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Title

Developing a compassionate mind to enhance trauma-focused CBT with an adolescent female: A case study

Abstract
Background: Shame and disgust are often associated with post-traumatic stress disorder (PTSD) following interpersonal traumas such as sexual assault. It has been suggested that individuals with high levels of shame might do less well in standard cognitive behavioural interventions. 

Aims: To see whether applying compassion-focused therapy and developing a compassionate mind can enhance trauma-focused CBT in an adolescent with high levels of shame and disgust the way it has been shown to within the adult population. 

Method: This single case study describes how trauma-focused CBT was enhanced by compassionate mind training. It details work using this approach with an adolescent female experiencing shame and disgust-based flashbacks. Treatment was provided for 20 sessions over eight months. Symptoms of PTSD, depression and self-criticism, as well as the ability to self-soothe/reassure, were measured at assessment/start of treatment, mid- and end of treatment.  

Results: Clinically significant reductions in PTSD, depressive, shame and self-attacking symptoms were found between assessment and completion of treatment. Clinically significant increases in self-reassurance were also reported. Following treatment, symptoms of PTSD and depression were sub-clinical. 

Conclusion: This case study suggests that developing a compassionate mind alongside trauma-focused CBT may be beneficial to adolescents experiencing shame and disgust with consideration for the young person’s level of development and personal circumstances.  

Running head: Compassion and PTSD in adolescents 
Introduction

Over recent years, research has found that when adapted for the age and needs of the young person, the Ehlers, Clark, Hackmann, McManus and Fennell (2005) cognitive therapy treatment programme is effective in the treatment of post-traumatic stress disorder (PTSD) in children and adolescents (Meiser-Stedman, 2002; Smith, Yule, Perrin, Tranah, Dalgleish  & Clark, 2007). As with adults, treatments for PTSD in children and adolescents have emerged from the classification of PTSD as an anxiety disorder, thus tackling avoidance and working with fear is a primary focus. However, research has suggested that over 45% of emotions connected with PTSD may not be fear-based (Grey, Young & Holmes, 2002). Thus fear is often not the only emotion, or the most prominent, experienced by an individual. For some young people, in addition to the presence of fear-based emotions, significant levels of shame are experienced after a traumatic event (e.g. Feiring & Taska, 2005). This is important given that the presence of shame may have different implications for treatment when compared with fear-based emotions in PTSD (Lee, Scragg, & Turner, 2001; Lee, 2009). It has been suggested that individuals with high levels of shame might do less well in standard cognitive therapy (Covert, Tangney, Maddux & Heleno, 2003; Rector, Bagby, Segal, Joffee & Levitt, 2000). One explanation for this might be a tendency by these individuals to re-evaluate negative appraisals in a self-critical way, thus perpetuating feelings of shame (Harman & Lee, 2010; Lee, 2009). This is thought to occur due to a lack of emotional experiences of feeling cared for and soothed in early life (Gilbert & Irons, 2005). It is thought that individuals who have high levels of shame and self-critical beliefs have often lacked the emotional experience of feeling cared for and soothed at times of distress (Gilbert, 2010). Thus they can struggle with being compassionate towards themselves and believing any new perspectives generated in CBT as they have difficulty associating the thoughts with congruent emotional experiences (Lee, 2009). Not only does this suggest that individuals may benefit from the development of this skill in therapy, but evidence also suggests that this is possible (e.g. Gilbert & Proctor, 2006). Therefore individuals may benefit from compassion focused therapy (CFT) to develop emotional experiences of warmth and safeness via a range of techniques that focus on the attributes and skills of compassion (compassionate mind training) to enable alternative perspectives generated in CBT to be meaningful and felt (Gilbert, 2010). 

What is CFT?

There are many emerging models of compassion but Gilbert’s compassion-focused therapy has evolved for use with individuals suffering from complex and chronic mental health problems linked to shame and self-criticism (Gilbert, 2010, p.4). Its aim is to develop emotional experiences of warmth and safeness via a range of techniques that focus on the attributes and skills of compassion (compassionate mind training). Thus individuals can develop affect regulation, brain states and self-experiences that underpin the change process and enable alternative perspectives to be meaningful and felt (Gilbert, 2010). It draws on a range of theories and models, with heavy emphasis on attachment theory, and is described as a coming together of theories rather than offering an alternative or ‘new’ approach. 
Does CFT work with children and adolescents?

