and emotional crisis of trauma and to embark on a new phase in life—let me present here an example of a particularly poignant case.


  A fourteen-year-old female high school student was admitted to a clinic after major self-injury incidents and increasing social withdrawal. She said her father had “touched her since she was six years old.” She left no doubt about sticking to her statement regardless of what her parents thought.


  The parents’ marriage was considered “intact.” Upon being confronted with his daughter’s statements, the father denied everything but did offer to move out of the house. The mother was shocked but initially stood up for her husband. She tried to attempt a balancing act between saving her marriage and showing solidarity with her daughter. The patient used the first months-long stay in the clinic to stabilize herself and to fight against her self-hate and the very strong urge to hurt herself. She worked on establishing contact with her girlfriends, as she was lucky enough to have a clique of friends. Then, the mother began to question the marriage and to consider that maybe her daughter had spoken the truth. She wondered why she had not noticed something all those years.


  During her second inpatient stay at the clinic, the now sixteen-year-old wanted to attempt to confront her trauma. Therapy was carried out using the Observer Technique; videos were made of the individual sessions to be used in later court proceedings. In the meantime, she had had major problems—she was gripped by self-doubt and worried about “losing her mind.” Especially at night, while in her room on the ward, she would slip into dissociative states in which it felt very “real” that her father was standing beside her bed, touching her body. She was terribly afraid of going “insane,” until it was explained to her that these phenomena stemmed from the somatoform dissociation and the flashbacks she was having. After completing the second round of inpatient therapy, she moved into a residential therapeutic group, and her family system received support from the local youth welfare office. The mother came to better understand how her husband had manipulated her daughter during her whole childhood, thus also preventing a stable emotional relationship between mother and daughter. The mother also partially came to realize that she herself had been a victim of her husband. Only after receiving psychotherapeutic help to (re)establish trust between mother and daughter did the daughter move back into her home.


  When she was about eighteen years old, the patient was admitted for a third round of inpatient treatment. She was intensely sad about having “lost her childhood” and was trying to extract herself from the very manipulative introjective tendencies of her father and get back to living a normal adolescent life with her peers. She had stopped injuring herself and had returned to her studies at school, with the goal of graduating. She had a relatively good relationship with her mother.


  Because she had a strong sense of justice, she was eager to get an explanation from her father about his behavior and an admission of guilt beyond all possible legal proceedings. Although she was extremely anxious about seeing him after such a long time, she requested that he come to the clinic, and he agreed. She proceeded to stand up for herself by showing her father how angry she was with him. Anger and rage were the main feelings shown during the time of the trauma, and her father had monopolized them completely. Now, however, she was able to ask all the questions and say out loud everything that she accused him of. She remained angry but did not lose her composure or go off track. This was a major act of positive affect regulation.


  After finishing her schooling, she made a formal complaint to the police. This step caused her to develop an acutely generalized anxiety disorder, and the formal hearings were extremely difficult for her to endure. Further outpatient support helped her to reduce her anxiety, so that the now twenty-one-year-old woman was once again mentally stable and able to cope with daily life in the time before the trial where she would once again confront her father. The father was subsequently sentenced, and the patient eventually moved out of her parents’ home to live on her own and study in another city.


  Outlook


  Every trauma is different. And every process of working through a trauma is different, depending on the individual risk and protection factors. Thus, too, the integration phase in the treatment of children and adolescents differs greatly. Often, in the final phase of therapy, something “existential” occurs, since this is where it’s determined whether the child or adolescent will be in the position to resume normal daily life. A traumatized child or adolescent must fight much harder than a nontraumatized individual to regain trust in their environment. They must learn to believe in themselves and to like themselves—even if they have experienced things that have completely rocked their belief in the world. If things go wrong, the patient loses their entire family—for example, if the mother chooses to stay in a marriage with an abusive father instead of unconditionally supporting her child.


  Yet, children and adolescents can learn to cope with conflicts with others by means of PITT and other therapeutic methods. Above all, they can learn to remain calm and console themselves. Through the respectful presence of another human being—the psychotherapist—they get their dignity back and can perceive that it makes them feel good to be in touch with someone. All those things that any psychotherapeutic approach cannot achieve is achieved by the children and adolescents themselves on their path to mental health. They display an irrepressible will and an enormous potential to activate their own resources in order to determine their own livable future, if possible, with the support of their parents. All they want is to live a normal life like others do—and through trauma therapy, they can.


  Appendix:


  The Most Important Steps in Therapy


  Below is a summary of the most important steps involved in trauma therapy. These instructions are directed solely toward therapists.


  Phases of Trauma Therapy


  
    	Establishing a working relationship: Note that this relationship must be continually renewed. Many problems arise during therapy because this tenet is not properly attended to. Stability has to be reestablished after every trauma confrontation.


    	Maintaining a supportive relationship and keeping a close eye on all developments


    	Stabilization


    	Trauma confrontation


    	Integration and fresh start

  


  The therapist and the adult ego states of the patient work together to enable these adult selves to learn to care for the damaged younger selves.


  
    	Avoid regression in the relationship.


    	Address and attenuate any distortions due to transference.


    	Allow regression to occur within the system (on the “inner stage”).


    	Therapists should do everything in their power to provide a secure atmosphere.

  


  General Principles of the Stabilization Phase


  Basic goal: Reduce stress; do not cause additional stress through the treatment process.


  
    	Recognize and acknowledge the patient’s means of coping.


