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“Tapping into the analytic wisdom of their left brains and the intuitive wisdom of
their right brains, the husband and wife team of Gregor and Masa Zvelc have co-
created a profoundly humane, heartfelt, tender, and lovingly crafted masterpiece.
Seamlessly interweaving theory and practice, Integrative Psychotherapy highlights the
healing power of relationally focused treatments that privilege mindful awareness,
compassion, acceptance, shared conscious presence, and co-regulation. Their
holistic approach, at once inspired and inspiring, features the freshly revitalized,
neurobiological concept of memory reconsolidation, which creates opportunity
for rewiring the brain and updating mental schemas about self, others, and the
world. Truly a gem of a book!!”
—Martha Stark, MD, faculty, Harvard Medical School, co-founder /
co-director / faculty, Center for Psychoanalytic Studies,
award-winning author of 8 books on psychoanalytic theory and practice,
including Relentless Hope: The Refusal to Grieve

“Integrative Psychotherapy defines the most therapeutically astute utilization of mind-

fulness and compassion I've seen, because it goes beyond creating awareness of

one’s existing, limiting patterns to engage the brain’s empirically confirmed pro-

cess of transformational change through memory reconsolidation. The entire

methodology is transdiagnostic and transtheoretical, so it is a broadly integrative

framework with deep experiential process and active, respectful cultivation of the
client’s unique world of meaning.”

—Bruce Ecker, LMI'T, Coherence Psychology Institute co-director,

co-creator of Coherence Therapy, and coauthor of Unlocking the Emotional

Brain: Elimanating Symptoms at Their Roots Using Memory Reconsolidation

“Gregor and Masa Zvelc offer a thoughtful, finely layered account of the theory
and practice of mindful, compassionate integrative psychotherapy. Numerous rich
illustrations of therapeutic dialogue vividly demonstrate the ‘science’ and ‘art’ of
integrative psychotherapy. They highlight how a sensitive, accepting, mindful and
compassionate therapeutic relationship helps clients explore themselves more
deeply towards integrating forgotten parts. This is an ideal textbook for students
seeking a coherent and comprehensive, yet gentle, model of psychotherapeutic
integration, while experienced therapists will value the knowledgeable and scho-
larly references to contemporary theory and research.”
—Dr Linda Finlay, Integrative Psychotherapist in
private practice, United Kingdom



“Here, introducing MCIP, is a goldmine of theories, ideas, research findings,
quotations — beautifully described and discussed by the authors in a very acces-
sible way. There are also simple but meaningful models to explicate the practice
of MCIP, such as the five step process of change and the Diamond Model of the
Observing Self. The book introduces an approach to psychotherapy that truly
integrates mindful and compassionate practices and attitudes into a reparative
relationship-orientated model, which is a vibrant, immediate and moving. It is a
marriage of erudition and love!”
—Professor Charlotte Sills, Ashridge Business School
and Metanoia Institute, United Kingdom

“This book presents a framework for understanding the curative process of psy-
chotherapy. Integrative Psychotherapy really does integrate the essential princi-
ples of personality functioning and treatment (The Model of the Four States of
Consciousness). Further there is a brilliant presentation on the importance of the
therapeutic relationship and how clinicians, in their own being, are an essential
part of therapy; and the fundamentals of the change process. This is essential
information for the experienced clinician as well as beginning psychotherapy stu-
dents. The book is well written in a clear and concise way by two very experi-
enced clinicians.”

—Roger M. Solomon, PhD, senior faculty, EMDR Institute



Integrative Psychotherapy

Integrative psychotherapy 1s a groundbreaking book where the authors present
mindfulness- and compassion-oriented integrative psychotherapy (MCIP) as an
integration of relational psychotherapy with the practice and research of
mindfulness and compassion.

The book elucidates an approach which is holistic and based on evidence-
based processes of change related to the main dimensions of human experience.
In this approach, mindfulness and compassion are viewed as meta-processes of
change that are used within an attuned therapeutic relationship to create a pow-
erful therapeutic model that provides transformation and growth. The authors
offer an exciting perspective on intersubjective physiology and the mutual
connection between the client’s and therapist’s autonomic nervous systems.

Comprised of creatively applied research, the book will have an international
appeal amongst psychotherapists/counsellors from different psychotherapy
traditions and also students with advanced/postgraduate levels of experience.

Gregor Zvelc, PhD, is an associate professor of clinical psychology at the Uni-
versity of Ljubljana. He is a Certified International Integrative Psychotherapy
Trainer & Supervisor (CIIPTS) and Teaching and Supervising Transactional
Analyst (T'STA). He is the co-founder and director of the Institute for Integrative
Psychotherapy and Counselling, Ljubljana.

Masa Zvelc, PhD, is a Certified International Integrative Psychotherapy Trai-
ner & Supervisor (CIIPTS). She is co-founder and co-director of the Institute for
Integrative Psychotherapy and Counselling, Ljubljana, where she has a psy-
chotherapy and supervision practice and leads training in integrative psychother-
apy and supervision.
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Series preface

This series focuses on advanced and advancing theory in psychotherapy. Its aims
are: to present theory and practice within a specific theoretical orientation or
approach at an advanced, postgraduate level; to advance theory by presenting
and evaluating new ideas and their relation to the approach; to locate the orien-
tation and its applications within cultural contexts both historically in terms of the
origins of the approach, and contemporarily in terms of current debates about
philosophy, theory, society and therapy; and, finally, to present and develop a
critical view of theory and practice, especially in the context of debates about
power, organisation and the increasing professionalisation of therapy.

When I initiated this series 20 years ago, I was keen to commission a volume on
integrative psychotherapy but, for various reasons, one was not forthcoming and I
put this particular project on the back burner. Now I'm glad I did and I'm even
more glad that, subsequently, I met Gregor and Masa Zvelc, got to know them and
their ideas, and asked them to contribute this particular volume to the series. Inte-
grative psychotherapy is now an approach or modality in its own right, as reflected in
the increased literature on the subject and the number of training programmes that
take an integrative approach. At the same time, by advancing the concept of inte-
gration, Integrative psychotherapy invites, even insists on a meta-perspective. The
meta-perspective that the authors advance in this volume is that of a mindfulness-
and compassion-oriented approach in which both mindfulness and compassion are
viewed as meta-processes of change that are enhanced within the psychotherapeutic
relationship. The book covers an astonishing range of ideas, including those about
the self (observing/transcendent), consciousness (mindful and nondual), awareness
(also nondual), change (based on evidence-based processes), growth and development
(which includes the spiritual), and much more. The book is very well-organised: fol-
lowing an introduction to the field of integrative psychotherapy, the authors take the
reader through a logical progression and unfolding of concepts and theories based on
relational perspectives (on psychotherapy, the mind, and schemas) before outlining
and 1illustrating the methods and interventions of their mindfulness- and compassion-
oriented approach to integrative psychotherapy. In doing so, the authors provide a
detailed account of a mindful and compassionate integrative clinical practice, which
1s both thoughtful and reflective, whilst also advancing the theory of integrative psy-
chotherapy, and, thereby, fulfilling the brief of the series.

Keith Tudor
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Introduction

1 dreamt that people from all over, from all religions and spiritual traditions, were gathering in the
streets of my home town. They joined together in their prayer, meditation and contemplation.

This dream came to me (Masa) about a week before I was due to lead a round
table discussion on the future of integrative psychotherapy at the European con-
ference of integrative psychotherapy in 2015. Before I had this dream, I had been
wondering what to say. The dream revealed to me the basic values of integrative
psychotherapy: the attitude of togetherness, connectedness, openness, and respect
towards each other. In my dream, we all felt that despite the differences, in our
hearts we are all the same; we are all facing similar struggles and holding similar
hopes. 1 felt I belonged there.

It was the spirit of integrative psychotherapy — learning from one another,
sharing our knowledge and wisdom for the sake of the people. This spirit can be
compared with the light of a candle: the flame of one candle may light many
other candles so that the room becomes much brighter; and the flame of that first
candle, which initially shared its light, does not vanish. It shines on with the rest
of the lighted candles. And together, the light is stronger.

We have written this book over the course of one year and a half, but the
journey of this book and our quest for integration started more than 20 years ago.
At that time we were young psychologists, having experience in different psy-
chotherapy schools: psychoanalytic psychotherapy, transactional analysis and
cognitive-behavioural therapy. We were struggling with how to fit all this knowl-
edge together. Then in 1999, we were introduced to relationally focused inte-
grative psychotherapy by Richard G. Erskine in his workshop at the World
Congress for Psychotherapy in Vienna. We were fascinated and touched by a
gentle, deep, respectful, and compassionate approach to psychotherapy that
valued and integrated different approaches. In the workshop, we witnessed the
power of accepting awareness and compassion for transformation and growth.
Relationally focused integrative psychotherapy gave us a new perspective with its
focus on internal and external confact, which later become known as a major
paradigm shift towards mindfulness and compassion. Instead of trying to change
the client, this approach, through acceptance and valuing the client’s phenomen-
ology and their protective mechanisms, helps the client to go deeper into their
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world and integrate long-forgotten parts of self. Our journey towards integration
had begun and is still continuing today.

We have been providing training in relationally focused integrative psy-
chotherapy for the past 16 years. During this time, we have been in further pro-
fessional training and workshops in different psychotherapy approaches including
the developmental-integrative approach (Evans & Gilbert, 2005), acceptance and
commitment therapy (ACT) (S. C. Hayes et al., 2012), emotion-focused therapy
(EFT) (Greenberg & Watson, 2006), EMDR (F. Shapiro, 2001), relational trans-
actional analysis (Hargaden & Sills, 2002), and accelerated experiential dynamic
psychotherapy (AEDP) (Fosha, 2000b). We were also inspired by a number of
authors who have written about trauma therapy (Levine, 1997; Ogden et al.,
2006; Rothschild, 2000), the model of resolution of alliance ruptures (Safran &
Muran, 2000) and polyvagal theory (Porges, 2011). On a personal level, we have
been long-time practitioners of mindfulness, and have a long-standing interest in
various spiritual traditions.

All these influences have transformed us and our work and have led to the
development of mindfulness- and compassion-oriented integrative psychotherapy
(MCIP). In this process we have further developed and integrated relationally
focused integrative psychotherapy with practice, theories, and research in mind-
fulness and compassion. MCIP particularly integrates acceptance and commit-
ment therapy (ACT) and knowledge from other third-wave behavioural
approaches. The emergence of mindfulness- and compassion-oriented approaches
has led to a paradigm shift in cognitive-behavioural approaches, and we think
there is an increasing need to connect these ideas with other psychotherapy tra-
ditions. MCIP fulfils this need and provides integration of relationally focused
integrative psychotherapy with mindfulness and compassion.

We have to emphasise that in our approach, mindfulness and compassion are
viewed as meta-processes of change that are enhanced within the psychother-
apeutic relationship. The primary task in MCIP is to invite the client to bring
mindful awareness and compassion to their inner experience or parts of self. This
promotes both greater psychological flexibility and transformation of dysfunc-
tional schemas. Although we may teach clients some mindfulness exercises, this is
not the primary focus in our approach. In MCIP, the qualities of mindfulness and
compassion are at the heart of the therapeutic relationship.

In this book we provide a synthesis of knowledge, which advances the theory
and practice of integrative psychotherapy. The book consists of three main parts:
(1) Introduction to imtegrative psychotherapy, (2) Concepts and theories, and (3)
Methods and interventions.

Part I introduces mindfulness- and compassion-oriented integrative psy-
chotherapy (MCIP). In Chapter 1, “Development of mindfulness- and compas-
sion-oriented integrative psychotherapy”, we introduce psychotherapy integration
and relationally focused integrative psychotherapy. We also describe the funda-
mental principles of MCIP.

In Chapter 2, “Evidence-based processes of change in integrative psychother-
apy”, we describe MCIP as a process-based therapy, which is founded on
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scientific research into the processes of change in psychotherapy. We present the
integrative model of processes of change that describes evidence-based processes of
change related to different dimensions of human experience: interpersonal, cog-
nitive, affective, physiological, behavioural, spiritual, and systemic/contextual.
Mindfulness and compassion are in the model presented as meta-processes of
change that enhance all other described processes. We review the psychotherapy
research studies related to each process of change. The model helps the therapist
to track the client’s experience from moment-to-moment and encourage the
appropriate process of change. As Goldfried (1980) suggests, processes of change
are at the level of abstraction between theory and interventions and so this
chapter could have been included as a separate part of the book between Part II
(concepts and theories) and Part III (methods and interventions). However, we
decided to include this chapter in the first part of the book, as it is the basis for
understanding the processes of change in all the subsequent chapters of the book.

Part II describes the fundamental theories and concepts of MCIP that are the
basis for therapeutic methods and interventions. In Chapter 3, “Mindfulness and
compassion in integrative psychotherapy”, we differentiate between two main
senses of self: the personal sense of self, which is related to our personal identity and
self-narrative, and the observing/ transcendent self. We describe the observing/trans-
cendent self as awareness itself that is subjectively experienced as the experience
of being and manifests in qualities of mindfulness, compassion, interconnection,
and spirituality. We present the diamond model of the observing self, which describes
the observing self and its relation to the main dimensions of human experience.
The model describes four core processes of mindful awareness and compassion:
present moment awareness, acceptance, decentred awareness, and compassion.
We also introduce the model of the triangle of relationship to internal experience that
describes three main relationships to internal experience: being merged with the
experience, being distanced from the experience, and being a loving witness to
our experience. The essential aim of MCIP is that the client during therapy
activates the observing self and becomes a loving witness to their experience.

In Chapter 4, “Integrative psychotherapy as relational psychotherapy”, we
describe how MCIP as a relational form of psychotherapy views the client and
therapist as a system of mutual influence. We present the integrative model of
interpersonal relationship that helps us to understand our clients in terms of
interpersonal functioning. One of the goals in MCIP is that clients develop the
capacity for subject relations, which is seen in qualities of autonomy, connected-
ness, and mutuality. We emphasise the moments of shared conscious presence that can
emerge when both the client and the therapist are in touch with the observing self
and are fully present with each other.

In Chapter 3, “Relational mind and intersubjective physiology”, we emphasise
the significance of the intersubjective physiological field between the therapist and
the client. We stress the importance of the therapist’s physiological state during
the therapy session. We discuss the importance of three pathways of the auto-
nomic nervous system (ventral vagal, sympathetic, and dorsal vagal) and related
autonomic states, based on Porges’ polyvagal theory. We also review the research
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into interpersonal physiology and its importance for psychotherapy practice. We
discuss the positive and negative aspects of physiological synchrony in the ther-
apeutic relationship, the importance of therapist self-regulation and regulation of
the client. We highlight the therapist’s mindful awareness during therapy for the
regulation of their own and the client’s physiological states.

In Chapter 6, “Relational schemas and memory reconsolidation”, we describe
the concept of relational schemas as a fundamental construct in MCIP that pro-
vides us with an understanding of the client’s inner relational world and how this
world impacts the relationship with others. We discuss how the change of dys-
functional schemas occurs through the process of memory reconsolidation and
describe how mindfulness and compassion are crucial in this process. This chapter
includes material from the article “Between self and others: Relational schemas as
an integrating construct in psychotherapy”, written by Gregor Zvele and pub-
lished in 2009 by the Transactional Analysis fournal. This earlier material has been
re-worked and updated in the light of the contemporary theory of memory
reconsolidation and our views regarding the importance of mindfulness and
compassion for working with schemas.

In Chapter 7, “Beyond ordinary unhappiness: From personal to observing
self”, we discuss the differences between the two main senses of self: the personal
sense of self and the observing/transcendent self. The personal sense of self is an
expression of the self-narrative that is continually self-reinforcing and maintaining
itself. We propose that all human beings suffer from ordinary unhappiness, which is
the result of identification with our personal sense of self. Because of identification
with the personal sense of self, people feel fundamentally separate from each
other, live unconsciously according to their life-story, are preoccupied with
themselves and experience loss of the present moment. We also present the self-
narrative-system, which is a diagnostic and treatment planning tool that helps us to
understand the client in terms of their self-narrative. The model shows how the
person is living their internalised life-story and how they are continually reinfor-
cing it in their life. We propose that activation of the observing self helps us to
develop a mindful and compassionate relationship with our personal sense of self
and overcome ordinary unhappiness. We further propose that a change of self-
narrative paradoxically happens through mindful awareness and self-compassion.

In Chapter 8, “The multiplicity of mind, states of consciousness, and treatment
planning”, we present the model of the four states of consciousness (FSC). The
model describes four different states of consciousness: restricted consciousness,
Adult state of consciousness, mindful state of consciousness, and nondual aware-
ness. The model helps us to understand the client in terms of their self-states and
how activation of the client’s mindful state of consciousness is crucial for the
transformation of their personal sense of self. In the chapter, we also present the
main phases of MCIP that are crucial for treatment planning.

In Part III, we present the practical methods and interventions of MCIP. In
Chapter 9, “Methods of relational mindfulness and compassion”, we present the
keyhole model of relational mindfulness and compassion, which describes how mindfulness
and compassion can be enhanced by the relational methods of inquiry,
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attunement, and involvement. The model provides integration of Richard Ers-
kine’s Keyhole model with mindfulness and compassion processes. We provide
examples of interactions between the client and the therapist to illustrate how
relational methods can enhance processes of the present moment, decentred
awareness, acceptance, and compassion.

In addition to relational methods, mindfulness and compassion can be
enhanced by different practices and exercises. In Chapter 10, “From mindful
awareness and self-compassion to values-based living”, we present different
experiential exercises that are used in MCIP to help the client to bring mind-
fulness and compassion to their inner experience. We also present methods and
interventions that help clients develop metacognitive awareness of schemas and
self-states, and promote living according to values and meaning. Interventions are
illustrated by examples of interactions between the client and the therapist.

In Chapter 11, “The therapist’s mindful presence and physiological regulation
in the therapeutic relationship”, we highlight the importance of the therapist’s
mindful state of consciousness during the therapy session for effective psy-
chotherapeutic work. We introduce the phrase “The therapist first”, emphasising
that the therapist should primarily bring their mindful attention onto themselves,
starting with mindful awareness of their physiological state. This enables them to
self-regulate, keep them within the window of tolerance and to stay present. We
present different ways in which the therapist can regulate their own or their cli-
ents’ hyper- or hypoarousal. A significant part of the chapter is the vignette of a
psychotherapy session, where these methods of mindful awareness and physiolo-
gical regulation are systematically and practically showed step by step.

In Chapter 12, “The transforming power of mindfulness: Mindful processing”,
we present a method of mundful processing that is used for processing disturbing
experiences. In this mindful processing method, we intentionally invite the client
to bring mindful awareness to their painful feelings, body sensations, or other
experiences evoked by painful memories or dysfunctional schema, alternating
between mindful awareness of experience and sharing their experience with the
therapist. We present the seven phases of this method and describe how mindful
processing promotes memory reconsolidation. The chapter includes some mate-
rial from the article “Mindful processing in psychotherapy: Facilitating natural
healing process within attuned therapeutic relationship”, written by Gregor Zvelc
and published in 2012 by the International jJournal of Integrative Psychotherapy. In this
chapter, these initial ideas are updated and developed into a comprehensive
seven-phase method for the processing of disturbing experiences.

In Chapter 13, “Self compassion: The road to a loving and healing inner
relationship”, we present the method for processing unresolved and painful issues
with the help of self-compassion. This method is illustrated through two vignettes
of psychotherapy sessions that show the transforming power of self-compassion
processing, which leads to memory reconsolidation and integration of the perso-
nal sense of self. The first vignette shows self-compassion processing connected to
the situation of internal criticism, and the second vignette deals with bringing self-
compassion to the client’s past issues and “abandoned” Child self-state.
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In writing this book, we have wholeheartedly adopted gender neutrality and
consistently use singular “they” as a generic third-person singular pronoun.
Although its use may at first sound unfamiliar, we think that it is not a coin-
cidence that the Merriam-Webster dictionary chose the singular “they” as the
word of the year for 2019. This reflects a major move in our society towards
open-mindedness and inclusivity.

We hope that our book will be of service to all integrative psychotherapists as
well as therapists of other approaches who are interested in the integration of
mindfulness and compassion in their psychotherapy approach and value the
importance of the therapeutic relationship. The book may also be of interest to
any reader who is passionate about the transformative power of mindfulness and
compassion.

Gregor Zvele and Maga Zvelc
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Introduction to integrative

psychotherapy
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1 Development of mindfulness- and
compassion-oriented integrative

psychotherapy

When students ask us what integrative psychotherapy is, we often tell them the
ancient Indian parable of the “Blind Men and the Elephant”. In this parable, some
blind men wanted to know what an elephant is. Each of the blind men described the
elephant in their own way, according to which part of the body they inspected. For
one, who touched the trunk, the elephant was like a snake, for another whose hand
touched the elephant’s leg, it was like a tree-trunk. The blind man who touched the
tail described it like a rope. Others described it as a wall, a spear, and a fan. Then,
the blind men started to quarrel about the reality of the “elephant”.

The field of psychotherapy is often similar to blind men who are quarrelling
about the nature of truth. The history of psychotherapy is full of rivalries between
psychotherapy approaches, where each approach wanted to prove that it pos-
sesses the truth and that it is better than another. Behavioural therapists criticised
psychoanalysis, saying that it 1s unscientific. Conversely, psychoanalysts criticised
behavioural therapy, saying that it produces only symptom relief. Humanistic
schools were often called too optimistic, and humanistic schools thought that
psychoanalysis and behavioural therapy were too deterministic.

Like a blind man, each psychotherapy approach often gives priority only to one
or a few aspects of human experience. Some approaches focus on the cognitive
dimension, others on emotions, some give priority to relationships, and others to
values and meaning. However, as the parable suggests, all these dimensions are
part of the whole and all are significant.

The parable of the “Blind Men and the Elephant” is often used to describe psy-
chotherapy integration (Cooper, 2019; Walder, 1993). The psychotherapy integration
movement emerged as an attempt to overcome the rigid boundaries and divisions of
separate psychotherapy approaches, and to start an ongoing dialogue between dif-
ferent approaches and schools. Instead of defending and proving one’s own view,
different approaches to psychotherapy can learn from each other in an attempt to
understand the greater reality and the whole of the human psyche.

Psychotherapy integration as a new paradigm in psychotherapy

The psychotherapy integration movement emerged as an expression of the need to
overcome the limitation of a single approach to psychotherapy. Psychotherapists who
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had trained in a specific approach to psychotherapy started to look outside of their
primary approach and began to learn from each other. Norcross and Alexander
(2019) describe that “integration is characterised by dissatisfaction with single-school
approaches and a concomitant desire to look across school boundaries to see what
can be learned from other ways of conducting psychotherapy” (p. 4). Since 1980,
integrative psychotherapies have significantly grown in different continents and
countries (Gomez et al., 2019). In the 21st century, psychotherapy integration has
become a “spirit of the time” or “zeitgeist” (Castonguay et al., 2015). Norcross and
Alexander (2019) state that “approximately one quarter to one-half of contemporary
American clinicians disavow an affiliation with a particular school of therapy and
prefer instead the label of integrative or eclectic” (p. 13). To date, there are more than
460 published books on psychotherapy integration (Goldfried et al., 2019), and
leading textbooks on psychotherapy often identify their theoretical orientation as
mtegrative (Norcross & Alexander, 2019). We think that psychotherapy integration
can be rightly called a new paradigm in psychotherapy which is gaining increasing
acceptance in the field.

There are different pathways to psychotherapy integration: theoretical
integration, common factors, assimilative integration, and technical eclecticism
(Norcross & Alexander, 2019). Theoretical integration involves the synthesis of
theories and methods of two or more approaches to psychotherapy in a new
therapeutic approach. A common factors approach focuses on common ingre-
dients and principles of change across different psychotherapy approaches with an
attempt to “create more parsimonious and efficacious treatments based on those
communalities” (Norcross & Alexander, 2019, p. 11). Assimilative integration
involves grounding in one particular psychotherapy approach and selective inte-
gration of principles, views, and methods from other psychotherapy approaches.
Technical eclecticism is the use of techniques from different therapeutic approa-
ches without an overarching theoretical framework, but it is based on research
evidence and clinical observation to select the techniques which work best for a
specific problem or person.

The main characteristics of the integrative paradigm can be summarised by (a)
dialogue and openness, (b) coexistence of different “truths” or “realities”, (c) the
importance of different dimensions of human experience, (d) the importance of
tailoring the therapy to individual characteristics or needs of the client, and (e) the
importance of psychotherapy research.

Dialogue and openness. The integrative paradigm is based on the spirit of open
exploration of different psychotherapeutic approaches and transtheoretical dialo-
gue. Integrative psychotherapists are open to different ideas and learning beyond
any one particular approach. Fernandez-Alvarez et al. (2016) describe how “in
practice, psychotherapy integration characterises an ongoing rapprochement,
convergence, and complementarity not only at the conceptual level, but also at
the clinical and empirical level” (p. 820).

Coexistence of different “truths™ or “realities”. The integrative approach is focused not
on finding one absolute truth, but on being open to the coexistence of multiple
truths or realities. Sometimes these truths may be contradictory. Integrative
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psychotherapy embraces constructivist and postmodern perspectives. The “truth”
that we are proposing in this book is also one of many truths based on our
knowledge and life experience.

The importance of different dimensions of human experience. Psychotherapy integration is
motivated by disillusionment with a single approach to psychotherapy (Norcross
& Alexander, 2019), and an awareness that each psychotherapy approach has its
domain of expertise that can be enhanced if integrated with other approaches.
Integrative psychotherapists focus on various dimensions such as cognitive, affec-
tive, physiological, behavioural, interpersonal, socio-cultural, ecological, and
spiritual. While wholeness may be ideal, our intention is to be holistic and not to
exclude any of these dimensions.

Importance of tailoring the therapy to the individual characteristics or needs of the client. This
principle is based on an awareness that no single approach to psychotherapy is
always the most suitable for all clients in all situations. So, instead of wanting the
client to adapt to a particular psychotherapy school and method, integrative
psychotherapists are flexible in their approach and focused on the needs of
individual clients in their specific context.

Psychotherapy research and psychotherapy integration

Clinical science has been dominated by the medical model, which emphasises
randomised controlled trials to show the effectiveness of a particular psychother-
apy approach. This has led to the development of many different psychotherapy
packages and therapy manuals for a specific disorder, ignoring the reality of
clinical practice that demands flexibility instead of conformity to a particular
manual. Fraser (2018) describes several challenges to the medical model that have
arisen over the past decade. Research findings show that adherence to a treat-
ment protocol does not lead to better outcomes, and that therapists who are more
flexible in their approach achieve the best outcomes (Wampold & Imel, 2015).
Therapists also find it challenging to keep up with learning every new approach
for a specific disorder and often find such approaches incompatible with their
viewpoint (Fraser, 2018).

Meta-analytic studies of psychotherapy outcomes also challenge the classical
medical model (Fraser, 2018). Wampold and Imel (2015) in their seminal book,
The Great Psychotherapy Debate, conclude that “exemplary studies and methodologi-
cally sound meta-analyses unfailingly produced evidence that demonstrated that
there were small, if not zero, differences among treatments” (p. 156). This is
known in psychotherapy research as the “Dodo Bird Verdict”, coming from the
story of Alice in Wonderland in which the Dodo concludes: “Everyone has won
and all must have prizes” (Luborsky et al., 1975). Based on research that there are
few significant differences in outcomes between different psychotherapy approa-
ches, psychotherapy researchers have focused on studying common factors and
change processes that affect outcomes in different psychotherapy approaches.
While there are numerous common factors, the most frequently proposed are the
quality of the relationship and therapeutic alliance (Fraser, 2018), which consists
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of a therapeutic bond and agreement on goals and tasks of treatment. Norcross
and Lambert (2018) describe how the therapeutic relationship is evidence-based and
“makes substantial and consistent contributions to outcome independent of the
type of treatment” (p. 303).

Whilst acknowledging the commonalities between treatments, “there are occa-
sionally specific factors attributable to different treatments and different thera-
pists” (Norcross & Alexander, 2019, p. 8). Both common factors and specific
factors of change are important for the integrative practitioner. Norcross and
Alexander (2019) write that “we integrate by combining fundamental similarities
and useful differences between schools” (p. 8). In this way, we can embrace both
factors that are common and also factors related to specific therapies.

In recent years, there has been an emergence of process-based therapies
which are based on the transdiagnostic processes of change (Hofmann &
Hayes, 2019). Instead of following specific therapy packages, the therapist
encourages processes of change that have been found to be effective in psy-
chotherapy research. Process-based therapies are congruent with the vision of
the integrative paradigm. Instead of proving which therapy is more effective,
they emphasise processes of change that can be found in different psy-
chotherapy approaches and can be used with different clinical disorders. In
Chapter 2, we provide a model of the processes of change that are used in our
approach to psychotherapy integration.

What is integrative psychotherapy?

In line with Fernandez-Alvarez et al. (2016), we think that it is important to dis-
tinguish the term ntegrative psychotherapy from the term psychotherapy integration. The
term integrative psychotherapy refers to a specific approach based on psy-
chotherapy integration, while the term psychotherapy integration refers to the
broader framework and paradigm in psychotherapy. There are various inte-
grative approaches such as accelerated experiential dynamic psychotherapy
(Fosha, 2000b), integrative therapy (Petzold, 2002), emotion-focused therapy
(Greenberg & Watson, 2006), cyclical psychodynamics (Wachtel, 2008; Wachtel
& Gagnon, 2019), the transtheoretical approach (Prochaska & Diclemente, 2019),
and many others.

Our approach to integrative psychotherapy is based on relationally focused
integrative psychotherapy developed by Richard G. Erskine and his colleagues at
the Institute for Integrative Psychotherapy (Erskine, 2015, 2019a; Erskine &
Moursund, 1988; Erskine et al., 1999; Moursund & Erskine, 2004). The pre-
liminary ideas of this approach were first presented in a series of lectures at the
University of Illinois in 1972 (Erskine, 2015). Relationally focused integrative
psychotherapy is based on principles of theoretical integration and the impor-
tance of common factors in psychotherapy, such as the therapeutic relationship.
In this approach, the term integrative psychotherapy carries several layers of
meaning. It refers to the integration: (a) of personality, (b) of psychotherapy
approaches, and (c) within the psychotherapist.
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Integration of personality

Relationally focused integrative psychotherapy aims at the mntegration of split-off
parts of the personality and “making them part of the cohesive self” (Erskine,
2015, p. 1). Such integration promotes flexibility and enables people to “face each
moment openly and freshly, without the protection of a preformed opinion,
position, attitude, or expectation” (Erskine, 2015, p. 1). Relationally focused
integrative psychotherapy also promotes the integration of the main dimensions of
human experience: cognitive, affective, behavioural, and physiological “with an
awareness of social and transpersonal aspects of the systems surrounding the
person” (International Integrative Psychotherapy Association, 2020).

Figure 1.1 presents the model of the self-in-relationship system (Erskine &
Trautmann, 1993/1997). This model presents four main dimensions of human
functioning: affective, behavioural, cognitive, and physiological within a relational
system (Erskine & Trautmann, 1993/1997). It also includes the spiritual dimen-
sion, which R. G. Erskine (personal communication, May 5, 2020) in his updated
model puts in the centre of the diagram.

The cognitive dimension refers to thoughts, beliefs, and perceptions; the beha-
vioural dimension refers to observed behaviour; the affective dimension to emo-
tions; the physiological dimension to physical sensations and bodily processes; and
the relational dimension to the relationship with other people and systems. The
spiritual dimension refers to transcendental and existential aspects of our life and
a deeper sense of purpose. All of these dimensions are viewed from a systems
perspective, where the different dimensions influence and affect each other. Each
dimension has an “interrelated effect on the other dimensions” (Erskine, 2015,
p- 3). Based on a systems perspective, integrative psychotherapists try to
understand “the function of a particular behavior, affect, belief, or body

Cognitive

Affecfve tual Behavioural

Spiri

Physiological

Figure 1.1 The self-in-relationship system

Note. Adapted from “The process of integrative psychotherapy” by R. G. Erskine and R. L.
Trautmann, 1997, Theories and methods of an integrative transactional analysis: A volume of selected
articles (p. 81), TA Press (Original work published 1993). Copyright 1993 by R. G. Erskine.
Adapted with permission.
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gesture on the human organism as a whole” (Erskine, 2015, p. 4). The client
can be open or closed to contact in each of these dimensions. For example,
some clients avoid emotions and are open to contact only on the cognitive
dimension. Some clients are only open to contact on the behavioural dimen-
sion and have difficulties understanding the causes of their problems, and are
also fearful of emotions. There are also clients who are overwhelmed with
emotions. In integrative psychotherapy we assess in which dimension the client
1s open or closed to contact (Erskine, 2015). We make contact with our client
first on the dimension where the client is open to contact and later on invite
them to contact the dimensions where they are closed to contact. In this pro-
cess, within an attuned psychotherapy relationship, we use the methods and
interventions from the major psychotherapy traditions that target the phe-
nomenological, behavioural, and relational levels of the client’s functioning.
One of the goals of integrative psychotherapy is that the client is in full contact
with all dimensions.

Integration of psychotherapy approaches

Relationally focused integrative psychotherapy is the theoretical integration of
aspects from different psychotherapy approaches. This is illustrated in the
model of the self-in-relationship (Figure 1.1) that shows the dimensions of per-
sonality that are emphasised in different psychotherapy traditions. The cognitive
approach to psychotherapy focuses on the question “Why?” (Erskine & Mour-
sund, 1988). It assumes that change takes place through the client’s under-
standing of their problems and conflicts — by insight. The behavioural approach
to therapy focuses on the question “What?” (Erskine, 2015). It describes how
our behaviour is shaped and maintained, and what changes are necessary to
change dysfunctional behaviour. The goal is a reinforcement of new desired
behaviour (Erskine & Moursund, 1988). “The affective approach to psy-
chotherapy deals with the question ‘How?” How does a person feel?” (Erskine,
2015, p. 3). The focus is on the client’s phenomenological experience. The goal
in this approach is awareness and expression of repressed emotions that “will
produce an emotional closure and provide for a fuller range of affective
experience” (Erskine, 2015, p. 3). The fourth dimension is the physiological
dimension, where the focus is on working with the body. The fifth dimension is
relational and refers to the relationship of the person with other people and
larger systems, such as family, school, or the socio-cultural environment. In
integrative psychotherapy the therapeutic relationship is one of the major fac-
tors of change and provides a context for work on all other dimensions. The
sixth dimension is spiritual, where the focus is on finding meaning and purpose
in life. This dimension is emphasised in different humanistic—existential
psychotherapy approaches and transpersonal psychotherapy.

Erskine (2015) describes how “integrative psychotherapy takes into account
many views of human functioning: psychodynamic, client-centered, behaviorist,
family therapy, Gestalt therapy, neo-Reichian, object relations theories,
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psychoanalytic self-psychology, and transactional analysis” (p. 2). Each of these
approaches provides important insights into the nature of the human being and
“each 1s enhanced when selectively integrated with others” (Erskine, 2015, p. 2).

Integrative psychotherapy also integrates scientific research from different
fields: neuroscience, psychotherapy research, and research from developmental
psychology. Of particular importance are theories that describe the normal
developmental process from infancy to old age, and how a person develops self-
protective mechanisms based on interruptions in their healthy development.
Object-relations  theories, attachment theory, self-psychology, and Erikson’s
developmental theory, are important sources of knowledge that inform the inte-
grative psychotherapist regarding ways of coping with interruptions to inter-
personal contact.

Integration within a psychotherapist

The ultimate aim of the integrative psychotherapist is to develop their own per-
sonal integration of theories and methods, based on their characteristics and
preferences. It also means a commitment by the practitioner for ongoing personal
development, for internal integration and growth. In integrative psychotherapy
the psychotherapist is not a detached professional who offers the client different
techniques and homework assignments, but is someone who is fully present and
involved in the relationship. The central assumption of integrative psychotherapy
is that healing occurs through contact-in-relationship, where clients through con-
tactful relationship with the therapist develop internal contact and integrate parts
of their personality (Erskine et al., 1999). For this task, the personal integration of
the therapist is of key importance.

There is no limit or end to this journey of integration, which is a process and
not a goal. It is like walking to the east; such a journey never ends. There is
always something further to integrate. So the aim of integrative psychotherapy is
not to make another fixed and closed approach, but to be open to the continual
process of assimilation and accommodation. Richard G. Erskine, our teacher,
said: “You are not an integrative psychotherapist. You are becoming an inte-
grative psychotherapist and that never ends” (R. G. Erskine, personal commu-
nication, June 10, 2000). This means being open to new research findings, new
theories, and learning every day from our clients.

In this book, we present our particular integration based on relationally
focused integrative psychotherapy.

Mindfulness- and compassion-oriented integrative
psychotherapy (MCIP)

In this book, we present mindfulness- and compassion-oriented integrative psy-
chotherapy (MCIP), which has been developed by the authors of this book over
the past 12 years. MCIP has roots in Erskine’s relationally focused integrative
psychotherapy and aims to advance its theory and methods. Our model is an
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attempt to “integrate integrative psychotherapy.” It provides further integration
of Erskine’s approach with mindfulness- and compassion-oriented approaches,
practice, and research. MCIP integrates relationally focused integrative psy-
chotherapy with the knowledge and practice of acceptance and commitment
therapy (ACT) (S. C. Hayes et al., 1999, 2012) and is inspired by different
mindfulness- and compassion-oriented approaches and theories (Desmond, 2016;
P. Gilbert, 2010; Kabat-Zinn, 1990; Neff, 2003a; Segal et al., 2002; D. J. Siegel,
2007, 2018). MCIP i1s also influenced by the theory and research of memory
reconsolidation (Ecker, 2015, 2018; Ecker et al., 2012; Lane et al., 2015) and
Porges’ polyvagal theory (Porges, 2011, 2017). The fundamental principle that
holds all the various ideas and concepts together is the importance of the ther-
apeutic relationship, and in MCIP, mindfulness and compassion are brought into
the heart of the psychotherapeutic relationship. We do not see our approach as a
final destination and hope that it will be further transformed and integrated.

Fundamental principles and characteristics of MCIP

Mindfulness- and compassion-oriented integrative psychotherapy is based on ten
fundamental principles that underpin its theories and methods.

Intersubjectivity and focus on co-creation

MCIP is relational psychotherapy which is based on the fundamental principle
that human beings are interconnected and influence one another. The client and
psychotherapist are viewed as a system of mutual influence. They are both co-
creating the intersubjective field (Stolorow, 1994) and influencing each other on
both the conscious and unconscious levels. This fundamental principle is essential
for understanding that all processes in psychotherapy are co-created by both the
client and the therapist. In MCIP, we also pay special attention to physiological
intersubjectivity, the mutual influence of the autonomic nervous system of both
the client and therapist on each other.

The intersubjective approach also has important implications regarding the
nature of “truth”. In MCIP, the therapist’s perspective is not more real than
the client’s and vice versa. The truth is co-created between the client and the
therapist.

The phenomenological and experiential approach

MCIP is a phenomenological approach. The therapist is interested in the client’s
phenomenology, and together with the client explores their inner world. The
fundamental principle of integrative psychotherapy is that every experience has its
own meaning, logic, and 1s valuable. The therapist respects and is genuinely
mterested in the client’s subjective world and invites the client to develop the
same relationship with themselves. The phenomenological approach involves
bracketing, which means giving in brackets the ideas and theories about the client
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(Finlay, 2016). Such an attitude can provide real hearing, listening, and sensing of
the client. In MCIP, therapists strive to be open for their clients’ phenomenology,
while at the same time being in contact with their inner world.

MCIP is an experiential approach to psychotherapy. The therapist helps the
client to become aware of their experience and to experience their thoughts,
emotions, and sensations in the here-and-now. The therapist is active in this
approach in the sense of inviting the client to “experience”, and not only to talk
about their problems, and in leading the client to “root” their words into their
body and emotional experience (Fosha, 2000b). The aim is that the client is in full
contact with what they are thinking, feeling, and sensing.

Holism and the importance of all dimensions of human experience

MCIP is a holistic approach to psychotherapy and gives importance to all
dimensions of human experience: cognitive, affective, physiological, behavioural,
relational, and spiritual. All these dimensions influence each other and are part of
the whole. The aim of the therapy is that the client comes into contact with and
integrates all of these dimensions.

Process-based psychotherapy founded on the research validated processes of change

MCIP is based on empirically validated processes of change that have been
established through psychotherapy research. These processes of change are rela-
ted to the main dimensions of human experience and encompass both common
and specific factors of psychotherapy. MCIP is process-oriented psychotherapy,
which means that the therapist from moment-to-moment tracks the client’s
experience and encourages appropriate processes of change. In MCIP we give
special importance to mindfulness and compassion processes as meta-processes of
change and emphasise memory reconsolidation as the core mechanism of
transformational change.

Mindful awareness and self-compassion as core processes of change

In MCIP, the therapist encourages the processes of mindful awareness and self-
compassion within an attuned therapeutic relationship. The core change process in
MCIP involves inviting clients to bring mindful awareness and self-compassion to
their inner experience. Instead of focusing on changing the clients’ thoughts, feelings,
and sensations, we help them to change how they relate to the content of their
mind. While describing mindfulness processes, Cernetic (2005) says: “When a person
stops trying to become different, he immediately becomes different in a profound,
thorough way” (p. 78). This means that when clients develop a new accepting and
compassionate relationship with themselves, at that very moment, they change. This
principle is congruent with the paradoxical theory of change in gestalt therapy
(Beisser, 1971). With mindful awareness and self-compassion, we relate in a
profoundly different way to ourselves and promote transformation and change.



12 Introduction to integrative psychotherapy
Importance of the relationship

MCIP i1s informed by attachment theory and other developmental theories that
describe the importance of the need for relationships throughout our lives.
Developmental theories provide us with an understanding about how the child’s
personality and the brain develop based on the early child-parent relationship.
The therapist in MCIP uses developmental knowledge to understand clients from
the perspective of their relationships, and how they developed protective patterns
based on problematic interactions with significant others.

Congruent with these theories, the therapeutic relationship in MCIP is seen as
both the foundation for change and also as one of the main healing agents. We
strive to develop an attuned and secure therapeutic relationship based on the
therapist’s mindful presence, attunement, and compassion. The attuned ther-
apeutic relationship also provides corrective relational experiences that promote
the change in the client’s relational schemas and memory reconsolidation.

Importance of the therapist’s mindful presence and regulated therapy field

In MCIP we emphasise the importance of the therapist’s mindful presence and
awareness. Mindful awareness enables the therapist to track their own physiolo-
gical states and regulate them when needed, while also leading the client to
mindful awareness and regulation. Integration and growth are possible when we
function within the window of tolerance (Ogden et al., 2006; D. J. Siegel, 1999,
2012) and therefore MCIP emphasises the importance of regulation for both the
client and the therapist. The responsibility for regulation begins with the thera-
pist. When the therapist’s and the client’s autonomic states are regulated, and
their minds are within the window of tolerance, then the psychotherapy process
can lead to integration, healing, and growth.

Trust in natural healing capacities and inner wisdom

MCIP is based on the assumption of an innate and natural self-healing capacity
within each person and is congruent with the humanistic principle of organismic
wisdom. In MCIP we propose that mindful awareness and self-compassion
enhance this natural healing process in which the change occurs spontancously as
a result of the awareness and acceptance of internal experiences (G. Zvele, 2012).
Through mindful stillness, awareness, and acceptance, we create the conditions
where our mind uses resources which are beyond the resources of everyday living
and rational problem-solving. Mindful awareness and self-compassion awaken our
inner wisdom, love, and the capacity for growth.

Ordinary unhappiness and the imperfect nature of the human condition

Our fundamental assumption is that we all experience “ordinary unhappiness”
(Freud, 1895/2013) and are not perfect. We all experience both moments of
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happiness and sorrow, love and destruction, peace and anxiety, health and illness.
Our view is inspired by S. C. Hayes and colleagues (2012), who criticise the
assumption of healthy normality that is part of the traditional models of mental
health. They propose an assumption of destructive normality, which is related to
the negative effects of human language on mental health.

We propose that our ordinary unhappiness is related to phylogenetic and
ontogenetic conditions and identification with our self-narrative, our personal
sense of self. The assumption of ordinary unhappiness is connected to the fact
that our life circumstances, phylogenetically and ontogenetically, are limited.
Human beings from the beginning of their existence on Earth had to strive for
and fight for survival and resources. Humans have fears of scarcity, of not having
enough; and on the other hand, also fears of losing what they have. Fear, sorrow,
and aggression exist in humans alongside compassion, altruism, love, and
gratitude.

Apart from our life circumstances, our ordinary unhappiness is related to our
identification with our self-narrative, our personal sense of self. When we are
identified with our self-narrative, we are caught in constant processes of self-
comparison and dissatisfaction with ourselves and striving to be better than we
are. In MCIP we think that the suffering of human beings is partly connected to
attempts to escape from ordinary unhappiness and attempts to improve our self-
narrative. We have high ideals about how we should be: happy, without stress,
in peace, not anxious, not depressed, not aggressive or angry, etc. However,
these attempts can lead to constant dissatisfaction, comparison to others, self-
criticism, and impossible expectations about being perfect. We propose that
people’s suffering would lessen if we could learn to see and accept our own and
others’ limitations, imperfections, and our common humanity. The profound
realisation of this truth can liberate us from the inner critique, that we (or other
people) should be different or better, and liberate us from the pressure to
change. In this way we would also come to realise that we are all in the same
boat — limited and experiencing ordinary unhappiness and suffering. Suffering
(anxiety, stress, sorrow, aggression, illness) is an inevitable companion in our
lives. We cannot change this fact by trying to fight it or by putting pressure on
ourselves.

We think that our ordinary unhappiness and suffering can be lessened and
transformed by acceptance and compassion related to our imperfect human
condition, by stopping trying to change ourselves and by trusting that by such
a surrender inner wisdom will emerge. Behind our personal sense of self,
there is another sense of self — the observing self, which is related to presence,
being, mindful awareness, compassion, and transcendence. This is a hidden potential
within us, of which we are often not aware. Being centred within our obser-
ving self helps us to genuinely accept the imperfect nature of our personal
sense of self and brings us closer to our inner purpose and meaning. By
“pausing” with a loving presence, the greater our chances are that inner
resources and wisdom will awaken that will help us to mindfully act according
to our deepest values.
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Importance of spirituality and living according to values and purpose

In MCIP, we give importance to the role of spirituality in human life, as well as
the search for meaning and purpose. The therapist in MCIP is open to spiritual
themes when they emerge in the course of psychotherapy, and views them as part
of the universal striving to find meaning and a deeper sense of purpose. One of
the goals in MCIP is to invite our clients to search for meaning in life, and to start
to live life according to their deepest values and purpose.



2 Evidence-based processes of
change in integrative

psychotherapy

Mindfulness- and compassion-oriented integrative psychotherapy (MCIP) is based
on evidence-based processes of change that have been found to be effective in
psychotherapy research and lead to desirable treatment outcomes. In this chapter,
we will describe the integrative model of evidence-based processes of change. The
model provides process diagnostics, treatment planning, and a useful map for
clinical interventions and strategies in MCIP.

Processes of change in psychotherapy

The focus on processes of change emerged with the work of Goldfried (1980),
who proposed that different psychotherapeutic approaches may share common
principles of change, which are at the level of abstraction between theory and
therapeutic techniques. At the level of theories and therapeutic techniques, dif-
ferent psychotherapy orientations may differ; however, principles of change are
common across different orientations. He proposed the following five main prin-
ciples of change, which are common to different psychotherapeutic orientations:
corrective emotional experience, feedback from the therapist that promotes new
understanding, positive expectations that psychotherapy can be helpful, estab-
lishing a therapeutic alliance and promoting reality testing (Goldfried, 1980;
Goldfried & Padawer, 1982).When Goldfried (1980) proposed focusing on the
common processes of change instead of emphasising particular psychotherapy
schools, the field was not ripe for such a major paradigm change. The field of
clinical science has been dominated by the medical model, which tried to find a
treatment that was effective for each particular clinical disorder. In contrast,
researchers related to the psychotherapy integration movement have been
increasingly studying different processes of change (Crits-Christoph et al., 2013;
Greenberg, 2008; McAleavey et al., 2019; Norcross & Lambert, 2018).

In recent years, there has been an increasing focus on the processes of change
and the emergence of process-based therapies (Fraser, 2018; Hofmann & Hayes,
2018, 2019). Hofmann and Hayes (2019) describe how process-based psy-
chotherapy presents a new paradigm in clinical science compared to the medical
illness model, which assumes that clinical disorders are treated with specific pro-
tocols. This new paradigm, instead of focusing on a particular treatment for a
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specific disorder, focuses on empirically validated transdiagnostic processes of
change. Therapeutic processes are “underlying change mechanisms that lead to
the attainment of a desirable treatment goal” (Hofmann & Hayes, 2019, p. 38).
Hofmann and Hayes (2019) state that the main question of process-based therapy
1s: “What core biopsychosocial processes should be targeted with this client given
this goal in this situation, and how can they most efficiently and effectively be
changed?” (p. 38).

The integrative model of processes of change

Mindfulness- and compassion-oriented integrative psychotherapy (MCIP) is pro-
cess-based psychotherapy. Therapists in MCIP track moment to moment their
client’s experience and encourage processes of change related to different
dimensions of human experience. Figure 2.1 presents the integrative model of the
processes of change. It sets out the processes of change related to the main
dimensions of human experience: interpersonal, cognitive, affective, physiological,
behavioural, spiritual, and systemic/contextual. The model also includes mind-
fulness and compassion processes that are meta-processes of change and are
related to all of the main dimensions.

This model describes both problem areas as well as change processes that
facilitate psychological health and well-being. In MCIP, we are focused on the
individual client in their particular context. Case conceptualisation is developed
based on the main problem areas and the central processes of change that need
to be encouraged. We not only develop an overall case conceptualisation of a
particular client but also pay attention to the client’s immediate experience. We
track the client’s experience from moment-to-moment in terms of processes of
change and facilitate the needed processes of change at a particular moment.
Clients may need different interventions at different times (Cooper & McLeod,
2007), so the integrative psychotherapist is flexible in the use of interventions
related to the processes of change.

Processes of change in the model encompass both common and specific factors
of psychotherapy. While there are numerous processes of change to be found in
psychotherapy research literature, we have included only the main processes that
we think are crucial in MCIP. The processes related to the interpersonal, cogni-
tive, affective, and physiological dimensions are congruent with Erskine’s (2015)
writings on integrative psychotherapy. Additionally, we have also included pro-
cesses that are unique to our approach: mindfulness and compassion processes
and processes related to the spiritual dimension.

The integrative model of processes of change is influenced by qualitative
research on the client’s experience of helpful aspects of integrative psychotherapy
(Modic & Zvelc, 2015; Modic, 2019). Modic (2019) conducted interviews with 16
clients, who had been in integrative psychotherapy for at least one year. With the
help of The Client Change Interview (Elliott et al., 2001), she researched helpful
therapeutic factors and changes from the client’s perspective. She developed a
model of the client’s experience of helpful therapeutic factors and changes.
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MINDFULNESS AND COMPASSION

PROBLEM AREAS META-PROCESSES OF CHANGE
Preoccupation with past/future Present moment awareness
Fusion/Experiential merging Decentred perspective
Experiential avoidance Acceptance
Sclf-judgement, the judgement of others Sclf-compassion and compassion

DIMENSIONS OF HUMAN EXPERIENCE

PROBLEM AREAS PROCESSES OF CHANGE

INTERPERSONAL DIMENSION
Attunement
Maintaining and repairing therapeutic alliance
Corrective relational experience

Maladaptive relational patterns,
attachment issues, ruptures in alliance

COGNITIVE DIMENSION
Lack of sclf-understanding Insight
Impaired mentalisation Mentalisation
AFFECTIVE DIMENSION
Lack of awareness of emotions Emotional awareness
Avoidance of emotion Acceptance of emotions
Lack of expression of emotions Expression of emotion
Emotional dysregulation Emotion regulation

PHYSIOLOGICAL DIMENSION

Problems in interoception Interoception
Physiological dysregulation Physiological regulation
BEHAVIOURAL DIMENSION

Passivity and avoidance, impulsivity,

lack of skills, behavioural inflexibility Committed action

SPIRITUAL DIMENSION
Lack of purpose and meaning of life Contact with values/meaning of life
Lack of contact with observing/transcendent self Contact with observing/transcendent self

SYSTEMIC/CONTEXTUAL DIMENSION

Problems related to systems, such as family,
school and work situation
Problems related to the socio-cultural,
political and ccological dimension

Changes related to external systems

Figure 2.1 Processes of change in integrative psychotherapy
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Her model includes the following therapeutic processes: emotional processing,
dual awareness, contact with painful content, acceptance and compassion for
oneself, insight and understanding of oneself, the responsibility of the client for
effective ongoing patterns of activity, and effecting changes outside the therapy
sessions (Modic, 2019).

Mindfulness and compassion as meta-processes of change

Our approach to integrative psychotherapy gives primacy to mindfulness and
compassion processes: present moment awareness, acceplance, decentred perspective and
compassion. Mindful awareness and compassion promote change in each dimension
of human experience. For example, mindful awareness promotes emotional pro-
cessing (Sayers et al., 2015), affect regulation (Farb et al., 2012; A. M. Hayes &
Feldman, 2004; Teper et al., 2013; Vago & Silbersweig, 2012), interoception
(Farb et al., 2015), behavioural flexibility and values clarification (S. L. Shapiro
et al., 2006). We understand mindfulness and compassion as meta-processes of
change, which influence all other processes of change.

A large body of research shows that mindfulness and compassion are related to
positive psychotherapy outcomes and have benefits for mental health. A meta-
analysis of mindfulness-based therapies shows that mindfulness is effective for
anxiety (Hofmann et al., 2010; Khoury et al., 2013), symptoms of depression
(Goldberg et al., 2018; Hofmann et al., 2010; Khoury et al., 2013), and depres-
sion relapse (Goldberg et al., 2019; Kuyken et al., 2016). Mindfulness-based
interventions were also found to be effective for patients with alcohol and drug
use disorders (Cavicchioli et al., 2018), where large effects were related to the
perceived craving, negative affectivity, and post-traumatic symptoms. Mindful
meditation was also found to improve pain, depression symptoms, and quality of
life in chronic pain patients (Hilton et al., 2017), and mental well-being in
patients with multiple-sclerosis (Simpson et al., 2019). Meta-analyses of mind-
fulness-based interventions for mental-health workers show that mindfulness
interventions improve well-being and reduce distress (Lomas et al., 2019; Spinelli
et al., 2019). Present moment awareness, acceptance and decentred perspective/
defusion are also extensively researched in acceptance and commitment therapy
(ACT) (S. C. Hayes et al., 2012). These processes are crucial for psychological
flexibility that is empirically linked to positive treatment outcomes (S. C. Hayes et
al., 2012).

Compassion is also being increasingly researched. A meta-analysis of 14 studies
shows that self-compassion is related to lower psychopathological symptoms with
large effect size (MacBeth & Gumley, 2012). Compassion is the primary process
in compassion-oriented approaches, such as compassion-focused therapy
(P. Gilbert, 2010) and mindful self-compassion (Germer & Neff, 2013; Neff
& Germer, 2013). M. Ferrari et al. (2019) have done a meta-analysis of 27 rando-
mised controlled trials that investigated self-compassion interventions and psychoso-
cial outcomes. They found that self-compassion interventions promote improvement
in a range of clinical symptoms such as eating difficulties, rumination, self-criticism,
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depression, anxiety, and stress. Research also shows that self-compassion promotes
well-being (M. Ferrari et al., 2019; Zessin et al., 2015) and that higher self-compas-
sion 1s related to a lower level of shame (Sedighimornani et al., 2019). Modic (2019)
found that mindfulness and self-compassion are important processes and outcomes
in integrative psychotherapy. Mindfulness and compassion processes are elaborated
in detail in Chapter 3.

Interpersonal dimension

Problems in the interpersonal dimension are related to attachment issues and
maladaptive relationship patterns. They can manifest both in relationships outside
of the therapy or within the therapeutic relationship itself as transference enact-
ments or ruptures in the therapeutic alliance. MCIP is a relational form of psy-
chotherapy where the therapeutic relationship is seen as the primary vehicle of
change, which is congruent with numerous psychotherapy research studies that
show that therapeutic relationship is consistently related to positive psychotherapy
outcomes (Elliot et al., 2011; Norcross, 2010; Norcross & Lambert, 2018).

We emphasise three processes related to the therapeutic relationship: attunement,
maintaining and reparring the therapeutic alliance, and corrective relational experiences. These
are evidence-based processes that are consistently related to positive outcomes in
psychotherapy. They were also found to be crucial helpful aspects of integrative
psychotherapy in the qualitative research of Modic and G. Zvele (2015).

There is some overlap between these three processes; however, because of their
importance and significance in our approach, we list them separately. The first
process 1s therapeutic attunement, which refers to the attunement of the therapist to
the client’s moment-to-moment experience. Erskine and Trautmann (1996)
describe attunement as “a kinesthetic and emotional sensing of the other” that
provides “reciprocal affect and/or resonating response” (p. 320). Attunement can
be understood as a form of empathy that is frequently used in experiential
therapies (Elliot et al., 2011). Meta-analytic studies of empathy show that empa-
thy 1s related to positive treatment outcomes (Elliot et al., 2018; Norcross, 2010;
Norcross & Wampold, 2018).

Attunement is closely related to the process of maimntaining and repairing the ther-
apeutic alliance. This refers to the agreement between client and therapist regarding
goals of treatment, collaboration in tasks of the therapy and the presence of a
positive emotional bond between client and therapist (Bordin, 1979). Therapeutic
attunement facilitates the bond element of the alliance, with the therapeutic alli-
ance being the common factor in psychotherapy that is consistently related to
positive treatment outcomes (Crits-Christoph et al., 2013; Eubanks & Goldfried,
2019; Flickiger et al., 2018). Fliickiger et al. (2018) have in a meta-analysis of 295
studies that covered more than 30,000 patients confirmed the importance of the
robustness of the therapeutic alliance for a positive psychotherapy outcome. In
integrative psychotherapy, the therapist consistently tracks the quality of the
therapeutic alliance (M. Zvelc, 2008) and in the case of ruptures, the goal of the
therapist is to facilitate their resolution (Safran & Muran, 2000). Research shows
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the importance of monitoring the alliance throughout the whole therapy and
intervening when ruptures occur (Eubanks et al., 2018). There is growing
empirical support regarding the importance of recognising and repairing ruptures
in the alliance (Barber et al., 2013; Eubanks et al., 2018; Eubanks & Goldfried,
2019). A meta-analysis of research on repairing alliance ruptures shows that suc-
cessful resolution of ruptures is moderately related to improved outcome
(Eubanks et al., 2018).

Corrective relational experiences are the third primary process of change related to
the therapeutic relationship. Alexander and French (1946/1980) observed that
the therapeutic relationship can provide a corrective emotional experience. Such
a corrective experience is at “the heart of change — it is the most essential of
change principles” (Eubanks & Goldfried, 2019, p. 95). In integrative psy-
chotherapy, the therapeutic relationship is not seen just as a prerequisite for other
strategies and interventions, but as a central process of change. The therapist
through the relational methods of integrative psychotherapy (inquiry, attunement,
and involvement) (Erskine et al., 1999) offers a new relational experience, which is
different from the old relational expectations of the client. This creates a juxta-
position experience (Erskine et al., 1999), which enables the client to reorganise
their relational schemas based on new experiences with the therapist.

