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Introduction and Overview: 

Disorders of Personality within the Adaptive Information Processing Model

>From the many peer-reviewed research studies, and from our own practices, we all are familiar with the effectiveness of EMDR in resolving emotional disturbance resulting from “big T” and “little t” traumas. However, most clients who enter therapy do not have simple post-traumatic disturbance. More typically, clients come to therapy with a mixed presentation, of not only emotional disturbance, but also a history of conscious or unconscious choices about how best to soothe, contain or avoid that disturbance. Traditionally, these choices, and the resulting client characteristics (behaviors, attitudes, emotions, and patterns of social interaction), are conceptualized as psychological defenses.  Thus, the initial presentation of many clients is complex and often ambivalent. 

This is especially true for clients who show characteristics that place them within the Personality Disorder diagnostic categories. Personality disordered people, by definition, have a split sense of self – one or more parts that are in some sense adaptive and other parts that are more hidden, and may feel more “real” but less socially acceptable. Frequently, the standard EMDR protocol can still be used to resolve the traumas of such clients. However, very often, the client with a split sense of self may 1) be easily overwhelmed by the affect associated with a traumatic memory, and then have trouble sustaining the exploration of that memory and/or 2) be ambivalent regarding the goals of therapy, resulting in unfocused processing and “looping.” If the emerging affect becomes too difficult, defense will be activated, and direct processing of traumatic material will be blocked. 

In this presentation, several therapy methods or “tools” will be described and illustrated through video segments or session transcripts. Each of these methods is designed to respond to a particular type of clinical situation that tends to occur in the treatment of people with personality disorders. All the illustrations have one feature in common – psychological defense is inhibiting or blocking the processing of post-traumatic affect. In the language of the Adaptive Information Processing model, we could say that each of these clients has a problem that includes both positive and negative affective components, and the positive components interfere with the therapeutic processing of the negative components. Specifically, the chain of experiential associations – the dysfunctionally stored memory network – has positively valued experience at the entry point into the network and disturbing material at other, less accessible places. Clients often experience this situation as one of conflicting ego states [Watkins, J.G. and Watkins, H.H. (1998), Ego States: Theory and Therapy]. Specifically, one ego state may be positively emotionally invested in an outcome that is an obstacle to the full processing of trauma. That ego state may also be an obstacle to the person’s larger life goals. 

Just as negative affect is associated with unresolved post-traumatic material, in a similar way, the positive affect of relief is often associated with defense. When this situation occurs and the usual EMDR method of targeting negative affect is stalled, it may be useful to target the positive side of the issue – i.e. an image that is somehow representative of the defense and has a positive emotional valence. This procedure really turns the standard protocol on its head. The client is asked to hold in mind the emotionally positive aspects of the defense while engaging in bi-lateral stimulation. In this way, as channels of information are processed, the individual is able to “disinvest” from the defense, resolve the ambivalence, and then go on to process the underlying post-traumatic negative affect. The diagram on the next page illustrates the basic elements of this procedure.
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I.
     Targeting Defense: General Considerations

Importance of Preparation

(
Therapist Resources (do the necessary reading, get consultation, utilize community resources such as DBT and AA, attend to one’s own countertransferance)  

(
Insure that the client has sufficient affect tolerance, so that dual attention (traumatic past observed from the “safe enough” present) can be reliably maintained. Sharing with the client the tasks of treatment planning and treatment sequencing.  

(
“Neurotic Triad” (self-expression and self-support => separation anxiety and abandonment/depression => defense) [Masterson, J.F (1981) The Narcissistic and Borderline Disorders]

(
Slow is fast

Clusters of Personality Disorders, by Characteristics [adapted from Manfield, P. (1992) Split Object, Split Self]

(
Borderline (including borderline, dependent) 

(
Narcissistic (paranoid, compulsive and narcissistic, and also, trait disorder w/ co-dependent features) 

(
Schizoid (schizoid, schizotypal, avoidant). 