CFT is used transdiagnostically and there is emerging evidence of its effectiveness in enhancing the treatment of PTSD in adults with high levels of shame (Lee, 2009) as well as other psychological conditions (e.g. Gilbert & Proctor, 2006; Mayhew & Gilbert, 2008). The outcomes for the effectiveness of CFT are in their infancy and to the authors’ knowledge, there has been nothing written on how to apply CFT clinically to the population of children and adolescents. This report describes a case study where developing a compassionate mind was used to enhance trauma-focused CBT (TF-CBT) for the treatment of PTSD (Lee, 2012) and depressive symptoms in a 17 year old girl who was sexually assaulted at the age of 13. 

Case Presentation

‘Jodi’ (a pseudonym) is a 17 year old student who was referred to CAMHS by primary care psychology services for assessment of PTSD following a sexual assault that took place five years previously. Jodi was diagnosed with PTSD by the treating trainee clinical psychologist (LB) and consultant clinical psychologist (JW). She also presented with symptoms of depression. Additional supervision was received from another consultant clinical psychologist (DL). The most troubling symptoms for Jodi were her re-experiencing symptoms and thinking she had seen the alleged perpetrator of her abuse in her local area although when she had looked again she had realised it was a different man. She also said she struggled with her sleep and concentration being affected as she was at a critical juncture at school academically. Jodi struggled in assessment and treatment to discuss the incident and visibly curled her body up when reporting how sick and disgusted she felt about what had happened to her. She reported that she believed the assault was her fault and said she had used self-harming behaviours intermittently since the age of 13 to “punish” herself for being “weak”. She said following the use of self-harming behaviours that she “hates herself” and feels disgusted by what she has done. Jodi reported she recently told her mother about the assault but said she believed her mother’s response confirmed her belief that she was to blame. Jodi reported that it was difficult to get out of bed some days, concentrate at school, and that she often felt fatigued. She reported an upbringing where she felt unsupported or cared for at difficult times and became tearful when discussing how alone she felt in managing her symptoms. Listening to her account, it appeared that growing up her emotional needs had been ignored and neglected. This ‘drip drip’ effect of the absence of emotional warmth and care can have significant consequences on a child’s ability to develop self-soothing skills (Bowlby, 1988; Schore, 2001).
Jodi reported trying supportive counselling at the age of 16, however she reported that she felt judged and not listened to and so ended this as she thought the therapist did not believe her and secretly thought the assault was her fault.   
Measures 

PTSD: Post Traumatic Diagnostic Scale (Foa, 1995). 
 
Depression: Beck Depression Inventory (BDI-II; Beck, Steer & Brown, 1996).

Shame and Disgust: The ‘Other as Shamer Scale’ (OAS; Goss, Gilbert & Allan, 1994) is an 18 item self-report measure that was used to assess how Jodi believed she lived in the mind of others (external shame). 
The ‘Forms of Self-criticising/Attacking and Self-reassuring Scale’ (FSCRS; Gilbert, Clark, Hempel, Miles & Irons, 2004) is a 22 item self-report measure that looks at internal shame; self-criticism (the inadequate self and the hated self) and the ability to self-reassure (the reassure self) at times of difficulty. 

Treatment

Overview

Jodi received the equivalent of 20 one hour sessions in total. Four of these comprised of sessions lasting 1.5 hours. Towards the end of treatment, sessions were reduced in frequency to one session every fortnight or three weeks, which allowed for treatment gains to be consolidated. Treatment was based on TF-CBT (Ehlers et al., 2005; Smith et al., 2007) and compassion focused therapy (Gilbert, 2010; Lee, 2012). This review will focus on the aspects of standard TF-CBT that were enhanced by applying CFT, namely; using a compassionate-led formulation to explore how shame and self-critical dialogues maintain PTSD and how to up-date a disgust-based flashback. Much work was also dedicated to developing Jodi’s compassionate mind. 


Key targets in treatment: 

1. For Jodi to know it was not her fault for both the assault and her subsequent coping.

2. To identify the flashbacks, hotspots and visceral feelings associated with these. 

3. To work out the visceral updates needed and develop these via discussion and modelling of the attributes and skills of compassion so as to build up Jodi’s ‘compassionate mind’. 