Corrective relational experiences could be defined as

specific times in therapy when the client feels a distinct shift, such that she or
he comes to understand or experience affectively the relationship with the
therapist in a different and unexpected way, and is thereby transformed in
some manner.

(Knox et al., 2012, p. 191)

In addition to the relational methods of integrative psychotherapy, the therapist
in MCIP may also use metacommunication and self-disclosure (Safran & Muran,
2000; M. Zvelc, 2008).

Mindful awareness and compassion are also crucial for a good therapeutic
relationship and the related processes of change (Bruce et al., 2010; Horst et al.,
2013). The mindful presence and compassion of the therapist may facilitate attu-
nement, and strengthen the therapeutic alliance and may consequently provide new
relational experiences. Geller and Greenberg (2012) describe how mindfulness
promotes therapeutic presence, which enhances affect attunement and the ther-
apeutic alliance. Geller et al. (2010) have found that clients’ experiences of the
therapeutic presence are related to their experience of positive change after the
session and having a good therapeutic relationship. The development of the client’s
capacity for mindfulness and self-compassion can also be beneficial for inter-
personal relatedness. Research shows that mindfulness is associated with relation-
ship satisfaction (Kappen et al., 2018; McGill et al., 2016) and that higher self-
compassion is related to more positive relationship behaviour, such as being more
caring and supportive (Neff' & Beretvas, 2013).
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Cognitive dimension

Problems in the cognitive dimension are connected to problems in self-under-
standing and mentalisation. Fonagy and Target (2006) define mentalisation as
“mental activity, namely, perceiving and interpreting human behaviour in terms
of intentional mental states (e.g., needs, desires, feelings, beliefs, goals, purposes,
and reasons)” (p. 544). The problems in this dimension can be found on a con-
tinuum that ranges from ordinary human experience to a pathology of mentali-
sation. We can say that we all experience a certain lack of understanding of
ourselves since much of our experience is unconscious, but on the further end of
the continuum there may be people who have serious deficits in their ability to
understand self and others. These deficits may be seen, for example, in an
inability to understand the subjective nature of internal states, in acting-out, psy-
chosomatic problems, alexithymia, and problems in relationships.

The main processes of change in the cognitive dimension are related to nsight
and mentalisation. Clients in integrative psychotherapy report a better under-
standing of themselves as being both an important process during therapy as well
as an important treatment outcome (Modic, 2019).

Insight is traditionally emphasized as a primary mechanism of change in psy-
chodynamic approaches (Barber et al., 2013; Messer, 2013); however, most
therapies promote some form of self-understanding (Castonguay & Hill, 2007).
Insight refers to both the sudden inspiration of a new understanding (Ahal!
Experience) or to the “tendency to be able to achieve such understanding” (Gib-
bons et al., 2007, p. 144). Research shows that changes in insight during psy-
chotherapy are related to the positive outcome of psychotherapy (Barber et al.,
2013; Cirits-Christoph et al., 2013; Hoglend & Hagtvet, 2019). Mentalisation is a
process of change, which has been increasingly studied in recent years. An
improvement in mentalisation capacities has been strongly related to the decrease
of symptoms over time in patients with borderline personality disorder (De Meu-
lemeester et al., 2018).

In integrative psychotherapy, the main method for increasing insight and
mentalisation is the method of inquiry, which is a sensitive exploration of the cli-
ent’s subjective experience (Erskine et al., 1999). Inquiry helps clients to under-
stand the relational schemas and self-states that influence their experience. We
may also use interventions that are typical for psychodynamic therapies, such as
interpretation and confrontation. These interventions are used within a relational
stance and are offered to the client as subjective ideas that can be rejected and
not as objective facts. We may also use explanations of psychological processes
and metaphors that may facilitate insight into subjective experiences.

We think that mindful awareness enhances the cognitive processes of insight
and mentalisation. Various defence mechanisms are by definition connected with
avoidance and non-acceptance of feared experience. With mindful awareness, we
are promoting a new stance towards internal experience, which promotes
relaxation of defence mechanisms and can lead to new insights. Mentalisation is
also a process that is enhanced by mindful awareness and it shares some
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characteristics with mindfulness as both are concerned with awareness of our
internal mental states. The main difference is that mentalisation is concerned with
understanding the mental states of self and others and is not focused only on the
present moment, but also on a reflection of our past and future (Choi-Kain &
Gunderson, 2008). Wallin (2007) describes how mindful awareness can facilitate
the essential aspects of mentalisation — “the recognition that mental states are
only mental states, subjective rather than objective, fluid rather than fixed,
something we have rather than something we are” (p. 165). The process of
decentred perspective is in our opinion the primary process of mindfulness, which
facilitates this shift in awareness.

Affective dimension

Problems in the affective dimension are related to problems in emotional pro-
cessing that may manifest as a lack of awareness of emotions, avoidance of emo-
tions, inability to express emotions, or emotional dysregulation. Both outcome
and process research findings of psychotherapy agree that emotional processes are
central for good psychotherapy outcomes (Elliot et al., 2013; Greenberg, 2008).
In MCIP, we emphasise the following four core affective processes of change:
emotional awareness, acceptance of emotions, expression of emotions, and emo-
tional regulation. All four processes are empirically validated processes of change
that are related to positive treatment outcomes (Crits-Christoph et al., 2013;
Greenberg, 2008). While these processes may be important in all psychotherapies,
they are especially emphasized in humanistic/experiential psychotherapy
approaches, such as emotion-focused therapy (Greenberg & Watson, 2006),
gestalt therapy (Perls et al., 1951), and accelerated experiential dynamic psy-
chotherapy (Fosha, 2000b). In integrative psychotherapy, working with emotions
is essential. Modic (2019) has in qualitative research found that clients describe
awareness, acceptance, expression, and verbalisation of emotions as helpful
aspects of their therapy. Better emotional processing was also found to be an
important outcome.

Emotional awareness refers to awareness of the felt sense of emotion and putting
the experience into words (Greenberg, 2008). “Emotional awareness is not
thinking about feeling, it involves feeling the feeling in awareness” (Greenberg,
2008, p. 52). In integrative psychotherapy, awareness of emotions is accomplished
by inquiring about the emotional experience and acknowledging the client’s
emotions (Erskine et al., 1999). A related process 1s the acceptance of emotions which
helps to overcome emotional avoidance. Validation and normalisation of emo-
tions help the client to accept and tolerate the emotional experience. Acceptance
of emotion is consistently associated with positive mental health (Ford et al., 2018)
and predicts experiencing less negative affect and depressive symptoms (Shallcross
et al., 2010).

Expression of emotion 1s another crucial process in psychotherapy that is empiri-
cally related to change (Elliot et al., 2013). Lane et al. (2015), in their review of
research literature, describe how emotional arousal appears to be an important
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process in all psychotherapies. In integrative psychotherapy, clients are invited to
express and get in contact with repressed feelings (Erskine, 2015). However,
Greenberg (2008) describes that emotional expression is not always useful.
Research shows that productive processing is more critical than arousal alone
(Greenberg et al., 2007). For productive processing of emotion, it is essential to
have awareness and contact with emotion, agency, and emotional regulation
(Greenberg et al., 2007).

Emotional regulation is another necessary process of working with emotions.
Dysregulation of emotion may manifest in either numbing of emotions or
being flooded with emotions. The goal is that the client functions in the opti-
mal zone of arousal — the window of tolerance (D. J. Siegel, 1999). The opti-
mal zone of arousal is related to a moderate level of emotional arousal, not so
high as to be overwhelming and not so low as to be distanced from emotions
(Lane et al., 2015). In integrative psychotherapy, the attuned therapeutic
relationship provides an atmosphere of safety, acceptance, and validation that
helps to regulate the client’s emotion. Greenberg (2008) similarly describes the
empirical evidence that the empathic relationship is crucial for emotional
regulation. We may also use other techniques for emotional regulation, such
as breathing, working with resources, and exercises related to mindfulness and
compassion.

In integrative psychotherapy, we use the relational methods of inquiry,
attunement and involvement (Erskine et al., 1999) to enhance the processes of
emotional change. These methods invite the client to get in contact with their
emotions, to reflect on them and express them. They are also essential for
emotional regulation. We also use more active emotion-focused methods that
have their origin in gestalt therapy, such as two chair work and the empty
chair technique. These methods have been increasingly researched within
emotion-focused therapy (Greenberg et al., 1993; Greenberg & Watson,
2006). We also use different methods for working with ego states, such as the
psychotherapy of introjects and working with child ego states (Erskine, 2015).
As research shows (Modic, 2019), integrative psychotherapists may also crea-
tively use other empirically validated techniques for emotional processing,
such as EMDR.

The development of mindful awareness and compassion promote and
influence all of these emotional processes. Research shows that mindfulness
promotes emotional processing (Sayers et al., 2015) and affect regulation (Farb
et al.,, 2012; A. M. Hayes & Feldman, 2004; Holzel et al., 2011; Teper et al.,
2013; Vago & Silbersweig, 2012). Mindful awareness also promotes both
awareness and acceptance of our emotions, which are the main mechanisms for
the adaptive processing of emotions. Acceptance and a decentred perspective
also help us to stay with our experience with openness and non-reactivity. This
enables us to contain our experience, which results in the regulation of affects.
Self-compassion enables us to develop kindness towards our pain and to
experience common humanity, which is important for the acceptance and
regulation of emotions (Holzel et al., 2011).
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Physiological dimension

The main problem area related to the physiological dimension is a lack of contact
with the body associated with problems in interoception. Farb et al. (2015) define
interoception as the “process of receiving, accessing, and appraising internal
bodily signals” (p. 1). It refers to the ability to contact our body sensations and
make sense of them. Many of our clients are cut off from their bodies and have
difficulties in attending to and understanding the signals from their body, which
may affect their well-being and adaptive behaviour. Many mental health pro-
blems are associated with problems in interoception such as affective disorders,
addiction, eating disorders, chronic pain, dissociative disorders, post-traumatic
stress disorder, and somatoform disorders (Farb et al., 2015).

Another problem area related to the physiological dimension is physiological
dysregulation, which shows in chronic hyper- or hypo-arousal of the autonomic
neural system. Porges (2011, 2017) in his polyvagal theory, describes the impor-
tance of regulating the autonomic neural system so that people can feel safe and
stay within the social engagement system.

The main processes of change within the physiological dimension are enhan-
cing nteroception and physiological regulation. These processes of change have in recent
years attracted increasing attention, especially in the field of trauma treatment
and mindfulness (Dana, 2018; Farb et al., 2015; Levine, 2018; Ogden et al.,
2006; Price & Hooven, 2018; Rothschild, 2000, 2017).

In MCIP, we invite the client to develop mindful awareness and acceptance of
body sensations and body movements, which opens the way towards under-
standing the body’s signals. In MCIP, we have developed a method called mind-
ful processing (G. Zvelc, 2012) in which clients mindfully attend from moment to
moment to their subjective experience, starting with body sensations. We also use
various experiential experiments, where clients actively experiment with their
body awareness and movements. In clients with a history of trauma, various
action tendencies may have been inhibited, such as running away or defending
(Levine, 1997, 2018). In the process of psychotherapy, they may complete
incomplete movements that were inhibited because of unresolved trauma.

Physiological regulation is another process that is crucial in MCIP. If a client is in a
dysregulated physiological state, the crucial task in therapy is to promote physio-
logical regulation. Through therapy, we widen the client’s window of tolerance
(Ogden et al., 2006; D. J. Siegel, 1999), which helps the client to stay present with
a whole range of body sensations, emotions, thoughts, and memories. The aim 1s
for the client to activate their ventral vagal state, which is a resource of safeness
(Porges, 2017).

In MCIP, the therapeutic relationship is the primary source of physiological
regulation. If the therapist is present, in their own physiologically balanced state
and attuned to the client, that will help to regulate the client’s own physiological
state. Another important process is that we help clients to regulate their physiol-
ogy by inviting them into mindful awareness and self-compassion. Physiological
regulation is promoted through different mindfulness exercises and self-help
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strategies, such as body scan, breathing, and mindful movement. As Hélzel and
colleagues (2011) describe, mindfulness enhances awareness of internal body sen-
sations, which may be an essential process for affect regulation. Clients are invited
to use self-care strategies between sessions, which are related to the process of
committed action described in the following section.

Behavioural dimension

Problems in the behavioural dimension are evidenced by passivity, impulsivity,
lack of skills, and behavioural inflexibility. Some people, for example, avoid cer-
tain places and experiences and are not engaged actively in life. They may fear or
experience shame in certain situations and because of that, they may avoid cer-
tain areas of life. Impulsivity is related to problems in controlling their behaviour,
which may appear in problems with aggression, sexual promiscuity, or with
alcohol. Some people may lack the specific skills that are necessary for a mean-
ingful life. They may, for example, lack social skills, have problems in assertive
behaviour, or they may lack self-regulation skills. Behavioural inflexibility refers to
inflexible behaviour, which is manifested in repetitive malfunctioning patterns
that are contrary to a client’s values and wishes. For example, a client may end a
relationship whenever it becomes too intimate.

Integrative psychotherapy research shows that taking responsibility for
effective action and activities outside of the therapy sessions are important and
helpful processes (Modic, 2019). They are related to the process of commatted
action, which is the primary psychotherapy process related to the behavioural
dimension. Committed action is the central process of change in ACT (S. C.
Hayes et al., 2012). It involves taking responsibility for our own life and
engaging in behaviour that is true to our deepest wishes and longings (Luoma
et al.,, 2007). In integrative psychotherapy, this process is accomplished by
inviting the client to adopt new ways of behaving that are contrary to old
script patterns, and that will evoke new responses from others that are incon-
sistent with dysfunctional relational patterns (Erskine, 2015). Such behaviour
has to be true to the client’s personal values and has to be meaningful. We
may make contracts for behavioural change, from the tradition of transac-
tional analysis (Berne, 1961, 1966), which share a similarity to the homework
assignments in the behavioural tradition. However, we do not use the word
“homework™ as this often carries associations that are too closely reminiscent
of a school setting. In contracts for behavioural change, clients make a com-
mitment that they will engage in behaviour that is purposeful and meaningful
for them. Committed action may involve learning new skills that the client
lacks, either in psychotherapy or outside of the therapy setting. It may involve
the deliberate practice of certain behaviour. Within the process of committed
action, different techniques from the behavioural tradition may be used that
are empirically related to successful psychotherapy outcomes, such as beha-
vioural activation, exposure, and skills training/experimentation (S. C. Hayes
& Hofmann, 2018).
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Mindful awareness and compassion are also crucial for change in the beha-
vioural dimension. Behavioural change often includes engaging in a new way of
behaving that may evoke unpleasant emotions. Mindfulness and self-compas-
sion can help clients to stay with and contain their emotions while engaging in
a new desired behaviour. Both processes promote psychological flexibility (S.
C. Hayes et al., 2012). Mindful awareness may help us to develop a decentred
awareness of our maladaptive schemas and to choose behaviour that is con-
gruent with our values. Similarly, S. L. Shapiro et al. (2006) propose that
mindful awareness facilitates both exposure to feared stimuli and cognitive,
emotional, and behavioural flexibility. Research shows that mindfulness redu-
ces rumination (Jain et al., 2007) and promotes greater engagement and
attention to the task (Norris et al., 2018).

Spiritual dimension

The spiritual dimension is in our approach to integrative psychotherapy related to
our innermost meaning and purpose in life and experience of transcendence. It
is often referred to as the transpersonal dimension. Spirituality means different
things for different people. Some may find a sense of higher purpose in life in
engagement in different spiritual or religious traditions while others may
experience this in contact with nature or in selfless service to other human
beings. The spiritual dimension may also have for some people a negative con-
notation because it can remind them of a particular church or religion. In our
approach, the spiritual dimension is related to anything that transcends our
limited personal sense of self and gives meaning and direction to our lives. This
dimension is crucial in humanistic-existential approaches such as logotherapy
(Frankl, 1946/1992, 1969/1994; Yalom, 2001), Jungian analytic psychology
(Jung, 1951/2010), and transpersonal psychotherapy (Assagioli, 1965/1993;
Grof, 1988).

The problem area related to the spiritual dimension is the lack of meaning and
purpose in life. Some clients have difficulties in finding meaning and values that
would give a direction to their life, experiencing life as empty and meaningless.
The focus on meaning is central both to various humanistic and existential psy-
chotherapy traditions and also to the third-wave behavioural approaches such as
ACT.

The primary psychotherapy change process related to the spiritual dimension is
contact with values. Values give meaning and purpose in life and guide our lives
(Luoma et al., 2007). In MCIP, we invite the clients to search for meaning and
purpose in their lives and to find values that are true to their deepest longings and
wishes. True values are not something that were uncritically introjected from
significant others but are an expression of our innermost being. Mindful aware-
ness may be crucial for coming into contact with values and discovering our
meaning and purpose in life (S. L. Shapiro et al., 2006). Brown and Ryan (2003),
for example, have in research found that individuals who are acting mindfully are
more congruent with their values.
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The second process of change, related to the spiritual dimension, is confact
with an observing/transcendent self. Contacting the observing self is a core meta-
process of change, which influences other processes of change. This is also
congruent with a new conceptualisation of psychological flexibility in ACT,
which gives primacy to the observing, perspective-taking self (S. C. Hayes et
al., 2019). The authors present a Chinese version of the ACT hexagon in
which the perspective-taking self influences all other flexibility processes. They
describe how “the perspective-taking self empowers an experiencing self, as
well as greater acceptance, defusion, and contact with the present moment —
the four ‘mindfulness’ processes in psychological flexibility” (S. C. Hayes et al.,
2019, p. 35). The observing self has in recent years attracted research interest
from a number of different fields, including neuroscience (Josipovic, 2010,
2014) and contextual behavioural science (McHughs & Stewart, 2012;
McHughs et al., 2019).

The observing self is often referred to as the no-thing self, pure consciousness,
or the essential/spiritual self. Holzel and colleagues (2011) describe how mind-
fulness leads to a shift in perspective on the self, which we conceptualise as a
shift from a personal sense of self to the observing/transcendent self, which is
awareness itself and is the context of all of our experiences (see Chapter 3). In
MCIP, the client is invited to reflect on the source of mindful awareness itself,
which may result in an awareness of the transcendent self. Becoming aware of
the transcendent self may manifest in spiritual experiences and a sense of
transcendence. It may manifest in the experience of timelessness, inner peace,
interconnectedness with other people, compassion, and acceptance (S. C. Hayes
et al., 2012).

Mindfulness practices have been used for centuries in different wisdom tradi-
tions such as Buddhism, mystical Christianity, the Kabbalah, and Sufism. While
in Western psychology the aim of mindfulness practice is usually better mental
health, in wisdom traditions this was not the primary aim. Their primary aim was
spiritual development and enlightenment and not an enhancement of the perso-
nal self. Mindfulness and compassion may spontaneously awaken interest in
spirituality. Research shows that practitioners of mindfulness have a variety of
spiritual and mystical experiences (Vieten et al., 2018). It is important that as
psychotherapists we are open to the spiritual dimension, as some clients will bring
spiritual issues into the psychotherapy session. This is congruent with McAleavey
and colleagues (2019), who in their list of empirically based principles of change
include the importance of accommodating the client’s need for spiritually orien-
ted psychotherapy.

Systemic/contextual dimension

The individual does not exist in isolation but in a matrix of larger systems,
including such as the culture, family, school and work environments, the rules and
the laws of the state, and other socio-cultural factors. We are all influenced by
these socio-cultural contexts and also our relationship with nature.
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Influence of external systems

Sometimes the main problem arising in the course of therapy is related to a
context that is external to the individual. For example, a client’s problems may be
a symptom of the pathology of the whole family. Parents’ drinking problems and
constant fights may be a leading cause of anxiety and stress in children. Problems
may also be related to the negative influences of peers or relationships with tea-
chers and sports mentors. For example, the pandemic in 2020 and each country’s
response to it through the imposition of emergency laws and regulations (such as
individual 1solation, education at home with the closure of schools, working from
home with the closure of businesses or unemployment etc.) affected the whole
population. In integrative psychotherapy, we are sensitive to these contexts and
their influence on both groups and the individual. If the main problem is in the
external system, interventions focused on changes in the system may be indicated,
such as family/couple therapy, working with the school/teachers, or working with
the individual with an awareness of systemic issues.

Socto-cultural context

People’s lives are embedded in a broader socio-cultural context that includes issues
such as age, religion, political affiliation, gender, sexual orientation, class, status,
race, and ethnicity (Evans & Gilbert, 2005). The socio-cultural context influences
our being in the world, both consciously and unconsciously. It is important that
therapists reflect on their own socio-cultural background and develop a decentred
perspective towards their assumptions, which stem from their culture. In this way,
they can better understand their clients who may come from a different socio-
cultural background, instead of looking at them with the limited vision of their
own worldview. The integrative psychotherapist may “transcend culture by
honoring the unique world view and values of the client and consequently allow
cultural issues to influence the process and direction of the therapeutic work”
(Evans & Gilbert, 2005, p. 59). Every client should be understood within their
frame of reference and their socio-cultural context (Evans & Gilbert, 2005).

Ecological dimension: relationship to nature

Ken Evans at the Eighth European Conference of Integrative Psychotherapy,
said: “Don’t forget the sheep.” With these words, he expressed the importance of
the ecological dimension in psychotherapy. Various authors have emphasised the
importance of the ecological dimension in psychotherapy (Buzzell & Chalquist,
2009; Evans & Gilbert, 2005; Rust, 2008; Totton, 2011). Evans and Gilbert
(2005) described how the ecological dimension — meaning our relationship with
the natural world — is often neglected by psychotherapists. They describe how the
current paradigm of Western psychology “is that of development where growth 1s
seen as ‘more’, and self is largely understood as ‘customer’ (Evans & Gilbert,
2005, p. 59). This paradigm is focused more on self-realisation and the
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predominance of human needs, above all else. They propose that it is vital to raise
ecological consciousness among psychotherapists, which means that the personal
and professional values of each psychotherapist should include concerns for the
preservation of all life forms on earth and not just humans (Evans & Gilbert, 2005).
Mindfulness and compassion processes may be central in this shift towards ecolo-
gical consciousness. Schutte and Malouft (2018) have in their meta-analysis of 12
research samples found a significant correlation between mindfulness and con-
nectedness to nature. Greater awareness, acceptance, and compassion may natu-
rally awaken greater compassion towards nature and all life forms on the planet.

Processes of change in clinical practice

During this journey through the different dimensions, we have described the main
processes of change that are research-based and have been found to be effective in
psychotherapy. The model of processes of change helps us to conceptualise the client’s
problems in terms of the main dimensions and change processes. All these processes of
change are interconnected and influence each other. Change in one dimension can
facilitate change in other dimensions. The fundamental assumption is that it is bene-
ficial to work on different dimensions, to facilitate change within the whole system.

In integrative psychotherapy, we determine the main problems in each
dimension and the main processes that need to be enhanced with each client. We
then tailor the treatment according to each client, instead of rigidly trying to fit
the client into our particular therapeutic schema. While overall case con-
ceptualisation may act as a guide for the course of the therapy, the therapist also
tries to identify processes that are important to address in the moment-to-moment
process of therapy. The main questions are which process at which point in psy-
chotherapy would be most beneficial to enhance. The integrative psychotherapist
is therefore flexible and willing to decentre from their own ideas and theories in
order to be present and available for the client. In determining which process is
important to address, we follow Erskine’s (2015) guidelines on attending to where
the client is open or closed to contact. At the beginning of the therapy we will
focus on dimensions where the client is open to contact, to facilitate trust and
safety. Later we will invite the client into areas that are more difficult and painful.
At different moments in therapy, a client may show openings at dimensions where
they are usually closed to contact.

The process of therapy, according to the integrative model of processes of
change, can be summarized in the following way:

1 Identifying problem areas related to each dimension.

2 Identifying in which dimension is the client open or closed to contact.

3 Identifying the process of change that would be most beneficial to enhance
taking into account the client’s readiness and willingness to work in that
dimension.

4 Tailoring methods and interventions to facilitate the selected process of change.

5  Monitoring the impact of our interventions and change in the overall system.
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3 Mindfulness and compassion in
integrative psychotherapy

In this chapter, we integrate current ideas from the science and practice of
mindfulness and compassion with concepts of integrative psychotherapy. We
present two new models that can be used for the understanding of mindfulness
and compassion in psychotherapy: the diamond model of the observing self and the tri-
angle of relationship to experience.

In the literature, we find many different understandings and definitions of the
term mindfulness. Mindfulness is described as a state of present-centred aware-
ness, as a personality trait, meditation practice, or an intervention (Vago &
Silbersweig, 2012). Kabat-Zinn (1994) describes mindfulness as “paying attention
in a particular way: on purpose, in the present moment and nonjudgmentally” (p.
4). In mindfulness- and compassion-oriented integrative psychotherapy (MCIP),
we view mindfulness primarily as a process of accepting awareness of the present
moment. This process can be developed by different means in both our everyday
lives as well as in psychotherapy. Bishop and colleagues (2004) proposed two
main components of mindfulness: (a) sustained attention to the present moment;
and (b) a specific quality of attention characterised by acceptance, openness, and
curiosity to experience. Congruent with this definition, Cardaciotto et al. (2008)
conceptualise mindfulness as “the tendency to be highly aware of one’s internal
and external experiences in the context of an accepting, nonjudgmental stance
toward those experiences” (p. 205). The first component of mindfulness refers to
continual awareness of the present moment, instead of focusing on the past or
future. The second component describes a nonjudgemental stance towards
experience that manifests in “acceptance, openness, and even compassion towards
one’s experience” (Cardaciotto et al., 2008, p. 205). Such a stance towards pri-
vate events enables a person to be with their experience without judgment,
interpretation, or attempts to change it. D. J. Siegel (2007) similarly describes this
mindful stance towards internal experience with the acronym COAL: Curiosity,
Openness, Acceptance, and Love.

Awareness alone does not necessarily lead to a state of mindfulness (Cernetic,
2005, 2017). Some clients are very aware of their anxiety; however, they are
fighting with it and trying to get rid of it, which can lead to an increase in anxiety.
So awareness has to be coupled with acceptance and openness to experience to
be qualified as mindful awareness (Cernetic, 2017). Acceptance is often confused
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with passivity or resignation, but in mindful awareness, we are fully present with
our internal experience without preoccupation or avoidance (Cardaciotto et al.,
2008). This results in increased contact with internal experience.

In addition to mindfulness, the process of compassion has in recent years
attracted increasing clinical and research interest (Germer & Neff, 2013;
P. Gilbert 2009, 2010; Neff, 2003a; Neff & Germer, 2013). P. Gilbert (2009)
defines compassion as “basic kindness, with deep awareness of the suffering of
oneself and of other living things, coupled with the wish and effort to relieve it”
(p. xii). Tirch et al. (2014) similarly describe compassion as involving three main
characteristics: “mindful attention to and mindful awareness of suffering, an
understanding and felt sense of suffering and its causes, and motivation to remain
open to suffering with the intention or wish to relieve it” (p. 8).

In our approach to integrative psychotherapy, mindfulness and compassion are
viewed as core psychotherapy processes that can be enhanced by different meth-
ods and techniques within the attuned therapeutic relationship. The therapist’s
mindful presence and compassion are the basis for helping the client towards
mindful awareness and compassion. There is a growing body of research showing
the benefits of mindful awareness and compassion from both psychology, psy-
chotherapy research, and neuroscience (Cavicchioli et al., 2018; Farb et al., 2012;
Farb et al., 2007; M. Ferrari et al., 2019; Goldberg et al., 2018; MacBeth &
Gumley, 2012; Teper & Inzlicht, 2013; Teper, et al., 2013). Mindful awareness
and compassion are evidence-based processes that can be enhanced in
psychotherapy.

Mindfulness and compassion as core processes in integrative
psychotherapy

Martin (1997) proposed that mindfulness is a common factor in different
psychotherapies. Similarly, Dunn et al. (2013) propose that mindfulness is a trans-
theoretical clinical process. In MCIP, this process is viewed as an essential
element in the process of change.

Germer (2005) described three different ways of integrating mindfulness into
psychotherapy that is collectively referred to as mindfulness-oriented psychotherapy.
Therapists may (1) personally practise mindfulness which helps them to bring the
quality of a mindful presence in relation to their clients; (2) use a theoretical frame
of reference, which is informed by mindfulness research, mindfulness practice, or
Buddhist psychology; (3) teach clients how to develop mindfulness practice.

In MCIP, although we use all three ways of integrating mindfulness into psy-
chotherapy work, we give priority to the mindful presence of the therapist and the
theoretical frame of reference, which is based on mindfulness research and con-
templative wisdom traditions. While a therapist may invite the client to learn
mindfulness meditation and occasionally teach some technique, this is not the
primary focus in our approach.

MCIP has strong roots in humanistic psychotherapy and is relational psy-
chotherapy, which sees client and therapist as an intersubjective system of mutual
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influence. From this perspective, mindfulness and compassion are not seen pri-
marily as techniques to be learned, but as processes that are enhanced within an
attuned psychotherapeutic relationship. In this way, our approach differs from
mindfulness-based approaches such as MBCT (Segal et al., 2002), where the pri-
mary intervention is teaching the clients the techniques of mindfulness meditation.

The concept of contact and mindful awareness

As we describe in Chapter 1, MCIP is based on Erskine’s relationally focused
integrative psychotherapy. G. Zvelc (2009a, 2012) proposed that Erskine’s rela-
tionally focused integrative psychotherapy already uses mindfulness in its
approach, even though the word “mindfulness” is not explicitly mentioned in his
writings on integrative psychotherapy. The main theories and methods of rela-
tionally focused integrative psychotherapy are “based upon the philosophy of an
accepting awareness within an attuned therapeutic relationship” (G. Zvelc, 2012,
p- 44). The main relational methods of integrative psychotherapy are inquiry,
attunement, and involvement (Erskine et al., 1999). G. Zvelc (2012) suggests that
these methods “invite the client into state of awareness and acceptance of his/her
internal experience, which is the main mechanism of mindfulness ... [They] invite
the client in contact with self and others and promote the integration of
dissociated states of self” (p. 44).

Relationally focused integrative psychotherapy is also a compassion-oriented
approach, even though the process of compassion is not fully elaborated on in
writings about integrative psychotherapy. The relational methods of inquiry,
attunement, and involvement are compassion-based methods that provide a
compassionate response to the client’s suffering (Erskine, 2019c).

In previous writings and presentations, we have argued that the concept of
contact is closely related to the contemporary construct of mindfulness (G. Zvelc,
2009a; G. Zvelc et al., 2011). We think that humanistic and existential therapy
approaches were using mindfulness processes in psychotherapy for a long time
before mindfulness became popularised within the cognitive-behavioural tradi-
tion. However, this process was not conceptualised as mindfulness but was
understood by different names, such as contact in gestalt therapy. Mindful aware-
ness is a process of accepting awareness of internal and external stimuli. Similarly,
contact can be both internal and external. Internal contact refers to full awareness
of our internal experience, while external contact refers to awareness of external
events (Erskine & Trautmann, 1996). Erskine (1993) describes that “with full
internal and external contact, experiences are continually integrated” (p. 185).

The concept of contact comes into relationally focused integrative psychother-
apy from gestalt therapy (Perls et al., 1951). As with gestalt therapy, Erskine et al.
(1999) describe contact as a process:

Contact is really a verb, not a noun; it is dynamic rather than static. It is
similar to a flashlight beam playing over the contents of a darkened room,
lighting up first this object and then that one. It is not a random movement,
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though; in full and healthy contact, there is a shuttling between internal and
external events, with neither overbalancing the other. We move from
awareness of self to awareness of our environment and especially of other
people in that environment.'

As contact is a primary mechanism of change in integrative psychotherapy, inte-
grative psychotherapy is in its essence a mindfulness-oriented approach. The
central concept of integrative psychotherapy is that of restoring the client’s full
contact with themselves and others, which could equally be described as mindful
awareness. Congruent with this, G. Zvelc et al. (2011) proposed the following
revised definition of contact, which is congruent with mindfulness: “We would
redefine contact as full, accepting awareness of internal experiences and external
events” (p. 246). It is important to note that such awareness does not mean inac-
tivity or passivity in the face of external events that are not acceptable (domestic
violence, racism, etc.). Quite the opposite is true since greater internal and
external contact results in us not denying the reality of the situation and leads to
taking appropriate action.

The observing/transcendent self

In this section, we present the concept of the observing self, which is one of the
core concepts in MCIP. The concept of self has a long history in psychology,
starting with William James’ (1890/2007) conceptualisation of self as a subject
and self as an object. The development of mindfulness approaches in psy-
chotherapy and neuroscience mindfulness research has brought a new perspective
to our understanding of the sense of self. Lutz et al. (2006) describe how both
neuroscience and Buddhist models of self distinguish between “a minimal sub-
jective sense of ‘I-ness” in experience, or ipseity, and a narrative or auto-
biographical self” (p. 524). Farb et al. (2007) have found neurological support for
two fundamentally distinct forms of self-awareness: narrative self-reference and
the self in the present moment. In MCIP, we similarly differentiate between two
different senses of self: the personal sense of self and the observing self. The personal
sense of self is connected to our personal identity and our corresponding self-
narrative that has been developed and constructed based on our life experiences.
It is our “usual sense of self” — what we take ourselves to be. However, beyond
the personal sense of self, there is another experience of self — the observing self
(Deikman, 1982; S. C. Hayes et al., 1999).

The observing self is awareness itself that is subjectively experienced as a simple
experience of being and conscious presence. It is the “transparent center, that which
is aware” (Deitkman, 1982, p. 94) and is distinct from the contents of awareness,
such as thoughts, emotions, or body sensations. Deikman (1982) has proposed
that Western psychology has missed this differentiation between awareness and
contents of awareness and has usually described the self as content or structure.
He describes the reality of the observing self with the proposition: “I am aware;
therefore, I am” (p. 94). From this perspective, observing self could also be
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described as “the self-as-awareness”. It is our essential sense of self that is awareness
itself. We experience the world through our awareness; however, awareness itself
cannot be observed, it can only be experienced (Detkman, 1982, 1996), and it has
transcendental qualities (Detkman, 1982).

This description of the observing self is congruent with the experiences of
meditators from different wisdom traditions (Deikman, 1982). D. J. Siegel (2007)
describes how in mindfulness meditation there is a different quality of self: “As the
immersion in mindfulness unfolds, bare awareness of the ipseity of one’s experi-
ence emerges — the sense of a grounded self beneath the layers of constructed
identity” (pp. 243-244). D. J. Siegel (2007) describes such an experience as a
“sense of the essential nature of the mind” (p. 99), which “implies an invariant
quality, a grounded essence of our being that is not just a function of the transient
contexts that come and go in our lives” (D. J. Siegel, 2007, p. 99). Although both
Assagioli (1965/1993) and Deikman (1982) had described the observing self] it
was not an accepted part of mainstream psychotherapy. It was seen as part of
some mystical and spiritual traditions, a concept that could not be proved by
scientific means. With the development of mindfulness approaches, the concept of
the observing self has in recent years been gaining increasing empirical support
and interest. Contextual behaviour science, which is the basis of acceptance and
commitment therapy, is providing empirical support for the use of the observing
self in psychotherapy (S. C. Hayes et al., 2012; McHughs & Stewart, 2012;
McHughs et al., 2019). S. C. Hayes (1984) has written a seminal article Making
sense of spirituality, which was the first description of the observing self in contextual
behavioural science. In ACT literature, this sense of self is also described as the
self-as-conlext or transcendent self (S. C. Hayes et al., 2012). The transcendent self is
“an aspect of self that metaphorically cannot be looked at but instead must be
looked from” (S. C. Hayes et al., 2012, p. 85). It is a perspective through which
we observe all our experiences. It is a stable sense of self, a stable perspective of 1/
HERE/NOW (Villate et al., 2012). As the observing self has transcendental
qualities, we will refer to the observing self also as transcendent self.

Qualities of the observing/transcendent self

The observing/transcendent self is a crucial aspect of ourselves that is at the heart
of psychological health and healing. In MCIP, we invite the client to come into
contact with this sense of self, which brings with it qualities that promote well-
being and psychological growth. The qualities of the observing self are: mindful
awareness and presence, transcendence and spirituality, interconnection,
compassion, stable perspective, and a container of experience.

Mindful awareness and presence

The observing self manifests as mindful awareness — an accepting nonjudgmental
awareness of our experience. In addition to present moment awareness and
acceptance, an important quality of mindful awareness is its decentred perspective
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(Safran & Segal, 1990), which enables us to differentiate between ourselves and
our experience. When we are in contact with the observing self, we become
aware of the continually changing contents within our consciousness. We may be
aware of our thoughts, emotions, physical sensations, or external environment.

Mindful awareness is also experienced as a conscious presence or being. It is related
to a being mode of mind (Segal et al., 2002), which is characterised by “‘accepting’
and ‘allowing’ what is, without any immediate pressure to change it” (p. 73). It is
related to the immediate experience of the present moment. In contrast, our
everyday personal sense of self 1s related to a doing mode, which is goal-oriented and
motivated “to reduce the gap between how things are and how we would like
them to be” (p. 73). This mode of mind could also be described as a problem-
solving mode of mind (S. C. Hayes et al., 2012).

Transcendence and spirituality

The observing self has transcendental qualities. This aspect of self has been
described in different spiritual traditions and is “at the heart of human spiri-
tuality” (S. C. Hayes et al., 2012, p. 184). It can only be experienced and not
grasped as an object, and so it is often referred to as the no-thing self and pure
awareness (S. G. Hayes et al., 1999; S. C. Hayes et al., 2012). In mindfulness
meditation, we observe and pay attention to our internal experiences as well as
external stimuli. We can ask ourselves, who is the one who is aware? Who is
aware of thoughts, emotions, sensations, and the external world? Such inquiry
compels us to become aware of awareness itself. When the focus of our awareness
becomes the observing self, we may touch the transcendental dimension of the
human psyche.

Metaphorically, the transcendent self is like the sense of looking from behind
our eyes (Villate et al., 2012). We cannot look back and see our own perspective.
If we try to do that, we will do it again from our own perspective. This sense of
self cannot be described in the way we describe any other objects — it is no-thing
and at the same time everything (S. C. Hayes, 1984). It has qualities of spa-
ciousness and timelessness (S. C. Hayes et al., 1999). These qualities are an
essential part of different spiritual traditions, which describe spirituality with terms
such as nothing/everything or infinite (S. C. Hayes, 1984; S. C. Hayes et al.,
2012). We could describe it as our essential, spiritual self.

Interconnection and compassion

With our personal sense of self, we experience ourselves as inherently separated
from other human beings; the transcendent self, in contrast, is inherently inter-
connected with others (S. C. Hayes, 2019; S. C. Hayes et al., 2012; Villate et al.,
2012). If we are in contact with the observing self, we can also experience the
other person as a conscious human being. In this sense we can experience inter-
connection and a sense of shared consciousness (S. C. Hayes et al., 2012). Villate
et al. (2012) describe how contact with a transcendent sense of self is the basis for
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compassion, connection, and pro-sociality. The observing/transcendent self is also
crucial for self-compassion. When we are in contact with the observing/trans-
cendent self, we have an open and accepting relationship with ourselves, which is
the basis for self-compassion.

Stable perspective

The observing self is always present as a stable perspective from which we can
observe all experiences. While the contents of awareness are continually changing,
the I as the fulcrum of perspective does not change (Deikman, 1982; S. C. Hayes,
1984). It provides a stable and changeless perspective over time; we have been
our self as a perspective throughout our whole life. In this sense, the transcen-
dental sense of self is a stable sense of self. It is something in our life which is
always present although we are often not aware of it.

Container of experience

The transcendent self is a context in which our every experience is viewed, yet it
is different from all experiences. It is a container of all that we perceive and
experience (S. C. Hayes et al., 2012). This aspect of a transcendental sense of self
is crucial in psychotherapy. Even if clients are experiencing painful emotions or
thoughts, there is an aspect of them that is not touched by this experience. This
helps them to adopt a witnessing mode of relationship to their experience (Zvelc,
2009a).

As we have already described, the observing self is intrinsically connected to the
quality of mindful awareness and compassion. In MCIP, we encourage clients to
contact the observing self and to bring mindful awareness and compassion into
their lives and into their psychotherapy process. In the following sections, we will
describe two new models that provide us with an understanding of mindfulness
and compassion processes in psychotherapy: the diamond model of the observing self and
the triangle of relationship to experience.

The diamond model of the observing self

One of the core models in integrative psychotherapy is the self-in-relationship
system (Erskine & Trautmann, 1993/1997), which is often referred to as the dia-
mond model (see Figure 1.1, Chapter 1). In this model, we see the interrelation-
ships between different dimensions: cognitive, affective, physiological, behavioural,
relational, and spiritual. In integrative psychotherapy, we pay close attention to all
these dimensions of human experience and are interested in where a client is open
or closed to contact. With different psychotherapy methods, we are then able to
help the client to achieve full internal and external contact.

Figure 3.1 represents our integration of the self-in-relationship system with the
concept of the observing self and mindful awareness. We call it the diamond model

of the observing self-
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The model was inspired by D. J. Siegel’s (2007, 2018) visual metaphor of the
wheel of awareness that represents mindful awareness. In his illustration, the central
hub of the wheel describes the experience of being aware, while the rim repre-
sents the objects of awareness (D. J. Siegel, 2018, p. 108). This illustration was an
inspiration for the graphical presentation of the diamond model of the observing
self, where the observing self is in the centre of the self-in-relationship model.

The observing self in the figure is symbolically represented as the sun with its
rays (illustrated by arrows) “shining” towards different dimensions: cognitive,
affective, physiological, behavioural, and relational. The sun is a metaphor for the
observing self, which is often in spiritual traditions described as the light of
awareness or spiritual sun. The innermost circle represents the observing self and
different rays the process of mindful awareness of different contents of experience,
which are represented by the square and the circle. In Figure 3.1, there is also an
arrow pointing back at the observing self, which symbolically represents

Y\ELATIONAL SYSTR,

‘

Physiological

Figure 3.1 The diamond model of the observing self

Note. Adapted from “The process of integrative psychotherapy” by R. G. Erskine and R. L.
Trautmann, 1997, Theories and methods of an integrative transactional analysis: A volume of selected
articles (p. 81), TA Press (Original work published 1993). Copyright 1993 by R. G. Erskine.
Adapted with permission.
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awareness of awareness itself. This drawing is inspired by D. J. Siegel’s (2018)
illustration of the wheel of awareness (p. 108), where the spoke of attention turns
back into the hub, which illustrates the awareness of awareness.

Figure 3.1 symbolically shows the mindful awareness of both internal and
external experiences. In integrative psychotherapy terminology, this is described
as internal and external contact (Erskine, 2015). Internal contact refers to aware-
ness of our thoughts, emotions, body, and behaviour and is in the figure por-
trayed by rays pointing to dimensions in the square. Rays pointing to the circle
portray our external contact — our contact with other people or the environment.

The observing self in the centre refers to the sense I am aware, while rays
pointing to different dimensions describe the content of our experiences that we
are currently aware of. While the observing self is constant and stable, the con-
tents of our awareness are continually changing. The rays, “shining” from the
observing self, represent four key processes of mindful awareness and compassion:
present moment, decentred perspective, acceptance, and compassion. These pro-
cesses are illustrated within a circle that shows how all these processes are related
to each dimension. In the next section, we describe each of these core processes in
more detail.

Processes of mindful awareness and compassion

As we describe in previous sections, the observing self manifests in qualities of
mindful awareness and compassion. Mindful awareness has certain qualities that
distinguish it from the “ordinary” form of awareness, which is related to the per-
sonal sense of self. While the ordinary awareness of the personal sense of self is
often judgemental and oriented towards past and future, mindful awareness has
the following qualities: an awareness of the present moment, acceptance, and a
decentred perspective. These qualities are the main processes of mindful aware-
ness that are enhanced in mindfulness- and compassion-oriented integrative psy-
chotherapy. They are key processes of mindfulness in ACT (S. C. Hayes et al.,
2012) and other third-generation behavioural approaches such as MBCT (Segal
et al., 2002). In addition to the processes of mindful awareness, the observing/
transcendent self also has qualities of self-compassion and compassion to others
(S. C. Hayes et al., 2012).

Present moment awareness

Mindful awareness is always in the here and now. We are continually aware of
what is happening in the present moment. We are, for example, aware of our
thoughts, emotions, body sensations. I may notice that I feel tense in my chest, at
the next moment I am aware that I have a thought “what is this tension about”,
then I experience sadness, then I hear a loud noise from the kitchen ... The
contents of our mind represented by the rectangle and circle are continually
changing; there is always something new emerging in the present moment (see
Figure 3.1). In this way, we are aware of the stream of our own consciousness, of
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the different contents of our mind that are in constant flux. The diamond model
of the observing self differentiates between awareness itself and the contents of
awareness. While awareness itself is constant, the contents of awareness are con-
tinually changing.

According to the diamond model of the observing self, we may be unaware of
specific thoughts, emotions, body movements/sensations, or our current beha-
viour. For example, being unaware of our emotions may result in an inability to
describe and understand them. A lack of awareness may also manifest in relation
to other people and the external environment. Client Andrea, for example,
described how she is often not present with her husband. While talking with him,
she is often disconnected and feels numb. She also described how she is often on
autopilot and not being aware of her environment, such as a beautiful landscape,
when she is outside walking in nature.

Problems in the present moment awareness may manifest in a preoccupation
with the past/future in experiences like rumination, regrets about past, re-experi-
encing traumatic memories, constant worry, and anxiety. The corresponding pro-
cess of change is present moment awareness. In MCIP, we bring the client into
contact with the present moment with a variety of different psychotherapeutic
methods. The diamond model of the observing self helps us to distinguish which
aspects of inner experience the client is not aware of and need to be attended to.

Acceptance

Mindful awareness has the quality of being accepting and open to all our
experiences. This means that we do not try to avoid or deny experience but
remain open and in full contact with it. In this process, our experiences are
allowed and accepted. We relate to our experiences without attachment or aver-
sion. Acceptance is a crucial process of mindfulness, which helps us to “embrace
one’s immediate experience in a nonjudgmental way and without struggle” (S. C.
Hayes et al., 2012, p. 77). This 1s also related to the concept of “letting go”
(Kabat-Zinn, 1990). We are not trying to cling to a particular experience, and
neither are we trying to move away from it. Acceptance is related to
nonjudgment. We are not judging the experience as bad or good. The observing
self is in itself nonjudgmental and could be described as pure awareness of what is
happening in the present moment.

The lack of acceptance of internal experience manifests in the avoidance of
emotions, physical sensations, and thoughts. The client may be aware of internal
experiences (e.g. his emotions) but is in a constant struggle to control them and
avoid being present with them. Such a process could be described as experiential
avoidance (S. C. Hayes et al., 2012), which “occurs when a person is unwilling to
remain in contact with particular private experiences” (p. 72).

Experiential avoidance is often a key factor in drug abuse, eating disorders, and
any other problems that are based on attempts to control unpleasant internal
experience. In the process of integrative psychotherapy, we invite our clients to
embrace and accept their experiences.
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Decentred perspective

Mindful awareness is decentred regarding the contents of our experience. We are
fully present with our thoughts, emotions, and physical sensations, without being
merged with them. There 1s a clear differentiation between the I, who is aware,
and the content of my experience. For example: if we have negative cognition
such as “T don’t deserve to live” we can just observe this thought without identi-
fying with it. It is just thought and not myself. Decentring is crucial also for the
acceptance of our experiences.

Safran and Segal (1990) describe decentring as “a process through which one is
able to step outside of one’s immediate experience, thereby changing the very
nature of that experience” (p. 117). Bishop et al. (2004) describe how mindfulness
invites the person to become aware of thoughts and emotions and to “relate to
them in a wider, decentered perspective as transient mental events rather than as
reflections of the self or as necessarily accurate reflections on reality” (p. 236).

Decentred perspective is a crucial process of mindful awareness (Segal et al.,
2002; S. L. Shapiro et al., 2006). Deikman (1982) describes a similar process as
deautomatization, which is the “undoing of the automatic processes that control
perception and cognition” (p. 137). In acceptance and commitment therapy, a
similar concept is defusion, which rather than changing thoughts and emotions,
helps clients to change the context in which thoughts and emotions occur (Luoma
et al,, 2007). Cognitive defusion, for example, helps clients to look at their
thoughts, rather than from their thoughts (S. C. Hayes & Spencer, 2005).

Decentred perspective is also related to the description of S. L. Shapiro et al.
(2006) of re-percerving, which they describe as a meta-mechanism of mindfulness:

Through the process of mindfulness, one is able to disidentify from the con-
tents of consciousness (i.e., one’s thoughts) and view his or her moment-by-
moment experience with greater clarity and objectivity. We term this process
reperceiving as it involves a fundamental shift in perspective. Rather than
being immersed in the drama of our personal narrative or life story, we are
able to stand back and simply witness it.”

When clients are merged with the content of their experience, we may use dif-
ferent interventions to facilitate a decentred perspective. This perspective enhan-
ces the ability to observe and stand back from the contents of our consciousness
such as thoughts, emotions, or physical sensations. Contact with the observing self
naturally promotes the experience of differentiation between awareness and the
contents of awareness. Such a decentred perspective helps clients to contain
painful private experiences. For example, the client may be invited to observe
painful thoughts and emotions as passing events in the mind.

Compassion

Contact with the observing self leads to both self-compassion and compassion
towards others. The mindful processes of present moment awareness, acceptance,
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and decentred perspective are crucial for compassion. With mindful awareness, we

bring acceptance and love to all our experiences, both pleasant and unpleasant.

Compared to mindful processes, compassion is directed towards painful experiences

and to the person who suffers, whether ourselves or others. It also involves an active

intention to relieve the suffering. The process of self-compassion refers to develop-

ing kindness and love towards our pain, suffering, and inadequacies.
Self-compassion involves:

being touched by and open to one’s own suffering, not avoiding it or dis-
connecting from it, generating the desire to alleviate one’s suffering, and to
heal oneself with kindness. Self-compassion also involves offering nonjudg-
mental understanding to one’s pain, inadequacies, and failures, so that one’s
experience 1Is seen as part of the larger human experience.

(Neff, 2003b, p. 87)°

This definition implies three main components of self-compassion: self-kindness,
common humanity, and mindfulness (Neff, 2003a, 2011). It means being kind to
ourselves, when we are experiencing pain, understanding that our pain, suffering,
and imperfection are part of being human and bringing accepting awareness to
our painful experiences. A lack of self-compassion may manifest in self-judgement
and self-criticism, and it may be the key issue behind different problems such as
shame, low self-esteem, depression, and social anxiety.

In MCIP, through the compassionate presence of the therapist and different
psychotherapeutic methods we invite the client to be self-compassionate.
Although the compassionate therapeutic relationship is the main factor in devel-
oping this, we also use different interventions that invite the client to enhance self-
compassion. Self-compassion is intimately connected to compassion for others and
so, developing self-compassion often gives birth to compassion for other human
beings. Sometimes the reverse is also true; compassion for others may facilitate
compassion towards ourselves.

The observing/transcendent self and nondual awareness

In TFigure 3.1 we can see that rays from the observing self are pointing out
towards different dimensions and that there is also an arrow pointing back at the
observing self. These describe two different aspects of awareness that are related
to the observing self:

e  Mindful awareness of internal and external stimuli.
e Nondual awareness.

When our attention is focused on the contents of our mind or the outside
environment, we are experiencing the observing self as continual awareness of the
present-moment — mindful awareness. In the model, this is portrayed by rays
pointing out towards different dimensions. However, when mindful awareness is
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turned inwards, to awareness itself, this can manifest in the experience of trans-
cendence and nondual awareness (Josipovic, 2019). In Figure 3.1, this is portrayed as
an arrow pointing from the observing self back towards itself. This drawing
represents awareness of awareness itself. D. J. Siegel (2018) describes how
awareness of awareness itself often leads to experiences of “love, joy, and a wide-
open, timeless expanse” (p. 116).

The diamond model of the observing self is the core model in our integrative
approach. It can be used for assessing and enhancing mindfulness processes in
relation to each personality dimension. The therapist can track from moment-to-
moment the client’s mindful awareness in relation to specific dimensions of the
personality. The model helps in understanding:

o A client’s lack of contact with a particular dimension.
e The mindful processes that need to be encouraged in order to promote
mindful awareness of a particular dimension.

The triangle of relationship to experience

G. Zvelc (2009a) has described three main relationships with phenomenological
experience, which are useful to consider in the psychotherapy process:

1 Being merged with the experience.
2 Being distanced from the experience.
3 Being witness to our experience.

Based on these ideas, we have developed a model of the triangle of relationship
to experience, which can be used as a process for tracking clients’ mindful aware-
ness from moment-to-moment (Figure 3.2). While the diamond model of the
observing self describes processes of mindful awareness and compassion related to

Loving witness
(high awareness, acceptance and decentred perspective)

Being distant Being merged
(low awareness, high avoidance) (low awareness, high fusion)

Figure 3.2 'The triangle of relationship to internal experience
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different dimensions of the human being, the triangle of experience helps us to
assess the client’s relationship to their experiences and intervene accordingly.

Figure 3.2 describes three main relationships to internal experience in the form
of a triangle. Each relationship is connected to different expressions of mindful
processes: present moment awareness, acceptance, and decentred perspective.
Being merged with our experience and being distant are bipolar opposites. The right
side of the continuum describes merging with our experience, while the left side
describes avoidance of our experience. Both poles of the continuum are char-
acterised by low present-centred awareness and manifest in lack of contact. When
being distant, we are not aware of certain aspects of our experience that we are
avoiding. Being merged with our experience is also connected with low awareness,
as in this state we are not aware of other stimuli beyond the contents that we are
merged with. The upper point of the triangle is related to high present moment
awareness, acceptance, and decentred perspective. This relationship to internal
experience 1s described as being a loving witness to our experience and is character-
istic of the observing self and related to mindful awareness. In the following sec-
tions, we will describe these three relationships to experience in more detail.

Being merged with the experience

When we are merged with our experience, we are so identified with it that we
cannot make space between ourselves and the experience. We are our experience
and this creates difficulty with decentring from the contents of our awareness. S. C.
Hayes et al. (2012) describe this state as fusion. It could also be described in terms
of low awareness of the present moment, as awareness is fixed on some specific
content of awareness. When we are merged with our experience, we have difficulty
perceiving any other present experiences except the content we are merged with.
We think that many disorders described by DSM-V could be described in these
terms of merging with the contents of awareness. This merging could be either with
thoughts, emotions, or body sensations. For example, clients with post-traumatic
stress disorder may be completely overwhelmed by their emotional experiences such
as fear or terror and related painful physical sensations. Another example is with
clients experiencing depression, who may be completely identified with the belief
that they are not worthy of living, and it would be better if they die. In cases of
obsessive-compulsive disorder, clients overidentify with intrusive thoughts, which
they react to, even if they are logically not reasonable. While these may be extreme
cases of merging with the experience, all of us in our everyday life often experience
fusion with our beliefs, emotions, and physical sensation. Merging can be found on
the continuum from the decentred perspective of mindful awareness to extreme
cases of merging, which can be the main characteristics of psychopathological states.

Being distanced from the experience

When we are being distanced from internal experience, we are not aware of our
thoughts, emotions, and sensations (Zvelc et al., 2011). Clients may, for example,
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say that they are numb and do not feel anything, or that they do not have any
memories from their childhood or the previous session. Besides non-awareness,
this mode 1s also connected to the process of avoidance of internal experience.
The process of avoidance is an essential part of different defence mechanisms as
described by psychoanalytic theory (McWilliams, 2011). For example, the defence
mechanism of repression is one of the major defence mechanisms, which results in
non-awareness of different contents of our awareness. At the lower end of the left
side of the continuum (see Figure 3.2), we find the defence of dissociation, which
results in avoidance not only of particular contents of awareness but of entire self-
states. While repression involves active defence and deals with unpleasant
experiences, dissociation Is an automatic response to an unbearable traumatic
experience (Howell, 2011).

The triangle of experience describes the continuum of distance, from full con-
tact with experience (characterised by witnessing) to extreme distance char-
acterised by dissociation. If being distant from experience becomes chronic, this
may be part of different problems that clients come to therapy with. Clients with
a schizoid personality disorder or dissociative disorders may experience extreme
distance from the internal experience.

Being distanced from internal experience is also part of our everyday human
experience. We are often not fully present with our experience, especially with
experiences that are difficult to bear. When we experience difficult or painful
emotions, thoughts or body sensation, we may tend to push them out of aware-
ness with different defence mechanisms. We may also use different strategies to
run from our experience, such as overeating, overworking, and in extreme cases
also self-destructive behaviour such as cutting.

Being a loving witness to our experience

This relationship to internal experience is a characteristic of the observing self
and related to mindful awareness. It can be described as a way of being with our
experience with present moment awareness, acceptance, and decentred perspective.
This helps us to be with our experience without identifying with it. A person can
fully feel their body sensations and emotions and at the same time witness them.
Being a loving witness to our experience could be described as full contact with our
experience, where there is a clear differentiation between the observing self and the
content of experience. A person can observe their thoughts, emotions, physical
sensations, and behaviour as they occur from moment-to-moment without avoiding
them or becoming merged with them. In this type of relationship, we are present
with our experience with love and acceptance. The loving witness is not detached
as a cold observer, which may be connected to the “being distanced” mode. The
loving witness is “loving” in the sense of embracing experiences and accepting them
unconditionally, whether they are pleasant or unpleasant.

The triangle of relationship to internal experience is a useful model when
working with our clients. We can track from moment-to-moment how clients
relate to their experience. The main dimensions of the triangle should be
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understood on a continuum and not as either/or experiences. Sometimes clients
are moving towards one end of the triangle, and in another moment, they can be
more on another end. Although sometimes clients are chronically more on one
side of the triangle, even in that situation we can observe small changes and
movements to other sides.

Being witness to our experience is a crucial mechanism of change in MCIP. We
invite our clients to become a loving witness to their experience. We invite them to
become mindful of their experience with the help of the main mindfulness pro-
cesses: awareness of the present moment, acceptance and decentred perspective.
These processes are used moment by moment. When clients are merged with their
experience, decentring from their experience will be the primary process of change.
We may also encourage the process of present moment awareness and invite clients
to become aware of broader stimuli in the present moment and not just the con-
tents they are merged with. We may, for example, be working with a woman client,
who 1s merged with the thought “T will die of anxiety”. Decentred perspective will
help her to distance herself from her thought and observe it with curiosity and
acceptance. The process of present moment awareness will also help her to develop
a wider field of awareness and to become aware that there are also other contents
of awareness present (for example the warm look of the therapist, calm sensations
in her feet, or the thought “there is still hope for me”).