(
Overlap between Borderline and Narcissistic (passive-aggressive, hystronic) 

Page 3

Categories of Defensive Processes (each occurs across all PD diagnoses)

(
Adaptation

(
Avoidance

(
Idealization

(
Dissociation

II.
      Targeting Defense: Adaptation*

*partially adapted from Wildwind, L. (1994) “EMDR with Depression,” EMDR Network Conference

III.           Targeting Defense: Avoidance

(
Simple avoidance: stimulation of orienting response – video example

(
Situation-specific avoidance: Level of Urge to Avoid (LOUA) Method – two transcripts and one video example

(
Trait of Avoidance – Popky Addictions protocol – video example of treating procrastination

(
Video example: Deliberate Visual Distancing Combined with the Installation of an Avoidance Resource (see figure, page 5)
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IV.
Targeting Defense: Idealization, of Self or of Others -  Level of Positive Affect (LOPA) Method 

(
Two session transcripts: problematic idealization of others – processing unwanted feelings of attachment

(
Video example: problematic Idealization of self –unrealistic self-concept of specialness and entitlement 

V.
Targeting Defense: Depression associated with an irrational and dissociated self-concept of “badness”

(
Personality structure is the opposite of narcissistic idealization, i.e. the client idealizes others and is “stuck” on the negative side of a personality split 

(
A “Core Negative Belief” that is more intense and pervasive than the Negative Cognition typically associated with PTSD: an identity state of “badness”

(
Shame defense: “It is better to be a bad kid with good parents than a good kid with bad parents.”

(
Need to monitor degree of dissociation: the Back-of-the-Head Scale (BHS; see pages 6-7)

VI.          Targeting Defense: Use of the procedural steps of the EMDR Standard Protocol to help a highly dissociative client reassociate parts of self

(
The usual assessment questions are answered by separate ego states

(
“Seeing” from one ego state into another 

(
Stabilization is maintained through the use of the Back-of-the-Head Scale and the Method of Constant Installation of Present Orientation and Safety (CIPOS; see page 8)

(
Eye Movements to enhance re-association and connection between ego states

(
The “One Person” Cognitive Interweave
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Method of Deliberate Visual Distancing Combined with Installation of an Avoidance Resource
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Constant installation of present orientation and safety (CIPOS) and the back-of-the-head scale (BHS) 

For many clients with dissociative defenses, there is potential emotional danger in establishing connection between the adult part and the ego state that holds the unfinished traumatic experience. If disturbing memory material has been deeply dissociated, the emergence of that material during therapy can potentially overwhelm the client’s sense of being safe in the present. The memory can feel more “real” than the real situation the client is in, and the experience can be one of non-therapeutic retraumatization. 

The back-of-the-head scale (BHS)

Given these considerations, it is important, for therapist and client alike to know when the client is drifting into “derealization” – that is, the client is losing a felt sense of the reality, and safety, of the present situation. For clients who are potentially dissociative, the degree of orientation to the present situation can be assessed through the use of the BHS. This procedure is introduced to the client during the Preparation Phase, before any Desensitization of trauma is begun. The therapist says,  

”Think of a line that goes all the way from here (therapist holds up two index
finger about 15 inches in front of the Person’s face), running right from my fingers, to the back of your head. Let this point on the line (therapist moves fingers) mean that you are completely aware of being present here with me in this room, that you can easily listen to what I am saying and that you are not at all distracted by any other thoughts. Let the other point on the line, at the back of your head (therapist points to back of own head) mean that you are so distracted by disturbing thoughts, feelings or memory pictures that you feel like you are somewhere else – your eyes may be open, but your thoughts and your awareness are completely focused on another time, or place or experience. At this very moment, show with your finger where you are on this line.”  

The therapist should check to make sure the client gets this idea. Most clients who have dissociative experience will quickly recognize this procedure as a way of measuring and expressing a familiar aspect of their mental life. The assumption is that the more the person points toward the “most present” end point of the line, the safer it is to do trauma work with EM. Clients seem to be able to easily assess the full range of dissociated experiences, either pointing to a place in front of the face, or to a place parallel with the eyes, or to the temple, or to an area further back in the head, according to what they are experiencing. As a rough rule of thumb, I have assumed that it is necessary for the person to point to a position at least three inches in front of their face, in order for trauma-focused work to proceed, although this may vary from client to client. The use of the BHS throughout a therapy session can be very useful in insuring that the client is staying “present” while reprocessing disturbing memories. 

The method of constant installation of present orientation and safety (CIPOS)

The CIPOS method is used in conjunction with the BHS, and basically consists of using EM to strengthen or “install” in the client’s awareness a clear subjective sense of being “present” in the immediate “real life” situation (i.e. the therapy office). This method may be used in the Preparation Phase, prior to the Desensitization work, or during the actual Desensitization of a particular highly disturbing traumatic memory. By constantly strengthening the person’s present orientation through EM, processing of the memory can proceed more safely, i.e. with much less danger of unproductive, dissociated “reliving” of the traumatic event. The CIPOS steps are as follows: 

1.
Obtain full permission from the client to work on the highly disturbing memory  in a gradual and safe way, with ample time in the therapy session to complete the work regardless of whatever unexpected traumatic material may emerge during processing.  With clients who have dissociated ego states, it is necessary to also ask for and obtain permission from “any other parts that are involved in this memory.”