4. To viscerally update the disgust- and shame-based flashbacks.
In addition, the standard elements of PTSD work were completed. For example, re-claiming work was completed early on where Jodi was encouraged to re-engage with activities she had stopped doing since the traumatic event due to her levels of withdrawal and low mood (Ehlers et al., 2005; Smith et al., 2010). Jodi’s trauma account did also contain some hotspots associated primarily with fear (e.g. “he’s going to injure me severely and I’ll be damaged forever”) which were up-dated using the enhanced re-living paradigm (Ehlers et al., 2005; Smith et al., 2010).
Formulation 
Using a compassionate formulation (Figure 2) we discussed how early memories lead to Jodi developing fears about how she lived in the mind of others and how she viewed herself. Her symptoms and behaviours (e.g. withdrawal, self-harm) were viewed as a set of strategies to manage these internal and external sources of threat and the resultant shame state. However, these strategies had the unintended consequences of perpetuating Jodi’s self-attacking dialogue and reinforcing and exacerbating her shame state.
Every time Jodi experienced a flashback she would re-visit these feelings of disgust and shame and experience an increased number of self-critical dialogues. She described “punishing” herself by self-harming but it became clear that Jodi did not know what to do with these painful emotions that arose in the flashbacks and would self-harm to cope with such painful emotions. Her self-harm only served to perpetuate her shame state as she would then reflect critically on her coping methods and was unable to access other self-soothing mechanisms or associated feelings. Thus, re-living her trauma and attempting to update hotspots without the development of an alternative feeling to end the shame state would simply lead to the exacerbation of shame and disgust (see Figure 3) rather than reduction of the emotion over time as would be predicted by the cognitive model of PTSD (Ehlers et al., 2005).
The formulation suggested that Jodi a) lacked beliefs that were soothing and supporting and b) did not have access to emotional states to make any new beliefs generated meaningful. Consequently, traditional CBT techniques would not necessarily lead to a shift in affect. Enabling Jodi to develop compassionate feelings and compassionate beliefs had the potential to greatly enhance TF-CBT.
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Psychoeducation

During the psychoeducation phase of treatment, particular attention was paid to the key insights of the compassionate mind evolutionary model to develop Jodi’s compassionate resilience (Gilbert, 2010; Figure 4). This was done alongside providing a rationale and psychoeducation about trauma focused CBT work (Smith et al., 2010).

Lee (2012) describes the use of a series of stages to develop a compassionate mind; compassionate insight, compassionate motivation, compassionate feelings and using the resulting compassionate mind set to problem solve and re-evaluate shameful and difficult life experiences. For instance, in Jodi’s case we adapted these stages to be developmentally appropriate and used a novel analogy (baking a cake) to socialise her to these insights. For example, if one baked a cake without certain key ingredients (i.e. enough appropriate care giving experiences) it may look the same on the outside but it may taste very different inside (not able to access the self-soothing or compassion systems). Using this analogy we were able to help Jodi see that although she was fed and clothed, the vital ingredients of emotional validation and nurturing were, for her, missing. Jodi learnt that as she had no choice or control over her early experiences, or her developing brain, the unintended consequences of lacking skills in self-soothing were not her fault. As Dr Lee said in supervision, “if it’s [emotional self-soothing skills] not on your family curriculum, you’re not going to learn how to do it, and if you’re not taught it, how are you meant to know it exists or how to do it!” (D. Lee, personal communication, March 6th 2011).
Developing these insights allowed Jodi to realise that the assault, and how she had coped since, was not her fault. She realised she was doing the best job she knew how to do in managing her emotions, although there were undesired, unintended consequences for her (e.g. she never got to learn how to manage/talk about her emotions without self-harm, lived with scarring on her arms). As Jodi had a keen interest and skill in music, we likened the process to that of being able to play a complicated piece of music with relatively little anxiety; if someone had never been taught or shown how to play the instrument, had never been supported through the ups and downs of practicing and making mistakes, is it their fault they are unable to play a complicated piece of music? With a musical instrument the person may be able to look around and see how others are managing it and attempt to learn this for oneself. However, we discussed that when thinking about regulating emotional distress, how can one possibly see inside others to even have a guess at how to do this for them self  if they have not had that emotional experience that has taught them how to self-soothe? 
The key message here was that it was not Jodi’s fault and that she was doing the best job she knew how to do in managing her emotions, although there were undesired un-intended consequences. In other words, through no fault of her own, her default position would often be to live and act from within the ‘threat zone’ in Gilbert’s ‘3 circle model’ because this had been over developed alongside her ‘self-soothing zone’ being under-developed. In addition we spoke about how Jodi’s ‘drive zone’ had also been over-used as one way to manage her ‘threat zone’ (e.g. by over achieving academically Jodi was able to quieten some of her self-critical thoughts). This was drawn for Jodi to see visually (Figure 5) and we used the labels of ‘red zone’, ‘green zone’ and ‘blue zone’ as a short hand throughout therapy (Lee, 2012).
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Up-dating a disgust-based hotspot
In order to break the maintenance of her shame state and PTSD, Jodi needed to be able to access her self-soothing or her compassion system (that was being developed through CMT) to elicit a congruent emotional experience to her alternative beliefs that that attack was not her fault and that she was not to blame. We addressed a particular disgust-based hotspot. Firstly, psychoeducation around disgust as being a normal and healthy threat-based response to the assault was done by highlighting that the ‘old’ part of the brain (Gilbert, 2010) was taking over at this time. We discussed how disgust is a basic human emotion that is there to keep one safe. For example, babies naturally spit out and demonstrate disgust when experiencing something foreign, like new food, entering their bodies. The key point was that feeling disgusted (old part of brain) does not equal that one is disgusting (new part of brain trying to interpret and make sense of feeling) (Gilbert, 2010; Lee, 2012).  
In order to develop an alternative visceral feeling to disgust (threat-based emotion), compassionate mind training was continued to develop Jodi’s compassionate feelings (Lee, 2012). This was done via a range of exercises, many of which utilised imagery work. Prior to imagery work, an idiosyncratic analogy of virtual babies that Jodi and her class had been given to look after, was used to explore the attributes (sensitivity, sympathy, empathy) and skills of compassion (compassionate attention, compassionate behaviour) by asking Jodi to think about what a newborn baby needs in addition to their basic needs being met (Gilbert, 2010).  Perfect nurturer imagery was also used to aid this process (Lee, 2005; Lee, 2012). In this, Jodi imagined her ideal compassionate other, their facial expression, their tone of voice and their behaviour in order to practice generating compassionate feelings for herself. This was completed as it has been shown that imagery affects brain chemistry as powerfully as actual experiences (Longe et al., 2010). For example, imagining a meal stimulates the limbic system to secrete saliva and stomach acid the same way as having an actual meal placed in front of you would. Thus Jodi was able to change her physiological state via this imaginal process.  Jodi described this process as calming and soothing and said she was able to find herself in a place of safeness where music and being held were key features in her image. To develop this feeling, compassionate sensation work (Gilbert, 2010) was used. For example, Jodi drew on a picture of a body where and what compassion felt like. It was important to strengthen the compassionate self in conjunction with validating the disgust Jodi experienced. The key was to explore the disgust through the eyes of the compassionate self. 