When the client is moving towards the “being distanced” pole of experience,
our general strategy is to increase the process of acceptance and present moment
awareness. For example, client Peter was avoiding his experiences of sadness fol-
lowing the breakup with his girlfriend. He was telling his story without any emo-
tional tone and was trying to find different reasons and excuses for a problematic
relationship. He was moving towards the pole of distance regarding his own
experience. The therapist gently invited him back into the present moment: “%ou
talked about the breakup with your girlfriend. Gently notice, what are you feeling in your body
rght now.” Such interventions helped him to become fully present with his sadness
and to complete the mourning process related to the loss of his girlfriend.

The clinical use of the diamond model of the observing self and the triangle of
relationship to experience are described in detail in Part IIT of the book.
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4 Integrative psychotherapy as
relational psychotherapy

Integrative psychotherapy is a relational form of psychotherapy (Erskine et al.,
1999; Erskine, 2015; Moursund & Erskine, 2004). The client and the therapist
are viewed as a system of mutual influence. They influence each other on both
conscious and unconscious levels and create a system of reciprocal influence — the
intersubjective field (Stolorow, 1994). We view all phenomena that occur in psy-
chotherapy from the perspective of this co-creation and mutual influence. We pay
attention to the client’s intrapsychic world, the therapeutic relationship, and the
therapist’s subjective experience.

There are two different modes of working with clients within the intersubjective
field: “1. the intrapsychic mode (internal relationship of the client with himself); and 2.
the relationship mode (the relationship between client and therapist)” (G. Zvelc, 2014,
p- 168). Both modes are essential, and the focus is sometimes more on intrapsychic
relating and sometimes more on the relationship between the client and the therapist.
In MCIP, mindfulness and compassion are crucial in both modes of relating.

In the relationship mode, the main emphasis is on the client—therapist relationship.
The mindful presence and compassion of the therapist is crucial for attunement
and developing interpersonal contact. D. J. Siegel (2007) describes this mode as an
mnterpersonal attunement. In the wmtrapsychic mode, the focus i1s on the relationship
between the observing self of the client and their inner world. We invite clients to
connect with the observing self, which helps them to bring mindful awareness and
compassion towards their inner world. The goal is the development of a client’s
new way of relating to self, which is based on self-compassion and mindful aware-
ness. This new internal relationship is in stark contrast to the internal criticism or
self-judgment that many people experience. D. J. Siegel (2007) describes such an
internal relationship as intrapersonal attunement. It results in increased internal
contact (Erskine, 2015; Erskine & Moursund, 1988). In this mode there is less
emphasis on the relationship between the client and the therapist although it
remains essential for the client. The therapist provides an atmosphere of safety,
compassion, and presence, while the client relates to their inner world.

In both modes of relating the therapist is aware of the co-creation of relation-
ship and pays attention to their client’s experience, their own personal experience,
and the intersubjective field. Mindfulness in a relationship can be described as
“relational mindfulness” (Falb & Pargament, 2012; Surrey, 2005). Surrey (2005)
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states that in a relational approach to mindfulness, the therapist maintains a tri-
partite awareness of self, the other person, and the flow of the relationship. In
MCIP, therapists from moment-to-moment mindfully track their changes in
thoughts, emotions, and body sensations. They are almost simultaneously aware
also of the client’s experience and the quality of the intersubjective field, which is
from moment-to-moment co-created by both the client and the therapist.

The process that flows between the intrapsychic and relational aspects of ther-
apeutic work is interdependent and circular (Zvele & Zvele, 2011). When clients
feel safe, accepted, and have trust in the therapist, they can risk the next step in
the exploration of their inner world. Experiencing the mindful presence and
compassion of the therapist helps them to bring mindfulness and compassion to
their own inner experience. The experience of a safe therapeutic relationship also
helps clients to verbalise and communicate their experience to the therapist.
However, if the therapeutic relationship is not perceived as safe and trusting, cli-
ents will have difficulty in exploring their inner world.

The dynamic of the psychotherapeutic relationship is also dependent on the
therapist’s intrapsychic relationship and their ability for internal contact. The
therapist’s mindful awareness of their inner experience and self-compassion will
manifest in both nonverbal reactions and the quality of interventions and will
have an impact on the client. As the client and the therapist form an inter-
subjective system, the client-therapist relationship will also influence the
therapist’s internal contact and their interventions.

In integrative psychotherapy we monitor the quality of the therapeutic rela-
tionship and therapeutic alliance throughout the psychotherapy process. In the
event of ruptures of the alliance, it is important to focus on the psychotherapy
relationship and initiate the repair of the alliance (Eubanks et al., 2018; Safran &
Muran, 2000; M. Zvelc, 2008). Maintaining and repairing the working alliance
are seen as a continual process in psychotherapy and not a one-off event.

Developmental theories in integrative psychotherapy

Integrative psychotherapy is based on the fundamental philosophical assumption
that people are relational beings that exist within a matrix of relationships. Evans
and Gilbert (2005) describe this assumption with the proposition: “You are
therefore I am” (p. 15). Contact with others is the primary motivation of human
beings, and disruption or the lack of interpersonal contact may be related to the
development of different psychological disturbances, both in childhood as well as
later in life (Erskine, 1997; Erskine et al., 1999).

Integrative psychotherapy is informed by relational developmental theories that
describe the development of a child’s personality through relationships with sig-
nificant others (Erskine, 2019a, 2019b). Object relations theory, self-psychology,
and other developmental theories, such as attachment theory provide us with an
understanding of early child development and possible disruptions in healthy
human development (G. Zvele, 2011; Zvele & Zvelc, 2006). They help us to
understand the client through the eyes of early relationships (M. Zvelc, 2011).
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Object relations theory

Object relations theories have described how the structure of the personality is
developed through interaction between the child and significant other people —
objects (Fairbairn, 1941/1986; Fairbairn, 1943/1986; Guntrip, 1968/1993;
Winnicot, 195371986, 1960/1986). Personality structure develops through the
internalisation of the relationship with significant others. The pioneer of object
relations, Fairbairn (1941/1986) wrote that the child’s primary need is that par-
ents love him and that parents accept his love. Because the need for relationship
is the primary human need, the child will do everything to maintain the rela-
tionship — even if the price is a loss of self. Fairbairn (1943/1986) describes how
children internalise negative experiences with objects, to maintain the illusion of a
good relationship with their caregivers, taking onto themselves the “badness” of
the caregivers in order to maintain the relationship with “good” external objects.
Because of failures in relationship, the child’s ego becomes fragmented into dif-
ferent self-object units which results in the development of various psychopathol-
ogies (Fairbairn, 1943/1986).

Object relations theorists have further described important insights into the
nature of early relationships and their representation in the internal world. Win-
nicot (1960/1986), for example, has described the importance of the good-enough
mother for the child’s adequate development of self. Because of inadequate rela-
tional experiences, the child may develop a split between their true and false self.
The child may start to submit to parental demands and expectations and may
lose contact with their true self.

Self-psychology

Self-psychology developed by Heinz Kohut focuses on the importance of relation-
ships for maintaining a cohesive self (Kohut, 1977). Children need the optimal
empathic environment for the satisfaction of basic psychological needs. There are
three primary self-object needs of the child: the need for merging, the need for
idealisation and the need for twinship (Kohut, 1984). Adequate parental attune-
ment to these needs is crucial for the development of the child’s cohesive self.

Attachment theory

Integrative psychotherapy is also based on attachment theory. The child’s need
for attachment is the basic human need which motivates the infant to seek
proximity with caregivers (Bowlby, 1969). The need for attachment is evolu-
tionary-based and is crucial for the survival and protection of the child from
danger. Ainsworth et al. (1978) have described how the child forms different
patterns of attachment to the primary caregiver. They describe secure attachment
and two insecure attachment types (avoidant and anxious-ambivalent). Children
with secure attachment feel that they can rely on their parents for meeting their
emotional needs. They experience their parents as a secure base from which they
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can explore the world and return for safety when they are feeling distressed.
Children with avoidant attachment avoid emotional contact with their parents
and deny their attachment needs, while children with anxious-ambivalent
attachment show a pattern of preoccupation and ambivalence towards their par-
ents. Main and Solomon (1990) have also described disorganised attachment,
which arises in children who lived with parents who were highly unpredictable
and is related to a disorganised pattern of behaviour towards the primary care-
giver. These attachment patterns have been confirmed in numerous researches
and provide the scientific basis for the understanding of relational processes in
integrative psychotherapy.

Research shows that early attachment between the child and the parent is
crucial for the development of the brain (Cozolino, 2002; Schore, 1994,
2001; D. J. Siegel, 1999). Schore (1994, 2001, 2003) describes the importance
of affect regulation and attunement in the early relationship for the develop-
ment of secure attachment and optimal brain development. An adequately
attuned mother regulates the child’s autonomic nervous system and mod-
ulates states of non-optimal high or low arousal. Attunement and regulation
are crucial for a sense of connection, safety, and development of secure
attachment. They enable the child to develop the capacity for self-regulation
and internal contact. Secure attachment manifests in positive working models
of self and others. Children with secure attachment feel that they are worthy
of love and that they can rely on other people for safety and comfort. Secure
attachment is related to numerous health benefits, such as greater resilience
(Rasmussen et al., 2019). Secure attachment is also related to the ability of
mentalisation and affect regulation (Fonagy et al., 2004). The lack of inter-
personal contact, chronic misattunement, or abuse, negatively impact on the
development of the brain and lead to insecure or disorganised attachment
patterns (Schore, 2001, 2003).

Attachment research shows that attachment is a life-long process and that there
exists a relative continuity of attachment patterns throughout our life (Wallin,
2007). Research shows that attachment patterns are transmitted across genera-
tions (Benoit & Parker, 1994; Cassibba et al., 2017; Fonagy et al., 1991; Hauta-
méki et al., 2010). Cassibba et al. (2017) have for example found empirical
support for attachment transmission from grandmother to mother to adult off-
spring. However, attachment patterns can be changed during life (Chopik et al.,
2019). A new trusting and accepting relationship with the therapist can lead to
the development of secure attachment (Wallin, 2007). This is congruent with
research that shows an increase in attachment security after psychotherapy
(StrauB et al., 2018; Taylor et al., 2015).

The integrative model of interpersonal relationships

Based on object relations theory, self-psychology and attachment theory, G. Zvelc
(2010a, 2011) developed the integrative model of interpersonal relationships. This
model describes three basic bipolar dimensions of interpersonal relationships,
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which refer to three main developmental lines: (1) Autonomy — Dependence,
(2) Connectedness — Alienation, and (3) Mutuality — Self-absorption (G. Zvelc, 2011).

Autonomy — Dependence refers to the process of separation and individuation,
moving from complete dependence to the development of independence and
autonomy. Individuals who have developed autonomy can differentiate between
self and others and have developed the capacity for being alone. Dependence, on
the other hand, manifests in symbiotic relationships, dependency, and increased
separation anxiety. This developmental process has been described by a number
of different object relations theorists (Fairbairn, 1941/1986; Fairbairn, 1943/
1986; Kernberg, 1976; Mabhler et al., 1975; Winnicot, 1960/1986).

The dimension Connectedness — Alienation describes the individual’s ability to
connect and be close to others. It can manifest either in intimate and close rela-
tionships or at the other pole of the continuum in feelings of alienation and iso-
lation from others. This dimension describes the developmental process related to
the development of intimate attachment to other people (Bowlby, 1969; Stern,
1998/2018).

The third dimension, Mutuality — Self-absorption, describes the individual’s
capacity for mutuality in relationships. It describes the developmental task of
intersubjectivity, which is crucial for empathy and reciprocity in relationships
(Aron, 1996, 2000; Benjamin, 1995; Stern, 2004). Individuals with high mutuality
can establish reciprocal relationships in which another person is seen as a subject
with their own desires and interests. At the other pole of this dimension we find
individuals with high self-absorption manifesting in grandiosity, omnipotence, and
egocentric relationships.

G. Zvelc (2010a, 2011) describes two main types of relationships, which are
related to these interpersonal dimensions: subject and object relationships. In the
subject relationship, the individual experiences other people as subjects with their
own internal world. They are capable of recognising and acknowledging the
subjectivity of another person and able to establish mutual relationships based on
respect and reciprocity. The subject relationship is related to the healthy poles of
the main dimensions of interpersonal relationships: autonomy, connectedness,
and mutuality. Subject relationships are congruent with Martin Buber’s (Buber,
1999) description of the I-Thou relationship, which involves mutuality, contact,
and seeing the other person without preconceptions. At the other end of the
continuum, we find the object relationship, which describes a relationship in which
other people are viewed as objects for the satisfaction of the first person’s needs.
Other people are not seen as separate but as an extension of self. There is no
reciprocity, and another person is seen only according to whether they can satisfy
the first person’s needs. Object relationships are related to the negative poles of
the main dimensions of interpersonal relationships: dependence, alienation, and
self-absorption. They are congruent with Buber’s description of the I-It relation-
ship, which is characterised by a lack of reciprocity and relating to another person
as the object (Buber, 1999).

While healthy relationships involve a balance between the object and subject
relationships, problems in relationships are related to the inability to establish
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subject relationships. Such individuals relate to other people as objects and have
difficulties in forming intimate, reciprocal, and autonomous relationships. The
subject relationship is, on another hand, crucial for genuine interpersonal contact.
In such a relationship, we can “mutually recognize each other and can be inti-
mately connected and autonomous at the same time” (G. Zvele, 2010a, p. 501).

Subject relationships are related to the development of intersubjectivity, which
is a developmental stage characterised by the capacity to recognise the other
person as a separate centre of subjectivity with whom an individual can share
their subjective experience (Stern, 1998/2018). Benjamin (1995) similarly pro-
poses that developing the ability to recognise the mother as a separate subject
with her own subjective world is the fundamental developmental achievement.

This integrative model provides a non-pathological understanding of different
relationship difficulties. Instead of seeing the client, for example, as “narcissistic”,
we may understand the client’s struggles with an increased dimension of self-
absorption and alienation. The model also has an important implication for
understanding the attachment patterns in psychotherapy (G. Zvelc, 2010b).
Rather than seeing the attachment patterns as distinct and fixed types, we see
them on a continuum ranging from “normal” expression to problematic. Secure
attachment is found in the “healthy” poles of these interpersonal dimensions and
is related to the capacity for autonomy, connection, and mutuality (G. Zvelc,
2010b). Insecure attachment, on the other hand, is related to the “unhealthy”
poles of these dimensions. Avoidant attachment manifests in increased alienation,
whereas preoccupied attachment is found in increased dependency (G. Zvelc,
2010b). Our thinking is congruent with Erskine (2009), who also described a
dimensional approach to understanding attachment. He proposed that attach-
ment issues could be understood on the continuum between attachment style,
attachment pattern, and attachment disorder.

Developing the capacity for subject relationships

In our approach to integrative psychotherapy, the integrative model of inter-
personal relationships is the basis for understanding relational processes. The
three main relational dimensions can be understood as personality traits. We each
have our own general expression of these dimensions, which manifest most of our
life, and as therapists, we can understand each client based on them. For exam-
ple, with a client who may be showing increased alienation and self-absorption in
their life, the goal would be the development of a sense of connectedness and
mutuality. The three primary dimensions can also be viewed as processes. At any
given moment, we may experience a different movement towards the other pole
of a continuum, with altered contexts and changing relationships causing us to
express different poles of a dimension. In a relationship, we may in some
moments feel a sense of deep connection; whereas, after an interpersonal conflict,
we may become withdrawn and alienated from the other person. This similarly
occurs in a psychotherapeutic relationship. For example, the client Martin, was
very withdrawn during most conversations, but when the therapist asked him
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about his music career, he opened up and started to look the therapist in the eyes.
The therapist had an immediate experience of aliveness and connection.

These relational processes are co-created in the psychotherapy relationship. All
three dimensions can be viewed as a property of the relational field between the
therapist and the client. For example, when the client is moving towards the pole
of dependency, we may ask ourselves, “where am I on this continuum?” The
answer may show that we are both creating this “sense of dependency” in the
therapy room. The therapist, for instance, may be fearing that the client is going
to end the therapy, and this may cause the client to appear more dependent. The
client’s fears of separation may, in turn, influence the therapist into discouraging
the client from autonomy. So rather than seeing these dimensions only in the
client, we are attentive to the emerging relatedness between the therapist and the
client.

Some clients may have difficulties in establishing subject relationships, mani-
festing extreme expressions of the negative poles of these relational dimensions.
For example, the client Andrea displayed an extreme expression of the depen-
dence dimension. She could not tolerate being alone and experienced extreme
anxiety when she was separated even for only brief moments from her partner.
Another client, Steve, manifested an extreme expression of self-absorption. He
was very egocentric in his relationships, “using” other people for his own personal
benefit, and was incapable of feeling empathy for other people. Developing the
capacity for subject relationships may be for such clients an important goal in
psychotherapy. The new relational experiences with the therapist, mindful
awareness, compassion, and mentalisation are the main processes of change that
promote the development of subject relationships.

The relationship with the therapist is the main area in which clients encounter
new relational experiences that encourage them towards subject relationships. In
this process, the therapist’s capacity for subject relationship is crucial. The thera-
pist needs to embody qualities of connectedness, autonomy, and mutuality, dif-
ferentiating between self and the client. The therapist must be open to connecting
with and relating to the client as a person with their individual subjectivity. We
think that this relational stance of the therapist is the basis for the client’s devel-
opment of subject relations. As the child develops through a relationship with a
significant other, so the client may move towards subject relations with the help of
a new relationship with the therapist.

Attunement to relational needs

Inquiry, attunement, and involvement are the main relational methods of inte-
grative psychotherapy (Erskine et al., 1999). They are crucial for the development
of the therapeutic relationship that may gradually help the client to develop a
sense of connection, autonomy, and mutuality. The therapist in integrative psy-
chotherapy is attuned, present, and involved in the relationship, being attentive to
different relational needs that emerge in the relationship with the client. Erskine
et al. (1999) have described eight primary relational needs that manifest in the
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psychotherapy relationship and also in everyday life: (1) Security, (2) Valuing, (3)
Acceptance by a stable, strong, and protective other person, (4) Mutuality, (5)
Self-definition, (6) Making an impact, (7) Having the other initiate, and (8) Need
to express love. These needs are not only the needs of childhood but are impor-
tant throughout our whole life and they can only be satisfied in a responsive
human relationship. Lack of satisfaction of relational needs may result in lone-
liness and may gradually lead to loss of hope, anger, and depression (Erskine,
2015).

Zvelc et al. (2020) have empirically validated the construct of relational needs
with the help of factor analysis. In their research, they found that Erskine’s (2015)
descriptions of relational needs are empirically related to five main dimensions of
relational needs: (1) The need for authenticity, (2) Support and protection, (3)
Having an impact, (4) Shared experience, and (5) The initiative from others.

The need for authenticity refers to the need for being oneself (authentic) in rela-
tionship with others. Satisfying this need is experienced when being with others as
we truly are (Zvelc et al., 2020). The need for support and protection is related to
Erskine’s (2015) need for acceptance by a stable, dependable, and protective
other person. When this need is met, the person feels that they can rely on a
stable, strong, and dependable other person. The need to have an impact 1s the need
to influence another person so that the other person is affected in some desired
way (Erskine, 2015). The need for shared experience is the need to be in the “presence
of someone who is similar, who understands because he or she has had a like
experience, and whose shared experience is confirming” (Erskine, 2015, p. 50).
The need for the wtiative from others is the need for other people to initiate an
exchange and make contact (Erskine et al., 1999).

The therapist attunes to these needs in the psychotherapeutic relationship
and adopts a relational style congruent with the emerging relational needs of
the client (Moursund & Erskine, 2004; Erskine, 2015). For example, when the
client’s main need is for shared experience, the therapist may selectively share
with the client a particular aspect of their experience. If the main need is for
a stable and dependable other person, the therapist may provide the experi-
ence of stability and strength. The self-disclosing of personal experience may
not be an optimal intervention in this case. However, Zvelc et al. (2020)
describe that in psychotherapy, we cannot satisfy the client’s archaic rela-
tional needs; the psychotherapist may “validate and normalize these needs,
which may initiate a grieving process for the unsatisfied relational needs of
the past” (p. 3).

Zvelc et al. (2020) have developed the “Relational needs satisfaction scale
(RNSS)”, which measures the satisfaction of five main relational needs and can be
used for the assessment of the client’s relational needs and evaluation of psy-
chotherapy from the perspective of relational functioning. The scale has satisfac-
tory reliability and adequate construct and convergent validity (Zvelc et al., 2020).
Research shows that higher satisfaction of relational needs is related to secure
attachment, self-compassion, greater well-being and better overall satisfaction
with life (Zvelc et al., 2020). RNSS is translated into several languages. The factor
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structure of the scale has also been confirmed in a Czech sample (Pourova et al.,
2020).

As therapists we are only human, and cannot expect to be perfectly attuned,
and indeed this is not our task. As the mother is only a good enough mother
(Winnicot, 1960/1986), so also the therapist is only a good enough therapist. This
means that the therapist will inevitably make mistakes and will occasionally be
non-attuned or mis-attuned to the client (Guistolise, 1996; M. Zvelc, 2008).
Although mistakes may lead to ruptures in the therapeutic alliance (Safran &
Muran, 2000; M. Zvele, 2008), if the therapist is actively engaged with ruptures
in the relationship, they may become fertile ground for making changes in the
psychotherapy. In MCIP, the therapist from moment-to-moment mindfully tracks
the quality of the relationship. If ruptures in the relationship occur, then the
therapist may engage in a rupture resolution process (Safran & Muran, 2000)
through the use of metacommunication, which involves communicating about what is
implicitly happening between the client and the therapist. It is an “attempt to
bring ongoing awareness to the emergent patient-therapist interactive process”
(Safran & Kraus, 2014, p. 382). Safran and Muran (2000) describe it as mindfulness
i action as the therapist invites the client to collaboratively explore what is hap-
pening at the present moment in the relationship. Working with ruptures can
invite the client to see the therapist as a subject — with their own desires, virtues,
and mistakes. If a repair is possible in the relationship, this may lead to an
increasing recognition of another person having their own mind. The client may
also experience how differences and conflict can be tolerated and eventually
resolved. In this way the client gets a new model of how differences and connec-
tion can coexist, which is the basis of mutual subject relationships.

Moments of meeting and subject—subject relations

Stern (2004) has described how in psychotherapy moments of meeting may occur that
are crucial for change. These moments can be described as subject—subject relating
between the client and therapist. In subject—subject relations, both client and thera-
pist experience a deep sense of mutual connection, which involves recognition of
each other as a separate subject. These are moments of authentic contact
between two persons and may be one of the crucial processes of change.

Buber (1999) described such moments as the I-Thou relationship, which
involves mutuality and seeing the other person without preconception. In such
moments of real meeting, both therapist and client can be changed by the other
(Evans & Gilbert, 2005; M. Gilbert & Orlans, 2011). Such moments cannot be
planned and appear spontaneously when both participants are open and authen-
tic. Evans and Gilbert (2005) describe that “such human contact at its most
poignant moment can be a meeting of souls” (p. 131).

M. Gilbert and Orlans (2011) describe how it is important that the therapist
maintains the I-Thou relational stance, even if the client is not yet ready for an
authentic encounter. As Evans and Gilbert (2005) have described, the process of
therapy may move through different phases, from an I-It relationship to I-It/I-
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Thou before moving eventually to the I-Thou relationship. The development of
subject relations is for some clients a gradual process of change, from relating to
the therapist as an object, to gradually seeing the therapist as a subject. The
developmental process between client and therapist mirrors the developmental
process that occurs in early relationships. The child first relates to a significant
other person as an object before later in the course of development, coming to
view the significant other person as a subject (Benjamin, 1995). Some clients
never had a good enough object relationship and did not safely attach to the
parent. For such clients, the first goal may be the establishment of a good enough
object relationship with the therapist before being able to recognise the therapist
as a subject.

Shared conscious presence and transcendent relational field

Contact with the observing self, mindful awareness, and compassion may con-
tribute to the development of the subject—subject relationship and moments of
meeting. When both the client and the therapist are in contact with the obser-
ving/transcendent self and embody mindful presence, this may manifest in a new
quality in their relationship. The client and therapist may recognise each other
beyond the personal self and may experience the state of shared conscious presence.
They may experience how consciousness itself is what we all share (S. C. Hayes et
al., 2012). Such moments of recognition have a spiritual quality and may manifest
in experiences of nondual awareness, which is experienced as a sense of inter-
connection, boundless awareness, and compassion (Josipovic, 2016, 2019). Schu-
man (2017) similarly describes that at the moment when the client and the
therapist are fully present with one another, there may emerge a transcendent rela-
tional field, which has a quality of transpersonal awareness. In such moments
“boundaries between self and other are temporarily relaxed, yielding an inter-
personal experience of belonging, connectedness, and deep intimacy unbounded
by the sense of separate self” (p. 79). The transcendent relational field is experi-
enced as a “space in which we are connected” (Schuman, 2017, p. 79). It is felt
like a shared state of consciousness (Schuman, 2017). We propose that such
experiences of oneness and connection are not experiences of merging that are
often related to a problematic symbiotic relationship. Such spiritual experiences
include the awareness that in terms of a personal self, we are different and sepa-
rate, but at the level of the observing/transcendent self we are all interconnected
and “one”. Contact with the observing/transcendent self may enable clients to
develop a decentred perspective in relationship to themselves and other people.
This process may help them come to understand that although other people have
their own subjective worlds it is consciousness itself that we all share. This leap in
understanding may help the client to develop a greater sense of connection and
compassion to “all sentient beings”.



9 Relational mind and
intersubjective physiology

As people we sense other human emotions and body states and react to them.
This process happens automatically. We can sense someone’s emotional and
physiological states, even when the other person is not aware of them or does not
want to show them. For instance, although someone is not expressing fear or is
perhaps repressing it and not feeling it, the other person may still sense some fear
within themselves or some stiffness in their body. A baby has a happy expression
in their eyes because their mother is happy. If somebody’s heartbeat accelerates
or cortisol level rises, the other person’s heartbeat will also accelerate, and their
cortisol levels may also rise. Our physiological states are contagious. We are living
together in the same intersubjective physiological field.

We are mutually connected, and we communicate on many levels. Our brains,
minds, and bodies are related. This continuous co-creative dialogue with others
can be described as the intersubjective matrix (Stern, 2004). In addition to verbal
and also visible nonverbal communication, there is, underneath, running mostly
out of awareness a process of physiological interaction. The autonomic nervous
systems of two or more people interact and influence each other (Palumbo et al.,
2017; Porges, 2011, 2017).

When you introduce yourself to new people, do you remember their names?
People, while they present themselves and shake hands, often cannot recall the
name of the person being introduced. Why is that? It is because their mind is at
that moment occupied with another task: their autonomic nervous system is
scanning to check if the other person represents safety or threat. Porges (2011,
2017) calls this automatic, subconscious process for determining risk or safety in
the environment, neuroception. It is an interpretative process which “leads to a
‘neural’ decision” (Porges, 2017, p. 102) as to whether there is a danger or not,
mostly through the subconscious “interpretation of facial expressivity, intonation,
and gestures” (Porges, 2017, p. 102). This automatic subconscious “scanning of
safety” also happens in the therapeutic relationship. The client through the pro-
cess of neuroception senses the physiological state of the therapist and vice versa.

The fundamental method of integrative psychotherapy is co-creating a ther-
apeutic relationship, in which clients feel safe enough to explore their internal
world and integrate the split parts of themselves (Erskine, 2019a; Moursund &
Erskine, 2004; Zvele & Zvele, 2011; M. Zvele, 2011). This secure base, which
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underpins the therapeutic relationship, enables a client “to take the risk of feeling
what he is not supposed to feel and knowing what he is not supposed to know”
(Wallin, 2007, p. 3). Thus the key question for the therapists is how we, as
therapists can help create a good therapeutic relationship. There are a number of
different ways in which to create, repair, and maintain an effective therapeutic
alliance. The methods of inquiry, attunement, and involvement (Erskine, 2015;
Erskine et al.,, 1999) and metacommunication (Safran & Muran, 2000) can be
beneficial. However, they are only useful if the therapist is in their regulated,
optimal arousal zone of the autonomic state.

In this chapter, we emphasise the importance of the interaction of the therapist’s and
the client’s physiologies and propose that the therapist’s autonomic nervous state profoundly
wnfluences the therapeutic work. For effective psychotherapeutic work, we stress the
importance of the therapist’s regulated autonomic nervous system (ANS), which
allows the therapist to function inside the window of tolerance (D. J. Siegel,
1999). In terms of the polyvagal theory (Porges, 2017), activation of the ventral
vagal nervous circuit of the therapist is needed so that they can interact in the
therapy with their social engagement system (Dana, 2018).

Polyvagal theory and autonomic states in psychotherapy

The polyvagal theory describes three hierarchical states of the autonomic nervous
system (ANS), which reflect activation of the following pathways: “the ventral
vagal circuit, supporting social engagement behaviours, the sympathetic nervous
system, supporting mobilised defensive (flight/fight) behaviours and the dorsal
vagal circuit, supporting immobilised defensive behaviours” (Porges, 2017, p. 7).
The social engagement system, mobilised defensive behaviour, and immobilised
defensive behaviour correspond to the three different states of activation: the
optimal arousal, hyperarousal, and hypoarousal zone (Ogden et al., 2006). The
ventral vagal and dorsal vagal circuits are two branches of the parasympathetic
nervous system (Porges, 2011, 2017). As in polyvagal theory, we use the terms
autonomic states and physiological states interchangeably.

Ventral vagal circuit and social engagement

When we feel safe, the social engagement system is activated through the ventral
vagal nervous circuit (Porges, 2011, 2017). We are in the optimal arousal zone
(Ogden et al., 2006) and function within the window of tolerance (D. J. Siegel,
1999). The ventral vagal state is the neurobiological foundation for health,
growth and restoration (Dana, 2018; Porges, 2011). In this state we can feel calm,
grounded, happy, or meditative (Dana, 2018). We can be engaged, active, inter-
ested, passionate, and joyful (Dana, 2018). Our heart rate slows, our eyes soften,
our voice and our face are soft and kind, and we move to reach out to the other
(Dana, 2018; Porges, 2017). Clients and therapists in this state are open to con-
nection and are ready to engage (Dana, 2018). The therapist’s ventral vagal state
communicates to the client’s ANS that it is safe here. This facilitates the
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psychotherapeutic alliance, the collaborative bond between the therapist and the
client (Bordin, 1979). In this state cortical functioning is maintained, and the
different processes on cognitive, emotional, and body levels can be integrated
(Ogden et al., 2006). Here “hope arises and change happens” (Dana, 2018,
p- 27). Dana (2018, p. 26) calls ventral vagus the “compassion” nerve, since
it supports compassionate connections and self-compassion.

The activation of ventral vagal state in both the therapist and the client is
crucial for psychotherapy work. It supports the therapeutic alliance, connection,
mentalisation, awareness, compassion, and integration. The therapist in the ven-
tral vagal state has the potential to influence the client positively, to regulate the
client’s physiology and offer to the client safety and connection (Dana, 2018;
Geller, 2018). Teaching clients to inhibit their defensive system in a safe envir-
onment and to activate their defensive system in a risky situation is a crucial goal
of therapy. We propose that the ability to activate the ventral vagal state is the
biological foundation for a satisfying and fulfilling life as well as for a harmonious
society.

Sympathetic nervous system and mobilisation

Mobilisation and immobilisation are defensive states; they are activated when a
threat is perceived. In the mobilised state of ANS, the sympathetic nervous system
1s activated. The sympathetic nervous system enables alertness, energy, and
movements. It mobilises energy to prepare the person for the intense muscular
action of either fight or flight, to protect or defend (Porges, 2011). The mobilised
state 1s indicated by increased heart rate, fast breathing in the upper chest, dilated
pupils, wide eyes, eyelids tense or raised, sweating, and other increased body
sensations (Levine, 2018; Porges, 2011; Rothschild, 2017). The client may talk
irrepressibly, be restless or very tense and stiff; they may be overwhelmed with
fear, rage, or terror. Social engagement is not possible in this state, contact with
self and with the therapist is limited. When overwhelmed by this state, we become
emotionally flooded, reactive, impulsive, hypervigilant, and our cognitive pro-
cesses are disorganised (Ogden et al., 2006).

Dorsal vagal circuit and immobilisation

The other defensive system, which is usually activated when mobilisation beha-
viours are not sufficient, is immobilisation, caused by the dorsal vagus (Porges,
2011, 2017). In this state, shutdown and collapse are experienced, protecting the
person from physical and psychological pain (Dana, 2018). In this zone sensations
are relatively absent, emotions are numbed, cognitive processing is disabled, and
body movements are reduced (Ogden et al., 2006). Clients look frozen as if being
not there, even appearing spaced out. They can dissociate. They lack vitality,
have a flat or frozen face, are pale, their heart rate is slowed or unstable, switch-
ing between fast and slow (Dana, 2018). They may gaze out of the window or
into space, have vacant eyes, collapsed posture, and loss of speech (Dana, 2018).
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Introspectively, it feels like a sense of being alone, lost, and in despair and
unreachable (Dana, 2018). It also manifests in feelings of shame.

In both systems, mobilisation and immobilisation, the ability to accurately read
the cues from the environment is affected, and that can lead to faulty neurocep-
tion (Porges, 2017). Faulty neuroception means that a person perceives a threat,
when there is no danger, or does not recognise a threat, where there is.

Autonomic dysregulation syndrome

The survival reactions induced by mobilisation and immobilisation are designed
to be temporary, and turn off when the threat is over. Prolonged ongoing mobi-
lisation or immobilisation can become toxic and affects the individual’s health
(Dana, 2018; Levine, 1997, 2018). It leads to what is called autonomic dysregulation
syndrome (Levine, 2018), which is a stress-related disorder of regulation. Autonomic
dysregulation syndrome appears in symptoms such as body tension and pain,
chronic fatigue, episodes of dizziness, and digestive problems (Levine, 2018). It
can be connected, but not exclusively, to certain cardiac arrhythmias, low or high
blood pressure, a specific type of asthma, fibromyalgia, and migraines (Levine,
2018). We suggest that empathic distress and burnout could also be listed as
symptoms of autonomic dysregulation syndrome. We find the term useful because
it is an umbrella concept which covers different physical problems with the same
origin — the lack of sufficient autonomic regulation. We agree with Levine (2018)
that “opportunity for treatment lies in interventions that re-establish organismic
self-regulation” (p. 22). Many of our clients and supervisees have signs of auto-
nomic dysregulation syndrome. For the clients, and for the therapist as well, it is
crucial that they learn to be aware of their autonomic states and recognise when
regulation is needed and learn to apply fundamental strategies for self-care.

Coupling of the autonomic states

The sympathetic nervous system and dorsal vagal circuit can be coupled with the
activation of the ventral vagal circuit and social engagement system (Porges,
2017). In this case, we can go to mobilisation or immobilisation behaviour with-
out defence, still feeling safe. The coupling of the social engagement system with
the sympathetic nervous system enables us to engage in stimulative activities. It is
observed in play, performance, sports, and problem-solving tasks (Dana, 2018;
Ogden, 2018; Porges, 2017). The coupling of the social engagement system with
the dorsal vagal circuit enables us to enjoy low-arousal activities. It is observed
during intimacy, deep relaxation, and safe stillness (Dana, 2018; Ogden, 2018;
Porges, 2017).

This potential for coupling autonomic states means there are different ANS
arousal states with different qualities. Arousal of the sympathetic branch, as well
as dorsal vagal activation, do not necessarily reflect the threat; they can have
many faces. Rothschild (2017) for example presents six degrees of ANS arousal.
The possibility of coupling the sympathetic and dorsal vagal activation with
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activation of the ventral vagal circuit has significant meaning in therapy. It sug-
gests that we may proceed with the therapy when the client’s sympathetic system
1s aroused but coupled with the ventral vagal activation, which enables social
engagement and connection with the therapist. For example, we may encourage
our client to express anger towards their father in the therapy. The client’s ANS
mobilises. At the same time, they feel safe in the therapeutic relationship (feeling
that the therapist understands and supports them); and so their social engagement
system 1s also active, and the client is open to connection with the therapist. In
this case, the therapy is useful. We may compare this coupling of the activation of
autonomic states with what is termed “dual awareness”, which is crucial for pro-

cessing trauma (F. Shapiro, 2018).

The importance of the therapist’s autonomic states

At the root of most problems there are emotional problems, and concomitant
with that, impairment in self-regulation. At the beginning of therapy clients often
have a narrow window of tolerance and they can quickly become dysregulated. In
the course of therapy we work on widening this window of tolerance by helping
clients to activate their social engagement system. We help them to recognise
when they are approaching dysregulated states, then we co-regulate them and
finally help our clients to regulate them for themselves. To be able to do this, we
as therapists have to offer the clients our balanced, ventral vagal presence (Dana,
2018; Geller & Porges, 2014). If the therapist is in the ventral vagal autonomic
state, they may have a “positive” influence on the client’s ANS. The therapist,
whose physiological state is inside the window of tolerance, conveys safety to the
client and helps to regulate the client’s autonomic states. This leads to a safe
therapeutic relationship that enables effective psychotherapy. For the therapist to
be able to maintain or return to a regulated, ventral vagal autonomic state, we
propose an essential strategy: continuous mindful awareness of one’s own physiological
states during the session. This is congruent with research findings showing that
mindfulness and interoceptive awareness promotes self-regulation (Farb et al,,
2012; Goldin & Gross, 2010; A. M. Hayes & Feldman, 2004; Price & Hooven,
2018; Taren, et al. 2013; Teper et al., 2013; Vago & Silbersweig, 2012).

Intersubjective physiology research: Measuring physiological
synchrony

Interaction between the physiological systems of two or more people is a sig-
nificant mechanism which is indicative of our implicit connectedness. Sensing the
heartbeat of another person is not just a poetic metaphor, it is a scientifically
proved process, called physiological synchrony.

Physiological synchrony is a process that occurs when “physiological activity
between two or more people is associated or interdependent” (Palumbo et al.,
2017, p. 1). Palumbo et al. (2017) carried out a systematic review of 61 research
articles on physiological synchrony (PS) where different measurements of PS had
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been used: cardiovascular (heart rate, heart rate variability), respiratory (respira-
tory rate, respiration volume time), or skin measurement (skin conductance, skin
temperature) (Palumbo et al., 2017). Their review shows that “social processes
also operate at the physiological level” (Palumbo et al., 2017, p. 29). Research
proves the existence of PS within the mother—child dyad, family triads, couples,
team members, as well as the client-therapist relationship and others. For exam-
ple, this is seen in the synchronisation of the heartbeat and breathing of a mother
and her child and in the skin conductance response of the therapist in association
with the client. Research also informs us about the connection between people’s
hormonal levels. For instance, the cortisol levels among partners correlate posi-
tively (Saxbe & Repetti, 2010), as well as the cortisol levels of fathers, mothers,
and their adolescent children (Saxbe et al., 2014). There is some evidence that PS
1s higher between people who are more psychologically close to each other, but
there are some findings where PS is also found among strangers (Palumbo et al.
2017). Some studies suggest that PS 1s most noticeable during active interactions
(Suveg et al., 2016).

There are two different processes of physiological synchrony. For morphostatic
synchrony “behavioural interactions tend to upregulate and downregulate physiol-
ogy to promote regulation” (Helm, et al., 2014, p. 523). This usually occurs when
persons are within the range from mildly negative affective states to fairly positive.
This process is also called co-regulation. In contrast, morphogenic synchrony, which
happens mostly in moments of high stress or risk situations, “upregulates or
downregulates physiology and leads to dysregulation” (Helm et al., 2014, p. 523).
For example, if two partners are yelling and shouting at each other this affects
them both physiologically and they both get more and more upset. Morphostatic
physiological synchrony between mothers and children or partners is associated
with higher relationship satisfaction (Helm et al., 2014; Suveg et al., 2016),
whereas morphogenic synchrony is connected to conflict and negative interactions
(Levenson & Gottman, 1983; Saxbe & Repetti, 2010; Suveg et al., 2016).

A systematic review of physiological synchrony research shows that there is
often someone in the interaction who “leads” the physiology of the other, result-
ing in the other person synchronising to the physiology of the leader (Palumbo
et al., 2017). Within dyads of mother and infant, for instance, it is the mother
who has the role of the leader with the child following the mother’s physiologi-
cal patterns. If the mother’s physiology is calm and regulated, the mother calms
and regulates the baby, and this is a prerequisite for secure attachment. If the
mother’s autonomic state is dysregulated, this negatively affects the child’s phy-
siology and mental health (Gerhardt, 2004; Schore, 1994; Van Den Bergh et al.,
2008; Weinstock, 2005). Psychotherapy research has confirmed the existence of
physiological synchrony between therapists and clients, both in individual as well as
in couple therapy (Bar-Kalifa et al., 2019; Karvonen et al., 2016; Piivinen et al.,
2016; Palmieri et al., 2018; Tschacher & Meier, 2019). Physiological synchrony in
therapy was assessed by measuring heart rate, heart rate variability, electrodermal
activity, skin conductance, or respiration. The research confirms the connection
between PS and a good therapeutic alliance (Bar-Kalifa et al., 2019; Tschacher &
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Meier, 2019) and empathy (Marci & Orr, 2006; Marci et al., 2007; Messina et al.,
2013; Robinson et al., 1982). Tschacher and Meier (2019) found that clients rated
progress in the therapy as higher in the sessions where the “client’s heart rate
acceleration met therapist’s heart rate deceleration” (p. 13). This can be interpreted
as the therapist down-regulating the client’s physiology. Palmieri et al. (2018) found
that therapists in the experimental situation in which they felt secure were more
likely to take the lead role in physiological synchrony.

Emotional contagion and mimicry

The processes of physiological synchrony are probably connected to emotional
resonance (D. J. Siegel, 2007) and emotional contagion (Hatfield et al., 2014).
The primary mechanism underlying emotional contagion is mimicry, the
“unconscious or automatic imitation of speech and movements, gestures, facial
expressions and eye gaze” (Prochazkova & Kret, 2017, p. 99). The existence of
mimicry between people is scientifically proven (Prochazkova & Kret, 2017). The
ability to feel the emotions of another involves our sensory and motor neural
pathways. Someone may observe the muscle movements of another person,
including micro-movements. Through the process of automatic mimicry, they
perform the same movements and through sensing this, there is emotional reso-
nance. Findings suggest that “people are generally not consciously aware of subtle
changes in a partner’s facial characteristics and do not voluntarily react to them”
(Prochazkova & Kret, 2017, p. 103). One piece of research interestingly shows
that partners can track moment-to-moment changes in their partners’ faces and
respond with congruent facial expressions, even when these changes cannot be
noticed by the eye (Dimberg et al., 2000). Through the process of evolution we
are wired to imitate others, sense them, and through that understand the other’s
mind (P. F. Ferrari & Gallese, 2007; Iacoboni, 2009). This enables empathy,
connection, and compassion (lacoboni, 2009) as well as the ability to predict
another’s intentions, which is crucial for self-protection. The neurobiological
mechanism, which may explain these phenomena of intersubjectivity, is the
functioning of mirror neurons (P. F. Ferrari & Galesse, 2007; Stern, 2004).

Mirror neurons and intersubjectivity

According to P. F. Ferrari and Gallese (2007), mirror neurons and other mirror-
related mechanisms constitute the neural basis of embodied simulation, the core
mechanism of intersubjectivity. Di Pellegrino et al. (1992) while studying the
premotor cortex in monkeys, unintentionally discovered that some premotor
neuron activation, when for instance the monkey observed the movement of the
experimenter taking food from a box, coincided with the neuron activation when
the monkey did that same movement. Later on, these neurons, which discharge in
both situations, when the monkey does the action and when it observes another
individual doing a similar action, came to be called mirror neurons (Rizzolatti
et al., 1999).
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Our mirror neuron system perceives the states of others and alters our emo-
tional and body states “to match those we are seeing in the other person” (D. J.
Siegel, 2007, p. 167). For example, this means that similar neurons will fire when
a person cries or when she sees or hears another person crying or even when she
perceives someone else who is about to cry. Mirror neurons enable the perceiving
and inferring of the intentions of others which is crucial for “mind-reading” (P. F.
Ferrari & Gallese, 2007). However, inferring the intentions of others is not direct
knowledge of what others feel or will do. We interpret the action of the other and
infer the intention through our own bodily sensory-motor knowledge, which is
dependent on our representations of the world (P. F. Ferrar1 & Gallese, 2007).
This means that the same act (like someone lifting a hand) could trigger different
“reading” of the underlying intention by different individuals, depending on their
past experiences, which are encoded in their implicit relational schemas.

Clinical applications of intersubjective physiology research

Intersubjective physiological research findings have crucial implications for psy-
chotherapy. They provide empirical support for the importance of physiological
processes within the therapeutic relationship and give us insights into the theory
of psychotherapy methods. We emphasise the following research findings that are
of key importance for understanding the intersubjective nature of the therapeutic
relationship:

o The physiological states of the therapist and the client are interconnected,;
they tend to synchronise.

e The therapist responds to the client’s physiology and the client to the
therapist’s.

o The process of physiological synchrony enables the therapist to feel and
understand the client’s states. It is a crucial process behind empathy and
attunement.

e There are two kinds of physiological synchrony: the morphostatic, which
enables co-regulation; and morphogenic, which leads to dysregulation.

o  There is someone in the relationship who leads the physiology of the other.
In psychotherapy, the therapist should take the role of the “leader”, who
leads the dysregulated therapy field towards regulation.

The critical questions are these: how much physiological synchronisation is
needed in psychotherapy (Kleinbub, 2017), what kind of synchronisation, and
when?

Research into morphostatic and morphogenic synchrony (Helm et al., 2014)
suggests that only morphostatic physiological synchrony between therapist and
client, which leads to co-regulation, may have a positive effect on the alliance and
other therapeutic processes.

We think that the effect of physiological synchrony (PS) in the therapy is
mediated by the autonomic states of the therapist and the client. If the therapist
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and the client are within the optimal physiological arousal zone, in the ventral
vagal state, then PS leads to a good therapeutic bond, feelings of connection, and
understanding. On the other hand, if either the therapist or client is in the dys-
regulated autonomic state, then synchronisation, if it is not recognised and stop-
ped, is counterproductive.

We can conclude that physiological synchrony is needed in the psychother-
apeutic relationship, as it enables empathy, attunement, and feelings of connec-
tion. However, high physiological synchrony can reflect weak differentiation and
may not lead to change and development. For instance, if the client is anxious
and in a mobilised autonomic state, the therapist’s autonomic state will through
synchronisation also become aroused and mobilised. Through this process, the
therapist can “feel” what the client is feeling. The danger is that if the therapist
remains synchronised with this dysregulation, both therapist and client will stay
anxious and mobilised, and the therapy would not be helpful. It is the therapist’s
responsibility to “see” that they are locked in the dysregulation field and that it
then becomes necessary to nterrupt the process of synchromisation. In other words, the
therapist interrupts the morphogenic synchrony by activating the ventral vagal
pathways and through this process of self-regulation returns to the window of
tolerance. By being in the optimal arousal zone, the therapist will then be able to
co-regulate the client through the process of morphostatic synchronisation. The
role of the therapist is to “lead” the client’s physiological state in the direction of a
regulated autonomic state.

The therapist interrupts the relational dysregulation with mindful awareness of
their present physiological state. This helps the therapist to differentiate between
themself and their client and to re-establish their own safe internal space. From
this place of safety, they can take the “lead” and bring the client to a safe and
regulated state of physiology and mind.

From our supervision practice, we have learned that therapists are often not
aware of their dysregulated autonomic states during therapy. In such cases, the
therapy ends up going in circles and often leads to ruptures in the alliance.
Therapists also report experiencing pain and other physiological disturbances
after therapy sessions such as anxiety, headaches, or sleeplessness. A therapist’s
prolonged dysregulation can ultimately lead to empathic distress (Klimecki &
Singer, 2012) and symptoms of burnout (Rothschild, 2006). Because of this, we
emphasise the importance of the therapist’s mindful awareness of physiological
states during the therapy sessions, which helps to regulate defensive states.

According to the research findings on intersubjective physiology and from our
own therapy and supervision practice, we conclude that the therapist’s autonomic
state 1s the fundamental factor in psychotherapy. It affects how we as therapists “are” in
the therapy. How we are in psychotherapy influences “what we say and do”
(Geller & Greenberg, 2012; Geller, 2018; Ogden, 2018). This is congruent with
the authors who propose that the therapist’s presence is crucial in the psy-
chotherapy process (Erskine, 2015; Geller & Greenberg, 2012; Geller & Porges,
2014). Activation of the ventral vagal state enables the therapist to be fully pre-
sent in psychotherapy (Geller, 2018; Geller & Porges, 2014). The therapist’s
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therapeutically effective presence is grounded in awareness and acceptance; it is a
mindful presence. This mindful presence related to the ventral vagal state is,
therefore, crucial for all other tasks in psychotherapy.

Therapist’s mindful presence and self-regulation in
psychotherapy

Even though the psychotherapeutic literature does acknowledge the importance
of the psychotherapist’s physiological states (Dana, 2018; Geller, 2018; Geller &
Greenberg, 2012; Geller & Porges, 2014; Ogden, 2018; Rothschild, 2017; D. J.
Siegel, 2007), we think that in general it is still not sufficiently emphasised. The
therapist’s physiological state influences their emotions, cognitions, behavioural
responses, and also the client’s physiological state (Porges, 2017). This raises the
critical question: how can the therapist achieve a regulated physiological state,
which will facilitate the client’s optimal development and growth? Based on the
research findings that mindfulness and interoceptive awareness promotes regula-
tion (Goldin & Gross, 2010; A. M. Hayes & Feldman, 2004; Price & Hooven,
2018; Taren et al., 2013) and on our clinical experience, we propose that this is
possible when the therapist is from moment-to-moment mindfully aware of their
own physiological states. We suggest that mindful awareness activates ventral
vagal regulation. Through mindful awareness the therapist decentres from dysre-
gulated states, observes them in a nonjudgmental and accepting way, and by that
self-regulates. Reminding and teaching therapists how to be mindfully aware
within each therapy session of their physiological states and to self-regulate is the
fundamental task of training and supervision.

Activation of the social engagement system enables the therapist to engage with
the client effectively (Dana, 2018; Ogden, 2018). The ANS of the therapist is then
in an optimal arousal zone, within the window of tolerance (Ogden et al., 2006;
D. J. Siegel, 1999). Therapists within the window of tolerance can think clearly
(Rothschild, 2017), can use metacognitive functions, like reflection and mentali-
sation, and can interact with their client in an adequate way (D. J. Siegel, 1999).
If the therapist is not within the window of tolerance, their thinking, emotional
processes, and behaviour can become rigid or chaotic, and probably will not be
adaptive to the challenges of psychotherapy (D. J. Siegel, 1999). If therapists can
modulate their arousal, they will be able to regulate their clients and to adapt to
other challenges in psychotherapy as well. For the therapists, it is essential to feel,
to be mindful of and to regulate their sensations and emotions. This enables them
to use their “calm, centred social engagement capacity to track and guide the
client from the hyperaroused (sympathetic) state towards internal regulation and
the neuroception of safety” (Levine, 2018, p. 18). The therapist who is mindfully
tracking their own physiological states during each therapy session and regulates
them when needed also provides self-care for their own well-being and prevention
of empathic distress and burnout.

To enable clients to feel safe in therapy, we as therapists want to provide cues
of safety for them. This is possible only if we feel safe ourselves. That means that
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our ANS is not in the defence state and that our social engagement system is
activated. Only therapists in the ventral vagal state can send their clients’ ANS
these cues of safety. Clients’ feelings of safety are a prerequisite to all techniques
we do in therapy and often, especially with traumatised clients, this is the
crucial goal of therapy. “Cues of safety are the efficient and profound antidote
for trauma” (Porges, 2018, p. 61). The therapist in the ventral vagal state has
the potential to automatically, without conscious engagement, through the
process of physiological synchrony, calm down a client’s physiology. This is
the passive, implicit way of regulating another, called co-regulation (Helm et al.,
2014; Porges, 2017).

Physiological regulation in the psychotherapeutic relationship

Physiological regulation is a complex neural activity (Porges, 2011). We define it
as a process of modulating the physiological arousal states of a person, bringing
them to an optimal arousal zone. In situations where there is no actual danger,
physiological regulation is the ability to come out of the defensive autonomic
states to the window of tolerance and activation of the social engagement system.
It is the ability to lower ANS arousal, if the person is in a mobilised state, and to
heighten the activation if the person is in an immobilised state. When a person
is in a mobilised state, led by the sympathetic system, the vagal brake is needed
(Dana, 2018). When a person is in an immobilised state, led by the dorsal vagus,
then a person can return to ventral vagal regulation through sympathetic acti-
vation (Dana, 2018; Porges, 2011). For the regulation of both defensive states,
the aim is to activate in the client feelings of safety. Physiological regulation is
also crucial for emotional regulation, where the intensity and duration of emo-
tions are being modulated (Fonagy et al., 2004; Greenberg, 2008; Greenberg &
Paivio, 1997).

Self-regulation is the ability of a person to modulate their ANS system on their
own. Co-regulation or relational regulation is when one person helps to regulate
the other person. One person can regulate the other in either an implicit, passive
way or active way (Porges, 2017).

We all experience dysregulated states. The therapist during the course of a
therapy session may swing between regulated states, states which are approaching
dysregulation, and dysregulated states. As therapists we do become hyper- or
hypoaroused. It is essential that, with mindful observation of our physiological
states and self-regulation, we prevent ourselves from becoming highly dysregu-
lated and come back to an optimal autonomic state.

In the therapy process, some clients may suffer from dysregulated states more
or less regularly, while other clients come to defensive states only when
approaching painful or traumatic memories or when they perceive misattunement
in the therapeutic relationship. With mindful awareness of their own states and
mindful observation and inquiry about the autonomic states of their client,
therapists can, through recognising the signs, evaluate the client’s arousal zone.
They can then use this knowledge as a map for their actions in the psychotherapy.
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The therapist from their regulated state helps to regulate the client in two
main ways:

1 Relational implicit regulation. The therapist within the therapeutic relation-
ship automatically co-regulates a client with the help of their own mindful,
compassionate, regulated ventral vagal state.

2 Active/explicit regulation. In this process, the therapist actively invites the
client to self-regulate. In MCIP this is done in one of two ways: by enhancing
mindful awareness and self-compassion, or by using other strategies. In the
first case, the therapist encourages connection with the client’s observing self,
which enables mindful awareness and self-compassion and through that the
self-regulation process. In the second case, the therapist may teach the client
other strategies and techniques of self-regulation.

Relational implicit regulation in the therapeutic relationship

People, as well as other mammals, can all regulate each other’s physiological
states (Helm et al., 2014; Porges, 2017; Reeck et al., 2016). A person develops
the ability to self-regulate through the process of co-regulation (Porges, 2017,
Schore, 1994, 2019). We call this process relational regulation. If we look at this
developmentally, it is through the process of regulation by their mother or sig-
nificant other that a child develops the ability to self-regulate (Gerhardt, 2004;
Schore, 1994; D. J. Siegel, 1999). Imagine that a baby boy is upset. His mother
takes him into her arms, gently swings him, lovingly looks at him, and gently
talks to him. The baby’s physiological state calms down. With this regulation
from his mother, his prefrontal lobe develops and connections between the
prefrontal lobe and subcortical areas are built (Gerhardt, 2004). The child can
be regulated by the other only if the other is in the optimal arousal zone,
thereby providing safety.

In therapy, we can effectively use this co-creative process when the thera-
pist 1s in the ventral vagal state, which enables them to be present. A thera-
pist with their mindful presence offers cues of safety and relationally
regulates the client (Geller & Porges, 2014). The client’s physiology resonates
with the therapist’s calm and grounded presence (Geller, 2018). Through the
look of their eyes, a kind and gentle facial expression, soft voice, open body
posture and breathing, the therapist conveys safety to the client and influ-
ences the client’s physiological state (Geller & Porges, 2014). The client may,
through the process of neuroception (Porges, 2017) and physiological syn-
chrony, sense the safe and calm cues of the therapist’s neural system and in
turn feel safer and more relaxed. This is the implicit way of regulation.
Although the process may look simple, therapists can quickly become dysre-
gulated when working with destabilised clients (Rothschild, 2006). It is
essential to train therapists how to be mindfully present, how to mindfully
detect their dysregulated states, how to self-regulate, and how to respond to
clients’ dysregulated states.
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Active regulation of the client in the therapeutic relationship

A therapist can also use the active way of regulating clients to bring them to the
ventral vagal state. Implicit relational regulation is the foundation for active reg-
ulation. Active regulation requires conscious voluntary behaviour for changing
physiological states (Porges, 2018). When clients get stuck in defensive autonomic
states, we lead them into activating a mindful and self-compassionate state. We
first educate clients about the meaning and the signs of their autonomic states
(Dana, 2018; Rothschild, 2000). We explain to them that their dysregulated
symptoms are survival strategies from the past, which were adaptive in stressful or
traumatic situations and helped them physically and psychologically to survive.
We lead them to self-acceptance of their protective strategies and self-compassion.
Through mindful awareness of their body sensations, we teach them to detect
which autonomic state they are in. Awareness of ANS states, naming them and
assessing their intensity, decentres the clients from their experience and gives
them a sense of control and safety. Through this process, they understand what is
happening inside of them. In this way, their unpleasant, scary and “crazy”
sensations become meaningful.

When the clients” arousal is rising, and they are approaching a dysregulated
state or have already become dysregulated, it is essential to slow down the ther-
apy process and initiate the process of self-regulation (Rothschild, 2000). We
make a contract with our clients that when we perceive that they are in dysregu-
lated states, we will ask them to make a mindful pause. For instance, we may ask
them to stop talking for a while and to observe their physiological state mindfully.
It is important to make such a contract in advance so that clients are not sur-
prised when they are being “stopped”. Also, they can be asked to give us a sign
when they notice their dysregulated state. It is essential that when the client is in a
dysregulated state, we nonjudgmentally initiate the process of mindful awareness
and self-compassion, and in this way help the clients to self-regulate.

When clients start to observe and verbalise their internal processes from the
position of the loving witness, this begins the mindful regulation process. By
mindful awareness of breathing, body sensations, emotions, and thoughts, the
client’s physiological arousal can be regulated. It is also essential to be mindfully
aware of what the body would like to do (like breathing more deeply, moving,
shaking, jumping ...) and to follow these tendencies. The therapist helps the client
with an accepting attitude and interventions like: “Whatever you feel, it’s OK. The
body s telling you an important story. Gently embrace whatever you are noticing.” The
therapist is validating the client’s experiences by communicating that they are
mmportant (Moursund & Erskine, 2004). In this way, we are developing accep-
tance of inner states. Acceptance counteracts the intention of experiential avoid-
ance. Promoting self-compassion is also essential for the self-regulation process.
Self-compassion counteracts self-rejection and self-criticism, awakens an accepting
and loving inner relationship towards ourselves and by this returns safety to our
psychophysiological system. Mindfulness and self-compassion activate ventral
vagal regulation and help the client to feel safe again.
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We may also use other resources to help a client to access their ventral vagal
state: breathing with longer exhalation, soothing objects, photographs of pets and
nature, imagining a safe place, situations of connection, of awe (Dana, 2018) and
use of sound (Erbida Golob & Zvelc, 2015). The therapist can also propose that the
client gently touches themselves. We have found that it can be very beneficial if the
client puts their hand on their chest in a kind and loving way.

