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Notes on the Text 
We would like to note specific considerations regarding the terminology in this manual. There are terms that need clarification because some have many interpretations that may have different meanings for different readers. The following may need clarification as to their usage. 
• The use of the term “person-centered” is commonly associated with the psychologist, Carl Rogers. The term “person-centred” in this manual is specifically connected to Roger’s view on empowerment and focusing on the whole person as a condition of a more person-centred approach. However, there are relevant sections in this manual where Rogerian person-centered therapy was used as an effective treatment option. 
• The foundation of this manual is not based on a collection of facts. Nor, as with the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) (American Psychiatric Association 2000, first published 1952), is it based on statistical probability. It is based on experiential possibility. We are most interested in creating possibilities for professionals and clients, with the hope of adding a new perspective on mental health experiences. Keeping this in mind, we have tried to minimize the use of the verb “to be” and have chosen to use such terms as “may be,” “could be,” “it seems,” “it appears,” instead of “it is.” We hope this grammatical choice will give relevance in creating possibilities through the descriptions of both contributing authors and participating clients in this manual. 
• Many of the mental health treatments in this manual are referenced through abbreviations such as (CBT) for cognitive behavior therapy or (DBT) for dialectical behavior therapy and others. This may be confusing for a lay person reading this manual. To counteract this, descriptions of such abbreviations can be found in Appendix 2. 
• The terms “mental health provider,” “mental health practitioner,” and “mental health professional” are used interchangeably to describe those individuals who have been trained in providing services in the field of mental health. 
• The terms “client,” “student,” and “patient” are applied according to the examples given in the manual that describe those individuals receiving services from a professional in the field of mental health. 
• Masculine and feminine pronouns are used alternately throughout the manual with the intent of balancing out gender bias. 
• The six client narratives found in the chapters pertaining to mental health disorders and mental health patterns are composites of different clients and reflect no specific client narrative. The composites were formed by understanding the essential patterns found in numerous client experiences. This approach was used in order to protect client anonymity. 
• The manual is primarily a reference book, which means that it can be read in different ways from choosing to read an entire chapter, picking a specific item of interest from each chapter, or using the schematic diagrams and exercises found in each chapter for collaborative purposes between client and professional. 
• Finally, this manual serves as a primer for a more in-depth study of different diagnoses and treatment plans. The intent was to write a practical manual with broader yet abbreviated descriptions of 15 common problems in clinical mental health. 


Preface 
Our thinking is changing as we move from a 20th-century Industrial Age into a 21st-century Information Age. The dissemination of information through such phenomena as the Internet and other information-sharing devices has changed our methods for perceiving and resolving problems. Traditionally, problems were perceived by experts who solved them by employing expertise established in their respective fields. For example, in most legal systems, problems were resolved by judges who upheld certain laws and rules in order to render a decision on matters pertaining to the law. In business and industry, the chief operating officer or chief executive officer practiced top-down decision making in order to analyze what was best for the company. In the field of education, administrative staff created the rules and students followed these dictates or faced the consequences of ignoring them. 
In an Information Age, there is an emerging paradigm shift from a traditionally rules-based format to a more problem-solving format where individuals have increasing input into decision-making processes that affect their lives. In the legal field, mediation and conciliation practices are now being used in the place of judges to resolve many of the disputes that do not pertain to serious or violent crimes. In business and industry, input from workers and lower level managers are making the decisions of chief executive officers more collaborative and inclusive. In the education system, we see a shift away from rigid and strictly rule-based structures to efforts at shared decision making, peer mediation, and alternative teaching approaches to accommodate different learning styles. 
However, in the field of mental health this shift to a more collaborative paradigm is moving more slowly, especially in diagnosis and treatment planning for those having mental health problems. The traditional approach has been a symptoms-based (rules-based) approach where mental health professionals (experts) perceive and make decisions on the mental health problems of their clients or patients. In this regard, it is our opinion that mental health diagnosis and treatment planning continues to lag behind other professional areas. In an Information Age that calls for a more modern, problem-solving and inclusive approach, mental health diagnosis and treatment planning remains exclusive, in the circle of experts who tend to discount more holistic perceptions and more collaborative resolutions. 