2.
Insure that the client is aware of the “objective” reality of the present situation in the therapist’s office, including the safety of that office. If the client seems unsure of the physical safety of the present situation, this issue should be addressed directly. Sometimes it is necessary, through observations, questions, and discussion, to help the client see that the fears that are being experienced in the present actually are the direct result of a past event, one which ended long ago and often took place far away. This cognitive orientation to present reality does not have to be accompanied by feelings of safety, but it should be clearly established in the client’s intellectual understanding.

3.    To further strengthen the person’s sense of present orientation, the therapist may ask a series of simple questions relating to the client’s present reality in the therapist’s office, with each client answer followed by a short set of eye movements. Examples might be, “Where are you right now, in actual fact?”, “What do you think of that picture over there?” or “Can you hear the cars going by outside?”, “Can you find the flaw in the design in this rug?”, “How many tissue boxes do I have in this room?” etc. When the client responds to these “dumb questions,” 
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the therapist says, “Think of that,” and initiates a short set of EM.  In addition, the client’s subjective sense of being present can then be strengthened by asking, “What’s good about being here right now, instead of somewhere else?”  Of course, it is much better to be in the relatively safe present than to be reliving a traumatic event, so (usually without much direction) the client is able to say something like, “I am comfortable here.” Or “I know I am safe here,” and this positive information can then be strengthened with additional EM. If the client is confused about why the therapist is asking these simple questions, the purpose can be explained – a firm grounding in present reality is an essential precondition for the use of EMDR to resolve old disturbing memories. 
One particularly useful method of assisting the client in orienting to present time is to engage in a game of “catch” with a pillow or a tissue. This seems to quickly and reliably reverse the derealization experience. The action of tossing an object back and forth pulls the person back to the present. Playing catch is an easily performed task, and seems to require the individual to neurologically activate the orienting response (OR) in order to follow the trajectory of the tossed object. We can speculate that this procedure reciprocally inhibits (Wolpe, 1956) the activation of excessive traumatic material, which in turn allows the client to be more aware of the actual safety of the therapist’s office. Other similar procedures are taking a drink of water, holding drop of water or an ice cube in the hand, or alternately humming a song and counting to ten. Each of these procedures can bring about a “state change” back to orientation to present safety, which then empowers the client to be able to proceed with processing trauma material.

4.
Through the use of the BHS, the therapist is able to assess the effectiveness of the CIPOS interventions. In this way, it can be insured that the client is remaining sufficiently grounded in emotional safety, so that reprocessing of the trauma can occur.  The BHS is a way of making sure the client remains safely in a zone of  ‘one foot in the past, one foot in the present.”

5.
When present orientation is sufficiently established, the client is asked if they are willing to go into their memory image for a very brief period of time (e.g. perhaps only two to ten seconds), with the therapist keeping track of the time. This is essentially a carefully controlled dissociative process. Immediately following the end of this period of seconds, the therapist instructs the client, using soothing but repetitive and emphatic words, to “Come back into the room now, OK, now come back here, just open your eyes, find your way back here now, that’s right, just open your eyes, etc.,” until the client’s eyes open and they are looking out into the room again.

6.
At this point, the therapist gives encouragement (“Good,” or “That’s right.”) and then resumes the CIPOS interventions, with statements like, “Where are you right now, in actual fact?” with the answers followed by short sets of eye movements.  The CIPOS interventions are continued until the client is able to report, using the BHS, that they are once again oriented towards the present reality of the therapist’s office.  At this point, Step 5 can be repeated.

7.
As this process continues, the client develops increasing ability to “stay present” as well as greater confidence and a sense of emotional control in confronting the disturbing memory. This opens the door to the use of the standard EMDR Desensitization procedures, i.e. of directly pairing Bi-lateral stimulation with traumatic material. 
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For Clients who are vulnerable to dissociative abreaction: 1) the Back of Head Scale (BHS) Assessment Method and 2) the Constant Installation of Positive Orientation and Safety (CIPOS) Method 

15 inches in front of face                                                                                Back of head                             <---------------------------------------------------------------------------------------------------------------------------

Fully present                                                                                                    Not Present, Fully Dissociated