An alternative approach would be to have Jodi chose a chair to represent her disgust and one to represent her compassionate self. This approach draws on Gestalt ideas and being able to externalise the disgust (Gilbert, 2010). In this approach, Jodi would have begun by exploring the thoughts, actions, feelings and memories associated with the disgust and then switch to another chair and explore the disgust through the eyes of her compassionate self. The idea behind this being that the compassionate self is strengthened but the disgust is also validated.  
Now that Jodi was able to access congruent emotional experiences to her beliefs that the assault and her ways of responding was not her fault and that even though the event may have left her feeling disgusted, she was not disgusting, we were able to complete a visceral up-date to her disgust-based hotspots using the enhanced reliving paradigm (Lee, 2012). Prior to up-dating, a script was developed with Jodi using her compassionate mind and how she now viewed the disgust through the eyes of her compassionate self. The script focused on how she would like to feel in the hotspot moment instead of disgust. We discussed what this alternative feeling would look like, what she would like to say to herself in that moment as her compassionate other, how she would say this to herself, where she would feel it in her body and what colour it would be.
To up-date the hotspot I first asked Jodi to bring to mind her perfect nurturer to elicit feelings of compassion and warmth within herself (Lee, 2005; Lee, 2009). We then re-visited the disgust hotspot within her trauma memory and used this alternative feeling and the rehearsed script to soothe and tolerate the emotion of disgust so it could dissipate (Lee, 2012). Jodi was very upset during the up-dating. We discussed how she was recognising the losses as a result of the assault and feeling the appropriate and understandable sadness for what had happened to her rather than attacking herself for it. Importantly, sadness is not threatening to the brain and hence, over time Jodi would process this emotion (Gilbert, 2010). To aid her with this, Jodi chose to find a piece of music to capture and represent the sadness she now felt and mark the loss of aspects of her adolescence; we listened to this together in our session. 

Treatment Outcome
PTSD

Results show that Jodi experienced a decline in her PTSD symptoms from assessment to completion of treatment which was indicative of a change from ‘severe’ levels of symptoms of PTSD to ‘mild’. Based on the DSM-IV criteria, Jodi no longer met the diagnostic criteria for PTSD. 