The aforementioned opinion regarding diagnosis and treatment planning is not only the view of the authors of this manual. In our role as mental health practitioners, we have experienced a shift in the perceptions and opinions of clients who demand to be more involved in the diagnosis and treatment process. The Information Age has given many of our clients a new outlook toward mental health and has changed their rules-based perceptions into a modern problem solving-based view of the world. In other words, many informed clients in mental health want to be involved in the process. Regardless of our personal beliefs regarding client empowerment and collaborative efforts in mental health diagnosis and treatment planning, these are the realities of a shifting age. This is an age that calls for a more modern format that empowers clients to be part of a process that has significant consequences for their health and futures. 
Individual engagement with large systems and power structures is shifting and so has our thinking regarding diagnosis and treatment planning. It may be that the Information Age is calling for a new paradigm in mental health services. The following manual does not presume to be that paradigm. However, it is a representative model that signifies the impact of a new age, where collaboration with clients becomes empowering through information sharing. Furthermore, how we perceive our world has a dramatic impact on mental health, and the Information Age is in the process of changing that perception. We believe it calls on us as professionals to recognize these changes and adjust our professional practice in response to the age we live in. 
The format in the following chapters represents a schematic perspective on psychological problems rather than a list of symptoms associated with mental disorders. We believe that schemata or visual representations of patterns that encompass the experience of a disorder or other mental health dysfunctions will provide the practitioner and client with a phenomenological starting point that will help facilitate understanding and collaboration between professional and client. 
Keeping this in mind, we have written a client empowerment, problem solving-based diagnosis and treatment manual. Our intention was to empower clients to participate in a collaborative effort in solving their mental health problems. During the experience of writing this manual, we have discovered recognizable differences between a client empowerment model and the more traditional and currently used medical model. First of all, in a problem-solving format, labeling disorders and checking off client symptoms as found in the DSM-IV becomes problematic. We have discovered that a client empowerment model works more effectively when a dynamic schematic pattern of each disorder is presented to clients, whereby they can apply personal meaning to these patterns. In the client empowerment model presented in this manual, mental health labels for each disorder are enhanced with mental health patterns, and mental health symptoms are complemented with the meaningful experiences of clients. Further clarification of this model will be addressed in the “Introduction,” but for now we invite you to consider a different paradigm for mental health diagnosis and treatment: one that empowers clients in a collaborative effort in solving their mental health problems. 
Peter D. Ladd and AnnMarie Churchill 

 Chapter 1 
Introduction 
When diagnosing and treating clients, mental health practitioners may want to consider a more person-centered perspective than the procedures followed by most psychiatrists, psychologists or others given the responsibility for making professional judgments about the mental health of clients. Mental health practitioners have invested a significant amount of time and effort into establishing a professional identity in their specialized areas such as clinical mental health counseling, social work, psychotherapy, psychiatric nursing, school counseling, counseling in higher education, chemical dependency counseling, pastoral counseling, and others. However, there are still areas of apprehension in these fields, most noted in approaches to diagnosis and treatment planning for mental health disorders (Colangelo 2009). This book explores the possibility that, for mental health practitioners, empowering clients through their involvement in making diagnoses and developing treatment plans may broaden one’s professional perspective while further clarifying the roles of such professionals. 
The current state of clinical mental health, especially in diagnosing clients, is more in line with the role of psychiatrists. Most practitioners in the mental health field are being asked to diagnose clients from a medical model perspective while continuing to hold on to beliefs that also value psychological, emotional, and social concerns (Wilcoxon 1990). In some respects, this has caused a problem of identity especially in the area of diagnosis. Such fields as mental health counseling, social work, pastoral counseling, nursing, and more humanistic psychotherapy have historical roots in forming therapeutic alliances with clients while working with them from a more collaborative perspective (Beck 1999; Ivey and Ivey 1999). 
The following chapters give a balance in perspective where a medical model is augmented with a client empowerment model that values a more person-centered outlook, and the combination of these two models offers an alternative approach when diagnosing and treating clients. Such an alternative speaks to the importance of client involvement in all stages of mental health. Beyond the expertise needed by mental health practitioners in diagnosing and treating clients from a medical model perspective are the experiences of clients and their potential involvement in diagnosis and treatment. It is hoped that the addition of a model that includes client involvement will help clarify the differences between a medical model perspective and a client empowerment model perspective when making judgments about the mental health of clients. 