We suggest not to “leave” the client, or ourselves, in a dysregulated state,
because if we did, both the client and the therapist would be unable to think
clearly and would not be able to “integrate and make sense of what is happening”
(Rothschild, 2017, p. 32). And furthermore, the body would continue to suffer.
We may need to activate vagal brake many times during the therapy session
(Dana, 2018; Rothschild, 2000, 2017) meaning that we “pause” and make time

and space for mindful awareness, self-compassion, and regulation.



6 Relational schemas and memory
reconsolidation’

The construct of schemas can serve as a common language for discussing and
understanding psychotherapy. Relational schemas are the fundamental theoretical
construct of MCIP that provides us with an understanding of the inner relational
world of the client and how this world impacts relating to others.

Relational schemas are schemas of an individual’s subjective experience of a
relationship. They are “generalizations of repeated experiences of being with
others and thus represent prototypes of relational events” (G. Zvele, 2010c, p. 8).
Relational schemas refer to the cognitive, affective, physiological, and behavioural
aspects of an individual’s subjective experience of relationship. They affect the
way we establish interpersonal relationships and how we relate to ourselves.
Relational schemas are usually developed in early childhood and are revised and
reshaped throughout life.

The notion of relational schemas has previously been used by Baldwin (1992)
and Safran (1990). According to Baldwin et al. (2003), a relational schema con-
tains “an image of self (e.g., as inadequate), an image of other (e.g., as critical),
and a script for a pattern of interaction between self and other (e.g., if I make a
mistake, he will reject me)” (p. 153). Similarly, Safran (1990) describes relation-
ship schemas as structures of relationships between oneself and significant others.
The term “relational schemas” stresses the interrelatedness of how we experience
ourselves and other people. As Stern (1998/2018) pointed out, a child develops
representations of interactions, and not of separate experiences of self and others.
This process is based on the subjective experience of the self in relation to other
people. Stern (1995) uses the term “schemas-of-being-with” (p. 93) to describe
such representations of a relationship.

Relational schemas are structures that have developed based on various
relational experiences. They reduce vagueness and unpredictability, enhance
our sense of security, and determine how we experience and perceive other
people and ourselves in relationships with them. To structure and organise our
experience of the world is a basic human need with a biological and evolu-
tionary function (Berne, 1966; Erskine, 1997). The formation of relational
schemas enables us to predict the behaviour of others quickly. In certain situa-
tions, fast responses and assessments of the emotional states of other people are
crucial.
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Affect regulation and development of a sense of self

The basic need of all children is for contact with other people because they
cannot survive on their own. Children need a constant and stable other person
who will look after their needs and regulate their experience in an appropriate
way. Parents do this from birth onwards (Bowlby, 1969; Schore, 1994; D. J.
Siegel, 1999; Stern, 1998/2018). If a young daughter is frightened, for example,
the mother holds her and calms her down. If she is sleepy, the mother puts her to
sleep. Parents not only regulate unpleasant experiences but also induce positive
ones. Thus, in the presence of a significant other, a child can experience much
greater satisfaction than he could if playing alone. One of the main tasks of par-
enting a young child is the regulation of unpleasant emotional states and the
creation of positive ones (Horowitz, 1998; Schore, 1994; Stern, 1998/2018). A
baby is thus in a relationship with the “other,” who regulates his or her experi-
ence of self. Parents can also regulate which emotion a child will experience and,
very importantly, its somatic state. In all these interactions, there occurs a sig-
nificant change in the child’s neurophysiological state. A child has different types
of experiences in relationships with others and, when these are repeated, they
form a relational schema of such relationships. By forming relational schemas,
children develop the ability to regulate their own experience. For example, chil-
dren learn to calm down, put themselves to sleep, regulate their anger and
hunger, and so on. Activation of relational schemas enables children to experi-
ence self-regulation. When, for instance, a child is frightened, a schema is acti-
vated that provides the experience of comfort. Such schemas are adaptive and
crucial for the development of a child’s personality.

Let us imagine that a boy is playing with a puppet, and then his mother joins
him, takes the puppet in her hands, and plays with him. This gives the boy much
more pleasure than if he was playing alone. When such interactions are repeated,
the moment will come when he will play with the puppet and experience a simi-
lar state to the one he previously experienced while playing together with his
mother. We can say that the repeated interaction between the mother and the
child led to the formation of a relational schema. This schema involves experi-
encing the self (“happy”) in interaction with another (“causing happiness”). When
a child comes into contact with the puppet, the schema is activated, and the child
experiences similar happiness as if he or she were playing with mother. The
puppet thus serves as a stimulus that activates the relational schema.

Nonverbal and verbal relational schemas

Stern (1998/2018) states that a child forms generalised representations of a rela-
tionship with a significant other very early. This happens before the development
of speech and refers to the representation of a child’s nonverbal experience. In
relational schemas theory, we have termed such schemas “nonverbal relational sche-
mas”. They refer to behavioural, affective, and physical experiences of the self and
other people. These schemas are coded in implicit memory, which is related to
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those parts of the brain that do not require conscious processing in order to store
and recall (D. J. Siegel, 1999). Implicit memory is the earliest type of memory; it
1s already present at birth. When a person draws on implicit memory, they are
not aware of the act of remembering. Explicit memory on the other hand
requires awareness for both storing and recall. A person will in this case be aware
that they are remembering something. When implicit memory is activated,
behaviour, emotions, and images are activated. Nonverbal implicit schemas lead
us to interpret current stimuli, behave accordingly, and experience certain emo-
tions and images without being aware of the influence of previous experience on
the reality of the moment.

With the development of speech, the schemas begin to involve language and
the verbalisation of nonverbal experience. Adequate attunement to the child
enables parents to find the right names for the child’s experiences. Attributing
meaning to nonverbal experience is not always precise; it depends on the parents’
attunement to the child and the appropriate naming of the child’s experience. To
illustrate this, imagine a young boy who is experiencing fear. His mother per-
ceives this and holds him in her arms while naming her child’s response as fear,
and the child is comforted. In this way, the child may develop a verbal descrip-
tion of the experience: “I am afraid, but I can rely on my mother.” But parents
may misinterpret their child’s experience. In such a case, the mother might not
recognise and verbalise the child’s fear but rather be annoyed with the child for
being “cranky”, leaving her child without the appropriate words to describe their
nonverbal experience.

Some relational schemas integrate both nonverbal and verbal schemas,
although some schemas stay with us only in nonverbal form. When such implicit
schemas are activated, we may experience specific feelings and body sensations
towards ourselves or other people without being aware that we are experiencing
memories from the past. The person may feel that they are experiencing some-
thing familiar, but is not aware of what that may be. This is related to Bollas’s
(1987) concept of the “unthought known”.

Relational schemas networks and self-narrative

Relational schemas exist at different levels of generalisation. They can be quite
specific and refer to specific themes and relationships, such as relational schemas
of a person’s relationship with their mother, father, or both parents. On the other
hand, relational schemas can also be more generalised, for instance, those of a
relationship with men or women in general, or authority figures. In this case, a
relational schema is a network of interconnected specific schemas.

For example, i his childhood, the client Eric was frequently humiliated by his father, who
was verbally abusive and overly demanding. The experiences with his_father were generalised as a
relational schema of a relationship with an abusive father. In addition to this relationship with
fus father, Eric also had sumilar experiences with his grandfather and his piano teacher. These
experiences were connected with the schema of the relationship with the father. In this way, a
network of relational schemas was formed (experiencing shame when exposed to criticism from
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other men). This schema was oflen activated in Eric’s relationships with men, through which
he experienced a good deal of shame leading him to avoid social contacts, especially with other
men.

Networks of relational schemas at the highest level form an overarching rela-
tional schema — our self-narrative. The terms self-narrative refers to our narrative
identity, which gives coherence and integration to our experiences. McAdams and
McLean (2013) describe how narrative identity is “a person’s internalized and
evolving life story, integrating the reconstructed past and imagined future to
provide life with some degree of unity and purpose” (p. 1). The self-narrative
functions as the central organiser of our experience and integrates different rela-
tional schemas, both verbal and nonverbal. Experiences and relational schemas
which are in accordance with the self-narrative will interconnect, while experi-
ences which depart from it will be denied or stored separately. Although the term
“narrative” 1s usually used for verbal stories, in line with Lichtenberg (2017) we
understand the narrative as being broader, encompassing both nonverbal and
verbal domains.

Activation of schemas and self-states

Erskine et al. (1999) describe that “the expectations for the future are often
echoes of the past” (p. 167). Activation of schemas determines how we will per-
ceive another person and how we will behave towards them. Schemas enable
prediction and quick orientation in contacts with other people. In Chapter 5, we
describe how with neuroception we continually evaluate other people and situations
in terms of safety, risk, or danger (Porges, 2017). We think that neuroception is
dependent on relational schemas that provide templates for activation of the
autonomic nervous system based on previous relational experiences.

Activated relational schemas reawaken the primary relational experience. The
context of a relationship affects which schemas and which elements of a schema
will be activated within a relationship. A schema can be activated by an actual
event that is associated with a schema, or it can be set off via memory or imagi-
nation. In other words, schemas can be activated through certain external or
internal stimuli. In the case of an internal stimulus, an association, a certain
thought, feeling, or sensation can trigger the activation of a schema. Any element
of a schema — word, image, action, smell — can activate another. For example, the
smell of a certain perfume can activate the schema of a relationship with our
mother, or a stomach ache can activate the schema of being with a worried
father, who was frightened of illness.

Relational schemas cannot be observed directly, but their activation can be
seen in different patterns of subjective experience and behaviour; in the self-states.
The term self-state refers to patterns of emotion, thinking, behaviour, and phy-
siological reactions. Activated relational schemas are manifested either in the
emotional attitude toward other people (or events) or intrapsychically in the form
of internal dialogue between different self-states. To illustrate this, we will con-
tinue with Eric’s story.
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As we said, Enc’s father was very strict, severely criticising his son’s every mustake and
verbally abusing him. These experiences became generalised as a relational schema. An event that
is associatively linked to this schema can activate the schema and cause Eric to experience a
certain self-state. In this case, Eric criticised himself for every small mistake he made, and, in
doing so, he internally re-experienced shame and humiliation. Each mistake served as a stimult
Jor the activation of the relational schema. It triggered Eric to humiliate himself and further
strengthen the schema. Based on a relational schema, Eric also anticipated criticism _from other
people, even if they had a positive attitude towards him. Even in the case of minor criticism _from
fus colleagues at work, he felt humilated, ashamed, and as if something was wrong with him.

Relational schemas can be adaptive or dysfunctional. Adaptive schemas are open
to change and adaptive concerning the current situation. In Eric’s case they were
dysfunctional, as they were not adaptive to the current situation, were causing
high stress, they were rigid and were not open to change. We propose that there
are two fundamental types of disturbances in the development of relational sche-
mas. The first is a lack of adaptive relational schemas, and the second is the
development of dysfunctional relational schemas.

A lack of adaptive relational schemas

Relational schemas play an important function in the development of personality.
They enable self-regulation and the development of a sense of self. However, such
schemas only develop when a child has a good-enough parent who is attuned to
the child’s needs. When parents do not provide adequate attunement and reg-
ulation of the child’s internal emotional states, such children will not develop
relational schemas that would later enable them to regulate their own experience
(e.g., calming or amplifying positive emotion). In an emotional sense, they are left
on their own, which means they may experience intense emotional states that
they cannot adequately regulate. Later in life, such individuals may have major
problems regulating their own emotions, sometimes being swept away by strong
feelings, without being able to regulate them. In terms of the polyvagal theory
(Porges, 2017), we propose that such a lack of adaptive relational schemas may be
related to insufficient vagal brake.

Development of dysfunctional schemas

Experiencing deprivation and/or trauma leads to defensive processes in a child.
These defensive processes arise through a child’s creative adaptation to absent or
madequate contact with parents. The child adapts to the situation to avoid the
pain and at the same time to maintain the relationship with significant others. A
child may deny certain facts and dissociate from emotional states. Body sensations
and emotions may become separated from verbal meanings and images. The
child may also become withdrawn and afraid of significant others. Based on
repeated similar experiences, the child forms a relational schema of such an
interaction. We refer to such a schema as a dysfunctional relational schema. It is a
generalisation of the subjective experience of an inadequate relationship or lack of
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contact with a significant other. Dysfunctional schemas resist change and accom-
modation and can lead to a dysfunctional relationship with self and others. In
childhood, such schemas are entirely adaptive, enabling the child to survive in a
dysfunctional environment. However, for the adult they are dysfunctional, as they
are remnants of past experiences that have not been updated with new informa-
tion. Dysfunctional relational schemas distort the perception of current situations
and lead us to behave and feel in a way that is not adaptive in relation to the
present. Such schemas may lead to faully neuroception (Porges, 2017) and can acti-
vate either the sympathetic or dorsal vagal parasympathetic system leading to
behavioural strategies of mobilisation or immobilisation. The person can, for
example, feel very threatened in relation to benign stimuli. The sweet smile of
another person can be interpreted as dangerous, based on the relational schema
of being with an unpredictable mother, who could change her mood very quickly
from extreme kindness to rage.

Dysfunctional schemas have a defensive function and protect the person from
both external and internal danger, even if the “real” danger is a long time past.
They prevent the person from experiencing certain elements of subjective
experience (emotions, body sensations, memories) and behaviours. Only those
experiences that are coherent with the schema are allowed, while others are
denied or dissociated. Dysfunctional schemas resist accommodation because they
fulfil the important function of protection from painful and distressing subjective
experience. In this way, a person does not have to face unpleasant memories and
emotional states. Based on a dysfunctional schema, the person can feel “numb”
and “empty” with their loved ones, which was an important strategy in the past —
to avoid feeling the pain related to rejecting and “cold” parents. However, such
schemas represent a source of dissatisfaction in adult life and often lead to clinical
problems. They are “fixed structures that prevent the person from experiencing
the freshness and uniqueness of the moment” (G. Zvelc, 2010c, p. 9). They
interrupt intrapsychic and external contact (Erskine et al., 1999) and prevent the
person from being spontancous, aware, and intimate (Berne, 1967). To under-
stand the process more clearly, let us look at a clinical case.

Peter spent hus childhood with a verbally and physically abusive mother who was addicted to
alcohol. In response to constant humiliation as a child, Peter dissociated many feelings. Anger
and sadness were not allowed in his relationship with his mother along with any signs of rebel-
lion. He also experienced extreme shame and became obedient and adaptable. Peter concluded that
he was not safe and that he was a bad person. All this enabled him to swrvive the kind of
relationship he had with his mother. If as a child Peter had rebelled and expressed hus anger, he
would have experienced even grealer abuse from his mother. Thus, his reaction was his best
attempt at adapting to the situation. Because such experiences were repeated many times, he
Jormed a relational schema of the relationship with his mother, which included feelings of not
being safe, shame, extreme adaptability, and the belief that he was a bad person. The schema
also included experiencing other people as dangerous and abuswe. Later in life, Peler had major
problems with _feeling unsafe in relationships. He did not trust his girlfriend and expected that she
would sooner or later hurt him and abandon him. He also felt like he did not deserve her. At the
shightest criticism from her he experienced shame and tried to please her. He had difficulty
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expressing anger and sadness; he could not stand up for himself and felt inadequate in his rela-
tionship with her. The dysfunctional relational schema of being with an abusive mother was
being almost continually activated in hus intimate relationship.

Relational schemas and change in psychotherapy

Dysfunctional relational schemas and lack of adaptive schemas are often the
sources of the client’s symptoms. In MCIP, we address with different methods and
mterventions dysfunctional schemas and promote the development of new adap-
tive schemas. There are three main psychotherapeutic tasks related to relational
schemas: (1) Developing decentred awareness of relational schemas and psycho-
logical flexibility, (2) Change of dysfunctional relational schemas and memory
reconsolidation, and (3) Developing new adaptive schemas.

Developing decentred awareness of relational schemas and
psychological flexibility

In MCIP we emphasise the development of a new relationship with the schemas,
which is based on mindful awareness and compassion. Through mindfulness
processes and compassion, an individual can develop a new relationship towards
their schemas that is based on the present moment, acceptance, decentred
awareness, and compassion. Such new relationship enables a person to be freed
from the grasp of dysfunctional schemas and enables them to live life fully
according to their values. This process is in acceptance and commitment therapy
(ACT) described as psychological flexibility. S. C. Hayes et al. (2012) define
psychological flexibility as: “contacting the present moment as a conscious
human being, fully and without needless defense — as it is and not as what it says
it is — and persisting with or changing a behavior in the service of chosen
values” (pp. 96-97). Through mindfulness and compassion processes, clients are
invited to be fully present with their experience and to develop a decentred
perspective towards their schemas. Decentred awareness of relational schemas
enables the person to become aware of how their relational schemas are influ-
encing their lives. Based on greater mindfulness and compassion they may start
living life according to their values and meaning, even if relational schemas are
activated. In this way, the clients come to feel greater internal freedom, as they
are no longer merged with their schemas. The client Lana, for example, became
aware of her schema, which was behind her avoidance of going to university to
study mathematics: “I am not capable and others are better than me.” Even
though she had excellent marks in secondary school, she lacked the courage to
go further. Decentred awareness related to the schemas helped her to go on to
pursue her studies. In Chapter 10 we describe various methods and interven-
tions that help the clients to develop decentred awareness of relational schemas.
Decentred awareness of relational schemas is also the first step related to the
task of changing dysfunctional schemas through the process of memory
reconsolidation.
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Change of dysfunctional relational schemas and memory
reconsolidation

In healthy personality development, schemas are open to change in a constant
process of assimilation and accommodation (Piaget & Inhelder, 1966/1990).
Assimilation is the process of adapting new events and situations to existing
schemas. An individual interprets events and reacts to them based on previous
experience and in this way new information and experience is assimilated into the
existing schemas. But sometimes new events and situations are so different from
previous experience that the individual notices the difference. This triggers the
process of accommodation and the person modifies schemas based on new infor-
mation. Relational schemas are thus constantly in a state of flux and open to
change. In adaptive functioning, relational schemas are open to change; any
activation of a schema constitutes a potential entry point for new information.

This process of change can be explained by the mechanisms of memory reconso-
Ldation. The process of memory reconsolidation is based on neuroscience
research, which shows that old emotional learning, including implicit emotional
schemas, can be revised at the level of the “physical, neural synapses that encode
it in emotional memory” (Ecker et al., 2012, p. 13). Memory reconsolidation can
be understood as the “brain’s innate process for fundamentally revising an exist-
ing learning and acquired behavioral responses and/or state of mind maintained
by that learning” (Ecker, 2015, p. 4). The neurological process of memory
reconsolidation can be understood as a unifying mechanism of change in the
various psychotherapies that promote transformational change (Ecker, 2018;
Ecker et al., 2012; Lane et al., 2015).

Figure 6.1 illustrates the process of change of relational schemas. Certain
internal or external stimuli trigger and activate certain schemas. Their activation
1s manifested in specific self-states, which are the basic units of subjective experi-
ence and behaviour (top arrow). Self-states can reinforce a certain schema (pro-
cess of assimilation) or trigger its change (process of accommodation), illustrated
in the figure by the bottom arrow. Individuals experience many different states,
which change from moment to moment. These self-states are influenced by the
state of the organism and its needs, relational schemas (influence of past experi-
ence), and specific influences of the present moment. Present moment events and
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and the
context of

the moment

Internal or external
stimuli

Relational
schema

Figure 6.1 Activation of relational schemas and self-states
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interpersonal relationships can induce self-states that we have not experienced
before and that are not part of our accumulated relational schemas.

Even though the activation of schemas brings patterns of past experience into
the present, each present situation is different. It is a mixture of various influ-
ences, not only those of relational schemas. Each time a schema is activated, it is
activated under slightly different circumstances. This is precisely what makes the
constant process of schema change possible.

If this were not the case, we would be completely trapped in the patterns of
past reactions. Self-states paradoxically represent a reawakening of past experi-
ence and, at the same time, a new experience that a person has never had before
in quite the same form. If the new experience and the related self-states are
similar enough to past experiences, a process of assimilation occurs, and the
structure of the schema is preserved. However, if the new experience is radically
different from the experiences that have become a part of a relational schema, the
schema itself is changed (accommodation). This process of schema change is
congruent with the process of memory reconsolidation that describes how mem-
ories are not fixed and perfect accounts of our past but are constantly revised and
reshaped (Lane et al., 2015).

For memory reconsolidation, it is important that relational schemas are acti-
vated and that the person has a new experience, which is juxtaposed with old
learning (Ecker et al., 2012). This provides a “mismatch experience”, where the
individual notices the difference between old schema learning and the new
experience. Relational schemas are through this process transformed and chan-
ged. Each activation of a schema is an opportunity for that schema to change
based on new information entering the system. Schemas are changed and trans-
formed in psychotherapy through the process of memory reconsolidation.

The chent Emma, for example, had a relational schema related to “feeling unsafe in rela-
tionship with men”, which had developed following experiences with an abusing father and two
previous boyfriends who sexually and physically abused her. New relationships with the therapist
and with her new boyfriend provided a new experience of “being safe” in relationship with
another person, which helped her to change the dysfunctional schema.

Ecker and colleagues (2012) have translated the neurological process of
memory reconsolidation into psychotherapy practice. They have described the
necessary phases of psychotherapy in order to promote memory reconsolidation.
The therapeutic reconsolidation process occurs in three main phases: (1) Acces-
sing sequence, (2) Transformation sequence, and (3) Verification phase. In the
first phase, the old emotional learning is activated and brought to conscious
awareness. It has to be experienced as a felt experience that is verbalised. Just
cognitive understanding is not enough; the relational schema has to be activated
and experienced. In the second transformation phase, the old emotional learning
is juxtaposed with the new contradictory experience. In this process, both old and
new experiences have to be brought to awareness at the same time. Such mis-
match creates a prediction error experience that unlocks the synapses. The repeated
juxtaposition experience between old and new learning re-writes and changes the
dysfunctional schema. The verification phase consists of observations to confirm if
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memory reconsolidation has occurred. This shows in emotional non-reactivation,
symptom cessation, and effortless permanence (Ecker et al., 2012).

The process of memory reconsolidation helps us to understand the necessary
steps to promote transformational change. It can guide therapists in using the
processes of change and related interventions. In MCIP, memory reconsolidation
occurs through various methods and interventions connected to different pro-
cesses of change. New experiences that contradict old learning may be: insight,
new emotional and body experience, new behaviour, and new relational experi-
ences. Mindfulness and compassion processes are in our approach to integrative
psychotherapy central to schema change as they provide fundamentally new
experiences in contrast to dysfunctional schemas — the experience of present
moment awareness, acceptance, decentred perspective, and compassion. Working
with several processes of change potentiates the effects of schema change.

It is crucial that a relational schema is fully activated because this is the only
way that change of the schema is possible. If a relational schema is not activated,
the change is only cognitive and behavioural, an attempt to control activation of
dysfunctional schemas that shows in different symptoms. Ecker et al. (2012)
describe this as counteractive change, where psychotherapy promotes new learning
that exists alongside old emotional learning. The old emotional learning is not
changed but is regulated through different methods and techniques, such as
relaxation techniques, affect regulation, cognitive reappraisal (Ecker & Vaz,
2019). New learning, in this case, competes with old learning. Counteractive
change results in partial symptom reduction and takes effort to maintain and can
result in relapses of symptoms. Therefore, change must reach all the elements of a
schema — not just the verbal level but also the subsymbolic ones (sensory, visceral,
and motor) — so that the individual actually sees and feels the world differently
(Bucci, 1997). It is not enough to talk about emotional experiences and beliefs;
they must be experienced and felt in the body. Activation and decentred aware-
ness of schemas is a crucial precondition for transformational change, which is
attributed to memory reconsolidation. In this case, the dysfunctional relational
schemas are revised, which results in the elimination of symptoms and permanent
change which is effortless to maintain (Ecker et al., 2012).

Dysfunctional schemas, although they are not adaptive in the present, serve an
important intrapsychic function. They give a person a feeling of predictability,
identity, continuity, and stability (Erskine et al., 1999). A change of schemas can
shake our experience of stability and continuity, and when such change occurs, a
client may experience temporary instability and a feeling of identity loss. Old
beliefs and experiences of the self and others stabilise our psychic organisation. A
change of dysfunctional schemas is sometimes experienced as a dying of the old
and the birth of something new.

Corrective relational experience and change of dysfunctional schemas

Activation of a relational schema in an interpersonal setting means that a person
will experience the other in a way that is similar to how they experienced a
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significant other in the past. In psychotherapy, this corresponds to the concept of
transference. This makes it possible for the schema either to change or to be
reinforced. For memory reconsolidation to occur, it is important that the indivi-
dual has new experiences that are fundamentally different from old learning. New
corrective relational experiences with the therapist may be one such experience
that is different from old schema expectations.

Relational methods of inquiry, attunement, and involvement may provide the
client with new relational experiences that are in stark contrast with previous
experiences and expectations in a relationship. This creates a juxtaposition experi-
ence between the old relational memories and new attuned relationship with the
therapist (Erskine, 2015). Erskine (1993) describes how such a juxtaposition
between the therapist’s attunement and memories of a lack of attunement in
previous significant relationships can produce “intense, emotional memories of
needs not being met” (p.184). Erskine (1993) further explains:

Rather than experience those feelings, the client may react defensively to the
contact offered by the therapist with fear, anger, or even further dissociation.
The contrast between the contact available with the therapist and the lack of
contact in the original traumaf(s) is often more than clients can bear, so they
defend against the current contact to avoid the emotional memories.”

Understanding and working with a juxtaposition experience is crucial in inte-
grative psychotherapy so that clients can integrate the new relational experience
and for memory reconsolidation to occur. Even though the juxtaposition experi-
ence may be difficult and painful for the client, it is also crucial for profound
personality change and memory reconsolidation.

Mandfulness and memory reconsolidation

For memory reconsolidation, a mismatch 1s essential between old learning and
new information that contradicts the old learning. This means that old emo-
tional learning needs to be juxtaposed with new information. We propose that
mindful awareness is the core new experience that provides a juxtaposition to
old learning and promotes memory reconsolidation. In MCIP, through the use
of different psychotherapeutic methods we activate the clients’ dysfunctional
relational schemas and bring mindful awareness and compassion to their
experience. Dysfunctional relational schemas are by definition connected to
avoidance of experience, negative beliefs about self, and unpleasant emotions.
Mindful awareness and compassion provide radically new information and
experience. Most of our clients have negative beliefs about themselves — that
they are not OK as persons. With mindful awareness and compassion, clients
can have an entirely new experience that could be described in words such as
“you are accepted as you are”. Such new information and experience can pro-
vide the necessary juxtaposition experience, which is essential for memory
reconsolidation and schema change.
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Mindfulness and compassion challenge the foundation of dysfunctional rela-
tional schemas — the process of avoidance of internal experience — by enabling a
client to establish contact with the experiences that would otherwise be dis-
sociated. Thus, therapy is a process of integration, of re-association of experiences
that would usually be dissociated because of dysfunctional schemas. In this way,
new connections between dysfunctional schemas and new adaptive experiences
can be formed.

For example, a client can access the grief he was keeping in because his schema was related to
being strong in relation to a depressed mother. Decentred awareness and compassion related to the
schema “I have to be strong and take care of others” helped him to develop a new experience of “I
have a right to be vulnerable and comforted”. This opened the way for him to_feel the grief, which
provided new emotional/body experiences that promoted memory reconsolidation.

Decentred perspective may also contradict old learning. Decentred perspective
and contact with the observing self enable the client to relate to their negative
beliefs and ideas as “just thoughts” and not reality itself. This provides a funda-
mental deconstruction of negative beliefs about self. Contact with the observing
self by itself provides a new experience that is fundamentally different from old
emotional learning. Clients can observe their experience from different perspec-
tives, which naturally brings new insights and experiences that provide an anti-
dote to old experiences. For example, a client can relate to their experience from
the perspective of their wise, future self or may relate to themselves from the
perspective of a loving best friend. Such interventions usually promote new
experiences and insights that contradict old emotional learning.

Developing new adaptive schemas

The process of psychotherapy involves not only decentred awareness and trans-
formation of dysfunctional relational schemas; it also involves developing new
adaptive schemas through the new relational experiences with the therapist or
through developing a new mindful and compassionate relationship with the self.
In this process, the new adaptive schemas can coexist with the old dysfunctional
schemas. They provide new ways of relating to both self and others and extend
the client’s repertoire of relational experiences. As dysfunctional schemas are not
necessarily changed, this process could be described as “counteractive change” (Ecker
et al., 2012, p. 32), where new learning competes against old learning. New
adaptive schemas can inhibit activation of dysfunctional schemas and provide
more adaptive responses.

The relationship with the therapist enables the client to form new adaptive
relational schemas. This is particularly important for those individuals who, in the
past, experienced deprivation concerning inadequate interpersonal experiences,
and as a result lack adaptive relational schemas. In this way, a client who is
having difficulty regulating their emotions builds up this capacity in the relation-
ship with the therapist. Through the repetitive experience of the relationship with
the attuned and compassionate therapist, the client forms a relational schema of
such interactions. The relational schemas of attuned contact with the therapist are
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recorded in the form of adaptive relational schemas. Such schemas enable the
client to have new forms of relationship both with other people and with them-
selves. A new internal accepting relationship enables the client to regulate their
own emotions.

In addition to the therapeutic relationship, new adaptive schemas can also be
developed by other methods and techniques that are focused on the creation of
the new intrapsychic relationship. With mindfulness and compassion processes,
the client develops a new relationship with themselves, which is based on aware-
ness, acceptance, and compassion. Such a relationship is gradually represented in
the new adaptive relational schema.

Notes

1 Adapted from the article “Between self and others: Relational schemas as an integrating
construct in psychotherapy” by G. Zvelc, 2009, Transactional Analysis Joumnal, 39(1), 22-38
(https://doi.org/10.1177/036215370903900104). Copyright 2009 by Taylor & Francis
Ltd. Adapted with permission of the publisher (Taylor & Francis Ltd, www.tandfonline.
com

2 From “Inquiry, attunement, and involvement in the psychotherapy of dissociation,” by
R. G. Erskine, 1993, Transactional Analysis Journal, 23(4), p. 187. (https://doi.org/10.
1177/036215379302300402). Copyright 1993 by Taylor & Francis. Reprinted with
permission of the publisher (Taylor & Francis Ltd, http://www.tandfonline.com).
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7 Beyond ordinary unhappiness:
From personal to observing self

In Chapter 3, we describe the two main senses of self: a personal sense of self and the
observing/ transcendent self. 'The personal sense of self refers to the experience of
ourselves as a particular person with an autobiographical history. It is a sense of
self that gives us an experience of continuity flowing through our past, present,
and into the future. We know that we are a particular person and that we have
certain personality characteristics and phenomenological experiences. These
include beliefs about ourselves, memories about the self in the past, and fantasies
about the future. It represents our identity — this is who I am. When I (Gregor)
introduce myself to new students of psychotherapy training, I usually say:

I am a psychologist, I have a PhD in clinical psychology, and I am a prac-
tising psychotherapist and supervisor. I am married, I have two sons, one is
19 years old and the other is 16. I am also a keen reader and have a long-
time interest in spirituality.

When I (Masa) speak to new colleagues at a conference, I may say:

I am an integrative psychotherapist, very involved in supervising and teach-
ing psychotherapy. I have two sons. I adore going to the mountains, I do
dance classes, and I love to go for long walks with my husband, sons, friends,
and our dog. I very much enjoy reading literature.

These descriptions include the words “I am”, which is followed by some
statement of personality characteristics. The personal self refers to our identifi-
cation with our self-narrative and could be described with the formula: I am =
self-narrative.

However, the personal self does not represent our whole experience of self. It
represents only aspects related to our identity. In addition to the personal self, we
also have another experience of self, that we call the observing/transcendent self.
The observing self is our experience of being an aware and conscious human
being. In the background behind all of our experiences, there is a sense of I — the
sense that I exist and I am aware. Take a moment and reflect on this. While you
are reading this book, just become aware that there is a certain sense of “I am
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aware, I exist”, a sense of I who is aware of thoughts, emotions, current beha-
viour, and external environment, leading you to an awareness that you are alive
and that you enjoy having time for reading and contemplating the nature of the
human mind. Behind our every experience, there is a constant presence of
awareness. It is simple, non-conceptual awareness that is phenomenologically
experienced as “I am aware”. The observing self, as an experience of ourselves as
being aware and conscious, could be described with the formula: I am =
awareness.

The personal sense of self

We propose the following definition of a personal sense of self:

The personal sense of self is the lwed and embodied experience of the self-narrative that is
continually self-reinforcing and maintaining itself. While self-narrative refers to a sense of
self as mentally represented, we define the personal self as the lived and embodied
experience of being a “person” in relationship with others. The personal sense of
self is: (a) Lived and embodied, (b) An expression of self-narrative, and (c) A self-
reinforcing system.

The personal sense of self as lived and embodied experience

In the previous chapter, we describe the formation of the self-narrative, which
integrates numerous relational schemas into an overarching autobiographical
narrative. The personal sense of self describes our lived and embodied experience
of this narrative organisation. It refers to the phenomenological experience of our
self-narrative. We live our life based on our self-narrative and networks of related
schemas that provide lenses through which we process every experience. This
process is mostly out of awareness. We experience ourselves and others based on
schemas, without knowing that schemas determine our experience. Our experi-
ence of self, who we are, who we were in the past, and who we will be in the
future, is largely the result of our self-narrative and related schema networks.

The personal sense of self as an expression of self-narrative

In the course of growing up, we develop a story about ourselves, which answers
the questions: “Who was I, who am I and, who will I become in the world with
other people?” Mitchell (2012, p. 145) writes, “we are stories, our accounts of
what has happened to us ... No stories, no self’. Such stories refer to our self-
narrative — our narrative identity (McAdams & McLean, 2013). Although this
narrative is usually understood as a verbal story, following both Stern (2004) and
Lichtenberg (2017) we conceptualise the narrative as both verbal and nonverbal.
Lichtenberg (2017) describes how narratives “capture both the implicit and
explicit aspects of lived experience” (p. 3). Part of our self-narrative is conscious
and is expressed in different narratives that we tell to others and ourselves.
However, our self-narrative is not only a conscious story about our life; it is also
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unconscious and nonverbal. The nonverbal aspects of our life-story are elements
of our nonverbal schemas coded in implicit memory. Nonverbal relational sche-
mas are a constant part of our experience and tell an important story about the
experience of self and others. Erskine (2015) describes how an unconscious and
nonverbal life-story is often enacted in behaviour, entrenched in the person’s
affect, and embodied in physiology. This is congruent with Stern (2004), who
described how children create emotional narratives of their experience before the
development of language. These emotional narratives are not verbalised in stories
but are emotionally felt. Stern (2004) described such narratives as lved stores,
which are “experiences that are narratively formatted in the mind but not ver-
balized or told” (p. 55). Some of these lied stories are translated later into language
and become stories that we tell to others. However, some of our emotional nar-
ratives are never symbolised and stay unconscious. They may be expressed in
physical sensations, emotions, body expressions, and movements.

In childhood, autobiographical narratives are co-created in relationship with
parents, siblings, and significant others (Stern, 1998/2018). Parents constantly ask
their children to tell stories about their experiences: “How was today in kinder-
garten?”, “What did you do at the party?”, “Did you get any marks in school?”
The resulting narratives are co-created in relationship with parents (Stern, 1998/
2018). Stern (199872018, p. xxiv) argues that child and parent collaboratively
“gather the pieces of the story” and “order them sequentially” into a coherent
narrative. This autobiographical narrative is developed in relationship with
others, so it is by nature relational, embedded in contexts with other people and
culture. The autobiographical narratives that we tell to self and others become
the official history of our life (Stern, 1998/2018).

Throughout the course of our life, we develop our self-narrative, which refers
to an overall life-story that integrates discrete events in a temporal sequence in a
meaningful way (Angus & Greenberg, 2011) and provides us with identity.
McAdams (2001) proposed that “identity itself takes the form of a story, complete
with settings, scenes, character, plot and theme” (p. 101). He argues that people
“reconstruct the personal past, perceive the present, and anticipate the future in
terms of an internalized and evolving life-story, an integrative narrative of self” (p.
101). This story provides us with “unity, purpose and meaning” (McAdams &
McLean, 2013, p. 233) and is co-constructed in relationships and cultural context
(McAdams, 2001; McAdams & McLean, 2013). It is through telling our narra-
tives that our life-story is continually updated and re-written. Bluck and Haber-
mas (2000) proposed that although a life-story schema is a stable organisation it
may also be updated and changed during our life. The personal sense of self as an
expression of our self-narrative includes both verbal stories about self as well as
nonverbal “lived stores” that are expressed in emotions and body experiences.

The personal sense of self as a self-reinforcing system

The personal sense of self can be described as a self-reinforcing system. It needs
constant reinforcement to maintain itself. This view is influenced by Cernigoj’s
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(2007) theory of self in which he proposed that self is “the continual process of
maintaining the self-concept as a special cognitive structure” (p. 213). According
to this view, the self is an “autopoietic” system, which does not exist physically as a
living organism, but it could be described as a “virtual autopoietic system” (Cer-
nigoj, 2007, pp. 210-211). Such a system has its own autonomy and dynamics. It
is continually changing, with all changes being subordinated to maintaining its
own organisation. In this way, self as an autopoietic system maintains its own
identity.

Cernigoj (2007) describes how the autonomy of the self is seen in the human
experience of being separated from nature and other people. However, autonomy
does not mean total independence. As an organism needs food and nutrients from
the environment, the self needs its “food” from the social environment in the form
of symbolic confirmations of its existence and value (Cernigoj, 2007).

Based on Cernigoj’s (2007) theory of self, we propose that the personal sense of
self is a process of continual maintenance and reinforcement of our self-narrative.
We become identified with our life-story and start to live it in the world. We are
unconsciously continually reinforcing our life-story by selectively ignoring and
avoiding certain aspects of subjective reality that do not fit our life-story. At the
same time we are also actively seeking experiences that would confirm or enhance
our self-narrative. We start to live our story of life and behave in a way that is
consistent with our story and invite others to reinforce it. This is congruent with
the self-confirmation theory (Andrews, 1993), which assumes that each person
maintains “self-consistency by arranging his or her interactions with the environ-
ment so that they form a negative feedback loop” (p. 166) that returns a system to
its previous equilibrium. In this way our personal sense of self is a system, which is
continually reinforcing itself.

The personal sense of self has important functions that are crucial for our
existence. Erskine et al. (1999) describe how we maintain our habitual patterns of
experience and behaviour because they serve the psychological functions of pre-
dictability, identity, consistency, and stability. Although these functions were
described in relation to defensive patterns related to life-scripts (Erskine, 2016)
they are important also for understanding the nature of the personal sense of self.
The personal sense of self provides us with a sense of identity, continuity of exis-
tence, stability, and gives a sense of predictability about ourselves and others:

Identity. 'The personal sense of self provides a sense of personal identity; this
1s “me” and this is how I am.

Continuaty. We know that we were such a person in the past, are in the
present, and will be in the future. Autobiographical memories provide us
with a sense of continuity of existence.

Stability. The personal sense of self gives us a sense of stability and a sense
of control in our life.

Predictability. The personal sense of self gives us a sense of predictability
about ourselves, others, and the world. We know how we will probably react
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in different situations and how other people will probably behave towards us
in a particular situation.

Because of these functions, the personal sense of self is a relatively stable organi-
sation and gives us the foundation of experience: “This is me. This is how I have
been in the past and will be in the future. I also know what to expect from myself
and other people.”

Identification with the personal sense of self and “ordinary
unhappiness’

Even though the personal sense of self is necessary for our existence as human
beings, at the same time it is also restrictive and limiting. In Buddhism, attach-
ment to one’s separate self is the main source of individual suffering (Engler &
Fulton, 2012; Hanh, 1998). Attachment to self manifests as the “fixation on either
positive or negative aspects of self” and viewing the self as fixed (Whitehead et al.,
2018, p. 2). In acceptance and commitment therapy (ACT), attachment to a
conceptual self is seen as the main cause of psychological inflexibility (S. C. Hayes
et al., 2012) that is related to many psychological problems.

In line with Buddhism and ACT, we propose that identification with the per-
sonal sense of self is a source of human suffering. Identification with the personal
sense of self refers to merging with our self-narrative. Our sense of “I” becomes
merged with our life-story. We become so involved with our story that we forget
it is no more than a story that we have constructed in the course of our life and
not substantial “truth”. We propose that identification with a personal sense of
self 1s at the root of ordinary unhappiness, from which we all suffer. Freud (1895/
2013) was the first psychotherapy author to write about ordinary unhappiness. He
proposed that psychoanalysis helps people to transform suffering from neurotic to
common unhappiness: “...much will be gained if we succeed in transforming your
hysterical misery into everyday unhappiness” (Freud, 1895/2013, p. 168).

Identification with a personal sense of self that is related to ordinary unhappi-
ness manifests in: (1) Living unconsciously according to our life-story, (2) Ego-
centricity and preoccupation with self, (3) Fear that our life-story will be
disconfirmed, (4) Existential loneliness and feelings of separation, (5) Loss of pre-
sent moment and experiential avoidance.

Living unconsciously according to our life-story

From childhood onwards, we start to identify with our self-narrative. Our sense of
“I” becomes attached to our life-story. We usually live our story without knowing
that this story is organising our life (Berne, 1972). We may become captives of
our story, which was written very early in life through different experiences with
self and others. Because of identification with our story, we may behave according
to old patterns, not daring to behave differently and pursue new avenues in life.
This limits psychological flexibility (S. C. Hayes et al., 2012) and autonomy
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(Berne, 1967). For example, someone may follow a story that they must “work
hard to be worthy”, which can then result in neglecting other areas of life and
possible burnout because of overwork.

Egocentricity and preoccupation with self

Identification with the personal sense of self appears in egocentricity and pre-
occupation with ourselves. It can prevent us from having empathy and compas-
sion for others and may be seen in narcissistic self-preoccupation. Since the
personal self 1s focused on self-preservation and maintenance, it is fundamentally
egocentric. It needs reinforcement from the social environment in terms of
recognition of its value and existence (Cernigoj, 2007). In this regard, Berne
(1967), the founder of transactional analysis, talked about the need for recognition
as one of the basic human needs. Maintaining our personal sense of self may
become a priority in life, which may be the cause of suffering both for ourselves
and others. We may be continuously preoccupied and concerned with ourselves.
We may try to perfect our self-esteem or have the tendency of comparing our-
selves with others (Engler & Fulton, 2012). Engler and Fulton (2012) describe how
even “the ‘healthy’ narcissism characteristics of a well-adjusted, mature individual
1s a cause of distress” (pp. 178-179) because when relating from the perspective of
self, we tend to judge our “experience as ‘good’ for me and ‘bad’ for me”
(p- 179). Attachment to our personal sense of self is seen in desire and aversion.
We grasp at things that support or enhance our personal sense of self and avoid
things that can undermine it. We may, for example, become preoccupied with
being admired, which can then be seen in excessive attempts to be liked and loved,
while we are likely to avoid any situations that would disavow us. Because we have
to continually maintain our personal sense of self, we all suffer from a lack of basic
security in life.

Fear that our life-story will be disconfirmed

Identification with the personal sense of self may also appear in fear that our self-
narrative will be disconfirmed or challenged. The personal sense of self is very
vulnerable, as it is a story with which we are identified. It has the potential to
become unstable, and we may fear that we might lose it. The possibility of any
change in our narrative may disrupt our sense of predictability, identity, con-
sistency, and stability (Erskine et al., 1999). We may become very aware of even
the slightest attempt at disconfirmation of our self-narrative and try to maintain it
at any cost. Because of identification with our story, we feel that rejection or dis-
approval of our story means rejection of ourselves. Someone may, for example,
feel threatened by the negative comments of others or may fear some imagined
criticism stemming from a life-story related to “I am worthy, only if I am perfect”.
Positive change may also be feared, for example, a person with the self-narrative
“I am a bad person, not worthy of love” may end a relationship with a person
who is loving and kind.
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Existential loneliness and feelings of separation

The personal sense of self gives us an experience of substantial and independent
self-existence, that we are essentially separate and different from other people.
Because of this, we may feel that we are fundamentally alone in the world and
that nobody really understands us. Existential writers have described these feel-
ings as existential loneliness that is related to the awareness of one’s separateness
from other people and nature (Ettema et al., 2010). It may also appear in fears of
dying.

Identification with the personal sense of self can also be seen in self-isolation
and identification with our suffering. It may prevent us from seeing what is
common to all humanity — that all people sometimes suffer and experience pain
(Neft, 2003b) — leaving us with the feeling that we are the only one who is suf-
fering. Being merged with our self-narrative prevents us from experiencing self-
compassion and from realising that we are all fundamentally interconnected
(Hanh, 1998).

Loss of present moment and experiential avoidance

Because of identification with the personal sense of self, we may also lose contact
with the present moment. We may feel guilty or ashamed because of our past
experiences. A frequent example of this is the person who has a story that they
have to be “strong”, and who is then self-critical for feeling weak or not confident.
We may also become preoccupied with the future, desiring things which could
enhance our self-narrative and fearing things which might challenge it. When we
are identified with our self-narrative, we will also avoid both internal and external
experiences contrary to our narrative. The person in our last example may, for
instance, avoid feelings of insecurity and weakness in order to maintain their
narrative requiring them to be strong.

Ordinary unhappiness and the pursuit of happiness

We consider that many problems of human society can be understood from the
perspective of identification with a personal sense of self and our continual
attempts to maintain it. Because of attachment to the personal sense of self,
people are suffering and are experiencing ordinary unhappiness. This means that
our normal human condition is not happiness, bliss, and peace, but rather the
constant flux of both pleasant and unpleasant experiences. At the level of our
personal sense of self, we can never really be at peace, as our story has to be
maintained at any price. Because of this, we don’t feel a basic sense of safety.
Threats to our story can appear in fear, sadness, shame, and rage. Even though
affirming our personal sense of self may be experienced in temporary happiness,
pride and a sense of achievement, these states are only temporary.

Harris (2007) describes how we live in a culture of “happiness”. Our culture
exists on the assumption that mental health is a natural state of the human being.



Beyond ordinary unhappiness 93

We try to pursue happiness and ease and feel that something is wrong with us if
we do not find it. Experiencing pain and suffering is often viewed as pathological
with the belief it should be eliminated by pharmaceutical drugs or psychotherapy.
However, the avoidance of pain may make the pain worse and is connected to
many mental health problems (S. C. Hayes et al., 2012).

This view is congruent with the core philosophical assumption of our
approach — it is part of being human to experience ordinary unhappiness. This
ordinary unhappiness is part of our human condition and is related to identifica-
tion with the personal sense of self. We are “not guilty” for being in this state, it is
simply a natural state of being human. This proposition helps us to develop a
different approach towards ordinary unhappiness. Instead of attempting to avoid
suffering and to “do” something to become happy, we advocate the importance
of self-compassion and mindful awareness of our ordinary unhappiness. The aim
1s to come into contact with the observing self and become a loving witness to our
pain and suffering.

Life-script as a dysfunctional aspect of our self-narrative

While self-narrative as a story about our life is a relatively new concept in psy-
chology, in the field of psychotherapy it is not new. Berne (1961) wrote about life
script as an “an extensive unconscious life plan [that] determines the identity and
destiny of the person” (p. 23). In integrative psychotherapy, the life-script is one of
the central constructs describing the unconscious and limiting part of our life
stories (Erskine, 2015).

Erskine (2010) defines life scripts as a

set of unconscious relational patterns based on physiological survival reac-
tions, implicit experiential conclusions, explicit decisions and/or self-regulat-
ing introjections, made under stress, at any developmental age, that inhibit
spontaneity and limit flexibility in problem-solving, health maintenance, and
in relationship with people.

(p. 91)

This definition implies that life-scripts are developed because of ruptures in
contact between the person and significant others. The person develops uncon-
scious relational patterns as a way of coping with the stress caused by failures in
significant relationships. These unconscious patterns inhibit spontaneity and
flexibility in life.

In terms of relational schemas, the life script is related to networks of
dysfunctional relational schemas (G. Zvele, 2010c). Life script describes
dysfunctional and defensive aspects of our self-narrative. While it is clinically
useful to distinguish between healthy and non-healthy aspects of our life
story, we think it is important to bear in mind that even a “healthy” self-
narrative is limiting as we describe in the previous chapter. Even if our life
story is not based on trauma and neglect, the very nature of the personal
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sense of self is constricting. Regardless of whether our self-narrative is harm-
ful and damaging or whether it is more positive, attachment to it prevents us
from being truly autonomous (Berne, 1967) and psychologically flexible (S. C.
Hayes et al., 2012).

The self-narrative system as a diagnostic and treatment
planning tool

In integrative psychotherapy and transactional analysis, the concept of the racket/
script system is used as a diagnostic and treatment planning tool (Erskine, 2015;
Erskine & Moursund, 1988; Erskine & Zalecman, 1979). It is defined as a “self-
reinforcing, distorted system of feelings, thoughts and actions maintained by script
bound individuals” (Erskine & Zalcman, 1979, p. 53). It describes how we live
our life script in daily life and how our life script is continually reinforced. The
script system 1is very useful in psychotherapy when the aim is to analyse and
change the content of the client’s script.

We think that the concept of the script system describes not only the nature of
our life script but also the reinforcing nature of the personal sense of self. As
we have already proposed, the personal sense of self is a system which has to
be continually reinforced in order to maintain itself. Based on these ideas,
we have adapted the original script system (Erskine, 2015; Erskine &
Moursund, 1988; Erskine & Zalcman, 1979) and developed the self-narrative
spstem, which can be used for understanding not just the more pathological
but also the healthy aspects of our self-narrative (see Figure 7.1). The model
1s consistent with the relational schema theory and can be used as a model
for diagnosis and treatment planning. The self-narrative system describes
various elements of our self-narrative and relational schemas, their activa-
tion and reinforcing experiences. The self-narrative system could be defined
as a self-reimforcing, lwed and embodied life-story, which gives the experience of identity
and continuity of existence.

The self-narrative system describes how we continually maintain our story
through:

e Living according to our life-story and reinforcing experiences that maintain
the story.

e Remembering the past and imagining the future that is consistent with our
story.
Avoidance of experiences that are not congruent with our story.
Enactments in relationships — we act in a way that draws others into rein-
forcing our story.

Figure 7.1 presents an example of the self-narrative system in the case of Anna.
It shows three interconnected elements of the self-narrative system: (1) Inter-
nalised self-narrative, (2) Lived and embodied experience, and (3) Reinforcing
experiences.



Relational Schemas:

Self: I'm not worthy of love.
I am not important.

Others: Other people are more
important.

Quality of Life: Life is empty of
love.

Autobiographical Memories:

Mother and father ignored me — I felt
invisible.

Brother is more important for parents.
Father was humiliating me and joking

Beyond ordinary unhappiness

Behaviour:

Avoids intimate relationships.
Pleases and adapts to others.

‘Works hard.

Speaks silently with little eye contact.
Avoids conflict and confrontation.

Verbal Narratives:

T am not made for relationships.
I am a kind person.

Emotions:

Anxiety, shame, loneliness, emptiness.

Body Experience:
about me being fat. ¥ RXp
Father distant. Frequent headaches.
Mother criticising me for being lazy. High blood pressure.

Grandmother telling me that I am kind
and a “good” girl.

Experiential Avoidance:

Emotions: Anger, sadness, dignity
and pride.

Body Sensations:
Difficulties with feeling body

Fantasies and Expectations About the
Future:

Meeting a perfect man — a soulmate on my
holidays and having a wonderful time with
him.

T will die alone.

R ing Autobiographical

sensations. Memories:

Being alone as a child.
Needs:
Being close, secking support. Dreams:

Recurring dreams related to being alone,
waiting and searching for someone.

External Events:
Boss does not recognise
my hard work and praises a co-worker.

My boyfriend abandons me after three
months of being together.

Internal Experiences:

Criticising myself for the loss of my
boyfriend.

95

Figure 7.1 ‘The self-narrative system of Anna'

Internalised self-narrative

The first column presents the core elements of the internalised self-narrative:
relational schemas, autobiographical memories, and experiential avoidance.

Schemas about self, others and quality of life describe our central personal story
of how it is to be in relationship with others and the world. Schemas about
self describe our conceptual identity and are expressed in the words: “I am
...”. These schemas often unconsciously organise and influence our daily life.
Schemas can be negative as with a person who believes that she is bad and
unworthy, or can be positive (“I am good looking”, “I am competent”, “I am
healthy”). Schemas about self are connected to schemas about others, which
represent generalisations of experience of other people (“Other people are
mean”). Internalised self-narrative also includes schemas that express our
generalised experience of the quality of life (“Life is hard”, “Life is
meaningless”).

Clinical psychology and psychotherapy have usually focused on a negative self-
concept as a focus of treatment. Negative self-concept is indeed related to many
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psychological difficulties. However, we think that positive self-concept can also be
limiting. Think, for example of a woman, who has the belief “I am competent
and good looking” based on her experience of parents who were admiring her as
a child. This concept of self can help the person to be successful in her work and
to feel attractive in relationships with other people. However, because the perso-
nal sense of self has to be maintained, this belief can compel her to think that she
must be successful in what she does and may be afraid of making a mistake at
work. She may try to engage in activities that show her competence and may
neglect other areas of life, which are also meaningful (like being with her family).
She may try to look impeccable and good looking and be afraid of negative
comments about how she looks or dresses. When getting older and finding her
first grey hairs or seeing the first wrinkles on her face, she may be devastated,
fearing that her belief that she is “good looking” is being undermined. This illus-
trates how attachment to our positive beliefs may manifest in fears that we may
lose them. The personal sense of self is not something pathological; it is something
we all have. We are all in the same boat regarding the limitations of our personal
sense of self and the possible suffering that comes with it.

Autobiographical memories refer to specific explicit memories, which are the basis
for our identity and life-story. Core relational schemas and autobiographical
memories are interrelated. For example, Figure 7.1 describes the self-narrative
system of Anna, who developed a relational schema that she was not worthy of
love and that other people were more important than her. This was based on her
autobiographical memories of her parents ignoring her and giving more impor-
tance to her brother.

Experiential avoidance describes the process of avoidance of emotions, body sen-
sations, and needs in order to maintain the self-narrative and to protect the
person against unpleasant experiences. By identifying with certain aspects of our
life-story, we inevitably try to avoid other specific experiences which are incon-
gruent with our self-narrative. In the case of Anna, she was avoiding feelings of
sadness and anger and had difficulties in feeling her body sensations. She was also
avoiding her needs for intimacy and support.

Lived and embodied experience of the self-narrative

The second column of the self-narrative system describes our lived and
embodied experience of our self-narrative. The self-narrative is expressed
through our behaviour, in the stories that we tell to others, emotions, body
experiences, and dreams. We live our life story through the fantasies,
expectations about the future, and our memories of the past, which are
congruent with our self-narrative. We are our life-story, and this story is
expressed in our subjective experience and behaviour. Anna, for example,
was living her belief that she was not worthy of love and that other people
were more important, by avoiding close relationships, pleasing others, and
working hard. In therapy, she often expressed this, saying that she was not
made for relationships. In her relationships with other people, she
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experienced anxiety related to fears of not being accepted and being unim-
portant. She often felt emptiness and loneliness. When she felt lonely, she
often reflected on being alone all her life and having fantasies that she would
die alone. She also had recurring dreams related to being alone.

Reinforcing experiences

Lived and embodied experience of our self-narrative can manifest in experiences
that reinforce our self-narrative and related schemas. The personal sense of self
needs constant reinforcement in order to maintain its stability, continuity, and
predictability. Reinforcing experiences can be both external events that reinforce
the self-narrative or internal experiences. Anna, for example, would talk very
quietly and had little eye contact. Because of her appearance and behaviour, she
was often overlooked. Even though she was an excellent worker, her boss did not
recognise that and praised her co-workers instead. These experiences reinforced
her self-narrative that she was not important and that other people are more
important than her. Her boyfriend also abandoned her. She criticised herself,
saying that she was guilty for her boyfriend leaving, as she was too cold and cri-
tical of him. Both internal criticism and abandonment reinforced her self-narra-
tive related to “not being worthy of love™.

Beyond ordinary unhappiness

We have described how the personal sense of self is an expression of our self-
narrative. There 1s also another sense of self existing in the background behind
all of our experiences — the observing/transcendent self. It is awareness itself
that is the perceiver of all our experiences. This awareness is not identified
with concepts, thoughts, emotions, and body sensations. It is simple awareness
that we are, that we exist. It is a sense of being, a sense of presence. This
awareness could be described as pure awareness, as it is not identified with the
contents of awareness. It is the context of all our experiences. While we use
the word “self” for this experience, it is not self in the usual conceptual sense.
It is an experience of ourselves as awareness itself, which is non-conceptual. It
is experienced as our own awareness, something we have always been and
which is present in all of our experiences (Josipovic, 2019). In Chapter 3, we
describe how the observing/transcendent self is a crucial aspect of ourselves
that is the basis of psychological health and healing. This experience of self is
described by different names in philosophy, different spiritual traditions, and
modern psychology. In spiritual traditions, this aspect of ourselves is often
described as the essential self, spiritual self, no-thing self, or simply as Self. We
understand the observing self as the essential self (Salvador, 2019), which has
spiritual qualities. Our clients and students often describe the experience of
the observing self with words such as: “like it 1s always there”, “peace”, “sense
of meaning”, “being fully present”, “sense of safety — everything is OK”, “like
a universe”.
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From personal sense of self to the observing self

Although we have described both main senses of self as if they are separate, they
are in reality interconnected and intertwined. The observing/transcendent self is
the ground of all of our experience. When we are identified with the personal
sense of self, we are not aware of the observing self. We are “looking” through the
lenses of the personal sense of self. The observing self is always present in the here
and now, even though we may not be aware of it. Many different spiritual tradi-
tions aim at recognising awareness as a ground of all experience.

In our ordinary human state, the observing self is attached to and identified with
a personal sense of self. This view is congruent with different spiritual traditions,
which have described how suffering is the result of attachment to our “name and
form”, to our “ego”. Different spiritual and mystical traditions describe the personal
sense of self as illusory. Buddhist psychology for example “identifies the persistent
illusion of a separate, enduring self as a primary source of psychological distress”
(Engler & Fulton, 2012, p. 177). People suffer because they mistakenly take their
self as “real”. Albahari (2006) has proposed a “two-tiered” illusion of self, based on
Buddhism and Advaita Vedanta. The first tier of the illusion is that the person’s
awareness identifies with the bounded self. Because awareness itself is inherently
unbounded, it cannot be the bounded self that it takes itself to be. From this per-
spective, the self as distinctly separate and unique is a mental construct and illusory
(Albahari, 2014). The second tier of the illusion is that the bounded self, which is a
construct, takes itself to be unbounded awareness. However, a personal sense of self
is constructed in relationships and cannot be an unconstructed self.