Depressive symptoms

There was a decline in Jodi’s depressive symptoms from assessment to completion of treatment indicative of a change from ‘moderate-severe’ symptoms of depression to symptoms considered to be in the ‘normal’ range. In addition, Jodi reported that she had stopped using self-harming behaviours. Instead, she would either use compassionate imagery when she felt distressed to access ideas on what her ‘compassionate other’ would do, or would use music to self-soothe and bring down her levels of emotion before thinking through what to do (e.g. talk to someone). 
Shame and disgust 

There are no established scale interpretations for these measures. However, results indicated clinically significant increases in Jodi’s ability to reassure and comfort herself and clinically significant decreases in how much she hated herself and believed she was inadequate. These are similar changes to those found when using compassionate approaches in treating other disorders (e.g. Gilbert & Proctor, 2006).   

For Jodi, the biggest change was reflected in a compassionate letter to herself where she wrote that she did not need to hurt herself anymore as “you don’t deserve it”. The realisation that things were not her fault but that she could take responsibility for the un-intended consequences was key for her and was reflected in her score for ‘hated self’ which fell to 0. 
Table 1: Outcome measures
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Discussion and Reflection
This case aims to illustrate the usefulness of undertaking compassionate mind training to enhance TF-CBT with adolescents. Given no known literature exists on this topic, the outcomes here are promising in terms of adapting CFT approaches to use with adolescents. It was decided therapy would adopt a compassionate approach for a number of reasons including the history Jodi reported, the levels of disgust and shame she presented with and as Jodi took initial psychoeducation (e.g. about the freeze response) as logically making sense but not changing how she felt about the attack or impacting on her beliefs about her response and coping since (“I see what you’re saying but.....”). It became clear over initial sessions that Jodi felt she had never been accepted by her parents and lacked experiences of feeling validated and cared for and one of the most powerful parts of the intervention was the compassionate mind evolutionary formulation. It was only after the compassionate formulation, some sessions into therapy, that Jodi disclosed that she had not been raped (as previously stated in the referral) but was sexually assaulted. Jodi made sense of this difference as rape being “more severe” than sexual assault. She had believed I would have ended treatment with her (reject her) if I had found this out. 

In addition, CFT was able to develop self-soothing dialogues and a compassionate sense of safeness and warmth that Jodi was then able to access in order to end her feelings of current threat and state of shame. These had, in part, been maintaining her PTSD, depression and self-harm. Formulating this with Jodi in the ‘3 circles’ diagram (Gilbert, 2010) helped her visually see how and why self-criticism kept her in the threat circle. Results suggest that spending time developing alternative emotional states in young people who are unable to feel differently about themselves may be beneficial when updating shame- and disgust-based flashbacks, where one is often overwhelmed by the intense visceral feeling despite a ‘logical’ cognitive up-date. Reviews of the measures used, especially the PDS, support existing literature and the evidence base for treating PTSD in adolescents using TF-CBT (Smith et al., 2007). However, this study extends our understanding about when and how the enhanced re-living paradigm is used in adolescents experiencing significant shame and disgust. Throughout assessment and treatment, consideration of systemic issues, general life functioning and support systems available to the young person are essential when considering the appropriateness of this work. For example, as Jodi was still living with her mother, it was important to consider including her mother in sessions. Although we were able to re-appraisal Jodi’s mother’s response to her disclosing the sexual assault, Jodi’s mother did not come to any sessions even though she was invited. Thus, as well as being able to soothe herself, Jodi was able to consider who in her life she could connect with to meet different needs at times of distress, recognising her mother may not be able to meet her needs in this area.
This case study mirrors the benefits found when using a compassionate approach with adults to enhance standard TF-CBT (Lee, 2009). It raises the importance of assessing for the potential role of shame and disgust in children and adolescents, recognising that high levels of shame and self-criticism can have implications for treatment. Shame cuts individuals off from forming the affiliative relationships both in and out of therapy which we all need in order to feel forgiven, accepted, understood and validated. The therapeutic relationship with Jodi was crucial to develop and model a supportive, understanding, affiliative relationship and was crucial to help Jodi see the importance of developing and enhancing an affiliative relationship with herself and others in order to help regulate threat. However, Jodi, as with many other individuals with high levels of shame, could easily experience others as judging and would worry they would believe that she was disgusting and did not “deserve” empathy. Therefore pacing of therapy and the empathic stance of the therapist was key and eliciting constant feedback from Jodi was essential. For example, Jodi developed a blog which she updated with her struggles and sometimes this was her method of communication about aspects of her presentation she felt ashamed about. Thus it was important for the therapist to keep aware of this medium of communication. 