    	Provide information on the effects of trauma.


    	Share knowledge about helpful thoughts and imaginations.


    	Impart ways to regulate and differentiate affects.


    	Ensure both internal and external security.


    	Determine all existing resources and apply them.


    	Address any distortions due to transference.


    	Enable a differentiated approach to and a loving interaction with one’s own body.


    	Implement controlled contact with the traumatic content.


    	Conduct psychotherapy on the inner stage.


    	Approach internal psychic forces in their gestalt form, i.e., as different entities. This in turn makes the inner drama controllable.


    	Work through how to approach one’s damaged younger self.


    	If possible, make contact with the state that has the greatest resources and activate the power of those resources.


    	Assure the younger self how important it is to you to be there for it.


    	Take enough time to establish true contact with that state.


    	Make contact with the pain that state is feeling, e.g., listen to the woes or acknowledge the pain in some other manner.


    	Extract the younger self from the scene.


    	Accompany the younger self to the safe place.


    	If the adult ego has difficulty comforting and consoling the younger self, then invite the helpful inner beings to participate.


    	In this way, the helpful inner beings can extract the younger self from the scene, comfort it, and bring it to the safe place.


    	During the stabilization phase, the younger self should generally be removed from any situation that might pose a burden.


    	Explain that the goal is not to deny anything. It’s the old images that are causing the pain today.

  


  General Elements of the Trauma Confrontation Phase


  
    	Visit the traumatic situations as part of the clearly structured setting of trauma synthesis.


    	Respect the patient’s desire to stop (i.e., if the patient does not want to continue, then things are immediately stopped).


    	Apply explicit dissociation techniques to make the horror a little more tolerable (suffering from unbearable effects of trauma over a long period of time is neither useful nor necessary).


    	Stimulate inner consolation.


    	Attempt to obtain stabilization after every trauma confrontation, if necessary, by using perpetrator introjects.

  


  Observation Technique Prerequisites


  
    	Be well acquainted with the inner observer or the observing inner state.


    	Ensure the presence of an inner safe place and helpful inner beings.


    	Address and assess the traumatic situation (e.g., how burdensome it is on a scale from 1 to 10, with 10 being extremely burdensome and 1 not burdensome at all).


    	Clarify whether any other younger or older selves are affected by this trauma.


    	Bring all sentient states to the safe place.


    	The sentient present ego should also go to the safe place.


    	If necessary, the state involved in the trauma should retreat a little bit further and observe everything from a distance (some patients may otherwise have the feeling that they cannot integrate the trauma).


    	The observing state and the (relatively) neutral present ego should cooperate closely.


    	The observing state enables the (relatively) neutral present ego to see what it is observing; this includes physical experiences, thoughts, images, and feelings (e.g., the child is beaten, the child’s back hurts, the child is sad or distraught).


    	The therapist should ensure that all experiencing states are safe; if this is not the case, the patient will emit physiological signals (fear), which should be addressed directly.


    	Determine whether or not the traumatic scene has been worked through. Sometimes the therapist may not be able to judge this properly.


    	If the trauma has been worked through, try to discover, with great compassion, what the younger self needs at this moment and who can provide it (present self, inner helpers, ideal parents). Generally, this comprises offers of consolation.


    	Determine what support the adult self, who has worked so hard, needs right now and provide imaginative encouragement by proposing how things can proceed.


    	During the same session or in the following one, assess the patient’s level of stress. It should have been reduced by at least one level. Often, the level is in fact reduced considerably more. In chronically traumatized patients, however, one should not expect the level to ever go down to 1—unless you are dealing with the last of its kind.


    	Facilitate grieving and new orientation (integration).


    	Enable the patient to accept their limits.


    	Recognize, call out, and work through the effects of the horrors.


    	Try to effect changes in how patients deal both with themselves and with others.


    	Examine the relationship conflicts that come front and center.

  


  List of Exercises


  Chapter 1: Finding Inner Stability


  Imagination Exercises


  Appreciating and Using Available Resources


  A Suitcase Full of Resources


  Exercise of the Five Elements


  Things I’d Like to Happen Again


  Practicing Aspects of Mindfulness


  Mindfulness Exercise


  Mindful Breathing Exercise


  Mindful Joy Exercise


  Getting to Know the Inner Observer


  Inner Observer Exercise


  Finding a Counterweight to Images of Horror


  The Inner Safe Place


  The Helpful Inner Beings


  The Inner Team


  The Tree Exercise


  Unloading Baggage


  The Safe Exercise


  The Inner Garden Exercise


  The Happiness Exercise


  Finding Inner Peace


  Compassion for Yourself


  Compassion for Yourself: Variation


  Giving a Form to the Unpleasant Image


  The Control-Switch Exercise


  Chapter 2: Learning a Healthy Approach to the Body


  Body Exercises


  Breema Bodywork


  Touching the Mountain


  Opening the Heart


  More Body Exercises


  Chapter 3: Confronting the Horror


  Imagination Exercise


  Trauma Confrontation


  The Observer Technique


  Chapter 4: Art Therapy in Trauma Healing


  Art Therapy Exercises


  Art Therapy Exercises and Interventions


  The Resource Flashlight


  The Protected Beach


  The Search for a Safe Place


  Giving Form to the Inner Observer


  The Stable Frame


  Opening and Closing Containers


  Chapter 5: Accepting and Integrating One’s Past


  Writing Letters


  Encountering the Older Person You Will Someday Become
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