In terms of our theory, “I” as awareness is identified with the personal sense of
self. We could say that awareness “dresses” in the clothes of personality. The
original meaning of the word persona is connected to the masks worn by actors.
We may say that we identify with the mask we wear. The phrase “I am” signifies
awareness itself. It describes a simple sense of “being” without being tied to forms.
However, as the personal sense of self develops, we identify with the contents of
awareness such as emotions and beliefs and our self-narrative. We say: “I am
Peter, I am a depressed person, I have no luck ...”. “I am” becomes identified
with different contents which appear in awareness. Contact with the observing
self helps us to decentre from our personal sense of self and recognise the obser-
ving self as awareness itself. This helps us to develop a new relationship with the
personal sense of self, based on mindful awareness and self-compassion. By being
a loving witness in relation to our personal sense of self, we may overcome
ordinary unhappiness and radiate qualities of peace, compassion, and wisdom.

Whilst most approaches to psychotherapy are focused on changing different
aspects of our self-narrative, acceptance and commitment therapy (ACT) has
proposed an alternative to this idea (S. C. Hayes et al., 1999, 2012). The goal of
psychotherapy in ACT is not changing the story itself, but developing a new
relationship with our story — to become less attached to the story itself. We think
this is one of the significant contributions of this approach to psychotherapy. In
MCIP, we also embrace this new paradigm (See Table 7.1).



Beyond ordinary unhappiness 99

Table 7.1 Acceptance oriented versus change oriented paradigm

Old change Negative self-narrative is the source of the problem.
oriented paradigm  The goal: change of self-narrative.

New acceptance Both positive and negative aspects of the self-narrative are limit-
oriented paradigm ing, causing ordinary unhappiness.
The goal: mindful awareness and compassion of self-narrative.
Change of self-narrative paradoxically happens through accep-
tance of what is.

In MCIP, we invite our clients to activate their observing self and then to form
a new relationship with the personal sense of self, based on mindful awareness
and compassion. We think that even if mindfulness and compassion are not
aiming to change the self-narrative, changes in our self-narrative often happen as
a by-product of accepting awareness and compassion. When clients start to see
themselves from a different perspective, and they bring love and compassion to
their experiences, this may act as a new experience, which has the power to
change their self-narrative and related relational schemas.

Note

1 Adapted from Relational patterns, therapeutic presence: Concepts and practice of integrative psy-
chotherapy (p. 124), by R. G. Erskine, 2015, Karnac Books. Copyright 2015 by R. G.
Erskine. Adapted with permission.



8 The multiplicity of mind, states of
consciousness, and treatment
planning

The idea that the self is unified and whole has been challenged by a number of
psychotherapy authors, neuroscience research, and spiritual traditions such as
Buddhism. Although we usually experience ourselves in our everyday life as uni-
fied and whole, this experience can be described as an illusion (Bromberg, 1996;
Safran & Muran, 2000; D. J. Siegel, 1999). Bromberg (1996), for instance, sug-
gests that the experience of a unitary self is “an acquired, developmentally adap-
tive illusion” (p. 515).

The personal sense of self consists of various self-states that are, in healthy
functioning, integrated and give us an experience of continuity and a coherent
sense of self. Our experience of self is the flow of different states that are more or
less integrated into the whole. From this perspective, the personal sense of self can
be viewed as a system of different states. During our day, we are likely to
experience many different self-states, according to different situations and con-
texts. We may be, for example, in an anxious state of self, when we are talking to
our boss. When we come home and talk with our children, we may be in a nur-
turing self-state, and in the evening we may be in a “playful sexy state” with our
wife. All these different self-states serve different functions in everyday life. Berne
(1961), for example, described controlling, nurturing, problem-solving, adapted,
and natural ego states. Schwartz (1995), in his internal family system therapy,
described parts of self, such as exiles, managers, and firefighters. The idea of the
multiplicity of mind has been part of psychotherapy practice for many years and
has been described through different concepts, and given different names such as
subpersonalities (Assagioli, 1965/1993), ego states (Berne, 1961), self-states
(Bromberg, 1996), parts (Schwartz, 1995; van der Hart et al., 2006), or states of
mind (D. J. Siegel, 1999).

In Chapter 6, we describe how activation of relational schemas is seen in differ-
ent self-states. Self-states are patterns of phenomenological experience and beha-
viour that are related to moment-to-moment activation of relational schemas. In
healthy personality development, we are usually only momentarily aware of indi-
vidual self-states and their realities because each of them functions as part of our
cohesive identity (Bromberg, 1996). In a healthy personality “each self-state is a
piece of a functional whole, informed by a process of internal negotiation with the
realities, values, affects, and perspectives of the other” (Bromberg, 1996, p. 514).
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D. J. Siegel (1999) from a neurobiological point of view, similarly argues that
the idea of a “unitary, continuous ‘self’ is an illusion our minds attempt to create”
(p- 229). He proposed that we experience many different states of mind that are
clusters of activity of the brain at any given moment in time. With repeated
activation, states of mind develop “into a specialized, goal-directed set of cohesive
functional units” (p. 230) that he defines as self-states.

Ego states, integrating Adult, and mindfulness

Eric Berne developed a unique and influential theory of ego states (Berne, 1961,
1966, 1967, 1972) that is based on psychoanalytic ego-psychology and object
relations theory. Berne (1972) defined “ego-states as coherent systems of thought
and feeling manifested by corresponding patterns of behaviour” (p. 11). He
described three main ego states: Parent, Adult, and Child ego states. There are
different models of ego states in transactional analysis, such as functional and
structural models (Stewart & Joines, 2012; Trautmann & Erskine, 1981). In inte-
grative psychotherapy, the concept of ego states is based on Berne’s (1961) origi-
nal structural model, which provides a comprehensive model for treatment
planning and interventions (O’Reilly-Knapp & Erskine, 2003). In this model,
Child ego states are the manifestation of the archacopsyche and refer to patterns of
thoughts, feelings, and behaviour from previous developmental phases. An Adult
ego state is the manifestation of the neopsyche and refers to current patterns of
thoughts, emotions, and behaviour adapted to current reality. Parent ego states
refer to manifestations of the exteropsyche and describe thoughts, emotions, and
behaviour introjected from significant others. In this model, only the Adult ego
state presents a healthy state of mind adapted to the current situation and con-
gruent with the person’s developmental age. Parent and Child ego states repre-
sent non-integrated states, which are split off from the neopsychic ego. This
model of ego states is referred to as the “integrating Adult” model (Summers &
Tudor, 2014b; Tudor, 2003), where the goal is the mntegration of exteropsychic
and archacopsychic states into the neopsychic ego. Erskine (1991) described the
Adult ego state as consisting “of current age-related motor behavior; emotional,
cognitive and moral development; the ability to be creative; and the capacity for
full contactful engagement in meaningful relationships” (p. 66). The Adult ego
state functions “without the intrapsychic control of introjected parent or archaic
Child ego states” (Erskine, 2015, p. 237).

Tudor (2003) further expanded this concept and described the integrating
Adult as present-centred and as a continual process of integration. The Adult ego
state is characterised by a “pulsating personality, processing and integrating feel-
ings, attitudes, thoughts and behaviors appropriate to the here-and-now—at all
ages from conception to death” (p. 201). Tudor (2003) described the following
characteristics of the integrating Adult: autonomy, relational needs, consciousness,
reflective functioning, critical consciousness, maturity, motivation, and spirituality.

G. Zvelc (2010c) further developed this theory of the integrating Adult with his
concept of the mindful Adult. He proposed that mindfulness is a feature of the
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Adlult

Figure 8.1 Mindful Adult

Source: “Relational Schemas Theory and Transactional Analysis” by G. Zvele, 2010,
Transactional Analysis Journal, 40(1), p. 19 (https://doi.org/10.1177/036215371004000103).
Copyright 2017 by Taylor & Francis Ltd. Reprinted with permission of the publisher
(Taylor & Francis Ltd, http://www.tandfonline.com).

integrating Adult that is crucial for the integration process. Figure 8.1 illustrates
the mindful Adult model of ego states, with the central inner circle representing
the mindful Adult, which refers to mindful awareness. The arrows from the
mindful Adult illustrate the mindful awareness of Parent, Adult, Child ego states
and the external environment.

In MCIP, we have further developed and integrated the model of the inte-
grating Adult with the theory of the personal sense of self and observing self. It
became clear to us that mindfulness is not a property of the Adult ego state, but
refers to the observing self. Parent, Adult and Child as “states of ego” are related
to the personal sense of self. In the next subchapter, we describe how the model
of Four States of Consciousness (FSC) provides integration of the integrating
Adult model of ego states with the theory of the personal sense of self and the
observing self.

The model of the Four States of Consciousness (FSC)

In the previous chapters, we present in detail the concepts of the observing self
and the personal sense of self. However, the question remains, how the observing
self and personal sense of self are related, and how can the observing self promote


https://doi.org
http://www.tandfonline.com

Mind, consciousness, and lreatment planming 103

transformational change and well-being? We want to address this through the
development of a new model that we call the model of the Four States of Con-
sciousness (FSC) which 1s based on the integration of concepts of ego states with
our theory of the personal sense of self and observing self. In the FSC model, we
talk about self-states, which is a term more congruent with our description of
relational schemas and the concept of the personal sense of self. We use the term
ego state when referring to the theory of transactional analysis and the term self-
state when referring to our specific model.
The FSC is a model of the human psyche that explains:

1 The structure and functioning of the personal sense of self in terms of
self-states.

2 The relationship between the observing self and self-states.

3 Different states of consciousness: restrictive state of consciousness, Adult state
of consciousness, mindful state of consciousness, and nondual awareness.

The FSC model is based on the integrating Adult model of ego states, devel-
oped by M. James and Jongeward (1971/1996), Erskine (1988), Tudor (2003), G.
Zvele (2010c), and Summers and Tudor (2014a, 2014b). In this model, Adult
refers to present-centred states, whereas Child and Parent refer to non-integrated
aspects of ourselves. In his elaboration of the integrating Adult model of ego
states, Keith Tudor proposed the “two ego states model” (Summers & Tudor,
2014b). In this model, he distinguishes between present-centred relating which
manifests in health and past-centred relating that is connected to pathology. He
distinguishes between two main ego states: present-centred ego states (Neopsyche)
and past-centred ego states (Archaeopsyche). The archaeopsyche consists of intro-
jected Parent ego states and archaic Child ego states since both ego states are
historical in origin. We find Tudor’s classification of ego states very thoughtful
and congruent with our own relational schemas theory in which there are two
main categories of self-states: self-states that are the manifestation of adaptive
relational schemas, and self-states that are the manifestation of dysfunctional
relational schemas. Based on Tudor’s ideas (Summers & Tudor, 2014b), we pro-
pose that the personal sense of self can function in two main modes: integrating
Adult self-mode and past self-mode.

Integrating Adult self-mode describes our current present-oriented self, which is
adapted to the current situation and congruent with a person’s developmental
age. This mode is connected to adaptive relational schemas and manifests in self-
states that are adaptive to the present moment — Adult self-states. These states are
continually integrated and enable healthy functioning.

Past self mode is related to our past self-states, which are not adapted to the
current situation and are related to earlier developmental periods. Past self-
mode is the manifestation of dysfunctional relational schemas and consists of
non-integrated, dissociated, or introjected self-states. These self-states developed
because of unbearable traumatic experiences, which could not be tolerated and
integrated into the Adult self. These self-states were defensively dissociated or
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introjected. The past self-mode consists of archaic Child self-states and intro-
jected self-states.

Figure 8.2 illustrates the Four States of Consciousness model (FSC). It presents
the interrelationship between the observing self and personal sense of self with its
two modes: integrating Adult and past self-mode. The observing self is repre-
sented by the central sphere and the personal sense of self with the two rings
around it.

The outer ring represents the past self-mode with its archaic Child and intro-
jected self-states. The inner ring represents the integrating Adult self-mode, which
includes a number of overlapping circles showing the constant process of inte-
gration, which is based on Tudor’s (2003) illustration of the integrating Adult.
The integrating Adult consists of self-states that are related to the present situa-
tion and are continually updated based on current experiences. The observing
self 1s shown in the centre of the model with rays (illustrated by straight arrows)
pointing outwards in different directions. These rays symbolise the observing self
being mindfully aware of Adult self-states and past self-states. The horizontal rays
pointing out beyond the outer ring represent mindful awareness of the environ-
ment. The model also includes an arrow of the observing self pointing back at
itself, which is awareness of awareness itself.

This illustration of the observing self is similar to our diamond model of the
observing self, where the observing self is illustrated in the centre, with rays
pointing out in different directions (see Figure 3.1, Chapter 3). As we describe in
Chapter 3, an important influence on the development of the illustrative figure of
the diamond model of the observing self was D. J. Siegel’s (2007, 2018) visual
metaphor of the wheel of awareness, where the central hub of the wheel describes
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Figure 8.2 The model of the Four States of Consciousness (FSC)
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the experience of being aware, while the rim represents the elements of
awareness.

In the following sections, we describe different elements of the model. First, we
describe the structure and functioning of the personal sense of self: past self mode
and integrating Adult self-mode. Then we focus on the observing self and the four
different states of consciousness.

Past self-mode: Archaic Child self-states and introjected self-states

The outer ring in Figure 8.2 represents past self-mode which is connected to the
activation of dysfunctional relational schemas. There are two main poles of rela-
tional schemas: the schema of the self and the schema of the other (G. Zvelc,
2010c). “The schema of the self refers to aspects of how we experience ourselves,
and the schema of the other refers to how we experience the other person” (G.
Zvele, 2010c, p. 10). Past self-states can appear either as self-states stemming from
identification with the “self pole” of the dysfunctional relational schema or the
“other pole” of the schema. In line with transactional analysis and integrative
psychotherapy (Berne, 1961; Erskine, 1988; O’Reilly-Knapp & Erskine, 2003;
Tudor, 2003), we propose two main categories of such self-states: archaic Child self-
states and ntrojected self-states. Activation of schemas of the self is seen in archaic
Child self-states and activation of the schemas of the other in introjected self-
states. In transactional analysis and integrative psychotherapy, they are colloqui-
ally referred to as Child and Parent ego states.

Archaic and introjected self-states are actually not separated states, but are
interconnected (Little, 2006). They are both manifestations of dysfunctional rela-
tional schemas that are structures of relationship and not of the separate experi-
ence of self and other. G. Zvelc (2010c) describes how Child and Parent states are
manifestations of different poles of the same dysfunctional relational schema: the
schema of the self and the schema of the other. Congruent with Little (2006) we
could describe archaic Child and introjected self-states as “self-states relational
units”. When one self-state is observed, we should also look for the other part of
the unit (Little, 2006). Both states can be either experienced intrapsychically or
attributed to other people or situations.

Archaic Child self-states and introjected self-states are historical in origin, psy-
chologically inflexible and limit our adaptive functioning. We do not feel safe in
these states and activation of these states is seen in either hyperarousal or
hypoarousal of our ANS. When we are identified with these states, our con-
sciousness Is in the “restricted” state.

Archaic Chuld self-states

Activation of the schema of self in dysfunctional schema units appears in an
experience of archaic Child self-states. In transactional analysis and Erskine’s
integrative psychotherapy these states of self are defined as Child ego states, that
is, fixated emotions, thoughts, and behaviour from previous developmental phases
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(Berne, 1961; Erskine, 1988, 1991). When these self-states are activated, we
behave, think, and feel in the same way as we did in the past. Even though it may
appear that we are reacting to the current situation, we are actually experiencing
the world with the capacities of a child on the developmental level of unresolved
traumatic experience (Erskine & Moursund, 1988). Erskine (1988) describes Child
states as “the entire personality of a person as he was in a previous developmental
period of time” (pp. 16-17). This may include needs, physical sensations, defence
mechanisms, emotions, thoughts, and behaviour.

For example, our client Cathy was sexually abused by her uncle when she was 11. During
therapy, her Child self-state would sometimes reappear related to that abuse. In such moments she
Jelt frozen, young and speechless. She had difficulties in communicating and was withdrawn from
contact with the therapist. She was in a state of immobilisation, related to re-experiencing the
trauma of the abuse.

Child self-states are the result of traumatic experiences that were not processed
and integrated. Because of the person’s inability to tolerate such experiences, they
were dissociated as separate states of self. Child self-states are therefore dysregu-
lated and related either to hyperarousal or hypoarousal of ANS. Although these
self-states are often from our early childhood, they can also be from other times in
our lives, as traumatic experiences can occur during any developmental period
(Erskine, 1988). We may, for example, display the experiences and behaviour of a
nonverbal infant, three-year-old child, or confused adolescent. Although in psy-
choanalytic terms, re-experiencing the past is related to the concept of regression,
we think that regression is not the most appropriate term, since the person is not
returning to the past. It is, in fact, just the opposite. Self-states, which are the
result of unresolved traumatic experiences, reawaken in the present through acti-
vation of dysfunctional relational schemas. They represent reawakening of the
past in the present.

Introjected self-states

Introjected self-states result from identification with the schema of the “other person”
in the dysfunctional relational schema unit (G. Zvelc, 2010c). When we identify
with the schema of the other person, our sense of self becomes the other as
represented in the relational schema. We may feel, think, and act as we experi-
enced one of our significant other people in the past.

In both transactional analysis and Erskine’s integrative psychotherapy, these
states correspond to Parent ego states that were developed as a result of mntro-
jections of significant other people. Parent ego states are “an actual historical
internalization of the personality of one’s own parents or other significant par-
ental figures as perceived by the child at the time of introjection” (Erskine, 1988,
p. 17). Introjected contents are often irrational and coloured by the child’s
experience of authority. They may remain in our personality as a foreign body
and are unaffected by later learning (Erskine & Moursund, 1988). They are non-
integrated introjects and not adaptive to the current situation. Although useful,
the metaphor “Parent ego-state” can be limiting as a person can have various
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introjects related to different significant people. So, for instance, people can have
introjected self-states such as “angry priest self-state”, “abusing neighbour”,
“depressed sister”, “critical teacher”, or “humiliating peer”.

In our model, introjected self-states are related to activation of the dysfunc-
tional schema of the other person. As dysfunctional schemas are not updated and
represent rigid structures, the schema of the other person could be described as
an introject. Although we find the word “introject” clinically useful, it is impor-
tant to keep in mind that there is nothing that is taken from outside to inside.
These schemas are developed from the inside — they are a child’s experience of
significant others (Stern, 1995). Introjects are our experiences of significant others
that become part of our personality structure. When we identify with these sche-
mas, we experience these self-states as “I”.

Introjected self-states can function as active self-states or as an intrapsychic
influence (Berne, 1961; Erskine & Moursund, 1988). An active manifestation of
mtrojected self-states means that people behave and experience the world as they
experienced their parents or other significant figures in the past. In couple ther-
apy, for example, one husband criticised his wife in the same way his father used
to humiliate him and his mother. He used similar words and gestures. He told her
that she was lazy and incompetent in taking care of the house. In this example, an
introjected self-state manifested as an active state directed at the wife. In the case
of the intrapsychic influence of an introjected self-state, the person may react
towards themselves in the same way as their parents or other authority figures
had once behaved towards them. The husband from the previous example also
humiliated himself as he was humiliated by his father and was saying to himself,
“You are useless!”. In such a case, both Child and Parent self-states are activated
at the same time, the Child who experiences the humiliation and feels shame, and
the Parent, who is inflicting humiliation.

Trauma and development of dissociated and introjected self-states

Archaic Child and introjected self-states may exist on different levels of integra-
tion. We understand dissociation on a continuum stemming from nearly
“normal” phenomena to pathological dissociation that is seen in dissociative dis-
orders (Bromberg, 1996). We can say that we all have some unresolved experi-
ences that appear in past self-mode and corresponding archaic and introjected
self-states. However, in a healthy personality these states are part of our verbal
self-narrative. They are part of our adaptive illusion of continuity, as Bromberg
(1996) describes it. Even though these states are not necessarily adaptive to the
present moment, they are accepted as part of our identity — the personal sense of
self. We can, for example, describe ourselves as a person who sometimes becomes
very angry and is capable of humiliating other people. Although this may not be
an aspect of ourselves that we particularly like, it is, nevertheless, still part of our
sense of self — of “who we are”. But there can also be some experiences that we
experience as “not me” that are dissociated to such an extent they are excluded
from our verbal self-narrative. Someone may, for example, not remember the
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time when they were acting abusively to their partner or may have an experience
that at that moment they were not themselves. These experiences are part of
dissociative disorders.

Integrating Adult self-mode

The personal sense of self can also function in integrating Adult self-mode, which
refers to present-oriented self, congruent with a person’s developmental age and
situation in the here-and-now. In Figure 8.2, this is represented as the inner ring,
which symbolises the integrating Adult self-mode. Adult self-mode refers to cur-
rent thoughts, emotions, and physical sensations adapted to the current reality. In
Figure 8.2, the outer edges of the integrating Adult ring are illustrated with a
number of overlapping circles, which symbolically describe the “integrating”
nature of this self-mode.

While past self-mode relates to our historical experiences, related to dysfunc-
tional relational schemas, integrating Adult mode is connected to adaptive
relational schemas. In integrative psychotherapy, integrating Adult self-mode
presents a healthy adaptation to life’s present circumstances. Introjected and
archaic self-states represent re-awakening of experiences from the past that are
not adapted to the current situation. They were adaptive in the past as a crea-
tive way of coping with unbearable situations; however, in the present, they are
dysfunctional. They are the source of many symptoms and problems with which
clients come to psychotherapy. Introjected and archaic self-states are self-states
that are not integrated with our Adult personality, presenting non-processed
and undigested experiences, which were developed and are maintained because
of defence mechanisms. Dissociation and introjection were “normal” responses
to non-normal circumstances, but in the present they limit our flexibility and
choice.

One of the goals of integrative psychotherapy is wholeness and integration of
personality, meaning here the integration of introjected and archaic self-states
into Adult self-mode. This does not mean that self-states will cease to exist. Inte-
gration means that parts of self are in this process transformed, and take on new
functions that are congruent with the integrating Adult. Integration means har-
mony and coherence of the personal sense of self- Ideally, the personal sense of self
would function only in integrating Adult self-mode, where all dissociated and
introjected self-states would be integrated (Erskine & Moursund, 1988; Erskine,
1988). Tudor (2003), in this sense, proposes an expansion of Adult functioning to
include previously dissociated and introjected self-experience.

When something happens to us that is outside of our normal experience, we
may feel the pain and unpleasant emotions connected to that event.

Peter, for example, worked as a nurse in a hospital. One day he_found one of his patients had
hanged themselves. He was deeply shaken by the experience and experienced lots of fear and
sadness. He talked about the experience with his co-workers and with hus therapist. He managed
to stay with the experience and tolerate its intensity. He cried deeply during psychotherapy sessions
and accepted the emotions of helplessness that “he could not save him”. He even dreamt about the
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event. Afler a _few weeks, he was able lo process the experience and integrate it into his personal
sense of self. The experience was assimilated as a “sad story that happened in the past”.

Mindful awareness is crucial in this integrating process. It enables the person to
be present with a painful experience without avoidance or merging. Mindful
awareness also brings the person into the window of tolerance and related ventral
vagal system that is crucial for processing and integration.

If a person cannot tolerate their painful experience, dissociation will follow,
and the experience will not be assimilated in the Adult self-mode. It becomes a
separate part, which is not integrated with the Adult personality. Cathy, who
experienced abuse at 11, never talked about it. Her uncle had threatened her that
he would kill her mother if she did, so she remained silent and alone with enor-
mous pain she could not process and integrate.

Our personal sense of self may be better or less well integrated. The integrated
self is seen in an experience of coherence and continuity of self-states. The process
of integration can be described as the continual process of assimilation and
accommodation of our relational schemas, and with it the separate self-state
becomes part of our sense of self, which is welcomed and accepted by other self-
states. In this process, the previously dissociated self-states re-organise and
transform.

Observing self and the Four States of Consciousness

The observing self is in Figure 8.2 represented by the central sphere. Illustrating
the observing self in the centre symbolically shows that the observing self is our
essential self. In spiritual traditions, it is often described as wnner essence, heart, spiritual
sun, or centre of ourselves. Even though we have illustrated the observing self in the
centre, the observing self cannot be localised as it is the perspective through
which we are aware and conscious (Deikman, 1982; S. C. Hayes et al., 2012).
The observing self is ever present, behind every experience, as a sense of “being”
and “existing”. It is within every self-state, both Adult or past self-states. However,
when we are identified with a particular self-state, then we “become” that self-
state and look from its perspective, unaware of the observing self, and our con-
sciousness 1s limited.

The FSC model describes four primary states of consciousness: (1) Restricted
consciousness, (2) Adult state of consciousness, (3) Mindful state of consciousness,
and (4) Nondual awareness. The first two states are related to our ordinary con-
sciousness of the personal sense of self, where the observing self is identified with
the personal sense of self. The remaining two are more or less free of identifica-
tion with the personal sense of self.

In Figure 8.2, the outer ring is related to restricted consciousness, the inner
ring to the Adult state of consciousness, and the central sphere to the conscious-
ness of the observing self, which can manifest in either mindful state of con-
sciousness (straight arrows pointing in different directions) or nondual awareness
(arrow pointing back at the observing self). The inner and outer rings act like fil-
ters through which we view ourselves, others, and the world. The distance from
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the centre symbolically illustrates states of consciousness in terms of restrictive-
ness. The further we are from the centre, the more restricted our consciousness
becomes and our perceiving is less clear. The distance from the centre also
represents the degree of the multiplicity of the mind. The restricted conscious-
ness of the outer ring is related to the highest degree of the multiplicity of the
mind that appears in non-integrated self-states. In contrast, the nondual
awareness of the central sphere is related to a sense of oneness where there is no
multiplicity.

Restricted consciousness

The outer ring in Figure 8.2, represents the most limited state of consciousness,
which is related to the identification of the observing self with the past self-mode
and its archaic or introjected self-states. In this state, we look at ourselves and
others through the prism of dysfunctional schemas and react to current stimuli
based on archaic or introjected self-states. This restricted state of consciousness is
related to the highest degree of the multiplicity of the mind which manifests in
separate and non-integrated self-states.

“Living” in the past self-mode is the source of suffering and is related to the
clinical problems with which many clients come to therapy. In terms of the
autonomic nervous system, the restrictive state of consciousness is related to
defensive autonomic states that manifest in hyperarousal or hypoarousal of the
autonomic nervous system. At the most severe end of the continuum, there are
clients who have suffered complex trauma, and experience altered states of con-
sciousness related to dissociation, such as depersonalization, derealisation, identity
alterations, and interruptions in awareness (Lanius, 2015). Restricted conscious-
ness is here related to severe discontinuity and lack of integration in terms of the
four dimensions of consciousness: time, thoughts, body, and emotions (Lanius,

2015).

Adult state of consciousness

This state of consciousness is related to the identification of the observing self
with Adult self-states and their related adaptive relational schemas (inner ring in
Figure 8.2). In this state of consciousness, we perceive ourselves, other people
and the world from the perspective of adaptive relational schemas. The con-
sciousness of the Adult self-mode, in comparison to restrictive consciousness, 1s
flexible and adaptive, as our adaptive relational schemas are open for change
and are continually updated. Compared to restrictive consciousness, the Adult
state of consciousness is related to a lesser degree of multiplicity and appears in
greater integration and continuity of consciousness.

Living in the Adult self mode is an essential goal in psychotherapy. Compared
to past self-mode, which is related to hyperarousal or hypoarousal of ANS, the
Adult self-mode is also related to the social engagement system and functioning
within the window of tolerance. This enables social connection and compassion.
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The Adult state of consciousness is also related to accurate neuroception (Porges,
2017).

The Adult state of consciousness has its virtues and shortcomings. Even though
this state of consciousness is one of the main goals of psychotherapy, it is never-
theless still related to ordinary unhappiness, as we remain identified with our self-
narrative and related schemas. It is predominantly related to the “doing” mode
(Segal et al., 2002) and what Fromm (1976) describes as the “having mode”.
Sumiga (2019) in his analysis of Fromm’s work, describes how modern society is
dominated by this having mode, which is seen in egocentric possessiveness of
objects, people, or ideas.

Mndful state of consciousness

The mindful state of consciousness is an essential state of consciousness related to
the observing self. It is related to pure awareness and is the most direct, as we do
not perceive through the filters of our self-states and we are not identified with
them, being able to observe both past and current self-states from a decentred
perspective. In comparison to the Adult state of consciousness, mindful awareness
is related to the “being” mode (Segal et al., 2002) — awareness and acceptance of
“what is”. In this state of consciousness, we relate to our experience in a funda-
mentally different way — in the present moment, with acceptance and decentred
perspective (see Chapter 3).

In terms of the multiplicity of mind, the mindful state of consciousness is
experienced as a continuous and integrated stream of awareness. When we are in
this state of consciousness, we experience ourselves as a whole, even though there
is a slight separation between “us” who are aware and the contents of our
awareness.

In Figure 8.2, the mindful state of consciousness is represented as rays pointing
from observing self to the external environment, Adult self-mode, and past self-
mode — the rays symbolically representing processes of the present moment,
acceptance, and decentred perspective. When we are in contact with the obser-
ving self, we are a “loving witness” to our experience. Rays of mindful awareness
pervade our experience and nourish it with awareness, acceptance, and love. The
left and right rays portray mindful awareness of the external environment. This
manifests in an experience of mindful presence and present moment awareness of
what is happening in our environment. For example, someone walking in the
forest may experience nature more fully, seeing colours more vividly, feeling the
air on their skin and the scent of flowers nearby — almost as if for them nature is
more “alive”. They don’t have to change anything; in touch with nature, they can
just “be”.

The arrows pointing from observing self to the past self-mode describe mindful
awareness of the archaic Child self-states and introjected self-states. For example,
a person can mindfully observe, even when their introjected self-state related to
“mistrust” is activated. They can decentre and observe with curiosity thoughts
such as “don’t trust men, they will disappoint you”. Or they can observe their
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Child self-state related to fear of abandonment. The arrows pointing towards the
integrating Adult self-mode portray mindful awareness of different Adult self-
states. Such states are manifested by present-centred thoughts, feelings, and phy-
siological reactions that arise from moment to moment. The person in the gym
may, for example, be mindfully aware of sensations in their body such as pain in
their thigh muscles, pleasure in doing exercise, and satisfaction at being part of
the gym group.

In MCIP, one of the main process goals is to invite the client into a mindful
state of consciousness. During the therapy session, the therapist continually invites
the client to activate this state of consciousness and bring mindful awareness to
their experience.

Nondual awareness

Figure 8.2 also shows the arrow pointing from the observing self back onto itself.
This illustrates mindful awareness of awareness itself. It refers to the recognition
of the nondual nature of awareness. As we describe in Chapter 3, awareness itself
cannot be localized; it is without boundaries and all-encompassing. Recognition
of the nondual nature of awareness manifests in this fourth state of consciousness:
nondual awareness. It is found in spiritual experiences such as a sense of inter-
connectedness and oneness with others and the world. Josipovic (2019) describes
nondual awareness as the “foundational aspect of consciousness, consciousness
itself alone without any other phenomenal content, an empty awareness that is
non-conceptual and without subject-object structuring, hence nondual” (p. 275).
Nondual awareness appears to the conceptual mind as empty of any reification,
as awareness without thoughts, emotions, body, space, time, and the usual sense
of self (Josipovic, 2019). Josipovic (2019) proposes that nondual awareness is con-
scious of itself without the mediation of concepts and representations. This sug-
gests one property of nondual awareness is non-conceptual reflexivity in contrast
to the “ordinary” Adult state of consciousness, which depends on concepts. Josi-
povic (2016) proposes that love and compassion are intrinsic properties of
nondual awareness. When nondual awareness is realised, love and compassion
arise spontaneously as part of authentic being.

The concept of nondual awareness has become in recent years the subject of
scientific discourse and research (Fucci et al., 2018; Hanley et al., 2018; Josipovic,
2010, 2014, 2016, 2019; Krigeloh, 2018; Mills et al., 2018; Vieten et al., 2018).
While there is considerable research on mindful awareness, there is only a small
amount of research investigating nondual awareness. Josipovic (2014) researched
Tibetan Buddhist practitioners, who were experienced in the nondual form of
meditation. He describes how nondual meditation increases functional con-
nectivity between intrinsic and extrinsic networks in the brain, which may be
related to subjective accounts of “decreased fragmentation of experience into
subjective versus objective or self versus other” (Josipovic, 2014, p. 16). The
mindful state of consciousness is in comparison to nondual awareness manifested
in the subtle dualism of experience where there is this “I”’ being aware of the



Mind, consciousness, and lreatment planming 113

internal and external environment. In nondual awareness, we recognise that at
the level of the observing/transcendent self, we are not separated from each other
and the world — we are the universe itself.

Phases in mindfulness- and compassion-oriented integrative
psychotherapy

The model of the Four States of Consciousness can serve as a guide for treatment
planning in MCIP, which proceeds in phases that orient our psychotherapy work.
Figure 8.3 presents the phases of MCIP and specific therapeutic tasks that are
fundamental to each phase. Therapeutic tasks include different interventions that
encourage and facilitate the particular psychotherapy process. Even though ther-
apeutic tasks are related to specific phases, most of the tasks are important
throughout the whole therapeutic process. For example, developing an attuned
relationship, the therapeutic alliance, developing mindful capacity, and promot-
ing self-regulation are essential in all phases of therapy. The phases often do not
proceed in linear order and can also be interlinked. During the psychotherapy
process, we often have to attend to previous phases, or we may work with several
phases simultaneously. Phases are meant to be guidelines for the psychotherapist
and should not be used rigidly.

A Third phasg Mindful processing Developing
Transformation ; :
. . of dysfunctional compassionate
and integration . . .
schemas/self-states inner relationship
of personal sense
of self
Second phase
Meteogmivs Metacognitive Promoting living
awareness of .
awareness of schemas according to values
pefsonal senseior and self-states and meanin,
self and values-based g
living
First phase
Estabhshl}ng ' Devel(.)pmg'attuned 'Developmgl Peoiotiig
therapeutic alliance relationship and mindful capacity ;
! A : : self-regulation
and developing therapeutic alliance and self-compasion
mindful capacity

PHASES OF THERAPY THERAPEUTIC TASKS

Figure 8.3 Phases of MCIP and related therapeutic tasks
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The first phase: Establishing therapeutic alliance and developing
mindful capacity

In Chapter 7, we describe how most people live in a state of ordinary unhappiness
which is the result of identification with the personal sense of self. We live our life
more or less unconsciously according to our life-story. Our life is driven by our
beliefs about ourselves, memories of the past and hopes and fears for the future.
The suffering related to ordinary unhappiness increases when people identify with
various archaic and introjected self-states. Specific internal and external triggers
may activate past self-states, and the person “becomes” that self-state. In this case,
we are not reacting to the present reality, but according to old experiences and
preconceptions that colour our perceiving. This is a state of restrictive conscious-
ness, related to the outer ring in Figure 8.2. Many of our clients constantly live in
the “outer ring”, identified with various past self-states that are activated by differ-
ent internal or external triggers. In this state, we are not living our life — our life is
“lived”. For example, our client Nina started to feel helpless and speechless when-
ever somebody raised their voice. This was a trigger that activated her Child self-
state when she experienced physical abuse by her father. Identification with archaic
and introjected self-states 1s seen in psychological inflexibility and lack of autonomy.

The state of restrictive consciousness is related to the lack of mindful awareness.
People have difficulties staying in the present moment and in establishing a wit-
nessing stance towards their experience. They are either distanced or merged
with their experience. They usually want to get rid of certain aspects of them-
selves, such as negative beliefs and painful memories. They lack self-compassion
and are often extremely critical of themselves. In terms of the autonomic nervous
system, they are dysregulated and suffer from emotional and physiological dysre-
gulation, displaying either hyperarousal or hypoarousal.

In this phase of therapy, there are three main tasks: (1) Developing an attuned
relationship and therapeutic alliance, (2) Developing mindful capacity and self-
compassion, and (3) Promoting self-regulation. These tasks are fully elaborated in
Chapters 9, 10, and 11.

Developing a secure and trusting relationship and therapeutic alliance are the
prerequisites for all other therapeutic tasks and are essential throughout the whole
therapeutic process. Inquiry, attunement, and involvement provide the compas-
sionate therapeutic relationship, which invites clients into the exploration of their
inner world (Erskine, 2019¢; Erskine et al., 1999). Mindfulness processes and
compassion are gradually introduced through contact in a therapeutic relation-
ship. Clients with the help of an attuned therapeutic relationship develop mindful
awareness of their experiences and aspects of the personal sense of self. An
attuned relationship and mindful awareness are also essential for the regulation of
the client’s emotions and physiology. The aim is the regulation of the client’s
dysregulated states, which helps clients to activate their social engagement system
(Porges, 2011, 2017). The task of self-regulation is essential throughout the whole
therapeutic process, as clients often present dysregulated autonomic and
emotional states.
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The second phase: Metacognitive awareness of the personal sense of
self and values-based living

In the second phase of therapy, the goal is to develop metacognitive awareness of
the personal sense of self and to start living according to one’s deepest values and
aspirations. In terms of the model of the Four States of Consciousness, this cor-
responds to increasing the client’s ability to stay in Adult self-mode and enhancing
their capacity for mindful awareness. The second phase of therapy is related to
two main tasks: (1) Metacognitive awareness of schemas and self-states and (2)
Promoting living according to values and meaning. These two tasks are fully ela-
borated in Chapter 10.

Dimaggio et al. (2015) describe how metacognition involves “human ability to
understand one’s own and other’s mental states, as well as the ability for reflection
and mastery” (p. 33). In our model, metacognitive awareness refers to the ability
to decentre from our self-states and schemas and to reflect on how these struc-
tures shape our lives and relationships with other people and the world. This
results in greater inner freedom and psychological flexibility. Metacognitive
awareness is in our model connected to the observing self and the related pro-
cesses of mindful awareness and mentalisation (see Chapter 2).

Metacognitive awareness helps clients to develop insight into and under-
standing of their personal sense of self. This is related to the growing ability of
mentalisation. Clients start to understand and become aware of different self-states
and activation of these states in response to internal and external stimuli. They
start to differentiate between their past self-states and Adult self-mode, which is
our present related self.

For example, Nina understood that her response to the angry feelings of other people triggered
her experience from the past when she was physically abused. She also started to understand that
when she wdentified with her abused Child self-state, she perceived other people as dangerous, even
of they were just acting assertively. She came to realise that she oflen looked at other people from
the perspective of her frightened and helpless Child self-state.

Metacognitive awareness and related mentalisation help clients to reflect upon
the impact of their self-states on both their experience and interpretation of other
people. Metacognitive awareness is also related to the growing capacity for being
in the mindful state of consciousness. Clients gradually become a loving witness in
relation to their experience, instead of being merged or distanced in relation to
self-states and schemas. They start to differentiate the observing self from self-
states and schemas. From the position of observing self they can mindfully
observe various self-states and dysfunctional schemas. This helps them to become
less 1dentified with their archaic and introjected self-states. When those states are
activated, clients can relate to them with a decentred perspective, openness, and
acceptance. This helps clients to stay in Adult self-mode, even if archaic and
introjected self-states are activated.

For example, at the end of this phase of her therapy, Nina could stay in her Adult self-mode,
even if people were talking loudly and appeared angry. She could observe how she was sweating,
her heart beating and the heat in her body. At the same time, she had clear awareness that she
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was re-experiencing a memory from the past. She could stay in Adult self-mode and react
accordingly, even though her archaic Child self-state was activated. In Figure 8.2, this s illu-
strated by the inner ring symbolising the Adult state of consciousness.

Metacognitive awareness 1s also crucial for the second task in this phase — lving
according to one’s values and meaning. In MCIP, we do not focus only on the problem
and our clients’ difficulties in life, we are also curious about the client’s values that
give meaning and purpose to their life. Metacognitive awareness promotes living
according to one’s values, as clients become less identified with their past self-
states and dysfunctional schemas. We invite the client to go beyond the symptoms
and imagine a life lived in contact with meaning and purpose. With the help of a
therapist, clients can focus on what is important to them and start to live a more
meaningful life.

At the end of this phase, clients show greater stability, have better self-regula-
tion skills and can stay more easily in the present moment. In terms of the FSC
model, clients start to live in integrating Adult self-mode (see Figure 8.2). Contact
with the observing self and mindful state of consciousness also help clients to
undermine attachment to the personal sense of self. However, in this phase,
archaic and introjected self-states are not yet integrated. In times of higher stress,
a person can still identify and react from these states. The difference is that the
person can quickly recognise these shifts and come back more quickly to the
Adult self-mode, as these states no longer exert so much power over an indivi-
dual. This is related to increased psychological flexibility and a lessening of
symptoms, which is a highly desirable goal in psychotherapy and is, for example,
the main goal in acceptance and commitment therapy.

The third phase: Transformation and integration of the personal sense
of self

In this phase of therapy, the goal is transformation and integration of the personal
sense of self. In terms of the FSC model, the clients are in this third phase more
grounded in a mindful state of consciousness, which helps to transform the per-
sonal sense of self. This phase is related to memory reconsolidation and results in
an in-depth psychological change. There are two main tasks related to this phase:
(1) Mindful processing of self-states and dysfunctional schemas and (2) Developing
a compassionate inner relationship. Mindful processing is fully elaborated in
Chapter 12 and developing a compassionate inner relationship in Chapter 13.

Although integrative psychotherapy uses various methods and techniques for
processing, in MCIP we give primacy to the processes of mindful awareness and
compassion. Mindful awareness and compassion can transform our personal sense
of self. They not only help us become less attached to our life-story, but they are
also at the heart of the processes of change. Mindfulness and compassion pro-
cesses are essential for the processing of traumatic memories and transformation
and integration of dissociated and introjected self-states. They help us also to
transform our restricted life-story. In this way, they promote the integration of the
personal sense of self.
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The task of mindful processing refers to the processing and integrating of disturbing
experiences and self-states with the help of mindful awareness. G. Zvelc (2012)
proposed that “mindfulness promotes natural healing of the organism, where the
change comes spontancously by acceptance and awareness of internal experience”
(p- 46). Mindful awareness promotes acceptance of experience, which was pre-
viously avoided. In Chapter 6, we describe how mindful awareness may be essential
for the process of memory reconsolidation. When, for example, Child self-states are
activated and we embrace them with acceptance and kindness, this may promote a
new experience that is juxtaposed with old emotional learning that these states are
dangerous and need to be avoided. This experience promotes their integration.

The second task of this phase refers to developing a compassionate inner relationship. In
this phase of therapy, the client is more in contact with the observing self, which is
seen in greater compassion for themselves and others. From the position of the
observing self, clients can actively engage with different Child and introjected self-
states. With the help of the therapist, they can acknowledge their existence, validate
their function, and normalise their experience. They start to understand and
acknowledge the pain and suffering of different self-states. In this way, clients are
able to develop compassion for their self-states that were split-off, which can pro-
mote their integration. Our client Nina gradually started to develop compassion for
her helpless Child self-state, who experienced abuse. Step-by-step her Child self-
state started to feel more secure and integrated with the rest of her personality. One
of the tasks of this phase of therapy is therefore the development of a new internal
relationship between the observing self and various self-states. Such internal rela-
tionship is based on compassion and love for different self-states. Through this
process, the personal sense of self is transformed and becomes more integrated.

Figure 8.4 represents the goal of MCIP — the integrated personal sense of self]
where archaic and introjected self-states have been integrated into the Adult self-
mode. We are aware that this is an idealised goal and that most of us will have

Figure 8.4 The integrated personal sense of self and observing self
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certain self-states that are not integrated; however, these states can be tolerated
and self-regulated by the observing self. The aim in this phase is to develop a
harmonious inner world, in which the observing self is differentiated from our
personal sense of self, although in a dynamic relationship with it.

Figure 8.4 also represents the transformed Adult self-mode. The observing self
not only promotes the integration of past self-states but transforms the Adult self-
mode as well. Xiao et al. (2017) write that mindfulness practice can change the
self. They describe such a changed self as the mundful self- With greater mind-
fulness and compassion, personality can be changed at the level of beliefs, emo-
tions, behaviour, physiology, and brain functioning. Through mindfulness and
compassion, people become calmer, more peaceful, compassionate, and show
qualities of equanimity. We describe such a transformed personal sense of self as
the mundful and compassionate Adult. The processes of mindfulness and compassion
become personality traits. Such a person shows greater ability to be in the present
moment, i1s more compassionate, accepting, and displays signs of inner wisdom.
This person also realises that the personal sense of self can never become perfect
or in a state of permanent happiness, developing insight into the ordinary unhappi-
ness of a personal sense of self, which means living with human limitations. From
this perspective, they can be more compassionate towards their limitations and
failures. They can also experience a greater connection with other people and
understand that they cannot be perfect, and in this way they may eventually stop
trying to change other people in order to perfect them.

Beyond three phases: Spiritual development and nondual awareness

Even if we are living in an integrating Adult self-mode and our life is not troubled
by past self-states, we are still living in what we call ordinary unhappiness, identifying
with our life-story. In some people, a deep-seated desire for spiritual growth is
awakened, and they may start to search for a deeper meaning of life. In psy-
chotherapy, this is usually seen in a greater focus on themes related to spiritual
development. This potential fourth phase is usually not the domain of psy-
chotherapy but is an intrinsic part of different spiritual traditions.

Historically, mindfulness and compassion have been part of different spiritual
traditions, and their primary goal was not an enhancement of the personal sense
of self, but non-attachment to self or ego (Hanh, 1998; Malachi, 2005). Nondual
spiritual traditions also propose that behind our everyday experience, there is
nondual awareness, which we describe as the observing/transcendent self. The
goal of spirituality in these traditions is to recognise nondual awareness as a
ground of being (Albahari, 2006; Ganesan, 2017; Josipovic, 2019; Malachi, 2004,
2005). In Figure 8.4, this is shown by the arrow pointing back at the observing
self. Grounding in nondual awareness may present this potential fourth phase of
MCIP.

Even though we propose this potential fourth phase of therapy related to
spiritual development, we must emphasise that spiritual experiences are often
present in all phases of therapy. As MCIP is focused on enhancing mindful
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awareness and compassion, spiritual experiences often spontaneously emerge.
Contact with the observing self is often related to experiences of deep connection
with the essence, a sense of oneness, with feelings of trust, meaning, and inner
peace. Spiritual experiences often occur when the client makes a profound and
compassionate connection with their own vulnerability and is open to contact
with the compassionate therapist.

What is the role of the therapist during this phase? We think that the role of
the psychotherapist is to be open for any spiritual issues that may emerge during
psychotherapy. Whilst the psychotherapist is not a spiritual teacher, it is impor-
tant that the client is heard and understood regarding the spiritual dimension.
This opens the way for an authentic I-Thou relationship, which may have a
spiritual quality. We also see the role of the therapist in helping the client to
integrate spiritual experiences with everyday life. Some clients have the idea that
the goal of spiritual development is detachment from personal identity in a way
that may be harmful. Some clients start to neglect their physiological needs or try
to retreat from the world. We think that this “spiritual bypassing” can create an
imbalance in our daily living. People have numerous roles in the world and have
to function in different contexts. Detachment from a personal sense of self can
create an illusion of being above all this. We think that the observing self has to
be embodied and lived through our personal sense of self. In our opinion, healthy
spirituality involves a transformation of the personal sense of self, and an ongoing
relationship between the observing/transcendent self and personal sense of self.
The spiritually minded therapist may help the client to integrate the spiritual path
with everyday living.

Having described the main concepts, theories, and phases of MCIP, we now
turn to the third, practice-oriented part of the book. The concepts and theories of
the MCIP provide us with a solid foundation for our understanding of the ther-
apy process and the use of mindfulness and compassion-oriented methods and
interventions.
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9 Methods of relational mindfulness
and compassion

In this chapter, we describe the fundamental methods of relational mindfulness
and compassion that are crucial in all phases of MCIP and are important for all
of the therapeutic tasks described in Chapter 8. Methods of relational mindfulness
and compassion integrate the processes of mindfulness and compassion with the
keyhole model developed by Erskine and colleagues (Erskine & Trautmann, 1996;
Erskine et al., 1999; Erskine, 2015) (see Figure 9.1). The keyhole model is a
comprehensive model of the relational methods of integrative psychotherapy that
describes three fundamental methods: mquiry, attunement, and involvement. These
methods provide an in-depth relational model that invites the client into contact
with self and others and promotes the integration of split-off parts of self.

The fundamental assumption underpinning the methods of relational mind-
fulness and compassion is that mindfulness and compassion can be developed and
facilitated within an attuned relationship. In this way, our model differs from
other approaches that use mindfulness and compassion primarily as techniques to
be learned and used by the client. In our approach, the therapist, through the
power of a mindful and compassionate therapeutic relationship, acts as a guide
for the client to embody present moment awareness, a decentred perspective,
acceptance, and self-compassion. The therapist embodies these qualities them-
selves and relates to the client from the position of the observing self. Through
the power of such a mindful and compassionate relationship, the client brings
qualities of mindfulness and compassion into their life and to their self-states.

Our model combines the power of the attuned therapeutic relationship with
the processes of mindfulness and compassion. The synergy of both creates a
powerful healing relationship in which both processes are mutually enhanced. An
attuned therapeutic relationship is essential for clients to feel safe to attend to
their inner world with mindful awareness and compassion. The mindful and
loving presence of the therapist provides the context of safety, which enables the
clients to relax their defences and dive deep into their experience. The processes
of mindfulness and compassion enhance the relational processes. If both the client
and the therapist are mindfully present, this will have an impact on the relation-
ship itself. Such a relationship is characterised by aliveness, vitality, presence, and
a sense of interconnection. It may be evidenced in moments of meeting, of deep
I-Thou contact (Buber, 1999).
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Figure 9.1 Keyhole model of relational mindfulness and compassion

Source: Adapted from Beyond empathy: A therapy of contact-in-relationship (p. 159), by R. G.
Erskine, J. P. Moursund, and R. L. Trautmann, 1999, Brunner/Mazel. Copyright 1999 by
Taylor & Francis. Adapted with permission of the publisher (Taylor & Francis Ltd, www.ta
ndfonline.com).

Meditation practices are often used to develop mindfulness and compassion. As
research shows, such practices are beneficial for mental health and can be very
useful for clients and for progress generally in psychotherapy (Goldberg et al.,
2018, 2019; Khoury et al., 2013). For some clients, however, meditation practices
are challenging and may not be appropriate, especially if they are suffering from
a severe traumatic experience or are experiencing high distress. Many people
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have difficulties in bringing mindful awareness to painful experiences during their
meditation practice. It may not be so challenging to be mindfully aware of posi-
tive, neutral, or even mildly negative stimuli, but when we are in contact with a
painful and traumatic experience, we may quickly lose our witnessing stance and
move out of the window of tolerance. We may start to dissociate or become
flooded by unpleasant emotions and thoughts. Metaphorically, we can say that it
1s difficult to be alone in hell. Methods of relational mindfulness and compassion
provide a new context in which “two aware minds are more powerful than only
one” (G. Zvelc, 2012, p. 47). By adopting these methods, the client is not left
alone with their painful experiences. The mindful and loving presence of the
therapist helps the client to attend to them with curiosity, openness, acceptance,
and love (D. J. Siegel, 2007). When two people are together and one is becoming
lost, the first one can help the other to be found again. The therapist helps the
client to be in the present moment, to adopt a decentred perspective, to accept
their experience, and to bring compassion to their self-states. Inquiry, attunement,
and involvement (Erskine et al., 1999) are the main methods that invite the client
into mindful awareness and compassion.

Keyhole model of relational mindfulness and compassion

Figure 9.1 shows the keyhole model of relational mindfulness and compassion,
which is an adaptation of Erskine’s original keyhole model (Erskine et al., 1999).
It illustrates the processes of mindfulness and compassion connected to the rela-
tional methods of integrative psychotherapy: wmquiry, attunement and involvement
(Erskine et al., 1999).

Over the years of using Erskine’s model of the keyhole with our clients and
teaching it to our students, it became clear to us that these methods enhance
processes of mindfulness and compassion. As this was not explicit in the original
keyhole model, we decided to connect interventions related to inquiry and invol-
vement to the processes of mindfulness and compassion. In the centre of the dia-
gram (see Figure 9.1), we have added the main processes of mindfulness and
compassion: awareness (present moment and decentred perspective), acceptance,
self-compassion, and the observing self. Fach process is related to the corre-
sponding interventions of inquiry and involvement that promote the described
process. Awareness is related to phenomenological inquiry and acknowledgement.
Acceptance is related to the inquiry into history/expectations and validation. Self-
compassion is related to the inquiry regarding coping strategies and the inter-
vention of normalisation. And finally, we have added the observing self that is
related to the inquiry into the client’s vulnerability and the therapist’s mindful
presence. We have also redefined Erskine’s concept of presence as mindful presence, to
make explicit the connection between the therapeutic presence and mindfulness.

In the original keyhole model, interruptions to contact were listed in the centre
of the diagram: existence, importance, resolution, and the self (Erskine et al.,
1999). In our adapted model, we have exchanged interruptions to contact for the
processes of mindfulness and compassion, to show how the processes of
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mindfulness and compassion are connected with the corresponding methods of
inquiry and involvement. In this way, the whole model of relationally focused
therapy becomes centred on the facilitating processes of mindfulness and com-
passion. By making these processes central, this also opens the way for further
integration of mindfulness- and compassion-oriented interventions with the rela-
tional methods of integrative psychotherapy.

We would like to emphasise that changes to the original model do not
invalidate the original model, quite the contrary. We think that adding pro-
cesses of mindfulness and compassion to the model complements the original
model. Mindfulness and compassion processes enhance contact with self and
others and are an antidote to the interruptions to contact listed in the original
model.

In the original model, there were only five aspects of attunement listed. We
have also added physiwological attunement as an important facet of the attunement
process that is crucial in MCIP. It enables the therapist to synchronise with the
client’s physiology, expand the awareness of physiological processes (both in the
client and themself) and accordingly respond in terms of physiological regulation.

Inquiry and involvement: Methods for enhancing mindful awareness
and compassion

On the left side of the diagram is the inquiry method, and on the right side is the
wmvolvement of the therapist. Inquiry and involvement are the two main relational
methods for inviting the client into the present moment, decentred awareness,
acceptance, and self-compassion. With inquiry, we invite the client to explore
their experience (Erskine et al., 1999). Through this process of phenomenological
inquiry, the client becomes increasingly aware of their current experience and its
connection with related past experiences and expectations about the future. It
also involves an exploration of the client’s protective mechanisms and the vul-
nerability that lays behind the defences.

The therapist not only inquires about the client’s current experience, but also
provides an involved response that acknowledges, validates, and normalises the
client’s experience (Erskine et al., 1999). Involvement is an expression of the
therapist’s full internal and external contact (Erskine et al., 1999). It is “the result
of the therapist being fully present, with and for the person, in a way that is
appropriate to the client’s developmental level of functioning” (Erskine, 2015, p.
18). This underlines the importance of the mindful presence of the therapist and
their responsiveness based on genuine interest and attunement to the client.

Involvement is conveyed by acknowledgement, validation, normalisation and presence.
With involvement, the therapist invites the client to be fully present with their
experience. With acknowledgement, the therapist invites the client to become aware
of their experience, with validation to accept the experience and with normalisation
to develop compassion for themselves. The therapists’ mindful presence invites the
client to come into contact with the observing self; to become a loving witness to
all of their experiences. The interventions related to involvement invite the client
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into present moment awareness, acceptance of their experience, self-compassion,
and contact with the observing self.

Attunement as a foundation for mindfulness and compassion

At the base of the diagram (see Figure 9.1), is the therapist’s attunement, which
provides the foundation and texture for all methods and interventions.
Erskine and Trautmann (1996) give the following definition of attunement:

It begins with empathy — that is, being sensitive to and identifying with the
other person’s sensations, needs, or feelings — and the communication of that
sensitivity to the other person. More than just understanding or vicarious
introspection, attunement is a kinesthetic and emotional sensing of the
other — knowing his or her rhythm, affect, and experience by metaphorically
being in his or her skin, thus going beyond empathy to provide a reciprocal
affect and/or resonating response.

In this definition, attunement goes beyond empathy (Erskine et al., 1999). It starts with
empathy, with deep sensing of the client, and then proceeds further through a reso-
nating response. For instance, if the client is feeling scared, the therapist will provide
the reciprocal response of security that will be mirrored in the therapists’ gaze, facial
expression, tone of voice, and gestures that all communicate safety. In this process, the
therapist is not merging with the client. For effective attunement, the therapist has to
be aware of the boundary between themselves and the client (Erskine et al., 1999).
They also have to decentre from their own experience, so that they can be present
with the client. While words may be important in conveying attunement, nonverbal
communication is the primary channel through which attunement is expressed.
Erskine et al. (1999) have described different aspects of attunement: cognitive,
affective, rhythmic, and developmental. We have added to this list physiological
attunement that is crucial for physiological regulation (see Figure 9.1).

Cognitive attunement

Cognitive attunement goes beyond a simple understanding of the contents of the
client’s narrative and the client’s meaning-making processes. It involves a deep
immersion into the client’s frame of reference to understand the client’s unique
way of thinking and logic. It is profound listening to the client’s use of words and
implicit messages the client is unconsciously communicating.

Affective attunement

Affective attunement involves empathic sensing of the client’s affect and
responding with reciprocal affect (Erskine & Trautmann, 1996). For example, the
therapist responds to the client’s sadness with compassion or the client’s expres-
sion of joy with vitality and expressions of pleasure.
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Rhythmic attunement

Rhythmic attunement refers to sensitivity to the client’s rhythm and tempo and
responding accordingly. It involves pacing the rhythm of the therapy to facilitate
the optimal processing of both internal and external stimuli (Erskine & Traut-
mann, 1996). For facilitating the processes of mindfulness and compassion, the
therapist and client must slow down and give time and space for “being” with
experience. Rhythmic attunement also promotes regulation of the client’s auto-
nomic nervous system.

Developmental attunement

Developmental attunement refers to understanding the developmental level of the
client and responding to the client in a way that is sensitive to the client’s develop-
mental age at a particular point in therapy. Clients may manifest different archaic
Child self-states from different developmental periods, usually from early childhood.
With developmental attunement, the therapist looks through the eyes of the “child”
of the client and tailors therapeutic interventions based on that understanding.

Attunement to relational needs

Attunement to relational needs involves responding to relational needs that
emerge in the course of the therapeutic relationship (Erskine & Trautmann,
1996). This means that the therapist adapts and responds flexibly to the client’s
relational needs. For example, when there is a need for authenticity, the main task
would be to establish a sense of safety, validation, and respect for the client’s
uniqueness. When there is a need for shared experience, the therapist may selectively
disclose their personal experience (see Chapter 4).

Physwological attunement

We propose that physiological attunement is another crucial aspect of attunement
that is essential in our approach to integrative psychotherapy. It refers to attune-
ment to the client’s autonomic nervous system. Physiological attunement is sen-
sing the physiological arousal of the client and providing the corresponding
response. If the client’s physiological state is regulated, then the therapist’s adap-
tive response 1s physiological synchronisation. If the client is in a hyperarousal or
hypoarousal of ANS, then the therapist should stop the physiological synchroni-
sation and lead the client towards physiological regulation. In Chapters 5 and 11,
we present the detailed theoretical and practical implications that highlight the
importance of physiological attunement and physiological regulation in MCIP.
Inquiry, attunement, and involvement all go hand in hand in promoting the
client’s mindful awareness and self-compassion. The keyhole model of relational
mindfulness and compassion provides a useful map for applying the methods of
MCIP in clinical practice. In the following pages, we will describe how relational
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methods facilitate the main processes of mindfulness and compassion: present
moment awareness, decentred perspective, acceptance, and self-compassion.