This case also raises the issue that pursuing prolonged exposure (Foa & Kosak, 1986) or enhanced re-living (Ehlers et al., 2005) with individuals who are highly self-critical and stuck in a state of shame can potentially be re-traumatising if the individual has no access to an experience of feeling forgiven, understood, validated and accepted as the shame state is reinforced over and over. When undertaking TF-CBT with adolescents, it may be useful to pay attention to how the young person says any alternative perspectives to themselves in their head to help identify critical self-talk (Gilbert, 2010). 

Although most of the measures used in this study were well validated and widely used in clinical practice, further research is needed to develop and validate measures looking at shame, self-attacking and the ability to reassure and soothe oneself in young people under 18. There are many facets to compassion and being compassionate is associated with more self-reassurance, less self-attack and more self-soothing which the measures used in this case capture. This case may have been enhanced by collecting baseline symptom data and completing a follow-up. However in this case, Jodi was assessed and offered treatment the next week so no substantial baseline was established. Further, follow-up data was unable to be collected as the therapist had left the service and Jodi turned 18 and lost contact with the service. 
The application of compassion with adolescents and children is an evolving area and future work needs to address questions concerning what age groups and abilities compassionate approaches may be useful for in those under 18. Research with larger samples is needed to evaluate TF-CBT treatment using a compassionate focus in order to generalise any of the findings obtained here, but perhaps the most useful first step would be generating a small case series of this treatment approach. 
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Figure 3: The role of shame and disgust in the maintenance of PTSD (Gilbert, 2010; Lee, 2012).











Figure 2: Compassionate formulation (Gilbert, 2010). 








Figure 4: Key points of the compassionate mind evolutionary model


Firstly, a focus was placed on the fact that the human brain is threat-focused and has evolved to become more complex over many years (there is the ‘old’ brain and the ‘new’ brain). 


Second, the human brain regulates threat through accessing various systems including the self-soothing or compassion system (The ‘3 circles’ diagram; see Gilbert, 2010). 


Third, in order to access self-soothing and regulate threat, the human brain needs experiences of care giving in order to internalise these experiences and lay down emotional memories to later access.





Figure 1: Session by session overview


Sessions 1-5: Further assessment, shared compassionate formulation. “It’s not your fault” focus. Rationale for trauma-focused work (Smith et al., 2010).


Session 6: Initial re-living identification of shame and disgust but also fear-based hotspots. 


Session 7-12: Compassionate mind training (Gilbert, 2010) / cognitive restructuring of fear based hotspots.


Session 13-14: Re-living and up-dating of both fear-based and shame- and disgust- based flashbacks.


15-16: Stimulus discrimination work, work on identifying triggers, experiments to confront triggers and drop safety-behaviours. ‘Diagnostic re-living’ of full trauma memory to ensure processing.


17-18: Blueprint and relapse prevention work.





Figure 5: How Jodi’s ‘3 circle model’ looked in therapy











� Considering that a transition to adult services may be required as Jodi was going to turn 18 within the next 6 months, it was considered appropriate and meaningful to use the PDS to aid the assessment of PTSD. 








Historical influences, including the assault



Emotion shame memories



Self as deserving of criticism and disgusting. Others as looking down on self and distancing themselves.  

Key fears



External: 

In the mind of others I exist as not good enough, at fault for what happened and unimportant, therefore others will reject me.



Internal: 

I am unable to change my inadequacies and am weak and disgusting. The pain of being rejected.

  



Safety/defensive behaviour



External: 

Avoid getting close to others/bottle things up.



Internal: 

Self-harm to manage emotions. 

Unintended Consequences



External:

Never learn to deal with/reflect/talk about emotions



Internal:

Further self attacking thoughts about self and coping (scarring contributes to this).







Self attacking
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Types of Affect Regulator Systems
(Paul Gilbert)





Incentive/resource focused, seeking and behaviour activating

(Jodi = over achieving  at school)

Affiliative focused, soothing/safeness

(Jodi = 

under developed)

Threat-focused 

safety seeking, activating/inhibiting



 (Jodi = disgust, shame, fear, 

self-harm)















Anger, anxiety disgust



Drive, excite, vitality



Content, safe, connect
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Sense of current threat 



Self-critical dialogue (It was my fault, I’m disgusting, others think I am to blame, I hate myself)  



Shame and disgust 

Maintains
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