Inviting the client into present moment awareness

The process of present moment awareness is facilitated by phenomenological inquiry
and acknowledgement of the client’s experience (see Figure 9.1).

Phenomenological inquiry

Phenomenological inquiry is a process of “respectful exploration of the client’s
phenomenological experience” (Erskine, 1993, p. 186) that invites the client into
present moment awareness. Inquiry invites the client to explore their experiences
through questions and by the therapist’s nonverbal communication, expressed
with gestures, facial expression, and tone of voice that communicate to the client
interest in knowing their experience (Erskine et al., 1999). Inquiry starts with the
premise that the therapist knows nothing about the client’s experience and that
the client can teach the therapist so that they can explore it together (Erskine
et al.,, 1999). In the process of inquiry, the therapist is open to the client’s
particular experience and decentres from their own assumptions and expecta-
tions. The fundamental principle is that the therapist is free of any expecta-
tions, preconceived ideas, and goals for the client (Erskine, 2015). The
therapist is there for the client bringing curiosity, genuine interest, and respect
in relationship with the client. The therapist is like an empty vessel to be filled
with the client’s phenomenology while simultaneously remaining in full con-
tact with themselves (Erskine, 2001).

Phenomenological inquiry is focused on the client’s moment-to-moment
experience. The therapist in this process, while following the client and their
phenomenological experience, also leads them based on their curiosity and inter-
nal felt experience. The purpose of such inquiry is primarily for the client and not
the therapist (Erskine et al., 1999). The aim is for the client, through respectful
inquiry, to discover aspects of themselves that they were previously not aware of
(Erskine et al., 1999). In this way, inquiry increases present moment awareness
and contact with self and others.

We think that for effective inquiry, it is essential for the therapist to be in
contact with the observing self and to bring qualities of mindful awareness and
compassion into the therapeutic relationship with the client. They have to be fully
present and attuned to their own and to their client’s ongoing experience. In
terms of the triangle of relationship to experience (see Chapter 3), the therapist adopts
the witnessing stance towards both their own and their client’s experience, which
involves present moment awareness, decentred perspective, and acceptance.

Erskine et al. (1999) describe how inquiry involves for each client many differ-
ent experiential areas including physical sensations, physical reactions, emotions,
memories, thoughts, conclusions and decisions, meanings, expectations, hopes,
and fantasies. We would also add to this list inquiry connected to the spiritual
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dimension. This involves inquiry about clients’ values, the meaning of life and
inquiry about the nature of awareness itself — the observing/transcendent self.
Inquiry is in this way related to all the dimensions of human experience as
represented in the diamond model of the observing self (see Chapter 3).

A fundamental inquiry question, which relates to all dimensions of human
experience is:

“What are you experiencing now?>’ or
“How s that_for you when you speak about ...”"

Such open questions invite the client into present moment awareness. In order to
access the present moment, it is important that the therapist slows down the
process and makes space for mindful observation. The therapist is also careful to
ask questions in the present tense about the client’s experience.

Inquiry can focus on any specific dimension of human experience: cognitive,
affective, physiological, relational, or spiritual.

Cognitive inquary
The therapist may inquire about thoughts, beliefs, memories, and images that the

client is experiencing at the moment.

CLIENT: [ feel so embarrassed (looks down).

THERAPIST: What thought just comes to your mind?

CLIENT: That something is wrong with me, and you will see that.

Affective inquiry

Inquiry may be focused on awareness of emotions with questions such as:

“What are you_feeling now?>
“Whach emotion do you feel now?”

Physiological inquiry
Inquiry can focus on physiological sensations or body movements.
“What do you feel in your body now?”

“Where in your body do you experience anxiety”’
“What would your legs like to do”

Relational inquary

“How do you feel in our relationship?”’
“How s it _for you lelling me about the loss of your mother?”
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Inquiry about values and meaning in life

This involves inquiring about the client’s values, which give purpose and meaning
to the client’s life.

“When you think about that important moment in your life, what meaning has it for you
and your life?”

Inquary into the nature of the observing self/ transcendent self

We have described inquiry directed towards the contents of awareness such as
cognitions, emotions, body sensations, relational field, and values. There is, how-
ever, another vital area of inquiry — inquiry about the nature of awareness. Such
inquiry invites the client to become aware of awareness itself, and also promotes a
decentred perspective. While the contents of our experience are always changing,
our observing/transcendent self is always in the here-and-now.

“You are aware now of the thought I am a bad person’. Just become aware of who or
what s aware of this thought”

“In this exercise, you were aware of your thoughts, emotions, and body sensations. Now ask
yourself: ‘who or what s aware of all these?”

For some people, such an inquiry may at first be experienced as strange and
confusing. We are not used to such questions in everyday life. Even in medi-
tation practice, most mindfulness practices focus on the contents of awareness,
such as perceptions, thoughts, emotions, or body sensations. Inquiring about
awareness itself may be experienced as unusual. It is important to be attuned
to the client’s experience when using such inquiry. D. J. Siegel (2018) includes
awareness of awareness as part of his Wheel of Awareness mindfulness prac-
tice. He has found that while for some people such experience may be unu-
sual, lots of people report a sense of expansiveness, love, joy, peace, and
timelessness. In our experience, there is often a sense of spacious awareness,
inner peace, love, and compassion. Being centred in the observing self helps
clients to decentre from the contents of their mind and bring acceptance and
compassion to all experience. The observing self enhances mindfulness pro-
cesses and compassion.

Such inquiry is part of various nondual traditions of spirituality, for instance
Advaita Vedanta. Ramana Maharshi calls it self-inquiry (Ganesan, 2017). In most
psychotherapy traditions, this type of inquiry is not part of psychotherapy prac-
tice. The exception is acceptance and commitment therapy, where the transcen-
dent/perspective-taking self is one of the main therapeutic processes (S. C. Hayes
et al., 2012; S. C. Hayes et al., 2019).

The diamond model of the observing self and the triangle of relationship to experience guide
our mindful interventions. The diamond model of the observing self (see Figure
3.1, Chapter 3) helps the therapist to determine on which dimension the client is
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open or closed to contact at any particular moment during therapy. In this way,
the therapist is able to flexibly choose which areas of client experience may be
important for inquiry. The triangle of relationship to experience (see Figure
3.2, Chapter 3) also orients us in this process. Whenever the client is in the
distant mode or merged mode, the client is losing contact with the present
moment. Inquiry and acknowledgement help the client to become aware of
the present moment and invite them into a witnessing stance towards their
experience.

Acknowledgement

Another important method for promoting present moment awareness is acknow!l-
edgement, which is part of therapeutic involvement (see Figure 9.1). The therapist
does not merely inquire about the client’s experience, but is fully present and
provides an involved and unique response. With acknowledgement, the therapist
1s communicating to the client that they are aware of the client’s experience or
behaviour (Erskine et al., 1999), and in this way the client can become increas-
ingly aware of their own experience. The therapist is in this process multi-
dimensional. The therapist is not only following the client’s narrative but is at the
same time attentive to the client’s emotions and nonverbal communication, such
as body gestures, tone of voice, breathing patterns, facial expression, and eye
movements. We can never be fully aware of the totality of our experience and
behaviour, since a lot of these happen spontaneously and unconsciously. The
therapist with acknowledgement helps the client to become aware of the experi-
ence and their nonverbal behaviour, which the client is usually unaware of.
Acknowledgement has to be attuned to the client and has to be an expression of
the mindful and loving presence of the therapist. Only in this way can an
acknowledgement be taken by the client as beneficial.

Acknowledgement can take many forms. It is often expressed in the form of
empathic reflection:

“You are feeling really sad.”
“I tmagine that this has to be very painful for you.”

It can also be a simple statement of observation of the client’s behaviour:

“I just noticed that when I asked you how you experience our relationship, you started to
talk very quuetly.”

It can be directed towards awareness of nonverbal body behaviour:
“I am aware that when you talk about your father, you are clenching your fist.”

“I just noticed that when_you mentioned your girlfriend, you looked down and away from me.”
“Your eyes started to water just now.”
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In providing acknowledgement, attunement to the client’s continuing experience
is crucial. Acknowledgement has to be attuned to the client’s unique way of
experiencing the world. Some clients may be struggling with shame and may find
such acknowledgements at the beginning of therapy too intrusive. Some may feel
as if they are too transparent — and that their therapist can see right through
them. It is crucial to follow the client and check continually with them the impact
of our interventions.

Promoting a decentred perspective

When clients are merged with their experience, this is a marker for promoting a
decentred perspective. Without a decentred perspective, there can be no real
contact, as contact requires someone who is in contact with something else. When
we are merged with our experience, we become one with our experience. We
look at ourselves, other people, and the world through that experience. Phenom-
enological inquiry and acknowledgement described in the previous section not
only promote contact with the present moment but are important also for a
decentred perspective. For some clients this alone is not sufficient and we have to
use additional interventions that are focused on creating an observing stance
towards their experience.

A decentred perspective can be promoted with a simple acknowledgement of the
client’s experience, followed by an invitation to observe that experience mindfully.

“You are feeling anxiely in your chest. Just become aware of this anxiely and pay atlention
to it with curiosity ...”

“So_you are having these dark thoughts that you’re a bad person, and you do not deserve to
live. Just observe those thoughts ...”

Decentred awareness can also be promoted by using the language of the self-states.
Relating to inner experience like a self-state promotes decentring. We can invite
the client to observe their self-states with mindful awareness.

In the following example, our client Gathy was merged with a Child self-state
and experienced deep loneliness. Relating to her loneliness as being part of her
helped her to establish a decentred perspective towards her loneliness.

CLIENT: [ feel very alone. Like there is no one there for me. I know rationally that my husband
and kids love me, but loneliness 1s still there.

THERAPIST: 1t looks like there is one part of you who feels very alone. jJfust become aware of
that part of you ... (pause) What are you experiencing now?

By using the language of parts, the therapist promotes decentred awareness.

CLIENT: It s a small girl. Sitting in a hospital bed and crying. I was hospitalised when I was
a child.
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By having an image of a small girl, the client is no longer merged with the Child
self-state, as there is now the perspective of the loving witness.

THERAPIST: How old is that part of you?
CLIENT: Small, about four.

Our client Simona, who was suffering from depression was often feeling very
judgemental towards herself, especially in situations with her children. She was
merged with a self-critical introjected self-state and corresponding Child self-state
that felt that she was a bad person.

CLIENT: [ just feel like I am a bad person. You should never yell at other people!

THERAPIST: 1t looks like there is a part of you that tells you that you are a bad person and you
should never yell at other people.

CLIENT: Yes, I am torturing myself — you are bad ... Like I don’t deserve to live ... It is so
strong. I would never do anything to myself, but it is difficult to live with that.

THERAPIST: Are you willing to do a little experiment regarding that part of you, so that we can
know it better?

CLIENT: Yes, I want to work with this.

THERAPIST: Just be in touch with that part of you that tells you that you are bad. And now
Just stand up and examine the basket where I have soft toys. Just look at each toy and find
a toy that represents this part of you.

CLIENT: It is a crocodile. (smiles)

THERAPIST: Jfust put it in_front of you and observe this part of you.

CLIENT: It is a very nasty, torturing crocodile.

THERAPIST: And now find a toy that represents part of you that feels a bad person.

CLIENT: It is a small mouse.

In this example, the therapist in addition to using the language of parts, has also
mvited the client to externalise her internal experience by finding a toy that sym-
bolised part of her.

Externalisation can also be promoted by inviting the client to imagine that
their experience is in the space outside of them:

CLIENT: [ don’t know what I feel. It s just very uncomfortable like it ts all over my body. I
cannot stand .

THERAPIST: Imagine that this feeling is in the space outside of you. Where would it be? How
does 1t look?

CLIENT: It s belind me ... It is just darkness behund me ... it is chasing me.

THERAPIST: fust observe the darkness, which is now behind you. And ask what it would like
to tell you.

Inquiring about physical properties of emotion or physical sensations also pro-
vides the experience of decentring:
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THERAPIST: You are feeling this uncomfortable sensation in your body. Just focus on it. And let
me know what colour could it be?

CLIENT: 1t is red.

THERAPIST: What shape is it?

CLIENT: It s a large circle ...

THERAPIST: If you could hear it ... How would it sound ...

CLIENT: Like the sound of sirens.

Distance from the contents of awareness can also be enhanced by exercises
mindful observation of the contents of awareness, such as observing the thoughts as
they would appear on a screen, or imagining that thoughts are like clouds in the
sky.

“Imagine that this thought ‘Something’s wrong with me’ is on the screen in a cinema. And
you are sitting in the cinema observing the thought.”

Decentred perspective can also be promoted by an inuitation to contact the observing
self — loving witness.

“So you have this uncomfortable sensation i your stomach as if you would like to throw
up. Just become aware that there is You who is aware of this sensation. There is someone
observing 1. ‘fust become aware of the observer. That you are an observer who is looking at
this sensation with curiosity and loving eyes.”

Contact with the observing self promotes a safe space from which clients can
observe their experience. As we have already described in Chapter 3, the observing
self is not touched by experiences, as it is a fulcrum of our perspective. This pro-
motes decentred awareness and the ability to contain and accept our experience.

Promoting acceptance

Although clients may be well aware of their experience, they may try to avoid it
and try to escape from it. For mindfulness, awareness alone is not enough; it must
be coupled with acceptance of the experience (Cernetic, 2005, 2017). The rela-
tional methods of integrative psychotherapy invite the client to pay attention to
and accept their experience. With these methods, we are reversing the cycle of
experiential avoidance (S. C. Hayes et al., 1999).

The model of the trangle of relationship to internal experience (see Figure 3.2,
Chapter 3) can help the therapist to track the client’s experience. When the client
1s becoming distant from their experience, the therapist can invite the client to
attend to their experience and accept it.

There are two main interventions that promote acceptance: validation and an
wmuitation to the clients to willingly attend to their experience.
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Validation

The primary intervention related to acceptance is validation (see Figure 9.1). Vali-
dation is an acknowledgement of the significance of the client’s experience (Ers-
kine et al., 1999). It communicates to the client that their experience is significant
and valuable. Even experiences that seem strange and we would rather not have
them, have a story to tell. We should never ignore or throw away any aspect of
our experience. This is also true for the parts of us that we experience as unfa-
vourable, like for example, the harsh critic or a part of us which is very with-
drawn from the world. These self-states may be serving an important function
within the whole personality system. They may be communicating an important
message or story, which is usually out of conscious awareness. The symptoms that
brought the client into therapy have their own internal logic and are commu-
nicating something important.

Validation 1s a form of acknowledgement; the difference is that acknowl-
edgement communicates to the client the existence of their experience, whereas
validation also communicates significance (Erskine et al., 1999). Acknowl-
edgement and validation go hand in hand in promoting accepting awareness. The
first promotes awareness of experiences and the latter acceptance. Validation can
be simple: “These are important tears,” or “Lel’s appreciate that sensation in your body, it is
not random that it is here.”

The therapist’s validation also communicates that the client’s experience is not
happening in isolation but is related to something significant (Erskine & Traut-
mann, 1996). In this way, validation promotes connections between separate
experiences and links cause and effect. Validation communicates: “What you are
experiencing has meaning and is significant!”

CLIENT: [ am starting to feel sad, I don’t want to cry again. (tears start to run down her
cheeks)

The client Eva i1s aware of the experience, but she is trying to avoid it. She is
moving towards the distant pole of the triangle of relationship to experience.

THERAPIST: Sadness and tears are telling an important story, how alone you have been in_your
childhood. And how you missed your parents.

The therapist validates the client’s experience and, in this way, promotes accep-
tance of her experience. With validation, the therapist also makes a connection
between experiences and gives meaning to them.

CLIENT: (starts to cry)
THERAPIST: Let the tears come, they are important tears. Let’s appreciate them.

Another validation.
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CLIENT: Yes, I have been alone all these years, and there was nobody there for me. I am feeling
sad for what I have missed ... (cries again)

THERAPIST: fust make room for this sadness ... (handing her a tissue) It is important and
this time you are not crying alone.

The therapist is promoting processes of acceptance and new relational
experiences.

To be effective, the validation has to be congruent with the therapists’ sub-
jective experience of acceptance and compassion. The therapist, in this way,
communicates with all their being that they accept the client’s experience.
Sometimes the validation is not even expressed in words or sentences, just the
therapist’s look and facial expression can communicate to the client acceptance
and valuing of their experience. This is in line with Rogers (1957), who wrote that
unconditional self-regard is crucial for the client’s acceptance of themselves and
their experience.

Invitation to willingly attend to the experience

In addition to validation, the therapist also invites the client to willingly attend to
their experience and not to run away from it. In the previous example, the
therapist communicated: “Just make room for this sadness”. This form of intervention
invites the client to willingly and with acceptance experience emotions or other
internal experience. This intervention originally comes from gestalt therapy (Perls
et al., 1951).

Some other examples of this would be:

“If you are willing, just allow yourself to_feel this emotion.”
“Let’s stay a_few moments with sadness. Allow yourself to feel it fully. It is an important

part of you.”
“Focus on that sensation and embrace it with acceptance.”

Validation and invitation to attend to experience have to be attuned to the cli-
ent’s experience. There are situations when acceptance of some specific experi-
ence is too much to bear for the client. This is especially the case with unresolved
traumatic experiences. If the clients are dysregulated, we first help them to reg-
ulate their autonomic nervous system (see Chapter 11). Physiological attunement
to the client’s nervous system is essential in the process of awareness and accep-
tance of the client’s experience.

Developing the capacity for acceptance often takes time and has to be done in
small steps. The client has to be ready to experience painful material. Some cli-
ents need to develop their capacity for regulating and containing their emotions
first before they are invited to attend to painful material. They have to develop
what has been termed integrative capacity in order that they can safely experience
the dissociated experience (van der Hart et al., 2010). The practice of mindfulness
and compassion meditations are important in developing integrative capacity,
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which will enable them to approach and accept painful experiences. With mindful
awareness, clients are widening their window of tolerance so that they can gra-
dually contain and tolerate their painful and traumatic experiences.

In the process of therapy, the therapist continuously tracks the client’s experi-
ence and regulates it so that the client can function within the window of toler-
ance connected to the ventral vagal system (Porges, 2011, 2017). The model of the
triangle of relationship to experience enables the therapist to “fine tune” their interven-
tions (see Chapter 3). If the client is moving towards the distancing or merging
part of the triangle, the therapist helps the client to come back to the position of
loving witness. In the case of moving to a position of distance, the therapist invites
the client back to present moment awareness and acceptance of their experience.
In the case of merging, the therapist helps the client to decentre from their
experience, and to attend to a broader field of present moment awareness.

Enhancing self-compassion

Self-compassion is in the relational mindfulness and compassion model related to
the intervention of normalisation (see Figure 9.1). Clients often blame themselves or
feel ashamed because of their experiences or coping mechanisms. They often
experience themselves as pathological and not-normal. Normalisation is an inter-
vention that de-pathologises the clients’ definition of their internal experiences
or coping mechanisms (Erskine, 2015). With normalisation, the therapist con-
veys to the client that “his experience is a normal and not pathological reaction”
(G. Zvelc, 2012, p. 45).

As Neff (2003a) noted, self-compassion consists of three main components:
Self-kindness, Common humanity, and Mindfulness. In order to experience
self-compassion, mindful awareness is essential. Self-compassion is connected
to the previously described interventions that enhance the processes of present
moment awareness, decentred perspective, and acceptance, which facilitate
mindful awareness. The therapist with inguiry invites the client to present
moment awareness, with acknowledgement, the therapist communicates that they
are aware of the client’s experience, and with validation helps the client to
accept their experience. Normalisation takes the process a step further.
Normalisation helps the client to embrace themselves or their self-states with
compassion. This goes against the client’s negative self-definition and view of
themselves. It conveys to the client a sense of common humanity — that all our
experiences are part of being human. It is also related to the fundamental
principle of MCIP that people experience ordinary unhappiness and are not
perfect. We all experience pain and other unpleasant emotions, make unwise
decisions, and (often unintentionally) hurt others.

Clients frequently criticise or blame themselves because of their ways of coping
and surviving in the past. They often define themselves as crazy:

“My man problem is that I don’t let anyone be close. Something s really wrong with me!”
“I am a real borderline ... Every slight criticism makes me yell ...”
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“Since I was seven years old, I talk with an angel! I am crazy ...”

The intervention of normalisation helps the clients to develop compassion for
their way of coping. It conveys to the clients that their coping with the situation
and the world was their best attempt to survive in that particular situation. With
normalisation, the therapist communicates

fully and genuinely, that the client has done the absolute best that he or she
could, given the circumstances, and that anyone at this developmental level,
with access to these resources, would probably have made the same sorts of
decisions. (Erskine et al., 1999)*

In integrative psychotherapy, we are not confronting defences and wanting the
client to change — quite the opposite. In MCIP we bring acceptance and com-
passion towards the totality of all of our clients” experiences, including protective
mechanisms. By showing compassion for the client’s way of coping and surviving,
the client often paradoxically relinquishes old patterns of defence. When clients’
protective mechanisms are accepted and looked at from the position of
compassion, clients spontaneously drop their defences and are willing to risk
contact with vulnerability, which is like a flower hiding behind the wall of
protection. Only when clients feel safe, accepted, and respected, they are willing
to let go of protection. Clients in this way come into contact with the experience,
which they previously avoided. Normalisation helps them to accept and embrace
their defences.

CLIENT: My father was like a Nazi; we were all terrified of him. I remember that I was
strange already back then. I started to avoid social contacts and had my own world. Like 1
lived on the “other side”... In my world everything was fine.

THERAPIST: You were strange?

CLIENT: Yes, I felt different from others. I didn’t tell you about my inner world, for a long time
1 felt that you would think I am crazy and will put me in a psychiatric hospital.

THERAPIST: So you were very afraid of your father, who was often drunk and violent. And at
that time you started to live on the other side where everything was ok. So this “other world”
in which everything was fine helped you to survive and keep you sane in the “insane world”.

The therapist acknowledges and validates the client’s coping mechanisms, which
promotes the client’s awareness and acceptance.

CLIENT: Yes, it helped me to survive, definitely.
THERAPIST: (with a kind and compassionate voice) Let’s appreciate this strategy of a
Sfwe-year-old that helped you to survive.

Another validation, which helps the client to experience self-compassion.

CLIENT: [ feel touched, I never thought about this in this way ...
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THERAPIST: Maybe this strategy was the most clever strategy to survive in a_family where there
was no one to hold on to ... (short pause) What do you feel now?

The therapist conveys the normalisation of the client’s past coping strategy.

CLIENT: [ feel like I would embrace this younger part of me ... telling him I love him and care
Jor ham.

THERAPIST: Just do this, take your time.

CLIENT: (crying) I feel sad for what I have gone through ... (pause) Now I understand
that having my own world actually saved my life ... I feel appreciation for this. How-
ever, I also understand that I am not there anymore, I am safe now.

In this process, clients come to realise that they were for many years sticking to
decisions, choices, and coping strategies which were developed in childhood as a
means of coping with stress. When they are able to feel compassion towards
themselves for doing this, they develop a new internal relationship which is built
on safety and compassion. They realise that this mechanism of protection belongs
to the past when it was necessary; however, in the present, it is often not needed
any more in most situations. In this way, they can flexibly choose whether old
strategies of protection are still useful in current situations.

In conveying this intervention of normalisation, it is crucial that the therapist is
feeling compassion towards the client. If not, the interventions will be purely
technical and will not have the intended effect. If the therapist feels compassion
towards the client, this will be mirrored in their facial expression, tone of voice,
and gestures. Normalisation will be conveyed compassionately with the whole of
the therapist’s being. The compassion of the therapist helps the client to feel
kindness towards themself.

It is also important for the therapist not to introduce normalisation too soon,
which could leave the client feeling that the therapist does not understand their
point of view. The client’s experience must first be acknowledged and validated so
that the client feels deeply understood.

Phases of relational mindfulness- and compassion-oriented
interventions

We have described the main relational methods and interventions that enhance
mindfulness and compassion processes in the psychotherapeutic relationship. But,
how are these methods related? In Figure 9.1, the main processes of mindfulness
and compassion are presented in the following order from top to bottom: aware-
ness, acceptance, and self-compassion. At the foot of the diagram is the observing
self. In the diagram, these main processes are related to the corresponding methods
of inquiry and involvement. The order of the processes describes the four main
phases of relational mindfulness- and compassion-oriented interventions:

Phase 1: Promoting present moment and decentred awareness.
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Phase 2: Promoting acceptance.
Phase 3: Promoting self-compassion.
Phase 4: Being a loving witness to a client’s vulnerability.

These phases correspond to Erskine’s four phases of integrative psychotherapy
connected to the keyhole model: starting point, making connections, choices and
decisions, and full contact (Erskine et al., 1999). As Erskine and his colleagues
(1999) describe, these phases are not linear. Progression from one phase to the
next can sometimes happen in only a few minutes; another time, one phase may
be more dominant and take the whole therapeutic hour.

The furst phase: Promoting present moment and decentred awareness. This phase is related
to the enhancement of the client’s mindful awareness of the present moment and
decentred perspective. It invites the client into a mindful state of consciousness
and corresponds to Erskine’s phase of “starting point”, where the focus is on the
client’s awareness of phenomenological experience (Erskine et al., 1999). At the
beginning of therapy, clients are usually not aware of their phenomenological
experience. They may be unaware of their thoughts that are behind the symp-
toms, emotions, or sensations in their body. In this phase, the therapist facilitates
the processes of present moment awareness and decentred perspective. Phenom-
enological inquiry, acknowledgement, and interventions related to a decentred
perspective all promote awareness of experience that the client was previously
unaware of. They help the clients to become aware of their thoughts, emotions,
memories, body sensations, or body movements. The client Anna, for example,
became aware of her deep sadness that she had been avoiding by taking care of
others and appearing “strong and happy”.

The second phase: Promoting acceplance. 'This phase is related to promoting the cli-
ents” acceptance of their experiences. The aim of this phase is that clients start to
accept experience that was previously avoided. The therapist with validation pro-
motes acceptance of the client’s experience. The therapist also uses interventions
that help clients to “willingly attend to their experiences”. The client Anna, for
example, allowed herself first to feel sadness and then to cry after a long time in
her life.

In addition to acceptance, this phase is also related to making connections
between experiences (Erskine et al., 1999). The therapist with validation com-
municates that present experiences are not random but are connected to other
similar experiences. With the help of inguiry, the therapist helps the client to make
connections between present experiences, memories, and expectations about the
future. In this way, clients can become aware of the influence of their past
experiences on their present life and future expectations. Anna, for example,
became aware that her sadness was connected to the divorce of her parents in
childhood and that this experience was continuing to influence her present life.

The third phase: Promoting self-compassion. This phase is related to promoting the
client’s self-compassion. It corresponds to Erskine’s phase of “choices and deci-
sions” (Erskine et al., 1999). The therapists’ inquiry is focused on the client’s way
of coping and surviving with painful and disturbing experiences. The therapist
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explores survival reactions, as well as the conclusions, choices, and decisions that
the clients made under stress and are now protecting them from pain. For
example, Anna became aware of how, after the divorce of her parents, she felt
alone and missed her father. As her mother was depressed, she started to take
care of her psychologically and outwardly appeared as a “happy child”. Aware-
ness of coping strategies and ways of surviving “not-normal” circumstances often
spontaneously awakes self-compassion.

Just being aware of protective mechanisms is often not enough. Anna, for
example, often criticised herself for being naive and having difficulty in saying
“no” to other people. The therapist’s normalisation helped her to start to feel
compassion for her Child self-state, which had coped with the pain by being
“happy and strong” and taking care of others. Compassion also helped her to feel
more secure and to realise that her fagade of happiness that was useful in the past
1s not always needed in the present. This allowed her to come into contact with
vulnerability, sadness, and anger.

The fourth phase: Being a loving witness to a client’s vulnerability. This phase corre-
sponds to Erskine’s phase of “full contact” (Erskine et al., 1999). Through com-
passion towards their ways of coping and surviving, clients come into contact with
a vulnerability that lays behind their protective mechanisms. In this process, the
clients reintegrate parts of themselves that were hidden and rejected a long time
ago. Dissociated, denied, and disavowed experiences are gradually welcomed
back into awareness (Erskine et al., 1999). Schwartz (1995) describes how certain
parts of us live in exile. Mindful awareness and compassion towards our “exiled”
self-states help our clients to become whole again. Erskine et al. (1999) write that
in this phase defences are:

melting in the face of growing appreciation of and compassion for all the
parts of self that have been hidden away for so long ... There is tenderness
about these moments, a feeling of awakening, almost of rebirth .... And
each of those long-repressed, long-hidden parts of self has a kind of fragi-
lity, like a flower bud freshly opened or a butterfly newly escaped from its
hard cocoon.”’

Anna progressing step-by-step in her therapy came into contact with her woun-
ded Child self-state, something that she had been running away from since the
divorce of her parents. Compassion helped her to embrace the sadness and anger
of that self-state and opened the way for the transformative affects (Fosha, 2000a;
Fosha & Conceigio, 2019) of worthiness, dignity, and pride.

When a client’s vulnerable self-state emerges, the therapist needs to be a loving
witness to it. The therapist’s mindful presence is like a midwife at the rebirth of a
part of the client, which was hidden long ago. The therapist embodies a witnes-
sing stance towards the client’s experience and is fully there, without any expec-
tation, relating to the client from the position of the observing self. The therapist
is witness to an emerging part of the client, which has finally returned home from
exile (Schwartz, 1995). We can say that this is like a meeting of two souls, of shared
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conscious presence (see Chapter 4). Both the client and the therapist are fully present
and aware. These moments can be described as moments of meeting (Stern, 2004),
moments of the vulnerability of the I-Thou relationship (Buber, 1999).

Notes

I From “Methods of an integrative psychotherapy”, by R. G. Erskine and R. L. Traut-
mann, 1996, Transactional Analysis Journal, 26(4), p. 320 (https://doi.org/10.1177/
036215379302300402). Copyright 1996 by Taylor & Francis. Reprinted with permis-
sion of the publisher (Taylor & Francis Ltd, www.tandfonline.com).

2 From Beyond empathy: A therapy of contact-in-relationship (p. 171), by R. G. Erskine, J. P.
Moursund, and R. L. Trautmann, 1999, Brunner/Mazel. Copyright 1999 by Taylor
and Irancis. Reprinted with permission of the publisher (Taylor & Francis Ltd, http://
www.tandfonline.com).

3 From Beyond empathy: A therapy of contact-in-relationship (p. 172), by R. G. Erskine, J. P.
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10 From mindful awareness and
self-compassion to values-based
living

In this chapter, we describe three interrelated tasks of MCIP: (a) Developing
mindful capacity and self-compassion, (b) Developing metacognitive awareness of
schemas and self-states, and (c) Promoting living according to values and mean-
ing. These tasks are fundamental in the first two phases of MCIP (See Chapter 8).
In the first phase, clients develop their capacity for mindfulness and become more
self-compassionate. In the second phase, mindfulness capacity and self-compas-
sion are crucial for metacognitive awareness of schemas and self-states. Metacog-
nitive awareness 1s related to the ability to recognise schemas and self-states,
decentre from them and to reflect on how schemas and self-states influence one’s
life. Clients and therapists working together come to recognise the client’s core
schemas and reflect on how they influence their perception of themselves and
others. Mindfulness skills and self-compassion help clients in their daily life to
decentre from their schemas and self-states when they become activated. This
helps our clients to develop greater inner freedom so that they can actively
engage in living according to their values and meaning.

In Chapter 9, we have described methods of relational mindfulness and com-
passion that develop mindful capacity and enhance self-compassion through an
attuned therapeutic relationship. Mindfulness and self-compassion can also be
explicitly introduced to the client in the form of mindfulness and compassion
practices and mindful metaphors. In the following sections, we describe different
ways in which mindfulness and compassion can be explicitly enhanced in
psychotherapy.

Developing mindful capacity

Mindfulness practices

The client’s mindful capacity can be significantly enhanced by mindfulness med-
itation. We may introduce clients to traditional mindfulness practices, such as
sitting meditation, body-scan and three-minute breathing space (Kabat-Zinn,
1990; Segal et al., 2002). We inform the clients about the benefits, and may point
them to further resources regarding mindfulness practices. For clients taking part
in regular psychotherapy, an eight-week mindfulness-based programme is helpful.
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Mindfulness practice is not a prerequisite for our approach, as mindfulness
capacity is primarily developed through methods of relational mindfulness and
compassion.

We may start the session with a short mindfulness exercise, like awareness of
the breath, short body-scan, or awareness of the external environment. Such
practices often colour the rest of the session, which may then proceed at a slower
tempo that facilitates contact with inner experience.

“For a_few seconds become aware of your breathing, each in-breath and out-breath.”
“Become aware of your body as you are sitting here. With attention travel from your toes to

the top of your head.”

We regularly use brief mindful pauses during the session, which helps to provide
awareness, self-regulation as well as deeper contact with both body and emotions.

“Take a few seconds and become aware of what you are experiencing inside your body

ER)

now.

We have developed a mindfulness practice based on the diamond model of the observing
self (see Chapter 3). This practice invites the client towards mindful awareness of the
different dimensions of human experience and awareness of the observing self. The
practice starts with mindful awareness of the body, followed by awareness of emo-
tions and thoughts. In the next step, we then invite the client to focus their awareness
on other people in their life (interpersonal dimension) and on their interconnected-
ness with the rest of humanity and natural environment (ecological and spiritual
dimension). The final step promotes awareness of the external environment through
different sensory modalities. Through this exercise, we invite the client to become
aware of the observing/transcendent self (spiritual dimension).

Exercise: The diamond of mindful awareness

“Becoming aware of your breathing — each in-breath and out-breath. You are breathing.
Becoming aware of where do you feel the breathing in_your body. Maybe you feel it more in
_your nostrils, chest or stomach. (pause)

Now bringing attention to the whole of your body. Simply becoming aware of the sensations
that might be present. There is no need for changing them or doing anything about them. If
you can, allowing them to be as they are. (pause)

Now moving the focus of attention to your emotions. Noticing if there are any emotions
present for you right now. If there are, just making space for them and welcoming them all.
It is OK as it 1s. (pause)

Now turning attention to your thoughts. Being aware of each thought coming and going.
Becoming aware of the tendency to either cling to or avoid specific thoughts. Just allowing
them to be as they are, a passing event in our minds, continually arising and disappearing.
Observing them with loving eyes. (pause)
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You are aware of body sensations, emotions and thoughts. Notice that there is someone or
something aware of all these... Become aware of awareness ilself. (pause)

Now becoming aware of other people in your life, people you have a close relationship with
(e.g. your famuly, close friends) (pause)... and now people you don’t perceive as close (e.g.
acquaintances). (pause)

Noticing that in you and each human being, there is a presence of awareness. There is a
consclous presence that we all share. (pause)

Now becoming aware that we all exist on the earth together with other lfe forms, such as
amimals, plants. Becoming aware of the earth and the interconnectedness of all people with
earth and space. We can all only exist because of air, food, water, sun ... We are part of a
greater whole. (pause)

Now bringing altention to the external environment.

Turning attention to smells in the room ... (pause)

Noticing sounds arising and disappearing ... If you perhaps notice your attention wan-
dering, just gently bringing it back to awareness of sounds. It is normal that the mind
wanders, that is the nature of the mind. If you notice that you are lost in_your thoughts, be
aware of that and gently bring them back to awareness of sound. (pause)

Who or what s aware of all these? Don’t try to answer the question intellectually, just let
the question lead you towards an experience of awareness tself ... The awareness is not
body sensations, emotions, thoughts, or perceptions. These are passing events in the field of
awareness. 1t is 1 who is aware of it all. (pause)

Now bringing attention to your breath and expanding it to your body as a whole.
Becoming aware of your posture as you sit in the chair and the points of contact with
the chair. Now putting one hand on your body and one hand on the chair, holding them
at the same time. (pause)

As we are coming to the end of this practice, opeming your eyes (if they were closed) and
having a look at the room... Trying to see the room with fresh eyes as if seeing it for the
Sfurst time just now ....”

When this exercise is done in groups, we invite participants to look at each
other; if not, the client is invited to look at the therapist.

“Look at your colleagues as if seeing them for the first time in your life. Becoming aware that
there is a presence of awareness i each one of you. And when you catch another person’s gaze,
becoming aware that you are both seeing each other from the place of awareness iself.”’

Use of metaphors

Metaphors, enlightening stories, and poetry can all be powerful ways of introdu-
cing clients to mindful awareness, self-compassion, and the observing self. They
point the client towards the experience, rather than just conceptual under-
standing. The therapist can use different metaphors and stories that were devel-
oped within different mindfulness-based therapy approaches and different
spiritual traditions. One example is “the limitless sky” — a metaphor and mind-
fulness exercise that points to the observing/transcendent self.
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Limitless sky

“Imagine that you are the limitless blue sky, while thoughts, emotions, and physical sensations are
like clouds in the sky. Become aware of thoughts, emotions, and sensations as clouds that appear in
the sky. Become aware of each cloud with acceplance and kindness. Thoughts, emotions, and sen-
sations are coming and going, continually changing. You, as a witness of them, are always there as
the unchanging sky. You are not touched by clouds; clouds appear and disappear in you ...”

In MCIP, we may creatively use different metaphors and stories that point to mind-
ful awareness and compassion. We have found particularly useful metaphors that
were developed within acceptance and commitment therapy such as the Chessboard
metaphor, Passengers on the bus, the Polygraph metaphor, and the Tug of war with
the monster (S. C. Hayes et al., 2012). Therapists may also wish to creatively develop
their own metaphors, related to their client’s experience. Sometimes we may also use
stories or poetry, such as Rumi’s Guesthouse (Segal et al., 2002).

Enhancing self-compassion

To be able to bring compassion to themselves, clients first need to recognise and be
aware that they are suffering and that they have the ability to stay mindfully present
while attending to a painful state (Neff, 2011). Compassion and mindfulness go hand
in hand. There is no compassion without mindful awareness and presence. Fur-
thermore, the essential part of mindfulness is acceptance and in the depth of that
acceptance there is always love and compassion. To help our clients bring the light
of mindful awareness and self-compassion to their painful states and their rejected or
exiled parts is, in our opinion, the essential healing process in psychotherapy. Cli-
ents’ motivation for self-compassion develops when they recognise the value of being
accepting, kind, and compassionate towards themselves (P. Gilbert, 2010). Some
clients can access self-compassion easily, while some have difficulties.

There are different ways to enhance self-compassion (Desmond, 2016; P. Gil-
bert, 2010; Tirch et al., 2014). In Chapter 9, we have described how self-com-
passion can be developed within a therapeutic relationship with the help of
normalisation of clients’ experience and their protective mechanisms. In addition
to such relational interventions, we may promote self-compassion by (a) compas-
stonate interaction with the body and (b) internal compassionate dialogues. In all these
interventions, we invite our clients to bring self-compassion to themselves. We
believe that self-compassion is a state within all of us; it only has to be awakened,
and a compassionate therapist can help the client with this.

Compassionate interaction with the body

When promoting self-compassion, mindful awareness of inner states, particularly
body awareness, is needed. When introducing compassion to our clients, we often use
supporting breath and loving hand exercises that promote a compassionate interaction with the
body. Such exercises encourage the bottom-up process of self-compassion. We may
also use exercises that involve imagination, such as the sun behind the heart.
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Supporting breath

“Direct your attention to your breathing. The in-breath ... the out-breath ... Be aware, that every
single breath ts supporting you, ts here with you ... cares for you ... supplying the oxygen to your
body, to the cells ... giving you the energy, the strength you need... and laking away waste sub-
stances ... Be aware of your breath; the supporting and caring nature of your breath ... being with
you throughout your life.”

(adapted from part of Kabat-Zinn body scan meditation)

Loving hand exercise

The loving touch of the body, especially of the chest, is part of our human
experience and our innate wisdom. Other authors also describe a similar exercise
(Germer, 2012; van der Brink & Koster, 2015).

The therapist invites the client into the loving hand exercise by speaking slowly and
gently the following words:

“Put your hand on your chest in a kind and loving way. Feel the touch of your hand;
Seel the warmth of your hand on your chest. Be aware of the gentle, loving, accepting
touch. Feel the touch of your hand on your heart, the touch of love, compassion, and
Jorgiveness.”

The therapist’s state of being and the way they are talking is crucial for this
exercise. The therapist also puts the hand on their chest and is mindful of each
word they are speaking. During the practice, they are bringing self-compassion
also to themselves. Their heart is opening; their voice is touching. The therapist
state of compassion is conveyed to the client through the process of physiological
synchrony. The therapist, while saying these words, is also observing the client
and noticing if their words and voice are helping to promote self-compassion. As
self-compassion begins to emerge, the client’s face gets softer; usually the eyes get
a little wet, or tears start to fall, the breath is smooth and sometimes deeper. If the
exercise 18 not activating self-compassion, the face is tense and breathing shallow.
The therapist afterwards asks the client: “What are you experiencing right now?” or
“How was that exercise _for you?”

The sun behind the heart

Another exercise that promotes self-compassion is the sun behind the heart that is
often used in different spiritual traditions (Malachi, 2004).

“Imagine that within and behind your heart there is a sun. A warm, loving sun that embraces
and accepts everything. Imagine that this sun shines and touches with love your body, emotions,
and thoughts ... The sun also shines all around you and with its rays is bringing love and
compassion to every living being.”
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Internal compassionate dialogues

Self-compassion can be enhanced with self-compassionate internal dialogues. The
interventions that promote perspective-taking are often used to promote such
dialogue because self-compassion is often spontaneously awakened when we can
see ourselves from a different perspective. These interventions are related to the
observing self that has the ability to shift perspective across time, place, and the
person (S. C. Hayes et al., 2012). Such interventions may invite the client to move
their perspective between an older and younger self. The client can be invited, for
example, to observe themselves through the eyes of an older self in the future or
to talk to a younger Child self-state. We may also invite the client to look now
with loving eyes back at themselves to a time when they were suffering. These
interventions can be creatively used to facilitate decentred perspective and self-
compassion.

Looking at yourself with loving eyes of compassion

“Look at yourself with loving eyes like a mother would be looking at her beloved son or daughter
when they are in pan. What would you be saying to yourself that would be kind, loving, and
supporting? And how are you feeling when you are saying these words of compassion?”

Clients can also be invited to imagine a visit from their wise and compassionate
self from the future. They are mnvited to look at themselves through the perspec-
tive of this wise self.

“Imagine yourself in the future. You are old, wise and compassionate. Look at yourself
through the eyes of your wise and compassionate self. What do you feel? Is there something
you would like to tell yourself”

Receiving compassion _from other people or resources

When clients cannot find compassion towards themselves on their own, we can
help them with “bridging”; clients are invited to imagine that they are receiving
compassion from someone or something else (Desmond, 2016). For instance, we
can ask our clients to recall something or someone that invokes in them uncom-
plicated feelings of warmth or love (Desmond, 2016). We may say to our client:

“Imagine a compassionale figure who cares for you. Imagine this figure is there with your
pain. (pause) What would this figure be saying to you? (pause) Imagine that you are
looking at yourself with the eyes of that compassionate figure.”

Different compassionate figures may be used that embody wisdom and love: a
universal child, universal mother, a fairy, a particular tree, mother earth, or an
animal. Figures from different spiritual traditions may also be used (like Jesus, an
angel, Mary, Buddha, a spiritual teacher ...). The client may also look at
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themselves with the eyes of a real beloved person, like a mother, grandfather,
partner, a friend. In this case, we have to bear in mind that a real person can also
trigger unpleasant feelings.

We can also invite our clients to remember their experiences of receiving
compassion from others (P. Gilbert, 2010). This can be a valuable resource for
developing self-compassion. Awareness of others being compassionate to us may
awaken our sense of connection to other people, which increases our sense of
safety. And last but not least, our client’s self-compassion is encouraged by the
compassion of the therapist.

Self-compassionate phrases

If a client is having difficulty with finding self-compassion, it is useful to try dif-
ferent approaches, knowing that some may be more acceptable than others.
Phrases which carry a positive wish towards the self can also promote self-com-
passion. The client may be invited to say to themselves, for example, the follow-
ing metta phrases “May you be happy. May you be healthy. May you be safe. May you be
loved” (Desmond, 2016, p. 192). The client can also choose kind and wishing
words by themselves (Neff, 2011).

Awareness of the source of self-compassion

When clients become compassionate towards themselves, we can direct their
awareness to a stream of self-compassion or onto that aspect of themselves which
they feel 1s the source of their self-compassion. We may say:

“Be aware of the flow of self-compassion you are experiencing right now .... How s that
Jor you? (pause) Where is the compassion coming from? Be aware of that aspect of you that
s pouring out self-compassion.”

Awareness of the source of compassion leads to a recognition of the compassio-
nate aspect of ourselves that we call the observing/transcendent self. The aware-
ness of our compassionate observing self may invoke feelings of being cared for,
not being alone, connectedness, trust, safety, and gratitude. These feelings may
lead to spiritual experiences.

Barriers to self-compassion

For some of our clients, self-compassion may be a threatening process. Following
the philosophy of MCIP, when this happens we help clients to acknowledge,
accept, and understand the anxiety connected to self-compassion. There is a sig-
nificant reason for fear of self-compassion, and behind the fear, there is an
important story. So we do not fight with the anxiety; we do not force the client to
be self-compassionate; we are compassionate with the client’s fear and avoidance
of being compassionate. In that way paradoxically the client’s protective
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mechanism softens (Erskine et al., 1999). Sometimes the main focus is on working
with anxiety and blocks related to compassion (P. Gilbert, 2010).

Guidelines for the therapist

Accept the client’s current inability to find self-compassion; it has an important
intrapsychic function. Remember that barriers to self-compassion are protecting
the client from something.

Acknowledge and validate that the client currently cannot bring compassion to
themselves. By acknowledging, the client will become aware of their protective
mechanism, and by validating, they will understand that the protective mechan-
ism has a meaning.

Together with the client in a kind and accepting attitude, explore the
intrapsychic function of the barriers to self-compassion. Seeing the obstacles to
self-compassion as a part of the client, which has a protective role, leads to
understanding and acceptance. With this process, the barriers may vanish or transform.

Metacognitive awareness of schemas and self-states

The central goal in the second phase of MCIP is the mindful recognition and
understanding of the core relational schemas and self-states that are behind the
client’s experience (see Chapter 8). Clients’ experience of the present moment and
future expectations are based on implicit relational schemas, which are the gen-
eralisations of past relationship experiences. Schemas, if unreflected, uncon-
sciously influence our experience and behaviour. Because of this, we help clients
to become aware of their schemas, understand how they were constructed, and
recognise the effects of schemas on their lives. The aim is for clients to develop a
decentred perspective and decentred relationship towards their schemas. When
schemas and related self-states are activated, clients can then relate to them from
their new decentred perspective, with acceptance and in the present moment. In
this way, the schemas lose their grip on the client’s life, and the client may come
to see themselves, others, and the world differently from how they used to. This
manifests in greater autonomy and psychological flexibility. From a neurobiolo-
gical perspective, we can say that the probability of activation of different neural
network patterns heightens (D. J. Siegel, 1999). Without mindful decentred
awareness, the activation of dysfunctional schemas rigidly fires limited network
patterns, which is seen in rigidity and psychological inflexibility.

In addition to decentred awareness and understanding, the task of metacogni-
tive awareness also includes promoting connections between separated or dis-
sociated experiences. The client is invited to make connections between emotions,
sensations, thoughts, and behaviour through the time frame of past, present, and
future. This process enhances the capacity for mentalisation. The therapist also
helps the client to identify specific autobiographical memories that shaped the
client’s understanding and construal of the world. Connections between separate
experiences enhance personality and brain integration (D. J. Siegel, 2012, 2018).
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The psychotherapeutic work of promoting metacognitive awareness of schemas
and self-states consists of the following psychotherapeutic subtasks: (1) Psycho-
education about schemas, (2) Mindful recognition of core relational schemas, (3)
Recognising the influence of schemas on client’s life, and (4) Promoting decentred
awareness of relational schemas and self-states.

Psycho-education about schemas

Educating clients regarding the existence, nature, and function of their schemas is
an important step in developing a decentred awareness of them. Psycho-educa-
tion has to be tailored according to each client’s educational and cultural back-
ground. It can be provided by explanation or metaphors. One metaphor that we
use is the Matrix metaphor, which is related to the cult film by Lana and Lilly
Wachowski. The metaphor can be easily adjusted to people who do not know the
original film.

Matrix metaphor

“Maybe you know the film “The Matrix’. In the film, people lhve in a simulated virtual reality
called the Matrix. Their life is preprogrammed and determined according to the Matrix. You can
umagine that our schemas are like the Matrix through which we experience reality. We are usually
not aware of this Matrix; however, it determines our everyday life and experience. For example, a
person may have a schema — I am incapable of relationships’ and may live life according to this
schema — avoiding relationships and being alone all their life. This schema colours a person’s
everyday reality and the person s usually not aware that ther experience is determined by ther
schema.

However, we can become aware of schemas and can decentre from them, so that our life is not
driven by them. In the film, Neo represents a person who is liberated from the Matrix. Morpheus
offers am two pills, a blue pill and a red pill. The blue pill represents our life lived uncon-
sciously i the grip of our schemas. The red pull represents awareness and lLiberation from our
schemas — our Matrix. It is related to insight into the nature of the Matrix and living life freely
without the grip of our schemas. Mindful awareness is a red pill. It helps us to disidentify and
decentre_from our schemas so that we can more freely live according to our values and purpose.

So, would you like a red pill or blue pill? If you choose the red pill, what would your life look
like? And if you choose the blue one?

In the film, there are also agents (like agent Smuth) that do not want people to become liberated
Srom the Matrix. They represent obstacles to our way of living life more freely. What are your
obstacles”

Mindful recognition of core relational schemas

The next significant psychotherapeutic task is mindful recognition of the clients’
core dysfunctional schemas. The aim is for clients to become fully and mindfully
aware of their core schemas. The therapist encourages clients to observe with a
decentred perceptive, curiosity, acceptance, and in the present moment, how the
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lenses of their mind are shaping their perception and experience and influencing
their behaviour.

Core dysfunctional schemas are often formed as a result of the relational
experiences between the child and significant others. They make their appearance
later in life in the form of internal dialogue and relationships with other people.
To help the client identify relational schemas and to understand their origins and
function, we inquire about four main areas that are connected with the same
relational theme:

The experience of past relationships.

Intrapsychic relationship.

Experience of present relationships with others, including the therapist.
Fantasies and anticipations about relationships in the future.

B0 N —

These areas of exploration are direct windows into the client’s relational world.

Exploring the experience of past relationships

With historical inquiry, the therapist helps the client make connections to past
autobiographic memories that are related to present experiences. This helps the
client to recognise that the connection between past and present experiences is
the relational schema that is activated in the course of the client’s life.

THERAPIST: In your relationship with your boss, you are feeling scared. You are afraid that he
will act in a sexually iappropriate way, even if you rationally don’t find him threaten-
ing ... Does this fear of being sexually assaulted remind you of something?

CLIENT: (silence) My uncle. They look the same — small, with glasses and have the same tone
of voice ... My uncle oflen touched my bum when he was around and told inappropriate
sexual jokes.

After the connection has been made, and the client feels validated and heard in
relation to a past episode, the therapist can proceed with helping the client to
recognise the schema which is a link between the past and the present.

THERAPIST: So we can see, how based on your experience with your uncle you constructed the
schema that men cannot be trusted, they may sexually assault you and you are not safe.
CLIENT: Yes, we could say so.

Sometimes clients have difficulties in finding connections, so the therapist may
use the affect bridge technique (F. Shapiro, 2018; Watkins, 1971), where the connec-
tion 1s made through contact with affect and body experience.

THERAPIST: Become aware of the fear and the thought “something bad will happen™. Where
do you feel it in your body now?
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CLIENT: In my stomach ... It feels like a knot or a lump in my stomach; like something is
heavy and s squeezing me.

THERAPIST: Mm-hm, mm-hm. Be aware of this lump in your stomach, the heaviness and
squeezing ... and let this sensation take you back to the earliest time in your life when you
expertenced 1t ...

Exploring the intrapsychic relationship

The client’s intrapsychic relationship that manifests in the form of intrapsychic
dialogue is also an important area of inquiry for the recognition of schemas.
When relational schemas are activated they can appear in the form of an inner
dialogue between different self-states.

CLIENT: [ am very strict with myself- I don’t allow myself any pleasure.
THERAPIST: What do you say to yourself when you are strict and don’t allow yourself any
pleasure?

With this inquiry, the therapist is exploring the client’s internal dialogue.

CLIENT: You don’t deserve it because you are a bad person! You should suffer!
THERAPIST: That sounds like a really harsh criticism ... It sounds like somewhere in your life
you developed the schema that you are bad, and you have to suffer ...

The therapist makes a short pause to see the client’s response.

CLIENT: (nods)
THERAPIST: Take a moment and be aware of what is happeming in_you now.

The therapist is inviting the client into mindful awareness.

CLIENT: A memory has just come back to me ... (starting to cry ...) Something happened to
my brother ... I should have taken care of him. He fell down, hit his head and was in a
coma_for a few days. I thought he would die. I was seven, and my brother was about three.
My father was furious with me. I felt so gwilty. Maybe I am punishing myself for not
taking good care of my brother and hurting him.

With mindful awareness of the schema and criticising self-state, connections
with past experiences come spontaneously.

THERAPIST: As a small child, how did you understand that? What did you conclude?

CLIENT: [ am bad and guilly ... and I have to be on guard all the time. There is no rest_for me.

THERAPIST: So as a_young girl, you developed a schema that still influences your life: “I am a
bad person, I am gwlly, and others will punish me.” And you concluded: “I don’t deserve
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to emjoy, there is no rest, I have to be on my guard all the time to not make a nustake.”
How does that sound to you?

The therapist in a collaborative manner is elaborating the dysfunctional rela-
tional schema with the client.

THERAPIST: (later in the session) Would you like to write down the schema? And then read
it again during the week, without trying to do anything with it?

Through the practice of writing down and reading the schema, the client fur-
ther develops a decentred perspective and awareness of the schema. The rela-
tionship to schema changes as the client is not merged with it anymore. The
activation of the schema can be more ecasily recognised in daily life. Through
accepting awareness, the schema loses its influence.

Exploring the psychotherapeutic relationship

An important area of inquiry is into the client’s experience of the psychother-
apeutic relationship. It is important to bear in mind that the client is viewing the
therapist through the glasses of relational schemas that were developed in early
relationships. Understanding their thoughts, emotions, and expectations regarding
the therapist can help clients identify their main relational patterns that were
constructed usually in early child-parent relationships. In this way, the client’s
transference can be explored. Erskine et al. (1999) wrote: “What one expects,
hopes for, or fears from one’s therapist is an echo of what has happened before
with important people” (p. 167).

CLIENT: [ rationally know that you are on my side ... but here (indicating the stomach
and chest) I do not .... I feel so unworthy and unlovable.

THERAPIST: Tell me more about that part.

CLIENT: [ am the person no one wants to be with ...

THERAPIST: Do you feel that I do not want to be your therapist?

CLIENT: Yes, sometimes ... I fear that.

THERAPIST: Is there something which I did or did not do that makes you feel that way?

CLIENT: (silence) I don’t think so. Actually no.

According to the relational view, there is a mutual influence between the client
and the therapist. Even though the client here said no, the therapist still holds in
their mind the possibility of co-creation of this relational theme. However, at the
moment the therapist focuses on the identification of the relational schema.

THERAPIST: As you often feel this way in relationships, can we presume that through your life
you developed the schema: I am unworthy, I am unlovable, others will reject me. How does
that resonate with you?

CLIENT: (silence, holding the breath)
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THERAPIST: What do you_feel now in_your body?

CLIENT: Pain and emptiness in my chest. Like an intolerable longing.

THERAPIST: Be aware of the thought I am unworthy, I am unlovable, and feel the pain in_your
chest; the emptiness, the longing. Does this remind you of something?

CLIENT: (with eyes beginning to water) I see my mother ... her still and cold face, passing
by me ... taking care of my twin brother. He was very il when we were small.

Exploring fantasies and anticipations about relationships in the future

An important area of inquiry for identifying and understanding schemas is also
expectations about the future. Through anticipation “the mind attempts to
‘remember the future’, based on what has occurred in the past” (D. J. Siegel,
1999, p. 30). Inquiring about expectations can help us to discover underlying
schemas.

CLIENT: As 1 told you, I have a new boyfriend. He s very attentive, loving, and kind. We enjoy
very much our tume together and have similar interests. The only thing that bothers me is
this recurring thought: “He will leave me, and I will be alone again.”

THERAPIST: “He will leave me and I will be alone again.” What do you feel when you say
that?

The therapist, identifying anticipation about the future of the relationship that
may be part of a dysfunctional schema, inquires about emotions connected to the
client’s expressed expectation.

CLIENT: (silence) It hurts ... to be lefl. (eyes starting to water)
THERAPIST: Is this familiar?

The therapist invites the client to search for similar experiences. Relational
schemas are generalisations of numerous experiences, so this thought is probably
not an isolated thought, but an expression of a recurring relational theme.

CLIENT: [ am always left in relationships ... (silence) My father lefi my mother and married
another woman. Also, two previous boyfriends left me ...
THERAPIST: How do you interpret this?

The therapist inquires about the conclusion that the client made out of these
experiences.

CLIENT: I am a person to be lefl ... like I am not worthy ...

THERAPIST: Jfust be aware of this conclusion: “Because my father left me, and two boyfriends
left me, I am unworthy and expect to be left again.” (pause) So this schema was created
long ago and s now triggered in relationship with your boyfriend.

The therapist identifies and educates the client about the dysfunctional core
relational schema. According to the relational view, we want to emphasise that
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there is probably also something in the boyfriend’s behaviour that triggers the
client’s relational schema even if the client has not mentioned it.

Recognising the influence of schemas on the client’s life

After schemas are mindfully recognised, the therapist encourages an under-
standing of how schemas were constructed and how they influence the client’s
perception of themselves, others, and the world. They also explore the influence
of schemas on their behaviour and anticipation of the future.

Collaboratively completing the Self-Narrative System

After schemas are collaboratively recognised, we may introduce the client to
the diagram of the Self-Narrative System (Figure 7.1, Chapter 7). This inter-
vention helps the client to develop an awareness of the impact of schemas on
their lives. The Self-Narrative System shows how schemas are lived in everyday
life and how we are continually reinforcing them. Filling in the Self-Narrative
System is done together with the client starting first with filling in the first
column related to the client’s relational schemas, autobiographical memories, and
expertential avoidance.

THERAPIST: We have identified the core schema: “I am not worthy of love and others cannot be
trusted”, which was developed based on your childhood experiences of being with your
depressed mother and your father who lefl the family. Which specific memories are connected
to that? (client and therapist write down specific memories). Because of this
schema, which emotions and needs do you avoid? (client and therapist write down
avoided needs and emotions).

Then we move on to the next column, which describes how schemas appear in
everyday life.

THERAPIST: Schemas can influence our lives, without our awareness that schemas are behind
our everyday experiences. They are like glasses through which we look at ourselves, other
people and the world. How does this schema influence your life? How does it appear in your
behaviour, emotions, thoughts, expectations? (The therapist and client together fill in
the second column of the Self-Narrative System)

After that, we explore, together with the client how the schemas are reinforced
in the client’s life.

THERAPIST: Schemas can become self-fulfilling prophecies. We live our life according to
schemas and unconsciously behave in a way that reinforces them. In this way, we main-
tain the stability and predictability of our lwes. In your life, which experiences are
remforcing your schemas?
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Promoting decentred awareness of relational schemas and self-states

After clients develop insight into the influence of schemas on their life, we can
proceed with promoting decentred awareness of schemas and self-states.

Mandful awareness of Self-Narrative System

After the client completes their Self-Narrative System, we invite the client into
mindful awareness of the whole diagram to promote decentred awareness.

THERAPIST: Take a deep breath and observe what you have written. Remember that you are
not your schemas and life-story. Schemas are constructions based on previous experiences.
Take a_few moments and become aware of what you are experiencing right now.

We can promote decentred awareness with additional interventions, such as “Our
life story in the cinema”.

Exercise: Our life story in the cinema

This exercise invites clients to decentre from the Self-Narrative System by obser-
ving the elements of their life-story as if on a cinema screen.

“Take a_few breaths ... become aware of the diagram we just wrote. It shows how schemas are
wfluencing your life and how they are reinforced. In this exercise, I will invite you to observe
elements of your life-story as if they are appearing on a cinema screen.

Imagine that you are in the cinema and there is that big screen. And now imagine the first
scene. The furst scene has a sublitle: (name the schema). Now imagine briefly memories that
influenced the development of the schema. First memory ... second ... third ... Become aware
that you are in the cinema watching memories. They are memonies from the past ...

The second scene s about living life according to the script of the schema. Imagine that it has
the title: My life according to (name schema).” What do you see? What do you hear? And when
you walch this film, become aware that you are in the cinema watching this. There is someone/
something observing this.

The third scene has the title: “The curse of the schema.” It describes how the schemas are
leading us into experiences that remforce the schema. Become aware of these experiences ... And
remember that you are there, walching this film. And that this is just a film, a story that was
wnitten long ago ...

Imagine that you can step out of this story, and you now have a free hand as a director. How
would you envisage a story that would represent your deepest desires, wishes and values? This scene has
a subltitle: ‘My life lived in accordance with my values.” Just observe that on the screen . .. what do you
see, hear? And how do you feel when_you observe this new story? Become aware that you can be flexible
about how you are living your life. You can choose which story you would like to live ...”
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Decentred awareness of self-states

Activation of relational schemas manifests in the self-states. As we described in
Chapter 8, we are often merged with our self-states and look through their
perspective. The first goal in working with self-states is developing a decentred
perspective in relation to them, which is followed by acceptance and
compassion.

In relationally focused integrative psychotherapy and transactional analysis,
various methods of working with self-states have evolved, such as psychotherapy
with the Parent ego state and methods for working with Child ego states (Ers-
kine & Moursund, 1988; Erskine et al., 1999; McNeel, 1976; Moursund &
Erskine, 2004; Zaletel et al., 2012). These methods can be useful for promoting
metacognitive awareness of self-states and also for their processing. For exam-
ple, psychotherapy of Parent ego states helps the client to decentre from intro-
jects (Erskine & Trautmann, 2003). The client is invited to “become” one of the
parents or other significant persons who influenced the client’s development.
The therapist then interviews the client as if they were one of their parents. This
promotes metacognitive awareness of introjected self-states and promotes their
integration.

In working with self-states, the therapist may talk directly to various cli-
ents’ self-states, or they may invite the clients to relate to their self-states
from their observing self. These methods promote mindful awareness of self-
states.

In the following example, the therapist promoted decentred awareness and
compassion towards a Child self-state that carried anxiety.

CLIENT: [ feel very anxious. I don’t know what is going on.
THERAPIST: It seems like one part of you _feels very anxious. How old s this part?

By relating to anxiety as a part of the client, the therapist promotes decentred
perspective.

CLIENT: Very young ... I am not sure.

THERAPIST: What are you seeing?

CLIENT: [ see a small girl hiding behind the door and being terrified.
THERAPIST: When you look at that small girl, what do you feel towards her?
CHILD: Tenderness ...

Decentred awareness of vulnerable Child self-states by itself awakens self-
compassion.

THERAPIST: Let her know that you are here with her.

Working with self-states proceeds according to the phases of relational mind-
fulness and compassion (see Chapter 9). The client first develops decentred
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awareness of their self-state and with validation conveys acceptance. In the next
phase, the aim is understanding and normalisation of self-states that have a pro-
tective function, which is followed by being witness to emerging vulnerable self-
states that were previously avoided and in exile. In Chapter 13, we provide
examples of working with self-states related to the development of the compas-
sionate internal relationship.

Promoting decentred awareness between sessions

Decentring from schemas can be further encouraged by different experiential
exercises that the client can do between sessions. Clients may be invited to
observe the activation of their schemas in daily life. They may pay attention to
their internal dialogue, their experiences in interpersonal relationships, their
fantasies ... They may also experiment with behaviour that is contrary to
schema expectations and observe their experience when doing so. They may
also write down their schema on a piece of paper and mindfully reflect on it
during the week (Ecker et al., 2012), as we have seen in one of our earlier case
examples.

Promoting living according to values and meaning

This therapeutic task aims to encourage clients to take action and start to follow
their values. It may include different interventions that come from the practice of
transactional analysis, acceptance, and commitment therapy (ACT) and different
behavioural approaches. These interventions invite the client to commit to the
specific behaviour that is congruent with their values. Promoting living according
to values and meaning is related to the ACT process of committed action. S. C.
Hayes et al. (2012) describe committed action as “a value-based action that
occurs at a particular moment in time and that is deliberately linked to creating a
pattern of action that serves the value” (p. 328). Promoting living according to
values 1s related to the task of metacognitive awareness of schemas and self-states.
Mindful awareness of painful emotions and thoughts enables clients to be more
willing to try new ways of behaving.

Coming into contact with meaning and purpose

From the outset, we focus in the therapy not only on clients’ problems and their
difficulties in life, but we are also curious about the clients’ values that give
meaning and purpose to their life. We invite clients to go beyond the symptoms
and imagine a life lived in full contact with meaning and purpose.

“If your problems could magically disappear, what would you do? What is important to
you in life?”’
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It is essential that values are rooted in the body-felt sense (Gendlin, 1981)
and that clients experience values as inherently their own and not introjected
from other people. For this reason, we invite clients to experience their values
fully.

“When you think about the importance of connecting with your son, what are you experi-
encing right now? fust take a moment and feel thus. (pause) What do you feel in your
body?”

The therapist also explores significant moments in their client’s life that gave
them purpose and meaning.

“Think of a moment in your life that gave you purpose and meaning. What comes to your
mind? (client shares it with the therapist) Let your mind travel to that moment ...
What do you experience?”

We may use techniques and exercises from ACT therapy, which invite the
client into contact with their values (S. C. Hayes et al., 1999; S. C. Hayes et al.,
2012; Luoma et al., 2007). A classic example is an exercise that invites clients to
reflect on their life from the position of an older or deceased person (S. C. Hayes

et al., 2012).

“Imagine that it is your 80th birthday and you are looking back over your life now. What
would you say to yourself regarding what is important in lfe”

Contracts for mindful action

In comparison to behavioural therapy, in integrative psychotherapy we do not use
the term “homework assignment” as it carries an implication of the therapist
being a teacher and the client a student, who has to obey what the teacher says.
In contrast, we use the term contract, which comes from transactional analysis
(Berne, 1966). The contract is “an explicit bilateral commitment to a well-defined
course of action” (Berne, 1966, p. 362). It implies the collaborative nature of the
agreement. It is crucial that the client makes a contract with themselves rather
than just pleasing the therapist. Contracts for mindful action are contracts that
encourage clients to engage in a particular action while being fully present with
their experience.

We first invite the client to discover different activities that are congruent with
their deepest values:

THERAPIST: When you imagine yourself living according to your value of taking care of your-
self, how would your life look? What would you do?

CLIENT: Let’s see: going to dance lessons, having at least half an hour a day for things I enjoy,
meditation, going for a walk ...
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When clients discover their values and the activities that are congruent with their
values, we invite them to pick a few that they could bring into their life in the
following weeks. Then we invite the client to commit to one of them.

THERAPIST: You said that it would be important to you to take time at least half an hour a
day for yourself, such as going for a walk, reading, or meditating. Are you willing to do
this? To take half an hour just for yourself?

CLIENT: [ would like to do it, but I feel anxious just thinking about it. When I try to do i,
thoughts come: “I should do something more useful.”

THERAPIST: Are you willing to take this time for yourself, even if anxiety and negative thoughts
come? If a thought “I should do something more useful” comes, just notice it without trying
to push it away. And then return your attention to doing the things you enjoy. It is simular
to the mindfulness meditation that you practise; you focus on your breath, and when you get
caught by some thoughts or emotions, you notice that and bring your attention back to your
breath.

Through such a response, the therapist is encouraging psychological flexibility
(S. C. Hayes et al., 2012). Clients are invited to bring mindful awareness to their
difficult experiences and at the same time to engage in an activity that is con-
gruent with their values. The therapist emphasises the willingness to accept diffi-
cult experiences for the purpose of moving towards valued action. S. C. Hayes et
al. (2012) defines willingness as “the choice to act in a value-based way while
knowing full well that doing so triggers feared content” (p. 337).

Mindful contracts may be connected to different behavioural techniques such
as exposure and behavioural activation. Congruent with ACT, we do not
encourage behavioural change in order to get rid of unpleasant emotions. Quite
the contrary, mindful contracts involve full acceptance of experience while enga-
ging in the desired behaviour.

Mindful imagination of the desired action

Contracts for mindful action have to be specific. The client and therapist together
specify when, where, and how the client will perform a specific action. We also
invite the client to imagine doing this to make it more grounded in reality.

THERAPIST: Let’s imagine that you are going for a walk today. When and where would you
go? (wait for client’s answer) And now imagine that your walk has started. What do
you see, smell, hear ... (wait for client’s answer). And what do you _feel when you are
walking? Accept whatever comes. If unpleasant thoughts or emotions come, accept them and
return lo walking.

CLIENT: It’s beautiful, autumn colours in the forest ... And now shght anxiety comes ... “1
have to do something at work, as we are approaching a deadline”.

THERAPIST: Notice this anxiely and thoughts with acceptance and continue walking ...
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When clients imagine that they are performing a particular action, which is con-
trary to their schemas, they may experience unpleasant thoughts, emotions, and
sensations. We invite clients to be mindfully aware of such experiences while
continuing with their particular action in their imagination. We track our clients
through the triangle of relationship to their experience and accordingly encourage the
client to stay as a loving witness in relation to their experience.

Mindful behavioural experiments

We can also devise mundful experiments that clients can try out either in the ther-
apy session or between sessions. The client is invited to carry out some value
related action while maintaining mindful awareness of any related painful
experiences.

In the following example, the therapist invites the client to behave in a way
which is contrary to her obsessive thoughts. The client Yasmin was an adolescent
suffering from obsessive-compulsive disorder. In obsessive-compulsive disorder,
we find an extreme lack of decentred perspective and avoidance of intrusive
thoughts and images. Yasmin had intrusive images of seeing members of her
family dead. She had numerous compulsions in seeking to avoid these intrusive
images like counting in a particular order or turning on and off the lights.
Although she enjoyed painting, she rarely used black as it triggered her intrusions.
So the therapist invited her to experiment with drawing while maintaining
mindful observation of what was happening within her while she was drawing.

CLIENT: (drawing nature, sea, house ...)

THERAPIST: When you draw, what are you experiencing in your body?

CLIENT: [ feel anxiety and tension in my chest. Like I should not use black, so I instead choose green.

THERAPIST: Are you willing to do an experiment and try drawing with black? And when you
do, you just let me know if intrusions come.

CLIENT: Ok. Wil try. (drawing black cat) ... Now came an tmage that my brothers will
die in a car accident.

THERAPIST: fust observe this image. And be aware that 1t is just an image that comes and goes ...
Just let it be there without trying to keep it or push &t away .... And draw further ...

CLIENT: Now I am using red ... (draws a red roof) Now comes the thought that something
bad will happen to you ... An image comes — that you will have a car accident.

THERAPIST: Jfust observe this tmage ... It is just an umage, you are observing it and coming
back to drawing ...

CLIENT: That calms me ... They come and go. They do not stay. Ll try more with red and black

Such mindful experiments help clients to experiment with new behaviour that is
congruent with their values and enhances psychological flexibility.



11 The therapist’s mindful presence
and physiological regulation in the
therapeutic relationship

Therapy 1s an intersubjective process of mutual reciprocity and interdependence
between the therapist and the client. In Chapter 5, we have described the “invi-
sible” and subliminal interaction between the client and the therapist that exists
alongside verbal and visible behavioural interaction. The therapist does not
influence the therapeutic process through interventions alone (what the therapist says
and does wn therapy), but also through their way of being (how the therapist is i the
therapy) (Geller, 2018; Geller & Greenberg, 2012; Ogden, 2018; D. J. Siegel,
2007). The therapist’s “way of being” refers to mindful presence: awareness and
acceptance of what is. The therapist’s mindful presence influences the use and
quality of interventions. We argue that for effective therapy, the therapist needs to
be continually mindfully aware of their own internal states, the client’s mental
states, and the space between them, the therapeutic relationship. To be able to do
this successfully, therapists need to “practise” mindful awareness and self-com-
passion. Self-compassion protects us from the process of self-criticism, which dys-
regulates us and leads us away from mindful presence. We propose that in
psychotherapy training and supervision there should be a strong emphasis on
recognising the importance of the therapist’s mindful and compassionate state of
mind and on helping the therapist to use these qualities in therapeutic practice.

“The therapist first”: Therapists’ mindful awareness as the
foundation for effective psychotherapy

The psychotherapist’s state of mind has a crucial impact on the psychotherapy
process. In a therapeutic relationship in which the therapist is mindfully present
and compassionate, the client can receive optimal interactions which address the
client’s needs, regulate the client’s autonomic nervous system and bring the client
into a state of safety.

We propose that the first thing psychotherapists need to do in each therapy session is to_focus
therr muindful attention onto themselves. The theory of psychotherapy methods usually
emphasises the client as the main focus of the therapist’s attention, attunement,
and regulation. We are suggesting that this mindful attention, awareness, and
regulation during the session should be primarily turned to the psychotherapist
themselves. In other words, mindful awareness of the therapist’s own states and
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their physiological regulation comes before attention to and regulation of the
client. The rationale is the same as with the situation on an aeroplane when the
level of oxygen falls dangerously low. First we have to put the oxygen mask on
ourselves and only then do we put the mask on the child. Because of this
emphasis on the primacy of the therapist’s mindful attention to themselves, we
have entitled this section “The therapist first”. By being mindfully aware of their
inner states, therapists can come into contact with themselves. We suggest that the
therapists” mindful awareness of their own states and internal contact with them-
selves 1s a foundation for effective psychotherapy.

To do this, therapists have to activate their mindful state of consciousness,
which is a quality of the observing self. If therapists look at themselves only from
the personal sense of self, they may quickly become self-absorbed: “Oh, I am
anxious, I don’t know what to do now, I am incompetent.” This will result in
the therapy not being productive. For the therapy to be effective, therapists
need to activate the observing self; then they can mindfully, with the attitude of
acceptance, observe and regulate both their own autonomic states and their
clients’.

Once in this state of mindfulness, the therapist’s mind is “flexible, adaptive,
coherent, energized and stable” (D. J. Siegel, 2007, p. 78). These qualities allow
the therapist to think and act effectively. Mindful awareness helps the therapist to
recognise implicit, unconscious therapeutic processes, transference, the counter-
transference, as well as enactments and ruptures in the therapeutic alliance
(Safran & Muran, 2000). The therapist’s observing self and related mindful
awareness are therefore essential for building, maintaining, and repairing the
therapeutic alliance. The therapist can mindfully track the quality of the therapeutic
bond and can detect the first signs of any rupture in the alliance (Safran &
Muran, 2000). Recognising a rupture is the first and most essential step within the
process of rupture repair. Rupture repair strengthens the alliance and deepens its
quality (M. Zvelc, 2008).

Mindful awareness enables interoception, awareness, and understanding of the
body and its physiological states. Interoception is the foundation of all other
levels of the therapist’s awareness and is a vehicle for effective psychotherapy.
Mindful awareness of the body and its physiological states helps the therapist to
self-regulate and enables the therapist to be aware of emotions that may be present
during the therapy session. Awareness of the emotions that arise before, during,
or after therapy informs the therapist about their own emotional part in the
countertransference. It enables the therapist to understand the counter-
transference and if necessary, regulate it and wisely use it in a psychotherapy
session. Mindful awareness of their emotional state prevents a therapist from
acting out or withdrawal.

Mindful awareness is also a foundation for wisdom and compassion (Brach, 2012;
R. D. Siegel & Germer, 2012). Within the compassionate state, the therapist
recognises and understands the suffering of their clients. It is also essential for
therapists to show compassion to themselves in the situation of self-criticism or
other difficult moments, connected to psychotherapy work.
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How can we, the therapists, during the therapy session, achieve and maintain a
presence, pervaded with mindful awareness? We suggest that we need to learn
about the concept of mindfulness in our training. We recommend practising
mindfulness meditation regularly. This will strengthen the ability to be mindfully
aware in our lives in general, as well as in the therapy session. Being mindful in
action (Safran & Muran, 2000), during the therapy session, begins much earlier
than the start of the session itself and refers to the way in which we live our daily
lives (Geller & Greenberg, 2012).

The therapist’s interoception and self-regulation

The therapist’s interoceptive awareness of their own body signals including phy-
siological states is of great importance for effective clinical practice. By awareness
of their own physiological sensations, the therapist can, because of the process of
physiological synchrony, infer and understand the client’s states, which is the basis
for empathy and efficient attunement (Erskine et al., 1999; Fosha, 2000b; Iaco-
boni, 2009; Prochazkova & Kret, 2017; D. J. Siegel, 2007). The therapist also
needs to develop mindful interoceptive moment-to-moment awareness to be able
to self-regulate. With self-regulation, the therapist modulates their physiological
state of arousal and keeps their autonomic nervous system (ANS) out of states of
defence, within the window of tolerance (Geller & Porges, 2014; Ogden et al.,
2006; Porges, 2017; D. J. Siegel, 2012). Within this state, cognitive processing is
organised, the therapist can reflect and mentalise, and flexibly decide which
intervention to use. Emotional acting out or withdrawal of the therapist is pre-
vented. Self-regulation of the therapist also enables regulation of the client.

By interoception within the therapy session, the therapist detects their own
physiological states which inform them about the level of ANS arousal. The
therapist by noticing that their heart is beating fast, their body restless, and that
they are feeling impatient, becomes aware that they are in a dysregulated defen-
sive autonomic state, in hyperarousal. Alternatively, the therapist may notice that
their breathing is shallow, posture bent and still, and that they are feeling blocked
and have no idea what to say next. These can be the signs of hypoactivation of
their ANS. The therapist, by being mindful of their dysregulated states, already
starts to self-regulate. Mindful awareness and the compassionate acceptance of their
own physiological and emotional states, whatever they are, offers them safe inner
space, helps them to self-regulate and enables them to be present with the client.

If the therapist is in a mobilised state, they need to calm their ANS, and if in
an immobilised state, they need to mobilise. By being mindfully aware of their
body, the therapist can sense what the body would like to do for regulation
(Levine, 1997) enabling them to take additional self-regulating actions. In mobi-
lised states the therapist may further self-regulate by bringing attention to their
breathing, prolonging the out-breath, and bringing awareness to the soles of their
feet. In an mmmobilised state the therapist needs to mobilise themselves, for
instance by breathing deeply (because breathing in the immobilised states slows
down and becomes shallow), by moving their hands and legs, and changing body
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posture. Therapists might also want to use other resources to help themselves to
regulate.

Without mindful awareness of the body and their physiological states, a thera-
pist cannot be present, and cannot realise when they are dysregulated. We believe
the majority of the mistakes which therapists make are the result of their dysre-
gulated autonomic states.

Regulation of the client’s hyper and hypoarousal

Nervous systems crave reciprocal interaction to be regulated and to feel safe
(Porges, 2017). The therapist through their own regulated state implicitly co-reg-
ulates the client. They can also regulate the client in active ways by enhancing the
client’s mindful awareness and self-compassion or by other strategies.

There are various strategies for regulating the activation of a client’s ANS
defence system. When the client is in a mobilised state, in hyperarousal, the therapist
helps the client to down-regulate the arousal. The therapist does this implicitly
through calm presence, which is conveyed through a kind look, gentle voice, soft
facial expression, and gestures. The therapist needs to slow down the client’s pace
and lead the client to mindful observation and recognition of their physiological
state. Mindful awareness, decentred perspective and acceptance all contribute to
regulation. If the activation of ANS is very high, we do not explore that state in
detail or leave the client to stay in that state alone. The therapist helps the client
to realise that they are in hyperarousal and helps them to down-regulate.
Breathing rhythm with longer exhalation (Geller, 2018) and inviting the client to
become mindfully aware of their hands and feet (Levine, 2018) can be useful in
this regard. Different types of sound (vocalisation, music and musical instruments,
including tuning forks) can be used for the regulation of hyper or hypoarousal
(Erbida Golob & Zvelc, 2015). Other specific techniques, like the calm imaginary
place, can also be used. The therapist by regulating the client, at the same time
regulates themselves.

When a client is in an immobilised state, their ability to be aware of their
internal sensations is severely limited (Levine, 2018). First, the therapist invites the
client to become mindfully aware of their immobilised state. Here the mobilising
of the client’s ANS is needed. The therapist initiates this by inviting the client to
move; it can be in an actual physical movement or imaginary. The therapist also
guides the client into being mindfully aware of any feelings about how the body
may wish to move or any sensations of strength (Levine, 2018). Vocalising the
out-breath and singing can also help to activate the ventral vagal tone (Porges,
2017, Levine, 2018). The therapist should join in with the client and in this way
self-regulates and also saves the client from feeling embarrassment. The thera-
pist’s soft voice usually does not help; it can even intensify feelings of danger and
shame (Levine, 2018). What is needed here is a directive, encouraging, strong but
respectful and not rough voice. When the client’s ANS is regulated, within the
window of tolerance, the therapist can start or proceed with other tasks in the
therapy.
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“I am not alone”: Vignette from a therapy session

We will now systematically, step by step, introduce the practical use of a thera-
pist’s mindful awareness and regulation in the course of a therapy session, starting
with the therapist’s awareness of their own body and physiological states. We will
present part of a therapy session between a female therapist and her client Tina,
fully describing the following seven therapeutic tasks that are related to the thera-
pist’s mindful awareness and physiological regulation: (1) The therapist mindfully
prepares for the session, (2) The therapist is mindfully aware of her body/phy-
siological sensations and emotions during the session and assesses her autonomic
state, (3) The therapist self-regulates, (4) The therapist attunes to the client and
mentalises about the client’s state, (5) The therapist mindfully observes the client,
(6) The therapist promotes mindful awareness within the client, (7) The therapist
regulates the client. These seven tasks are all interconnected steps in the therapy.
They can be generalised to other sessions and other cases.

With all of these tasks, the therapist uses her metacognitive skills. She mentalises
about the meaning of the observed body sensations, physiological and emotional
states, which she recognises within herself and in the client. This mentalisation
and reflection accompany mindful awareness and observation in the course of
therapy. The therapist wants to understand her own and her client’s mental and
autonomic states.

Step 1: The therapist mindfully prepares for the session

The therapist has a break, where she prepares herself for the next therapy session.
The preparation consists of being present and mindfully aware. She 1s aware that her
breathing is calm, she feels the warmth of the heater and looks through the window
at the mountains that are bathed in sunshine. She loves them. She feels a sense of
awe and yearning, looking at them. Then she remembers some details from the last
session with the client. She feels warmth towards the client. She recalls the intention
why she 1s here waiting for Tina, and how she is her client’s fellow traveller helping
her on her life journey. Being in touch with this intention deepens the therapist’s
spiritual awareness, which is already evoked with looking at the mountains.

Step 2: The therapist is mindfully aware of her body/physiological
sensations and assesses her autonomic state

Client Tina arrives. There is a cordial greeting between them. When Tina sits
down, she exhales deeply, as if here is safe and she can finally relax. She starts to
talk about the things she had to do at work which were stressful, but she managed
to do them very well. Tina is happy and proud of her success. The therapist while
listening to and observing Tina, is at the same time mindfully aware of her own
body sensations, physiological states, emotions, and thoughts. The therapist is
aware that she feels happy for and proud of Tina, and that she feels ease and
warmth in her body.
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Later in the session, Tina begins to talk with a reasonably enthusiastic voice,
but with an accelerated tempo about a meeting at work the next day, where she
will meet the man she is beginning to be attracted to. While listening to Tina, the
therapist 1s mindfully observing: “I am aware of a painful sensation i my stomach. I am
also aware of my stronger heartbeat, my breathing is ..., I don’t know, it is not at ease and
calm, and my hands are cold and clammy.” The therapist is aware of her physiological
changes. Through mindful observation of her body, she also becomes aware of
her emotions “I sense anxiety.”

Awareness of her own physiological state (accelerated heartbeat, irregular
breathing, cool and clammy hands, painful sensation in the stomach and sensing
fear) helps the therapist to assess the state of her autonomic nervous system
(ANN): “I think I am mobilising; approaching the hyperaroused state.”

The therapist uses the word “approaching” because, despite the activation of
her sympathetic system, she could nevertheless observe and tolerate her sensation
and feelings; she was not flooded with them. The therapist knows that she attunes
and synchronises with the client’s physiology quite easily. She knows that physio-
logical synchrony is a common process in psychotherapy. Now she wants to pre-
vent further synchronisation with Tina’s dysregulated physiology. The therapist is
also aware of the important theoretical premise: for psychotherapy treatment to
be eflective, it is “necessary to keep the autonomic nervous system out of states of
defence” (Porges, 2017, p. 24) and within the window of tolerance (Ogden et al.,
2006; D. J. Siegel, 1999). Through mindful awareness, she prevents further
arousal of her ANS; she grounds herself and by that regulates herself. She sees
mindful awareness as taming the “wild,” dysregulated processes, which have their
origins in trauma. She has experience of self-regulation and regulation of clients,
and that gives her confidence and security.

Step 3: The therapist self-regulates

For regulation of her mobilised state, our therapist uses mindful awareness pro-
cesses: present moment awareness, acceptance, and decentred perspective. She is
aware of her body and her present physiological and emotional states in an
accepting way. Based on mindful awareness of the body, adaptive actions of the
body arise. The therapist starts to breathe in a soothing rhythm. She is also self-
compassionate, putting her hand on her stomach in a kind and loving way, and
saying to herself: “Everything is OK. The body s telling me an important story; important
processes are gong on right now wn the therapy.”

We can see how the therapist is from a decentred perspective observing the
content of her mind. The process could be outlined: “I observe you, the content of my
mind, I am not merged with you, and I think you are important. I am safe here from my
observing and loving place.” She is not fighting against the observed processes; she is
accepting them. At the same time, with the acceptance, self-compassion and
decentred perspective, she is providing care, support, and a safe space for herself.

With the regulation of the therapist’s autonomic state and activation of her ventral
vagus, the look in her eyes, tone of her voice, facial expressions, posture, movements,
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and gestures are all changing. The autonomic system of the therapist provides calm
and safe information to the client and may implicitly co-regulate Tina. Tina will
through the processes of neuroception (Porges, 2017), latently (subconsciously) detect
those changes in the therapist, and there is a high possibility that her physiology will
also calm down. The impact of the therapist’s autonomic states on the client also
depends on client factors and we cannot be certain how the client will react to the
therapist’s regulated ventral vagal state. In cases of severe trauma, clients may develop
faulty neuroception, which means, that they might “detect risk when there 1s no risk or
identify cues of safety when there is risk” (Porges, 2017, p. 20).

Mindful awareness and self-regulation help the therapist to function within the
window of tolerance, be socially engaged, present, and to further attune to herself
and the client.

Step 4: The therapist attunes to the client and mentalises about the
client’s state

While the therapist is becoming aware of her sensations and is regulating herself,
at the same time she also mentalises, looking for the meaning of what she per-
ceives in her body:

“I am feeling my stomach ache, my heart is beating faster, my breath is wrregular, and my
hands are sweating. I sense anxiety. How come I am beginning to feel this right now? I
wonder, what 1s the meaning of these sensations? Does this remind me of something? If I were
meeling somebody I would be excited, maybe anxious, but not with this pain and m fear ...
Am I resonating with something that is going on in Tina’s body right now? ... Maybe Tina
is_frightened; maybe she is hyperactivated; she might have a stomach ache. Ill check.”

Because of the mutual interaction of the client’s and therapist’s physiology, there
is a high possibility that the client is also experiencing physiological changes and is
probably in the dysregulated autonomic state. Based on the therapist’s awareness
of her own physiological and emotional state, our therapist has a sense of the
client’s physiological and emotional state, which is the basis for her empathy and
attunement. In other words, the therapist is becoming aware of her bodily and
emotional countertransference. Based on her awareness of her body and physio-
logical sensations, she has a hypothesis about the client’s states. What the thera-
pist feels might be similar to what the client is feeling. Alternatively, it may be a
feeling that 1s different from the client’s, but triggered by the client’s state. This
process can be explained by physiological synchrony, mimicry, and emotional
resonance. Our therapist’s internal processes, from awareness, self-regulation, and
mentalisation, are quick, taking less than a minute.

Step 5: The therapist mindfully observes the client

The therapist also mindfully observes the client’s state, which is revealed through
the client’s body. The therapist, with her open and accepting mind, follows any
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changes in the client’s body. She observes the posture, gestures, the way the client
looks, talks, the quality of the voice, features of the skin, breathing, muscle tone,
and movements. She is attentive to changes in the client’s body, as the changes in
the body show changes in the client’s inner world (in physiology and emotions)
(Lowen, 1975/1988; Reich, 1942/1988). She is particularly attentive to her cli-
ent’s breathing because the internal (psychological) state is always revealed
through the breath (Reich, 1942/1988). The therapist is accepting of whatever it
is that she notices about her client. She knows that the client’s body is telling a
significant story about the client (Erskine, 2014), and she sincerely appreciates and
values this. She is open to any hypothesis regarding the meaning of her client’s
behaviour. She is not anxious or eager about getting any particular insights;
sometimes, she can’t explain the observations she has, and that is fine, too. In her
mindful way, she accepts what is. From this position, she can then decide on
meaningful action.

The therapist mindfully observes: “Tina is speaking in an accelerated tempo, her eyes
are restless, she looks tense in her shoulders, and she is not taking time to breathe in.” The
therapist connects this observation with an observation of her own state and
mentalises: “I have this feeling like I can’t feel her, connect with her any more. I was becoming
hyperactivated and felt anxiety; probably she is experiencing anxiety ... but it seems that she
wants to avoid her sensations and feelings. She is blocking her breathing. I am going to inquire
about what is happening inside of her.”

Up until now, we have been presenting the therapist’s inner processes in
psychotherapy. We see that the activity of the therapist is not limited only to her
outer actions — her methods and interventions in the classical sense — but also to
her inner, invisible “activity” — being mindfully aware, interoception, self-reg-
ulation, co-regulation, self-compassion, emotional resonance, observation of the
client, and mentalising. These processes are the wternal activity of the therapist. We
suggest they should primarily be led by a bottom-up process (Ogden et al.,
2006). This means that the therapist first becomes mindfully aware of the body;
other activities and interventions are then built on the therapist’s contact with
the body.

In the next two steps, the therapist will explicitly communicate with her client.

Step 6: The therapist promotes mindful awareness within the client

The therapist decided that she will ask Tina what she is experiencing inside of
herself. With this phenomenological inquiry (Erskine et al., 1999) the therapist is
raising Tina’s awareness of her internal world. The therapist wants to develop
and promote the client’s mindful awareness within the therapy sessions. She starts
by asking Tina what she is experiencing in her body. The therapist is starting
phenomenological inquiry from the bottom-up, to ground the content of the cli-
ent’s story in her body awareness and experience (Fosha, 2000b; Ogden et al.,
2006). Tina can come into contact with herself through the connection with her
body and emotions within the safe therapeutic relationship (Fogel, 2013; Fosha,
2000b; Moursund & Erskine, 2004; Ogden et al., 2006).
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THERAPIST: Tina, if we now stop a litle ... and we turn our atlention lo our bodies ... (The
therapist talks more slowly; pauses for a moment, she turns her attention to
her body as well.) What are you experiencing in_your body right now?

CLIENT: Hm ... I don’t know ... I am aware that I was not aware of my body until now.
Let’s see. (stops for a few seconds) 1t s quite uncomfortable. I feel tense in my body and
pressure in my chest. My heart is pounding.

If the client answered right away, with words like: “I'm OK”, “nothing”, “nothing

special”; she 1s probably not taking time to observe mindfully, and perhaps she 1s

trying to protect herself by avoiding her sensations. In our case, Tina mindfully
observes and becomes mindfully aware of feeling uncomfortable, of having pres-
sure in her chest.

Because Tina was able to come into contact with her body sensations, the
therapist wants to lead her further into mindful awareness of her emotions. She
knows that when clients come into contact with their body and core emotions,
usually the cognitive level also changes. They enter a different cognitive state of
mind, where they can reach forgotten memories and get new insights, accessing
deeper layers of unconscious material (Fosha, 2000b). Clients often go in circles
with their stories and problems (Angus & Greenberg, 2011). Getting into contact
with their bodies and emotions within the window of tolerance can help them
break out of these circles.

THERAPIST: Which emotion do you feel?
CLIENT: [ guess anxiely ... fear ... and ... can it be ... embarrassment? A little.

The tension in Tina’s body, stronger heartbeat, feeling fear and embarrassment
all point to sympathetic mobilisation.

Before the therapist asked Tina about her body state, Tina was in a dysregu-
lated, mobilised state. When the therapist slowed down the therapy by initiating a
mindful pause from “talking”, Tina followed the therapist and then mindfully
observed and verbalised her inner state. From these signs, the therapist knows
that Tina has activated her social engagement system and 1s already more regu-
lated. The therapist also feels more at ease in her own body, and her hands are
warmer. Because of all these indications, the therapist decides to proceed with the
inquiry. Tina’s body and emotional awareness may lead to previously “unknown”
thoughts and memories.

THERAPIST: Do you have any thoughts, pictures, or memories that flip through your mind, right
now?

CLIENT: (after some seconds) I have a thought: don’t tell her. It’s none of her business.
You’ll regret ut.

Tina is remembering something significant. Although she is struggling to share
this memory with the therapist she feels safe enough to express her thoughts
which is the sign of a good alliance. “Breaking the ordinary talking” about the
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meeting the next day and bringing mindful space into the therapy, gives the client
and the therapist a chance to enter deeper levels of the therapy.

THERAPIST: (with an accepting look and gentle voice, reflects) Mm-hm. There is
something you are aware of, but you are struggling to tell me.

The therapist acknowledges Tina’s struggle and her protective mechanism. She
does not fight the client’s process of protection. With her look and the tone of her
voice, she communicates to Tina that she is accepting her and her protective
mechanisms. She also implicitly communicates that she understands, that the
struggle is there for a reason. She talks to Tina’s Adult self-state, to bring her
back into the here and now. She wants to activate Tina’s mindful observation and
decentred perspective.

CLIENT: Mm-hm.
Silence. The therapist offers a mindful and compassionate presence.
THERAPIST: You have a good reason for that. ... For struggling to tell me or not.

The therapist acknowledges and validates (Erskine et al., 1999) Tina’s feelings
and protective mechanisms. She conveys acceptance and compassion for Tina.
Tina is holding her breath. The therapist spontaneously gets a picture in her
mind of a small lonely girl sitting in the corner. The image is in different shades
of grey. The therapist has a feeling that it is difficult to reach the girl. She feels a
sense of loneliness, sadness, and pain; and also that it is somewhere far off, almost
unreachable. She uses this image and with a gentle, accepting, and compassionate
voice says:

THERAPIST: It was there for a long time. You were all alone with this. Nobody knew.

In her voice and through other nonverbal pathways there vibrates the feeling of
loneliness, sadness, pain, and yearning for contact. The therapist addresses Tina’s
Child self-state. By the therapist’s attunement to Tina, and acknowledging,
accepting, and validating Tina’s protective mechanisms, they paradoxically melt,
and Tina speaks:

CLIENT: (slowly) I have a picture. Of my neighbour. Touching me. I am small.

Tina looks down, her spine and shoulders bent, and her breathing “stops”.

Step 7: The therapist regulates the client

Tina turns her eyes away and flops into a powerless position. The therapist, at
that moment, recognises in herself that her breath is becoming shallow and a
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feeling of coldness is crawling inside of her. The therapist realises that she is
approaching a lighter “version” of hypoarousal, which Rothschild (2017) calls the
lethargic state. The therapist assumes that Tina is also entering an immobilised
state and decides that regulation is needed. The therapist opens her chest to let
her breath in fully and “starts” breathing. She moves her palms and feet gently.
The awareness of her own and her client’s autonomic states and knowing what to
do, bring energy and safety to the therapist. She comes from hypoarousal back to
the ventral vagal autonomic state and asks the client:

THERAPIST: (in a kind, but determined voice) Tina, would you mind looking at me?

The immobilised state is the state of being shut down and cut off from connection
with the outside world. The therapist is inviting Tina to come back into contact
with her because she knows they have previously built a strong alliance. Her
intention is not to leave Tina alone; she was alone for too long. She also knows
that by having eye contact with the client, she can regulate her better. She trusts
that with the help of her grounded and regulated ANS state, she can co-regulate
Tina. At the same time, she is continuing to support herself and take care of
herself by breathing and slightly moving her hands and feet from time to time.
Movement mobilises the therapy field.

CLIENT: (looks at the therapist)

This is a good sign. Tina later said that it was as if there was a life-saving rope
in the therapist’s eyes, something which was bringing her back. She felt that the
therapist was with her. Tina also moves her hands and feet. Then she says:
CLIENT: [ want to stand, I want to breathe, and I want to move.

Tina initiates this progression. They both stand up, walk, breathe, stretch, and
shake. With moving, they are regulating themselves, climbing the hierarchy levels
of ANS, from immobilisation to safe mobilisation.

CLIENT: [ want to live!

Immobilisation, when it is a defensive state, symbolically represents death;
whereas mobilisation arising out of immobilisation, symbolically represents birth
and life.

THERAPIST: (with a firm voice) Yes!

She feels even more energy rising in her body and that she can emotionally
connect with the client’s words.

THERAPIST: Where in your body do you feel “I want to live™?
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The therapist wants to anchor Tina’s experience in her body. However, it may be
too soon.

CLIENT: [ think I felt it in all of my body ... my arms and legs were strong ... but now ... as
if something would like to prevent me _from feeling this ... Like there is an obstacle in my
chest, preventing me from breathing fully.

Tina cannot integrate her awakening desire to be fully alive; a part of her is
“protecting” her from being “alive”. The therapist is at first disappointed that the
feeling of aliveness disappeared so quickly, and is wondering if her intervention
was too early. Then she says to herself that although it is precious that Tina could
feel this desire to live, according to trauma theory, we cannot expect that she will
feel safe with this feeling. The therapist hypothesises that what was stopping Tina
from letting herself be fully alive was her shame and guilt.

THERAPIST: (with an accepting voice) Mm-hm, you felt “I want to live” clearly in
your body, and then the feeling started to vanish. There is meaning to it. (a few sec-
onds later with a gentle voice) It was not your fault ... and the neighbour is the
one who did wrong. He had no right to do that.

The therapist provides the message to Tina’s Child and Adult self-states that she
is not guilty and responsible, and that she does not need to punish herself. Tina has
as a child concluded that what happened was because of her and that it was her
fault. This schema was probably activated in the session, and the therapist gives
Tina new information that provides a juxtaposition to old emotional learning.

The therapist leans closer, puts her hand on her own chest (which promotes
compassion and self-compassion) and says:

THERAPIST: [ am glad you told me ... (silence) I appreciate you told me. I am with you.

Tina looks at her, nods and starts to cry. It is an expression of deep pain and self-
compassion, and with it comes relief. The therapist is moved, and her eyes start to
water. She feels the compassion flowing from her heart. It was a precious moment of
deep inner contact within the client and between the client and the therapist. Even
though the therapist has not had the same experience as the client, she knows her
vulnerable part; being alone, sad, and yearning for contact. She also knows the guilt
and the shame ... Being compassionate to the client, she was also providing com-
passion to herself. It was a moment of shared humanity between two human beings,
two souls connected in their vulnerability, which makes them stronger, loving, and
alive. It was a moment of meeting, of I-Thou relationship (Buber, 1999).

In the next session, Tina connected her feelings of anxiety and embarrassment
related to the man she was attracted to, with the abuse by her neighbour. Tina
gained the insight that the desire to approach the man she was attracted to was
linked to the fear of abuse and humiliation and the prohibition from enjoyment.
She started to understand that her wounded Child self-state activates in
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relationships with men. Tina then briefly described what happened with the
neighbour and what happened afterwards. The therapist was mindful about their
autonomic states and initiated regulation when needed. They processed the event
a few months later when Tina felt ready for it.

In MCIP we want to promote mindfulness, compassion, and self-compassion in
the therapists, as well as in the clients. We want to enhance our clients’ resources
and widen their tolerance to stay with their feelings, body sensations, and
thoughts. We wish them to be present while telling their profound stories. At the
same time, we, as therapists, also want to stay present while the clients are telling
their stories. In that way, the memories, thoughts, emotions, and body sensations
can be integrated. Then the stories become healing.



12 The transforming power of
mindfulness: Mindful processing’

In Chapter 9, we describe methods of relational mindfulness and compassion that
mvite the client into present moment awareness, decentred perspective, accep-
tance, and self-compassion. Those methods enhance mindfulness and compassion
processes through an attuned and involved therapeutic relationship. They provide
a foundation for all other interventions in MCIP. In addition to those relational
methods, we also use various intrapsychic methods that invite the client into
mindful awareness and compassion. In these methods, the focus is on the client’s
relationship with themselves. The attuned therapeutic relationship is still there but
as a background to the client’s intrapsychic work. The role of the therapist is the
role of the catalyst for the client’s internal process, so that clients, from the posi-
tion of the observing self, relate to their internal experience and various self-states.
They are embracing their inner world with mindful awareness and compassion.
Intrapsychic methods provide a deepening of the clients’ processes, as they give
the clients more time and space to be with their inner world. Both relational and
intrapsychic methods are complementary and are often used interchangeably
during one session.

Mindful processing and transformation of inner experience

We have previously proposed that mindfulness promotes natural healing of the
organism, where change happens spontaneously by acceptance and awareness of
internal experience (G. Zvelc, 2014; Zvelc & Zvelc, 2008, 2009). Mindfulness not
only promotes an open and accepting relationship to the inner experience but
also promotes processing and transformation of emotions, physical sensations, and
cognitions. We have termed this process mindful processing (Zvelc & Zvelc, 2008).
We proposed that with mindful awareness, clients can process and integrate dis-
turbing experiences. When we are able to embrace our experience with accep-
tance, curiosity, and openness, the inner experience starts to transform. The
processes of present moment awareness, decentred perspective, acceptance, and
self-compassion are at the heart of this process of transformation.

Psychological problems are frequently a consequence of the tendency to avoid
or escape from painful experience (S. C. Hayes, et al., 1999). We often cannot
stay with and accept our experience. This is a primary mechanism behind most
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defence mechanisms (McWilliams, 2011). Clients who come for psychotherapy
are often distanced from their experiences and are trying to control or repress
difficult emotions, disturbing thoughts, and body sensations. They develop an
aversive stance towards their experience, which eventually brings additional
pressure, symptoms, and self-criticism. With mindful awareness, we provide a new
accepting context for inner experience, which is the exact opposite of defence
mechanisms, such as repression or dissociation. Inviting clients into a mindful
processing mode can reverse the cycle of avoidance of inner experience.

Mindful processing may be one of the main mechanisms of change in different
psychotherapies which are concerned with the processing of emotional and
somatic experience. It may be one of the mechanisms behind the effectiveness of
EMDR therapy. In EMDR this process is called “dual awareness”, where the
client maintains “a non-evaluative ‘observer’ stance with respect to emotion and
to the flow of somatic, affective, cognitive and sensory associations” (F. Shapiro,
2018, p. 233). It enables the client to stay present while simultaneously experien-
cing elements of past traumatic memories. The non-evaluative observer stance
refers to mindful processes of the present moment, acceptance, and decentred
awareness. We proposed that mindful awareness is crucial for trauma treatment,
regardless of the treatment method (Zvele & Zvele, 2009). It enables clients to
come into contact with traumatic memories and at the same time observe them as
the loving witness.

Fundamental assumptions of mindful processing method

Based on the understanding that mindful awareness can promote the processing
of painful experiences, we have developed a method that is focused entirely on
promoting mindful processing. This method provides a context in psychotherapy
in which mindful processing can occur. In mindful processing, we are intention-
ally bringing mindful awareness to painful feelings, body sensations, or other
experiences. We are using the power of mindful awareness for the transformation
of the personal sense of self. This method was in its initial form presented for the
first time at the fourth European conference on positive psychology (Zvele &
Zvelc, 2008). In the last ten years, we have further developed and refined the
method. We have integrated the method with the theory of memory reconsoli-
dation (Ecker et al., 2012), polyvagal theory (Porges, 2011, 2017), Fosha’s (2000a,
2000b) concept of metatherapeutic processing and EMDR (F. Shapiro, 2018).
The mindful processing method is used within the overall framework of MCIP,
and it can be easily integrated within other therapeutic approaches. Relational
mindfulness and compassion methods are the foundations for its use.

With mindful processing, the therapist invites the client to become aware of
their moment-to-moment subjective experience with curiosity and acceptance.
The client comes into contact with disturbing experiences, evoked by painful
memories or dysfunctional schema. They are invited to attend to body sensations
related to the disturbing experience and mindfully observe their inner world.
After a few moments of mindful awareness, the client is gently invited to come
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into contact with the therapist and share with them their inner experience. After
short moments of sharing, the client is again invited into mindful awareness of
their inner world. In mindful processing, the client alternates between mindful
awareness of their inner world and the relational experience of sharing that with
the therapist. The client is invited to pay attention to any experience that emerges
from moment-to-moment. Through such an exchange of internal and external
contact, the client’s experience starts to transform and process. These two aspects
of mindful processing can also be described as intrapersonal and interpersonal
attunement (D. J. Siegel, 2007). In intrapersonal attunement, the client attends to
themselves with compassion, kindness, and acceptance. When the client shares
their experience with the therapist, the interpersonal attunement of the therapist
helps the client to accept and embrace their experience. Presence, acceptance,
and the attunement of the therapist promote a new ‘“relational” experience,
which is an antidote to previous relationship ruptures when the client had to deny
and repress their inner experience.

In mindful processing, every moment is valuable and meaningful. We invite the
client to pay attention from moment-to-moment and to embrace each moment
with acceptance and loving-kindness. The psychotherapist’s task is to embody the
qualities of mindful awareness and to encourage the client to do the same. The
therapist facilitates and invites the client to become a loving witness to their inner
experience. They invite the client to relate to their experience from the position
of the observing self, which manifests in present moment awareness, decentred
perspective, acceptance, and self-compassion.

In contrast to the relational mindfulness methods that we describe in
Chapter 9, the therapist is here less active in terms of verbal interventions.
The therapist gives space to the client to fully immerse into their own experi-
ence. The therapist is a guide that facilitates the client’s mindful process.

Body-centred method focused on interoception

Mindful processing starts with focusing on body sensations connected to the dis-
turbing experience. This is taken from Gendlin’s (1981) focusing approach and
gestalt therapy (Perls et al., 1951). In mindful processing, the primary focus is on
body-felt experience from which other elements of subjective experience arise
(emotions, cognitions, memories ...). Attention to the body-felt sense is like an
anchor, to which we regularly invite the client to return. Interoception is one of
the main processes of the mindful processing method. Mindful processing inte-
grates both bottom-up and top-down processing, as the client alternates between
mindful awareness and reflection on the experience.

Importance of therapist’s mindful presence and attunement

During mindful processing, the therapist should relate to themselves and the
client from the position of the observing self. They have to be fully present and
aware of what is happening both within themselves and what is happening with
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the client. The therapist offers an accepting space to all of the client’s experiences
that are emerging from moment-to-moment. The therapist is not trying to change
the contents of the client’s experience; their role is to remain curious and open
and to contain the process and emotions that are arising. Only such a stance can
promote mindfulness in the client. If the therapist cannot stay present with “what
is”, but is oriented towards achieving a goal, this will have an impact on the
client. The therapist’s embodiment of a mindful stance is crucial. In Chapter 11,
we write about the importance of the mindful presence of the therapist that helps
the client to stay within the social engagement system and helps to regulate the
client’s experience. The mindfulness of the therapist is, through the process of
physiological synchrony, a catalyst for the mindful awareness of the client.

Trust in inner wisdom and innate capacily for processing

In mindful processing, the therapist trusts the client’s inner wisdom. This is con-
gruent with Rogers (1957), who proposed that the therapist’s role is to create the
right conditions in the course of therapy which will help the client to facilitate his
innate tendency to actualize. Unconditional positive regard of the therapist is
based on their trust in “the integrity and dependability of his client’s organismic
tendency to actualise” (Tudor & Worrall, 2006, p. 88). In MCIP, the client’s
mindful awareness creates the conditions for processing to occur. If the client can
be present with their experience, the change will come spontaneously. Often this
does not come in the way we expect, so the therapist remains open and curious
regarding the ongoing process of the client. The therapist has to tolerate the
experience of not-knowing, with no predetermined goal for the client and being
empty of expectations. Their only intention is related to being a loving and
compassionate witness who is concerned for the welfare for the client.

Mindful processing as relational meditation

The method of mindful processing shares similarities with mindfulness medita-
tion. It is like meditation in a relationship, and it could be called relational medi-
tation. There are two mindful people in the room, and the therapist is
continually inviting the client to pay attention to the present moment with
acceptance. Clients who come for therapy because of mental health problems
often have difficulty accepting their inner experience. They find it hard to tol-
erate and stay with disturbing thoughts and emotions. Mindfulness meditation is
sometimes “too hard” for them; they become lost in their experience and have
great difficulty in developing a decentred perspective. In mindful processing, the
therapist helps them establish a mindful stance, which involves the capacity to
observe inner experience. The therapist provides cues of safety for the clients so
that they can risk diving deep into their experience. The therapist’s presence
can promote a mindful stance in the client that would be difficult to achieve
alone. Moreover, such a stance promotes the processing and integration of dis-
turbing experiences.
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In mindful processing, the client alternates between mindful awareness of their
mner world and sharing their experience with the therapist. Contact with the
therapist provides a grounding for the client in the present moment, which is
similar to focusing on the breath in mindfulness meditation. In most forms of
mindfulness meditation, the meditator is monitoring their attention. When it
floats away from its primary focus, the meditator becomes aware of this and
gently brings it back. In mindful processing, the therapist helps the client to
monitor their attention and helps them to maintain mindful awareness, with fre-
quent reminders for the client to stay aware of the present moment. When med-
itating alone, we can become lost in our thoughts, emotions, and sensations,
especially if painful memories and emotions emerge. Because of this, we may
move towards either the distant or merged pole of the triangle of relationship to
experience (see Figure 3.2, Chapter 3). The therapist in our mindful processing
method helps the client to stay a loving witness to inner experiences.

The mindful processing method and memory reconsolidation

We propose that the beneficial effects of mindful processing can be explained
by the process of memory reconsolidation (Ecker, 2015; Ecker et al., 2012;
Lane et al., 2015). The mindful processing method includes all of the phases
that Ecker et al. (2012) found to be necessary for therapeutic memory recon-
solidation: accessing sequence, transformative sequence, and verification.

In the accessing sequence, the emotional learning that is behind the symptoms
1s identified and retrieved, bringing it into explicit awareness and identifying dis-
confirming knowledge. In MCIP, the client and therapist together discover core
dysfunctional relational schemas that are behind the symptoms and identify
knowledge from past or present experience that is contrary to these schemas (see
Chapter 10). In the preparation phase of mindful processing, we select the dys-
functional schema and related autobiographical memories that will be targeted in
mindful processing.

The second phase refers to the transformative sequence, where old emotional
learning is juxtaposed with new disconfirming knowledge (Ecker et al., 2012).
This step unlocks synapses that maintain target learning, opening a time
window of about five hours during which old learning can be dissolved by new
learning (Ecker et al., 2012). For memory reconsolidation, repeated juxtaposi-
tion experiences that provide mismatch and experiential dissonance are needed.
In the final verification phase, the aim is to ascertain whether memory recon-
solidation has occurred by observation of certain markers of transformational
change (Ecker et al., 2012). Both these phases are an essential part of our
mindful processing method.

Mindful processing starts with the activation of dysfunctional schema and
focusing on related body sensations. In order for memory reconsolidation to
occur, old emotional learning has to be activated and experienced. In mindful
processing, clients often spontaneously come into contact with disconfirming
experiences that are in contrast to old dysfunctional memories. We usually do not
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specifically seek disconfirming knowledge but rather trust in the client’s inherent brain
capacity for processing and for transformation to come by itself through the inherent
ability of the organism for processing. How does this occur? We propose four main
hypotheses as to how the juxtaposition experience in mindful processing occurs.

Decentred awareness of schemas activates the brain’s innate error detection system

Through mindful awareness of dysfunctional schema, there often spontaneously
arise new 1insights and experiences that are contrary to old emotional learning.
The brain can be understood as an error detecting system. As Seth (2013)
describes, there is an increasing view within cognitive science and neuroscience
that “prediction and error corrections provide fundamental principles for under-
standing brain operation” (p. 565). The predictive coding theory of brain func-
tioning proposes that “the brain is continuously attempting to minimize the
discrepancy or ‘prediction error’ (Seth, 2013, p. 566).

We propose that when we become mindfully aware of dysfunctional schema, the
brain automatically detects memories and knowledge that are contrary to old “truth”.
In this way clients through mindful processing come into contact with new experi-
ences that are incongruent with dysfunctional schemas. In everyday life, when sche-
mas are activated, we usually become merged with them and view our world
through them. We are unaware that schemas influence our experience and beha-
viour. Because of this, it is less likely that we will detect information that is incon-
sistent with the schema.

In mindful processing, we are relating to schema activation from a decentred
perspective. We observe the schema activation from the position of the loving
witness, instead of looking through the glasses of the schema itself. This helps us
to become spontaneously aware of the knowledge that is inconsistent with the
schema. Dysfunctional schemas provide a rigid view of the world, which often
reflects our childhood way of coping and experiencing the world. When we can
relate to our schemas from a decentred perspective, we also begin to notice
knowledge and experiences that are contrary to old schemas. We relate to our
experience from a broader perspective that is no longer limited to the eyes of the
dysfunctional schema. In our brain there exist memories and knowledge that are
both consistent and inconsistent with dysfunctional schemas. Mindful awareness
of schemas activates the brain’s innate error detecting system, which brings to
awareness also experiences that are contrary to old schemas.

Another important process in mindful processing is teroception, where the
therapist regularly invites the client to focus their attention on body sensations.
The predictive coding model of interoception may help us to understand how
processing occurs at the level of body sensations (Farb et al., 2015; Seth, 2013;
Seth et al., 2012). This model describes how “interoceptive processing regularly
involves a comparison between immediate sensation and simulated past and
future states” (Farb et al., 2015, p. 7). If the immediate sensation is different from
previous expectations, the sensation can be changed to fit previous expectations,
or prior expectations are updated to fit current body sensations. Although this
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process can operate automatically and unconsciously, if automatic responses fail
to reduce prediction error, we may become aware of that and can actively engage
in regulation (Farb et al., 2015).

In mindful processing, we are mindfully aware of body sensations related to the
dysfunctional schema. Body sensations are activated in a new context of safety,
acceptance, and nonjudgment that promotes their transformation. We propose that
this process produces a prediction error where there is a mismatch between expec-
ted states and current body experience. Body sensations are tolerated and accepted,
as opposed to the previous way of avoidance. During mindful processing, body
sensations transform, and clients feel differently in their body. This may change
prior expectations related to body sensations and provide emotional regulation (Farb
et al., 2015).

In terms of relational schemas theory, subsymbolic elements of schemas are in
this way updated and changed. This often happens automatically, even without
conscious elaboration. The client, after a few cycles of mindful awareness of body
sensations and sharing feels differently in their body. We speculate that in this
process there is a continuous updating of subsymbolic aspects of schemas. The
predictive coding model of interoception may be one explanation for this process.

Mndful processing transforms emotions and provides new emotional experiences

Through mindful awareness, painful emotions are processed and transformed.
For example, the client who may have started processing with an experience of
fear related to a dysfunctional schema may end up with a feeling of power and
strength. New emotional experience acts as a mismatch to old emotional learning.

For emotional change to happen, the client has to feel and experience the emotion,
tolerate, and accept it (Fosha, 2000b; Greenberg, 2008; Greenberg & Paivio, 1997).
Our clinical experience is congruent with Fosha’s (2000a, 2000b) findings that fully
experiencing core affect releases adaptive action tendencies — coping responses and
resources — together with liveliness and energy. Greenberg (2008, p. 53) argues that “a
maladaptive emotional state can be transformed best by undoing it with another more
adaptive emotion”. In MCIP, mindful awareness and compassion enable the client to
be fully aware and accepting of their affect and also promote a new emotional
experience of compassionate and loving presence. The painful experience, for instance
of anxiety, fear, powerlessness, or shame, is imbued with the energy of awareness,
acceptance, and compassion, which results in the transformation of affect.

In our experience with clients, we have found that if clients can truly and
mindfully observe their experience, the experience starts to transform. If the client
cannot be mindful of their emotional experience, then affect regulation or other
methods will be needed first.

Mandful awareness itself as a source of disconfirming knowledge

Another source of disconfirming knowledge is the mindful state itself. Relating to
our experiences with openness, acceptance, and compassion is in stark contrast
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Figure 12.1 Schematic presentation of the mindful processing method

with avoidance and self-criticism. We often avoid painful experiences, and we
tend to push them out of awareness. We may fear something terrible will happen
if we were to experience particular memories. So activation of schemas, mem-
ories, and self-states in a new accepting context may provide a valuable mismatch

experience to our old ways of relating to ourselves.
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Sometimes it is the fear of painful memories that is driving the symptoms.
Clients may experience anxiety as they are unconsciously afraid of contacting
painful memories. Mindful processing itself may be a new experience that is
contrary to an old schema that painful experiences are dangerous, and that it is
better to avoid them.

Attuned psychotherapy relationship as a corrective relational experience

In mindful processing, a new corrective experience with a mindful and
compassionate therapist may provide a juxtaposition experience to old rela-
tional failures. Dysfunctional schemas and traumatic memories are often
related to negative relational expectations. When they are activated, clients
can fear that other people, including the therapist, will hurt them, shame
them, or react in other painful ways. When old traumatic memories or
schemas are activated, the client’s old expectations can be juxtaposed with an
accepting and compassionate therapeutic relationship (Erskine, 2015; Ers-
kine et al., 1999).

Phases of the mindful processing method

In this section, we describe the seven phases of mindful processing: (1) Prepara-
tion, (2) Activation of the schema/memory, (3) The cycle of mindful processing,
(4) Mindful processing of the juxtaposition experiences, (5) Metatherapeutic pro-
cessing, (6) Integration, (7) Verification. These seven phases should be seen more
like guidelines rather than something fixed. Mindful processing can be used flex-
ibly in psychotherapy for the experiential exploration and processing of current
issues, processing of past painful experiences and for developing positive resour-
ces. We use it also in supervision for the exploration of therapists’ counter-
transference. Figure 12.1 schematically presents these seven phases of our mindful
processing method.

Phase 1: Preparation

Preparation for mindful processing includes both the therapist and the client.

Preparation of the therapust

In mindful processing, the therapist’s ability to be mindful is crucial. During
mindful processing, the therapist is fully present and relates to the client from the
position of a loving witness. Preparation of the therapist may include brief
mindfulness exercises before the session, such as brief body scan, mindful
attention to breathing or exercises that promote self-compassion (such as the
loving hand). It 1s important for the therapist to reaffirm their intention to be fully
present and compassionate with the client. The therapist’s ongoing practice of
mindfulness may be beneficial in developing this capacity to be mindful with the



186  Methods and interventions

client. In addition to mindful practice, the therapist’s training, supervision, and
personal therapy are essential for cultivating the therapist’s ability to stay pre-
sent with the client’s experience.

If the therapist and the client are preparing to work on a significant traumatic
experience, the therapist has to ask themselves if they are ready to accompany the
client through this process. The therapist’s readiness to work with trauma is often
a neglected part of trauma therapy.

Preparation of the client

Mindful processing builds upon previous phases of the therapy in which the client
has already developed their capacity for mindful awareness and self-compassion,
and a solid therapeutic alliance has been established. The client has to feel safe
with the therapist so that they can allow themselves to be fully immersed in their
world and share this with the therapist.

Not all clients are ready for mindful processing. Some clients have difficulty
attending to their inner experience, even for a short time. These clients typi-
cally suffer from high or low emotional arousal, related to unresolved trau-
matic experiences and have difficulty regulating their emotions. They have
great difficulty staying within the window of tolerance and social engagement
system. For these clients it is vital to assess their ability to be in a mindful
state of mind before introducing mindful processing. Such clients would need
a more extensive preparation phase that would focus on developing their
ability to contain difficult emotions and developing their capacity for self-
regulation. Methods of relational mindfulness and compassion (see Chapter 9)
are beneficial in this regard, as they help clients to develop the capacity to
stay present with their emotions and provide regulation of emotions. These
methods are also crucial for developing a good therapeutic alliance, which is
the foundation for using the mindful processing method. Trust in the ther-
apeutic relationship is needed so that a client feels free to experience what-
ever they may experience.

In addition to the general preparation of the client for mindful processing,
preparation also takes place in the session itself. Before the start of mindful pro-
cessing, the therapist may invite the client to do a brief mindfulness exercise, such
as awareness of the body, breathing, or just a simple invitation to be in the pre-
sent moment. We also use mindful meditation related to the diamond model of
the observing self or exercises that promote self-compassion, such as a loving
hand (see Chapter 10).

“Be aware that you are here. Look at the room, what do you see, what do you hear. Sense
your body sitting in the chair ...”

Such preparation enables the client to begin the mindful processing method
from the position of a loving witness. Being in the position of a loving witness also
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implies that the client is within the social engagement system (Porges, 2017) and
window of tolerance (Ogden et al., 2006).

Choosing the target for mindful processing

The main targets for processing need to be chosen. Mindful processing can focus
on a specific traumatic memory, dysfunctional schema, or any disturbing emo-
tions or sensation. It can also focus on positive experiences and emotions. The
Self-Narrative System (see Chapter 7) may point us towards which target would
be good to process in order to facilitate change in the personal sense of self. In
previous phases of MCIP, the client and the therapist have already identified the
main dysfunctional schemas and autobiographic memories that can be a target
for mindful processing.

Description of mindful processing to the client

The therapist describes the method to the client and makes an agreement about
the use of mindful processing.

“At the beginming, I will invite you to _focus on the body sensation which you experience
when you think about this painful issue. Your task is to observe what is happening inside.
Gently notice what is happening. Thoughts, images, emotions, or body sensations may arise.
There is no plan for what should happen. The task s to notice and be aware of your
expertences. After some time, I will invite you to share with me what has occurred. You will
Just tell me what you noticed. Afier that, I will again invite you to observe and notice what
is happening for you at that moment. And then again, I will invite you to share your sub-
Jective experiencing. So we will alternate between your internal process of expertencing and
your sharing of that experience.

There is no plan for what should happen. The task is just lo be mindful and in contact
with your inner experience. Maybe sometimes nothing new will emerge, you just report on
that. If some thoughts or emotions arise that you don’t want to share, you just tell me that
you don’t want to share them. That s completely fine. If you would like to stop this exer-
cise, you just tell me or Uft up your hand. How does that sound to you? Are you willing to
proceed with this method”

During the periods of internal focus, the client can have their eyes either closed
or looking at a certain point in the room.

“You observe and notice what s happening with openness and acceptance. We call this
aspect of you, which observes the contents of the mind, the loving witness. During mindful
processing, you can have your eyes closed or focused on something in the room. This is
similar to meditation, where we oflten have our eyes closed or focused on a certain point in

the room. Do you have any preference? During the session, you can experiment with what
Jeels better for you.”
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Some clients do not want to close their eyes as they feel they are losing con-
trol. They prefer to keep their eyes open. Sometimes we may suggest the main
focus of attention based on their position on the triangle of relationship to experience
(see Chapter 3). Some clients, who have difficulties in making contact with body
sensations and emotions, find it easier to close their eyes so that they exclude the
external environment and focus just on their internal process. For clients who
are overwhelmed with their emotions and are experiencing high sympathetic
arousal, focusing on a point in the room may be more calming and stable. Some
clients can quickly get into contact with their inner world, even without closing
their eyes or focusing on any particular point. They may prefer no focus at all.
So it is important to be attuned to their experience.

An additional focus of attention

The main aim of mindful processing is to facilitate the client’s mindful awareness
during the processing phase. This can be promoted by different means. For some
clients, who suffer from complex trauma, it is challenging to stay in the window of
tolerance and to be present with experience. So for them, we may include an
additional focus of attention to promote present moment and decentred perspec-
tive by inviting them to attend to their breath during processing. Awareness of
breathing brings the client into the present moment and promotes self-regulation.
Other focuses of attention may be creatively chosen together with the client,
including, for instance, music on which the client focuses during processing.
Certain music which includes prosodic vocals can promote activation of the social
engagement system (Porges, 2017). For some clients, an activity like unstructured
drawing can be beneficial by helping the clients to attend to their inner experi-
ence while drawing. Some clients may like tactile stimulation and may, for
example, like to play with a piece of playdough. Some clients feel that their
therapist is the greatest source of safety and groundedness. So for them looking at
the therapist while engaging in the observation of their inner world may help
them to stay inside the window of tolerance.

During the mindful processing phase, we may also integrate methods from
other therapeutic approaches so that clients can remain mindful during proces-
sing. We may include bilateral stimulation, which originates in EMDR therapy
(F. Shapiro, 2018). The therapist may interchangeably gently tap the client’s right
and left hand. In addition to bringing attention to the present moment and
decentred perspective, tapping provides an additional sense of the therapist’s
presence. We can also use special devices that provide bilateral stimulation, such
as electronic, audio, or tactile devices.

Any additional focus of attention is chosen together with the client. We may
present the client with different options for focusing attention and ask the client
what he feels would help most in staying present during the processing phase.

“During observation of your inner world, you may experience disturbing images, thoughts or
emotions that may pull you out of your position as the loving witness. In order to stay
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present with your experience, we sometimes include an additional focus of attention. Some
people like to focus on their breath, listen to music, draw or play with playdough. Some
clients prefer to watch their therapist, who gives them a sense of safely. Some people find
helpful tapping or holding in their hand devices that provide bilateral stimulation (show).
What do you sense would be helpful for you?

Based on the process of the client, we may creatively adjust the focus of atten-
tion during processing. If the client is not suffering from significant trauma and
has a good ability for mindful awareness, an additional focus of attention is not
necessary. However, with clients who are prone to dissociation, an additional
focus of attention is often necessary to help them stay present and within the
social engagement system.

Phase 2: Activation of the schema/memory

In phase 2, we invite the client to activate dysfunctional schemas, memories, or
come into contact with any other experience they would like to process and
mindfully explore. Usually it is the issue which the client and therapist chose as a
target in the preparation phase.

Awareness of body sensation connected to the disturbing issue

The primary entry point in mindful processing is awareness of any body sensation
connected to the issue.

THERAPIST: When you think about the whole issue, what do you feel in your body now?
Where do you feel it in_your body now?

Utilising the Scale of Physiological Arousal (SPA)

In order to assess the state of physiological arousal connected to the dis-
turbing issue, we use the Scale of Physiological Arousal (SPA). We devel-
oped the SPA for measuring physiological hypoarousal and hyperarousal
(see Figure 12.2).

The scale extends from —5 to +5. Hypoarousal is on a scale from —1 to —5; it
covers such signs as the absence of sensations, feeling numb, feeling frozen,
“empty-headed”, spacing out; 0 is the optimal arousal point which manifests in
feeling calm, relaxed, safe, focused, and grounded. Hyperarousal is on a scale
from +1 to +5. It covers a higher intensity of emotions and physiology such as
feelings of being upset, anxious, disturbed, nervous etc.

We educate the client about the theory behind the functioning of the
autonomic nervous system regarding arousal zones (see Chapters 5 and 11).
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How would you assess your arousal on a scale from -5 to +5?
- 5 is the most frozen or collapsed you have ever felt,
0 is optimal arousal,
and +35 is the most upset and disturbed you have ever felt in your life.

Hypoarousal S5 -4 -3-2-1012345 Hyperarousal
Feeling numb Feeling calm Feeling upset
Collapsed Relaxed Feeling disturbed
Feeling frozen Feeling safe Feeling anxious
“Empty-headed” Focused Nervous

Spacing out Grounded Hecart beating

Figure 12.2 The Scale of Physiological Arousal (SPA)

We then ask our client how they would assess their arousal from -5 to +5
on the SPA.

THERAPIST: When you think about the issue now, how would you assess your arousal on a
scale from —5 to +5. =5 is the most frozen or collapsed you have ever felt, 0 is optimal
arousal, and +5 s the most upset and disturbed you have ever felt in your life.

Focusing on body sensation related to the issue

THERAPIST: Focus on that body sensation and just observe what s happening.

The therapist is attuned to the client and to their experience, observing the
nonverbal signs of the client and also the client’s process of experiencing. The
therapist is fully aware and present, in contact with self and the client. After a few
moments, the therapist asks: “What s happening now?> or “What are you noticing?”.
The client shares their experience with the therapist.

Phase 3: Cycle of mindful processing

In the cycle of mindful processing, there are two main subphases: (1) The client’s
mindful awareness of internal processes and (2) Sharing with the therapist. The
client alternates between mindful awareness of inner processes and the sharing of
their experience with the therapist. The cycle of mindful processing also includes
checking the original issue.

Subphase 3.1

Mindful awareness of internal processes

The client’s mindful internal awareness is initiated with an invitation to be pre-
sent with their experience.
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“Be aware of that and notice what is happening inside you.”
“Be aware of (sensation, thought, feeling).”
“Observe that (experience) with loving eyes.”

In this phase, the client is centred on their internal experience. Through
mindful awareness, the client becomes increasingly aware of their body sensa-
tions, emotions, thoughts, and other contents of awareness. The client relates to
experiences with openness, acceptance, decentred perspective, and compassion.
In this phase, clients may have their eyes open or closed, or focused on a certain
point in the room. Additional focuses of attention may have been selected, as
described in the preparation phase. The therapist, with their nonverbal attitude,
encourages the client to experience whatever they may experience.

The therapist’s primary intervention is expressed in a short invitation to
awareness and acceptance of experience such as “Just be aware of that,” “Observe
that,” “Focus on that,” “Make room for this experience.” If the client can stay witness to
their experience, there is no need for the therapist to do much else verbally. The
therapist is following the client and inviting them to pay attention to the present
moment. However, when the client is moving away from being a loving witness to
their experience, the therapist may intervene accordingly, so that the client can
become mindful again. In this way, the therapist promotes regulation of the client’s
autonomic nervous system and helps the client to stay inside the window of tolerance.

In Chapter 9, we describe methods of relational mindfulness and compassion
that can also be used flexibly in the mindful processing method. The triangle of
relationship to internal experience (see Figure 3.2, Chapter 3) helps the therapist
to determine when the client is losing the stance of the loving witness and is
becoming merged or distanced regarding their experience. Sometimes clients are
distanced from their emotions and body sensations. In this case, the therapist may
gently invite the client to attend to and accept the experience. This is often done
by attending to and focusing on body sensations and emotions or by validation of
the client’s experience.

“Fust _focus on that sensation/emotion.”

“Make room for this sadness.”

“They are important tears. Just let them come.”
“Tust let yourself feel this.”

Sometimes the clients are so merged with their thoughts, emotions, or physio-
logical sensations they have difficulty with decentring from their experience. In
this case, the task is to develop an appropriate distance from the experience.

The therapist may promote decentring with an invitation to observe the
experience:

“Fust observe these thoughts.”
“Make a distance between you and your emotions and observe what you are experiencing.”
“Put your emotions out into the room outside of you. And just observe them.”
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Contact with the observing self also promotes decentring:

“Imagine that you are awareness, and these thoughts appear in it.”

“Become aware of who or what is aware of all these emotions.”

“Come into contact with a wise part of you, the part, which has wisdom and love. Just
look at the experience through the eyes of wisdom.”

If the client is critical and judgemental towards their experience, the therapist
may invite the client to self-compassion and loving-kindness.

“If you are willing, put your hand on your heart, feel the warmth of it and embrace the
sadness.”

“Imagine that someone who cares for you is here with you. Just imagine that you are
looking now through the eyes of that loving person ...”

Body sensations are the main anchor to which we are regularly inviting the client
to return. So when we sense that the client is losing contact with self, awareness of
body sensations helps the client to come back to the present moment and back into
contact with themselves. This 1s especially important when the client starts intellec-
tualising and becoming removed from the experience. Sometimes clients can become
dysregulated because they become merged with disturbing images or thoughts.
Attending to body sensations can lower the emotional arousal, as clients are no
longer focused on the disturbing images or thoughts.

It 1s crucial to assess the client in terms of their position on the triangle of rela-
tionship to experience and to check whether the client is within the social engage-
ment system and window of tolerance (see Chapter 11). If the client is in a
dysregulated state, it is crucial to provide physiological regulation. Relational mind-
fulness and compassion methods may help the client to stay mindful and in the
position of the loving witness. The therapist may acknowledge, validate, or normalise
the client’s experience and provide regulation of affect. The client through the pro-
cess of newroception senses the therapist’s calm state of ANS, which also promotes the
client’s physiological regulation. Besides relational regulation, we may also use other
interventions to help the client come within the social engagement system.

Subphase 3.2 Sharing with the therapust

After a few moments of mindful awareness of the present experience, connected
to the disturbing issue, the therapist invites the client to share their inner experi-
ence. The therapist uses their attunement skills to know when is the right time to
ask the client to make contact with the therapist.

“Tell me what is happening now.”

or

“O.K. What do you notice?”
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In this subphase, the client is invited to find words for their inner experience and
share that with the therapist. This phase promotes the symbolisation of emotions
and somatic experiences. The therapist is attuned to the client and gently invites
the client to accept and be aware of whatever is present. The mindful presence of
the therapist invites the client to mindful awareness. If the client can stay in the
window of tolerance and can be present with their experience, the therapist is just
following the client and is not actively intervening. The basic idea is to stay with
the client’s phenomenological moment-to-moment experience and not to interfere
with their process. We trust in the client’s innate inner wisdom. However, if the
client becomes dysregulated and starts losing the witnessing position, the therapist
intervenes more actively.

Subphase 3.3 Alternating between mindful awareness and sharing

The therapist invites the client to alternate between mindful awareness and shar-
ing the experience with the therapist. Rhythmic attunement to the client is crucial
to determine the amount of time for each subphase. Usually, mindful processing
alternates quite quickly between these two phases. At the beginning of mindful
processing, we invite the client to attend to their inner world for about 10-20
seconds. However, each client may process differently. Some clients need a longer
time to come into contact with themselves and to notice what they are experien-
cing. On the other hand, some clients are quickly overwhelmed, so just a few
seconds of mindful awareness may be enough.

Example of the cycle of mindful processing:

THERAPIST: When you think about the event with your boss, what do_you_feel in_your body now?

CLIENT: [ feel that something is emerging ... like some dark feeling. I am not sure what 1t is.

THERAPIST: Allow yourself to be with it. Make space for it. (the therapist is promoting
acceptance of experience.)

CLIENT: (mindful awareness) It s like a bullet in my stomach ... Like something old and
painful.

THERAPIST: Mm-hm. Observe and be curious ...

CLIENT: (mindful awareness) Now came an event from childhood. When I was five years
old, my father wanted me to eat up all of this disgusting vegetable soup. I resisted and then
I was beaten.

THERAPIST: OF, just observe it and be aware of your breathing.

CLIENT: (mindful awareness) I feel anger ... Like the bullet was this anger, which stayed in me.

THERAPIST: Allow yourself to be with whatever comes.

CLIENT: (mindful awareness) fust now I've had a picture, that bullet came from my sto-
mach and I throw it into my father. I feel angry. I would like to tell him what I should
have told kam long ago.

THERAPIST: Trust your intuition and go with whatever comes.

CLIENT: “You had no right to do it! Lots of children do not like disgusting vegetables!” (in an
angry tone)
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Subphase 3.4 Checking the original issue

When, during processing, we sense that the client has experienced a significant
shift in terms of new insights, changed perspective or emotional/body experi-
ences, we may invite the client to check the original issue. This subphase is taken
from EMDR (F. Shapiro, 2001). We have included it because in our experience,
it promotes memory reconsolidation, as the client contrasts old emotional learn-
ing with new experiences gained during processing. In this way, the client can
become simultaneously aware of old and new knowledge. As we regularly invite
the client to check the original experience, the client can experience repeated
juxtapositions.

We may also invite the client to check the original issue when the client’s
associations are becoming too distant from the original issue. In this way, the
client comes back into contact with the original issue.

THERAPIST: If you bring (the original issue) into your awareness, what comes up?

If new associations are coming and the original issue is still painful, we invite the
client into another cycle of processing, starting with subphase 3.1 — mindful
awareness of internal processes.

If the issue is processed, the client will usually report new insights, changed
perspective, positive affects, peacefulness, or strength in the body. They will
experience the original issue without intense emotional and physiological arousal.
We may ask the client to check the state of their arousal with the Scale of Phy-
siological Arousal (SPA):

THERAPIST: When you think about the original issue now, how would you assess your arousal
on a scale from —5 to +57 =5 s the most frozen or collapsed you have ever felt, 0 is
optimal arousal, and +5 is the most upset and disturbed you have ever felt in your life.

Phase 4: Mindful processing of the juxtaposition experiences

During mindful processing, new insights and experiences often come sponta-
neously that are contrary to old dysfunctional schemas. For memory reconsoli-
dation, repeated juxtapositions between old and new learning are necessary
(Ecker et al., 2012). In this phase, we intentionally promote explicit awareness of
the juxtaposition between old and new learning.

Subphase 4.1 Highlighting the new learning
We may ask the client about new emotional learning:

“When you think about the original issue, what ts new?”
“How do you experience now the original issue, what s different?”’
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We may also highlight the new learning with a simple acknowledgement:

“So you discovered that not all men are mean, that some may be ok.”
“So_you discovered that you are valuable, even if you make a mustake.”
“You discovered that you are worthy, even if other people criticise you or try to hunuliate you.”

New learning is not necessarily always expressed in words. When processing
implicit emotional memories, sometimes new learning is more in the form of a
transformed body-felt sense, new emotional experience, or transcendent experi-
ences, such as deep peace and love. We invite the client to be aware of this
newness in relation to the old experience.

Subphase 4.2 Mindful processing of the juxtaposition between old and new learning

Ecker et al. (2012) describe how it is crucial for memory reconsolidation that cli-
ents are simultaneously aware of the contrast between old and new emotional
learning which have to be experienced at the same time. Congruent with this, we
invite the client to be mindfully aware of both old and new learning. A decentred
perspective enables observation of competing truths at the same time.

THERAPIST: Become aware of this contrast between believing that you are a bad person and the
experience that you are OR even if you make a mustake. Be aware of both at the same time.

or

THERAPIST: Become aware of both experiences at the same time. You felt that something’s
wrong with you, and now you experience this deep acceptance of yourself and sense you are a
normal human being.

Cognitive awareness of a juxtaposition experience is not enough for memory
reconsolidation. Juxtaposition has to be fully felt in the body, so we invite the
client to focus on body sensation.

THERAPIST: When you think about both issues together (therapist names them), what do
you_feel now wn your body? Focus on that.

After this, we initiate another cycle of mindful processing (phase 3).

Phase 5: Metatherapeutic processing

In this phase, we integrate Fosha’s concept of metatherapeutic processing, which is the
processing of the client’s experience of positive affect connected to successful
therapeutic work (Fosha, 2000a, 2000b; Fosha & Conceic¢do, 2019). It involves
the processing of positive, transformational emotional change and the experience
of the therapeutic relationship that promoted the change (Fosha, 2000a, 2000b;
Fosha & Conceigdo, 2019; Iwakabe & Conceicao, 2016).
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THERAPIST: What is it like for you to have this experience? (name the positive, transfor-
mational experience the client has just had here in the therapy)

or
THERAPIST: What is it like for you to experience this whole process with me?

The therapist may also disclose their own experience of the client’s mindful
processing. Self-disclosure by the therapist may deepen the relational contact and
encourage the client to share their experience of the relationship.

THERAPIST: [ feel moved by a sense of compassion that you felt today for yourself. Thank
you_for letting me be a witness to your experience. And what s it like for you sharing this
with me?

When the client shares their experience with the therapist, we invite them to
begin a new cycle of processing (phase 3), which involves cycles of mindful
experience and sharing with the therapist. Through this process, clients can
experience transformational affects (Fosha, 2000a; Fosha & Conceicio, 2019)
such as pride, joy, mourning for the self, tears of joy, being moved, gratitude.

Mindful processing occurs in the presence of an attuned and mindful therapist.
During the mindful processing, the client may experience deep contact with the
therapist, which may be a significant new experience that is in contrast to old
experiences of relational failures. If the client experienced such a corrective rela-
tional experience, we might also invite them to process this juxtaposition experi-
ence with the therapist. We invite the client to focus on the difference between
previous relational experiences and their new experience with the therapist.

Phase 6: Integration

In this phase, the aim is to provide closure for mindful processing and integration
of the new experience. The client is invited to check the original issue and to
reflect on the whole experience. This provides further integration. We also tell the
client that processing and memory reconsolidation may continue. Memory
reconsolidation research suggests that taking a nap within a period of six hours
after therapy may be helpful for memory reconsolidation (Lane et al., 2015).
Repeated juxtaposition experiences may also occur between sessions. We invite
the client to remain mindfully aware during the week of the contrast between old
dysfunctional schemas and the new learning, which came through mindful proces-
sing. One option, which Ecker and colleagues (2012) suggest is that the therapist
together with the client writes down on a card both the old emotional learning and
the new learning gained through mindful processing. The client is then invited to
remain aware while at home of both aspects. We combine this instruction with a
suggestion for mindfulness practice focused on the juxtaposition experience:



Mndful processing 197

“You can do a short mindfulness exercise, such as attending to your breath. And then you
take your card and focus on what we’ve written down, both the old and the new learning.
And become aware of what is happening inside you. You become aware of your body sen-
sation, emotions, thoughts. And after that, you again turn your attention to your breath.”

Phase 7: Verification

At the next session, we re-evaluate the client’s processing and verify whether
memory reconsolidation has occurred by observing markers of transformational
change (Ecker et al.,, 2012). Successful memory reconsolidation shows in non-
reactivation, symptom cessation, and effortless performance (Ecker et al., 2012).
Successful processing shows in lowered emotional and physiological arousal and a
new perspective and insight towards the original issue. We also check how the
client coped during the week in connection with the usual triggers of schemas. If
memory reconsolidation did not occur, and the client is still aroused regarding
the issue, we can continue with mindful processing.

Note

1 The chapter includes some material adapted from “Mindful processing in psychother-
apy: Facilitating natural healing process within attuned therapeutic relationship” by G.
Zvele, 2012, International Journal of Integrative Psychotherapy, 3(1), 42-58 (www.integrative-
journal.com/index.php/ijip/article/view/54). GC BY. Adapted with permission of the
author.
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13 Self-compassion: The road to a
loving and healing inner
relationship

Our children’s grandfather once said to our sons when you start to love yourself
that is the beginning of a long-lasting loving relationship. In every moment of our
life, no matter what the circumstances, no matter if we are succeeding or failing,
we can be friends with ourselves, we can always be by our side, wishing us well.
This is accessible to all of us, at any time, anywhere. We can lean on this aspect
of ourselves, which loves us and supports us. There i1s a “deep well of compas-
sion” inside each of us (Desmond, 2016, p. 91).

Every person has a specific relationship with themselves. This relationship can
be loving, warm, supporting, and friendly or violent, cold, rejecting, and pushing.
The aspect of ourselves which immanently holds love and compassion is our
observing/ transcendent self. MCIP helps the client to rebuild the bond with that
compassionate aspect of us and create a loving inner relationship. While being
self-compassionate, we relate in a profoundly different way to ourselves and pro-
mote transformation and change. Self-compassion leads to regulation and widens
the window of tolerance. Self-compassion provides safety, which is the essential
prerequisite for human balance, well-being, and satistying social interactions. It is
a relational state (Neff, 2011). Through self-compassion, a person relates to
themselves, and at the same time feels a connection to other people. They may
also feel a connection to life and the world.

Working with self-compassion in psychotherapy consists of motivating the client
and contracting for self-compassion work, assisting the client in finding and
enhancing self-compassion, working with obstacles, and leading the client to bring
self-compassion to the vulnerable or protecting parts of themselves (self-compas-
sion processing). We describe the first three therapeutic tasks in Chapter 10. In
this chapter, we focus on self-compassion processing.

Transforming power of self-compassion: Self~-compassion
processing

Self-compassion processing is a processing of unresolved and painful issues with
the help of self-compassion. It represents the third phase of MCIP (see Chapter
8). If strategies for enhancing self-compassion, described in Chapter 10, success-
fully invoke self-compassion within the client, we can then use this self-compassion
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for processing unresolved and painful issues. Metaphorically speaking, by
learning how to sail in pretty calm waters with a favourable wind, we can then
use the strategies for promoting self-compassion also in a stormy sea and
strong wind.

Self-compassion processing is indicated when clients are upset about some dis-
turbing event, when they are self-critical, self-punishing, or self-pushing. We first
awake self-compassion within the client and then we invite the client, in their
imagination, to go from their place of self-compassion, into a specific stressful
scene. We ask the client to be mindfully aware of what they are now noticing.
Connecting the state of suffering (in the stressful scene) with the self-compassio-
nate state, spontaneously transforms, in a more functional way, how the client
sees the scene, how they feel and think about themselves and the problem.
Receiving compassion (from ourselves or others) while feeling pain provides
transformation (Desmond, 2016). “Compassion transforms and integrates the
mind” (P. Gilbert, 2010, p. 175). We suggest that connecting the states of suffer-
ing to mindful awareness and self-compassion enables memory reconsolidation
(Ecker et al., 2012; Ecker & Vaz, 2019) and with that comes the change of rela-
tional schemas (G. Zvelc, 2009b). Figure 13.1 illustrates how mindful awareness
and compassion directed to our suffering leads to transformation and integration
of the personal sense of self.

There are two fundamental steps in self-compassion processing:

1 Mindful awareness of one’s own suffering and pain.
2 Bringing self-compassion to one’s own suffering.

Mindful awareness of own suffering and pain

In the first step, it is crucial that the client recognises and becomes mindfully
aware of their suffering (Neff, 2011). By suffering, we mean physical or psycho-
logical pain, like feeling anxiety, shame, guilt, powerlessness, unworthiness, or
emptiness. It is essential that the client comes in contact with their pain (Des-
mond, 2016). The client can be in touch with pain if they can tolerate it. This
means that they are not overwhelmed by it and not avoiding it, but are the loving
witness to it. To be able to do this, the client needs to have developed mindful
capacity in the earlier phases of therapy.

MINDFUL AWARENESS TRANSFORMATION
SUFFERING + & &
COMPASSION INTEGRATION

Figure 13.1 The transforming effect of mindful awareness and compassion
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We lead the client into taking a decentred perspective and accepting awareness
of their pain. We ask the client to describe the event that evoked suffering and
within this event to concretely define what was most painful for them. The
therapist might say:

“Go to the situation when you criticised yourself the most. What do you see? (therapist
waits for the answer) Where are you? .... What are you doing? ... How do you
look? ... What body posture do you have”

Asking tangible things enables the client to recognise the moment of suffering and
to feel the pain. Realising and seeing themselves suffering (usually triggered by
viewing the “surrendered” body posture of themselves), often naturally evokes
self-compassion.

Bringing self-compassion to own suffering

When a client comes mindfully into contact with their suffering and pain, then we
lead them to evoke and bring self-compassion to their pain. They embrace their
suffering “with open acceptance and love” (Desmond, 2016, p. 115). Usually, we
do this in two ways that are often combined within a single therapy session: (a)
Promoting the real or imagined compassionate touch of the client on themselves
within a situation of suffering and (b) Invoking a self-compassionate inner dialo-
gue within the situation of suffering.

Promoting the real or tmagined compassionate touch of the client on themselves

The therapist promotes the real or imagined compassionate touch of the client on
themselves in the situation of suffering. The therapist may say:

“I suggest, if you agree, ... put your hand on your heart in a kind and loving and way.”

The therapist saying this in a gentle, kind, soft voice also puts their hand on their
own chest, aware of both their own and the client’s breathing.
After a short while, the therapist says gently:

“What are you noticing?”

If the client feels warmth and kindness to themselves, which also provide physio-
logical regulation, the therapist proceeds:

bR}

“Go to a situation where you felt that pain ...” (and repeats some features of the
painful situation that they have previously explored.)

“Imagine that you are there now. Look at yourself with kind and loving eyes and be
aware of the pain ... (stops a little) What is happening? or What do you

notice?”
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If the client feels self-compassion towards themselves in the situation of suffering,
the therapist can further propose the imagined touch within the imagined “cri-
tical” situation:

“Come closer to yourself ... and, if you feel comfortable with that, in your imagination,
gently put your hand on your shoulder.”

The therapist may raise their hand (in reality), and in their own imagination, put
their hand on the client’s shoulder in the imagined scene. After a short while, the
therapist asks: “What do you notice” or “What is happening?”

Invoking self-compassionate inner dialogue

When the therapist sees that the self-compassion process is starting to take effect,
they initiate a self-compassionate inner dialogue within the situation of the client’s
suffering. The therapist can ask:

“Look at yourself in this situation with loving eyes and be aware of the pain that you feel.
What could you say to yourself (from the compassionate part of you)? What kind words of
support and love could you tell? Remember that feeling pain is what we all share.”

The therapist may then ask:

“How s it _for you (or part of you) hearing these words of compassion? How do you feel?
What do you feel in your body?”

We promote self-compassion also in other ways. Clients can imagine their wise and
compassionate self from the future who wvisits their “current” self. Clients can also
look at themselves through the eyes of a beloved or imagined compassionate
person or an animal. Spiritual resources can also be used. Clients can be invited
to look at themselves from the position of a figure from their spiritual or religious
tradition (like an angel, God, or a saint). The therapist does not force the client to
feel self-compassion. They acknowledge and validate whether the client currently
cannot bring compassion to themselves while remaining compassionate towards
the client.

Memory reconsolidation, transformation, and grieving

When we bring compassion to the suffering self or self-state, profound transfor-
mation and integration may happen (Desmond, 2016; P. Gilbert, 2010). If we
awaken self-compassion when an unresolved painful or traumatic memory is
activated, we are bringing new information to the psychological system. Con-
necting new bodily and emotional felt information with the activation of old
memory enables memory reconsolidation (Ecker, 2018; Ecker et al., 2012; Ecker
& Vaz, 2019; Lane et al, 2015). Through memory reconsolidation,
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transformation of relational schemas happens and the integration of a personal
sense of self. A client feels the situation and “sees” themselves and others in a
profoundly different way.

Receiving compassion or self-compassion may also trigger the grieving process
(P. Gilbert, 2010). The contrast between what was needed then and a new com-
passionate internal relationship provides the experience of juxtaposition and may
start the grieving process. It is the grieving related to witnessing the pain of what
happened to us and also what did not happen; what we needed and missed. It is
the mourning for the lost part of our life, which could have been different, better.
The grieving process is profoundly transforming if it is embraced by self-
compassion.

Markers for initiating self-compassion processing

The markers indicating when to initiate self-compassion strategies within the client
include inner self-critique and shame, inner pressure to work hard, illness, or suf-
fering in any other way (being anxious, guilty, feeling unworthy, powerless, etc.).

Inner critique

The inner critique comes from the critical self-state and is directed to the criticised,
vulnerable self-state. The style and content of self-critique vary from person to
person and also within the person. There are different levels and intensity of inner
critique that are reflected in words ranging from: “You didn’t do well. You
messed up; why didn’t you ...” to “You are incapable, you suck, you are an idiot,
I hate you, you don’t deserve to live.” The consequences of inner critique can be
feeling shame, feeling inadequate, powerlessness, hopelessness etc. The body also
feels pressure from the self-critique; it is as if something is pulling you down and
taking your strength. People can physically bend their arms and spines, lower
their head, breathe more shallowly, feel a lack of energy etc. Self-compassion is a
significant antidote for self-critique and shame (Sedighimornani et al., 2019).

Inner pressure to work hard

The self-state which pressures the client to work hard can be connected with self-
criticism, but also carries some specific features. It provides the voice in our heads
and the pressure in our bodies which force us to work hard and usually to hurry.
By submitting to this self-state, we lose sight of our needs and our values. We do
not rest when it is needed, because the work has to be done. There is no time
today, and there will be no time tomorrow. You have to hurry; you have to work
hard. There is no time to eat and drink properly, no time for your own interests,
your own soulful activities; no time for your friends; not even for sex. Gradually
by neglecting your needs, you do not feel the need for them anymore. By con-
tinuously living under inner pressure, a person can develop anxiety, or depressive
symptoms, burnout syndrome or illness.
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When we work with self-criticism and self-pressuring, it is important that we
understand the function of self-states that are critical and self-pressuring. These
are protective self-states that were developed as an adaptation to painful and
often traumatic circumstances. We work with such self-states according to the
phases of relational mindfulness and compassion (see Chapter 9). We validate and
normalise the important function they serve. In this process, protective self-states
transform and become more internally supportive together with the integration of
vulnerable self-states.

Self-compassion brings a person creative regret and love from which they may
wish to take care of and nurture themselves. A client may come to recognise their
values, realise what things are worth for them, how life is worth living. From these
insights, which are thought and felt, there come motivation and decision for new
behaviour.

In the following sections, we will share two vignettes which illustrate self-
compassion processing. Self-compassion processing can be done by connecting
self-compassion either to the client’s present painful issues or to the client’s
past unresolved issues and dissociated self-states.

Bringing self-compassion to clients’ present painful issues

We can promote self-compassion in our clients when they are dealing with the
external or internal stressors in their life, without necessarily touching memories
from the distant past. However, present painful issues are often related to activa-
tion of dysfunctional schemas that are generalisations of past experiences.

Therapy vignette: Bringing self-compassion to internal criticism

During one therapy session, the client Anna is talking:

CLIENT: Maybe you remember I was wnvited to do a lecture about a theme, connected to my
work. I was not keen on driving to the other side of the country. You know that I like my
work, but I am anxious about doing presentations ... and the participants were a group
who can be tough and demanding. But since I was nvited and would like to spread the
ideas we are developing with my colleagues, I decided to go. (Client’s pace 1is
accelerated.)

THERAPIST: Yes, I remember you were telling me you would go.

CLIENT: So, last weekend I was there. Oh, and it was a disaster. (Client’s shoulders
slump, and she looks down.)

THERAPIST: (interested, leans forward) Tell me, what happened?

CLIENT: (looks at the therapist) I was giwing my lecture, I remember at some parts I was
satisfied with myself, thought I was doing well ... But you know (with upset voice) affer
the break, some participants left! And in the second part, when I tried to engage them, they
were very passive, unresponsive; and (the client is talking faster and faster and
doesn’t breathe) at the end, Ive got vague feedbacks, that they didn’t understand some
things and that I was not practical enough.
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The therapist is aware that her body is restless, and she is mindful of her urge to
take a deep breath. The therapist, detecting the client’s hyperarousal (her hurry-
ing, not taking a proper breath) and her own body reaction, decides to initiate the
mindful awareness process within the client and the process of regulation.

THERAPIST: Anna, would you mind turning your attention to_your body and see how your body
is reacting.

The therapist is promoting within the client mindful awareness of her body.

CLIENT: [ am agitated. I am shaking. It was so shameful!

THERAPIST: You have a thought: it was shameful. (the therapist is promoting a
decentred perspective within the client) What other thoughts do you have, Anna?

CLIENT: You were no good. You are no good. You are stupid. And useless. You shouldn’t give
lectures anymore! Fver!

THERAPIST: This is very tough.

The therapist is acknowledging the intensity of the client’s inner critique.
Identifying self-critique is one of the markers for self-compassionate work in
therapy.

CLIENT: Yes. It is. From one part of myself, I know it was not so bad and that I don’t deserve
such a strong critic and punishment. But I don’t feel like that. I just feel like a big bunch of
shat. 1 felt almost that I don’t deserve to live.

From knowing Anna’s history, the therapist thinks that past self-states are being
activated. Anna’s introjected self-state has become very apparent. She is relating
to herself in the same way she perceived her mother related to her in the past
when she made a mistake: “You are no good! You are stupid! And useless!”” There 1is also
an introjected part from her peers in childhood humiliating her. Her archaic
Child self-state is also activating; she feels and thinks like she used to feel and
think when she was a child, being attacked and humiliated by her mother or
peers: “I am afraid. I feel shame. I feel worthless. I don’t deserve to live.” The therapist
decides she will not today directly work with past self-states, but instead, she
would like to activate a resourceful self-compassionate state within Anna and help
Anna to bring it to her present issue.

The therapist initiating the self-compassion process puts her hand on her chest,
feels compassionate towards Anna, and says:

THERAPIST: Anna, are you willing to do something with me? Please put your hand on your
chest i a gentle way and breathe.

Client Anna starts visibly to breathe again and gently puts her hand on her chest.
Anna’s ANS activation is calming down from hyperarousal. The therapist’s look,
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voice, and words, the client’s gentle hand on her chest, attention to her breathing,
all these help Anna to regulate.

THERAPIST: If you agree, go with your mind back lo the hall where you gave your lecture.
(pause) Are you there now?
CLIENT: (nods) Yes.

The client imagines the hall with her eyes open. The therapist wants her to stay
present in the here and now, in contact with the therapist. Closing her eyes may
have led her quickly back to hyperarousal. Open eyes, in this case, enables Anna
to be dually aware, to be safer and within the window of tolerance and to keep a
mindful stance during the process.

THERAPIST: Which moment from the lecture is the worst for you?

CLIENT: The feedback part. I especially see one woman with a strict, somehow deformed face:
“I didn’t get what I expected.” (The client imitates her in a somewhat teasing
way.)

THERAPIST: Let’s look at yourself at that moment ... in that hall, in _front of all the partici-
pants, m _front of that woman, like you would look from a bird’s perspective ... Let’s look
at yourself with loving eyes (soft and gentle voice of the therapist). What do you see?

CLIENT: [ see myself so exposed. My shoulders are unprotected. (Client speaks softly and
starts crying.)

THERAPIST: (her voice touched by the clients suffering) Mm-hm, mm-hm.

CLIENT: [ want to touch my shoulders; I want to pat them ...

THERAPIST: Yes, let’s do that.

The therapist raises her hand and pats the client’s imaginary shoulder (with her
hand in the air), while her other hand stays on her heart. The client does the
same; lifts one hand, and pats her imagined shoulder while the other hand stays
on her chest. The pace is slow, and the therapy room is quiet, somehow solemn,
almost sacred. The therapist has a feeling that Anna is “blessed” at this moment
in her state of suffering. Compassion opens a way to spiritual experience. When
compassion arises, it is often felt like spiritual love or a presence of “blessing”.

CLIENT: (still crying, in a soft way; very touched by the process and says with a
gentle smile) I give her a kiss on the top of her head.

THERAPIST: (responding to the client’s words with nodding and a gentle smile) Is
there anything you would like to say to yourself?

The loving inner relationship started when the client put her hand on her chest
and then went on to pat herself on the shoulder and gave herself a kiss. Now the
therapist invites her into a self-compassionate dialogue with words.

CLIENT: (speaking slowly) You went all that way with a good intention to deliver your
knowledge. Some of them understood you and liked your talk and did acknowledge that, and
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some of them just didn’t. You remember — there is a story: “You can never please all
people.” It is an impossible task. (silence) You did it well. Everything’s fine. I love you
eoo. Now I hug her (looks at the therapist).

For memory reconsolidation and transformation of dysfunctional schema, we
should become simultaneously aware of dysfunctional schema together with new
contradictive information (Ecker, 2018; Ecker et al., 2012). In this vignette, the cli-
ent’s dysfunctional schema “I am bad, mcompetent, I don’t deserve to exist” was activated.
Anna was becoming mindful of her inner critic and started to bring self-compassion
to herself. She was gentle, supporting, and loving to herself. This was shown in her
feelings, words, and deeds. This new attitude was brought together with the self-state,
activated by the old dysfunctional schema. By developing and activating a different,
loving relationship towards herself, the old schema started to transform.

To consolidate new neural learning, the therapist decides to activate the client’s
old schema again and lead the client to bring a self-compassionate state to it.

THERAPIST: This s a very touching process, also for me. (The therapist discloses her
experience.) Anna, can we go a step further?

CLIENT: Yes?

THERAPIST: Can you now actiate the state when you were highly critical of yourself; when you
were saying you are a bunch of shit; you don’t deserve to live. (The therapist is imitating
the critical voice; she invites Anna to activate this state. She extends her left arm
with the palm up — as if the critical state were on her left hand.) You have #? Ok.
And now activate your compassionate state, when you pet and kiss yourself, tell yourself you are
ok, everything s fine, I love you (she says this iIn a compassionate voice, extending now
her right arm also with her hand palm up). You have u? Ok. So now: be aware of both
states; the critical one (lifting slightly her left hand) and the compassionate one (lifting
slightly her right hand). (short silence) ... What happens?... What do you get?

CLIENT: (Repeats the hand movements. She is silent for a while. It seems a lot is
going on.) Wow, it s like ... like going from one universe to another ... amazing ...
when I look and feel, both of them. (Silence)

THERAPIST: (present, nodding)

CLIENT: [ feel sorry for myself (a tear in her eye). (Silence) ... I didn’t deserve that ... I
didn’t deserve that ...

The client starts the grieving process, realising how cruel she was in the way she
was acting towards herself.

CLIENT: [ want lo stay faithful to myself ... when I am being so critical, I am not_faithful to
myself. This is not genuine care. Even of I have something to tmprove, it is impossible to
umprove_from this eritical part ... (more tears) ... I want to be able to stay with myself.
To be faithful, to be truthful ...

THERAPIST: (present) Mm-hm, mm-hm, yes, let’s breathe.
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CLIENT: Now 1 feel peace. I feel myself. The energy. It is pleasant and somehow quiet.
(silence) And now, looking at you; I am getling lears again, thank you ... to be with
me ... to support me, to lead me through this process.

THERAPIST: (gets teary eyes, too)

The therapist is deeply touched. It felt for her as a meeting of souls. She knows
the suffering the client was going through; she is moved by the client’s compas-
sionate process and touched by the client’s gratitude.

THERAPIST: Anna, I'm very glad that we are going through this process together.

In the next session the therapist asks Anna how the last session was for her;
what feelings and thoughts she had after the meeting. Anna says that she felt very
good, at peace with herself and the world. It felt like a spiritual experience. When
she came back home, she made love with her husband; it was a great feeling. She
also noticed she was very present with her children and had pleasure with them
and the activities she did. The therapist is attuned to her; sharing her gentle joy
with Anna.

THERAPIST: Do you agree to go back to the topic which you brought last time?... When you
think about your lecture at that place, what do you get now?

CLIENT: It doesn’t upset me anymore. My body stays calm. I did what I did; I can think what
I may do differently next time ... but I feel I am OK and a competent person. And now 1
see the people who praised me after that lecture. Now they stand out from the rest. (She
smiles.)

We can see how transformation and integration has occurred: the scene has
changed, the old schema transformed, the client, faced by the challenging situa-
tion, is able to remain grounded, feeling worthy, competent, and safe.

THERAPIST: Ok. It is interesting how your feelings and images have changed. I am glad. ...
And now if you imagine that you are going to deliver your next lecture, what happens?

The therapist wants to consolidate this new memory in different ways; to con-
nect and integrate it into the client’s anticipation of future events, which is also
the activation of implicit memory.

CLIENT: Who says that I will be going to a next lecture? (smiles) I am joking ... (pause) yes,
1 feel some anxiety. But I will deliver speeches. I want to do tt. When I look at myself
making an imagined future speech, I feel it makes sense; it is meaningful to me.
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Bringing self-compassion to clients’ past issues and archaic
Child self-states

There are many unresolved issues stemming from the past. Children, often based
on their magical and egocentric thinking (Piaget & Inhelder, 1966/1986), con-
clude that they created events or influenced them. If the circumstances were ter-
rible or tragic, they often conclude that they were responsible and guilty. In
adolescence and adulthood, if traumatic or painful events happen, we may re-
experience archaic Child self-states and can attribute guilt to ourselves, that we
somehow caused or influenced the circumstances and we blame ourselves for that.
We can also feel guilty for some genuine reason from our Adult self-mode when
we indeed did something wrong (for instance, driving drunk and causing a car
accident injuring our partner). Whatever it was, we deserve to receive compassion
and be self-compassionate regarding traumatic, tragic, and other stressful events
we went through or are going through. It is important to note that being com-
passionate does not mean excusing us or someone else for bad deeds.

When facing overwhelmingly stressful and traumatic events, we create or rein-
force dysfunctional schemas (like “T am bad”, “I am not safe”, “I am powerless”,
etc.). These schemas influence how we interpret the present and predict the future
(D. J. Siegel, 1999; G. Zvelc, 2009b). Being compassionate to our past self-states
that are related to activation of dysfunctional schemas can help us to transform
the schemas.

During any traumatic event which was unbearable, where we were not strong
enough to fight, and we had no means of escape, we “escaped” into ourselves
(Kalsched, 1996). Physiologically speaking we froze or collapsed. On the psycho-
logical level, we split the self; we created a part which was untouchable from the
outside world. Afterwards, we seek refuge there when we feel hurt; but on the
other hand, we avoid this part and would like to get rid of it, because it reminds
us of the traumatic event. It reminds us of being weak, unworthy, and unsafe.
One client described such split off part: “1 see a girl sitting in a dark room, i a dark
corner, 1 hardly see her. She is so distant.” Others see a wall and feel that somebody is
behind the wall. If clients can’t get rid of such parts, they reject them; they are
cold to them, ignoring or criticising them. On other occasions, they are merged
with them and feel like a victim, hopeless and helpless.

The goal of therapy is to re-discover and integrate split parts of the clients, to
bring them “home” (Erskine et al., 1999). Through the therapist’s compassion
and the client’s self-compassion to these self-states, gradually they transform and
integrate into the Adult self-mode. From our clinical experience, we think that for
work with self-compassion connected to past issues and dissociated self-states, it is
important that the client is able to be self-compassionate. Without self-compas-
sion, there may not be enough resources within the client for trauma work.
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Therapy vignette: Trauma processing by bringing self-compassion to

Child self-state

In this vignette, we present an example of connecting with and bringing self-
compassion to an archaic Child self-state.

In the therapy session, the client Julia is talking about how it is difficult for her
to allow herself to be seen; this also touches upon her belief “I am not impor-
tant”. She feels anxiety, a lump in her throat and stiffness in her body.

THERAPIST: (gently) Fulia, I would like to invite you to direct your attention to the anxiety,
the lump in your throat and the thought: what I say is not important ... If you go back to
your childhood, when did this feeling first appear?

CLIENT: (short silence) I see myself in a living room ... I am alone.

THERAPIST: You are alone in a lwing room. What do you see? What does the room look like?

CLIENT: It is pretty dark in the room. There s a couch ... I sit on the floor ... there’s a door
to the kitchen.

THERAPIST: (gently and kind) How old are you?

CLIENT: (pause) I am small. Maybe five.

THERAPIST: How do you look?

CLIENT: [ am in a lovely dress. I have long hair ... I am cute ... you would like me. (She
smiles.)

THERAPIST: Yes, I am sure I would like you. (gently smiling, too) What did they call you
when you were a child?

CLIENT: Fulie.

THERAPIST: Jfulie, what is it that is hardest for you?

CLIENT: That there is nobody around.

THERAPIST: Who do you miss?

CLIENT: Mommy ...

THERAPIST: Mm-hm, mommy. How do you explain to yourself that Julie is alone, that there
is no mommy?

CLIENT: It is not imporiant what I feel ...

The therapy is going at a slow pace. The client is speaking in short sentences. It
seems she 1s restricting herself. The therapist decides to inquire how she is feeling.
At the same time, this is a response to the client’s belief “it is not important what
I feel”.

THERAPIST: What do you feel now, jJulia?
CLIENT: There is such loneliness.

The client reveals loneliness from the third-person perspective: “there is ...” It
seems she is not in full contact with feeling loneliness. The therapist decides to
continue with the phenomenological inquiry into body sensations which might
lead the client into deeper contact with herself on an emotional level.
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THERAPIST: What do you feel in your body now?
CLIENT: It’s like I have a heavy weight on myself.
THERAPIST: [ have a sense that you have tears wanting to be wept.

The therapist acknowledges her client’s tendency to cry.
CLIENT: Yes, there is sadness all the time.

The pace is still slow. It seems the client is in slight hypoarousal; detached from
her sadness, the fear, the pain. She is talking about feelings in the third person.
The therapist is aware that she has a good reason for that.

THERAPIST: Where is mommy?
CLIENT: (with the “adult” voice) She was depressed.
THERAPIST: How did little Julie explain to herself that there is no mommy around?

The therapist is exploring the child’s meaning of the situation.

CLIENT: (Silence. She tightens her lips and becomes restless.) Papa said because I am
naughty (with the voice of a young girl) ... and I believed it ... I thought I am bad.

THERAPIST: (The energy returns to the therapy field, the therapist feels sadness
and pressure in her throat, a sensation like just before crying). Mm-hm, mm-
ko, let yourself feel this. It hurts.

CLIENT: (starts to cry)

The therapist is present and compassionate. The client comes into touch with
her deep pain. It is an appropriate moment for encouraging self-compassion.

THERAPIST: jfulia, shall we explore ways together that will give you more support ... If you
agree let’s go now to lLittle Julie in the living room. Let me first ask you, what do you see
now?

CLIENT: She sits on the floor, and she is sad.

THERAPIST: (speaking gently but firmly) 1 am with you. Can you go to this room, now, as
an adult, and approach her? (pauses) What happens if you approach her? Does she let you
approach her?

The therapist feels that adult Julia needs support, and that is why she says that
she is with her. It is important that the client is simultaneously staying in the
Adult self-mode and within the window of tolerance when visiting the Child self-
state.

CLIENT: Yes, she lets me. I sit next to her. I feel tenderness towards her ... The room is lighter
now ... She looks at me. She still has a sad look.
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THERAPIST: She is sad because there is no mommy, and papa told her it’s because she was
naughty. She thinks that it is her fault ... that mommy feels bad and is not here with her.
Shall we tell her the truth?

CLIENT: (nodding, silence) ... I don’t know how to start. Help me.

THERAPIST: Julia, may I sit closer to you?

The therapist wants to give support to Julia with body vicinity. Later Julia said
that the therapist coming closer to her was a crucial turning point in the session.

THERAPIST: (to little Julie) Dear Julie, mommy is not here, because she is ill. It is not your
Sault.

CLIENT: My dear fulie, mommy is not feeling well, she us 1ll, but it is not because of you;
people get ill, that’s how it is. It was not your faull. (pause) I love you.

THERAPIST: (present, touched) Mm-hm, mm-fm.

CLIENT: (silence; then she turns to the therapist) Ske needed touch; she needed hugs.

THERAPIST: (compassionate, normalising the child’s need) Yes, she needed touch; she
needed hugs ... I am sorry that nobody noticed that ...

Client gently cries. She is going through her grieving process for the parents’
loving presence and touch she missed in her childhood.

CLIENT: Now I feel her very much. I want to hug her ... Do you have a cushion?

Julia warmly hugs the cushion in her lap, gently rocking it. She feels deep
compassion for the wounded part of herself. There is a gentle smile on her face.
She closes her eyes, and when she opens them, there are sparkles in her eyes. She
is hugging little Julie in her imagination. The therapist feels tenderness and
compassion towards the little Julie and the adult Julia. It is a precious and
touching moment.

CLIENT: (holding and rocking the cushion) Iz feels so good.
THERAPIST: (present, touched)

A little later in the session:

CLIENT: You are mune ... mine ... And it is not true that she didn’t want to see you because
you were terrible. jJust she was il ... you are a precious lttle girl. I love you.

A little later:

THERAPIST: Jfulia, can you feel fulie inside of you? As part of you?

CLIENT: Tes ... yes ... (deep sigh) ... Al this s difficult to accept.

THERAPIST: (Looking at the client, who looks on the one hand like someone
reborn, on the other hand, also tired.) What do you mean when you say “all’?
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CLIENT: The little girl said to me: how many years I have been waiting that you will come to
see me. That you will stop blaming me.

These are very touching words; on the one hand, they evoke sadness and
regret; on the other, hope. The “girl” found her voice, found the words; got the
strength! From being in Adult Julia’s hug, she experienced acceptance and safety.
From this safe haven, strength and assertiveness began to rise. Julia started the
session with talking about difficulties in allowing herself to be seen and believing
that she is not important. And then, the right to be heard and the strength and
braveness to be seen were unlocked.

The little girl, with words “I have been waiting that you will stop blaming me” is being
assertive and probably talking to some critical part of Julia, too. Here we can see
that further work with the introjected critical self-state and possible other self-
states who were criticising and pushing away the vulnerable part, is needed (for
this session it is enough, it would be too much to work with them as well). An
alliance between all these different self-states is needed, so that the changes which
have happened in the session can integrate and consolidate, and that her personal
sense of self becomes harmonious. The therapist continues encouraging the con-
nection between little Julia and the Adult self-mode.

THERAPIST: fulie spoke very significant words to you. What would you like to tell her?

CLIENT: (speaking gently, tears in her eyes) 1 hear you ... I hear you ... I am here. I am
sorry. I won’t let you go ... ever. I am here.

THERAPIST: What do you feel now, Jula?

CLIENT: [ am touched. I feel more whole. I am also sad to see how it was hard for me when I
was small ... And pretty tired, too.

THERAPIST: You went through an in-depth process ... Being open to compassion is beautiful
and at the same time, panful. Grieving is part of that ... I am touched by the work you
did, and I am glad I could be with you in this process.

The therapist and the client started closing the session. Julia said that she had a
feeling that something literally changed in her brain.

Julia within the therapeutic process touched a deep, denied pain, and conveyed
compassion to her inner Child self-state, who carried that pain. Up until then, the
little girl Julie was living alone in a room. Part of herself was split off from the
Adult self-mode, symbolised by a dark room in a flat. The vital part of the flat,
the living room, was in the dark. The little girl was left alone, not just from sig-
nificant others, also by Julia herself. In the session, Julia recognised and embraced
the pain of the wounded girl and built an affectionate bond with her. By accept-
ing the pain and reconnecting with a vital part of herself, the locked energy,
dignity, feelings of importance, strength, and worthiness were released and
became accessible to Julia. She was becoming more whole.



Afterword

We have come to the end of our book, and we ask ourselves, what now? Where
does this journey of integration lead? Integration is a process that never ends, and
we are aware that there are many themes we have left unexplored that will be
important in the future.

We are fascinated by how much we don’t know about what is happening between
people who are involved in the psychotherapeutic process. In this book, we have
written about an invisible bond between us — the physiological intersubjective
field — which is attracting increasing scientific research. But we think there is even
more to it. We believe that people are deeply interconnected, but the nature of
such interconnection has not yet been sufficiently scientifically explored. We hope
that in the future we will be able to understand more about the subtle energetic
exchanges happening between people, and that we will understand the bond of
interconnection in psychotherapy more profoundly.

An important topic, which is often overlooked in western psychotherapy, is the
importance of spirituality. Mindfulness and compassion were historically part of
wisdom traditions, where the primary goal was not an enhancement of our per-
sonal sense of self, but spiritual growth. One of the central concepts in MCIP is
the observing/transcendent self, which is related to the spiritual dimension. We
write about two states of consciousness related to the observing/transcendent self:
the mindful state of consciousness and nondual awareness. While our book is
mostly about the importance of mindful awareness and compassion, we have in
many chapters touched upon the subject of nondual awareness, which is in wes-
tern psychology still mostly unexplored. Becoming aware of the transcendent self
has the potential to spark the dawn of nondual awareness that manifests in
experiences of oneness, inner peace, and interconnection. We have also proposed
a potential phase of psychotherapy focused on spiritual development. We think
that in the future, mindfulness- and compassion-oriented approaches have to
build on their roots in wisdom traditions and further explore the importance of
spiritual development for human beings.

We started the book with Maga’s dream of interconnection, and we will finish
with another dream. It is our shared dream that our book will challenge your
mind, touch your hearts, and inspire you in your work with your clients.



Appendix

Online supplements

Online resources for readers of Integrative Psychotherapy: A Mindfulness- and Compas-
sion- Oriented Approach are available at: www.mcip.eu

Supplements include scales for researchers and clinicians: Relational Needs
Satisfaction Scale (RNSS), Test of Object Relations (TOR), and Pictorial Test of
Separation and Individuation (PTSI); case presentation resources; Glossary of this
book; and other related materials.


www.mcip.eu
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