In order to understand the professional identity of current mental health practitioners, further clarification may be necessary. In the field of mental health, the relationship between client and mental health practitioner differs according to the professional training of the mental health service provider. A psychiatrist’s primary concern is with the medical and symptomatic aspects involved in diagnosing and treating clients with mental health problems; clinical psychologists assess and administer psychometric instruments for a similar purpose; but for some mental health practitioners, such as in social work, nursing, clinical mental health counseling, and humanistic psychotherapy, there is an underlying responsibility to form a therapeutic alliance with clients while listening to their problems (Seligman 2006; Spiers and Wood 2010). It may be that at the heart of mental health professionalism is the profound bond established between the mental health practitioner and the client. 
In the field of mental health, an increasing number of mental health practitioners are advocating for client empowerment within the health care system (Linhorst 2006; Weinstein 2010). Since the early 1990s, valuing clients through what is commonly referred to as the “user involvement movement” has been supporting the empowerment of clients in many facets of mental health. Anywhere from indirect input to total client partnerships, the idea of valuing the client’s perspective is not an exclusive concept (Evans 2004; Kemshall and Littlechild 2000). There is a body of literature that speaks to the importance of including clients in mental health advocacy, research, politics, and practice (Campbell 2005; Robert et al. 2003). 
Keeping this in mind, the meaning that clients attach to their experiences through diagnosis and treatment becomes another example of potential client empowerment in the field of mental health. The meaning found in client experiences coincides with the historical development of clinical mental health counseling, social work, humanistic psychotherapy, nursing, and other mental health professions (Gladding and Newsome 2010; Howgego et al. 2003). The idea of being involved as a team where both clients and mental health practitioners bring meaning to mental health practice may be one of the defining characteristics that help clarify future decisions in mental health (Kaplan and Gladding 2011). 
However, teamwork found in mental health practice is not as established in the area of diagnosis, and for the most part mental health practitioners have co-opted to follow the diagnostic guidelines initially created for psychiatrists in the DSM-IV (American Psychiatric Association 2000, first published 1952) and will most likely continue with the release of the DSM-V. Insurance companies, managed care plans, and the general public demand diagnoses based on statistical information provided by experts, primarily from a psychiatric or medical model perspective. In other words, the expectation is that diagnosis in mental health is performed exclusively by experts who have embraced a medical model, and who have developed a specific expertise around it. For the most part, mental health practitioners have adhered to a medical model format when applying their expertise to making diagnoses of different mental health disorders (Hansen 2003). 
Historically, diagnosis is performed by experts and, for the most part, there are no written expectations of client collaboration in diagnosis even though a substantial number of empathic mental health practitioners include them anyway (Johnson and Friedman 1991; Rudolph and Epstein 2000). This seems to be more prevalent with mental health practitioners who consider the historical importance of the therapeutic alliance in mental health practice (Garcia and Petrovich 2011; Gladding and Newsome 2010). In a more person-centered approach based on teamwork, clients may be utilized as the unrecognized experts in diagnosing problems. Yet, the idea of clients as unrecognized experts who provide meaningful information in diagnosis remains undeveloped in the field of mental health. Nevertheless, this does not lessen the importance of client involvement in diagnosis. Beyond the statistical calculations in any diagnosis are the person-centered experiences of clients and the meaning they attach to these experiences (Eriksen and Kress 2004; Garcia and Petrovich 2011; Rogers 1978; White 2002). This can also be said about client treatment, whereby mental health counselors, social workers, addictions counselors, psychotherapists and other mental health practitioners may want to practice collaboration in treatment, thus enhancing the quality of service (Gladding 1997). 
In the following chapters, client input into diagnosis and treatment is recognized, and an attempt is made to formally empower the perspective of clients with selected mental health disorders and other mental health patterns. Each chapter demonstrates the client’s person-centered point of view when making a diagnosis or recommending a treatment. For those mental health practitioners who believe that client empowerment in diagnosis and treatment is important, the remainder of this manual is dedicated to that end. However, two specific disclaimers should be made. There is no attempt made at re-inventing traditional mental health diagnoses as found in the DSM-IV or the invention of any new form of treatment. The following is meant to be a supplemental text for mental health practitioners who want to include the meaningful person-centered experiences of clients in diagnosis and treatment. 
A client empowerment model for mental health 
Before discussing diagnosis and treatment, it may be important to outline the tenets of a client empowerment model for mental health. The model found in this manual embraces a more person-centered and qualitative research perspective (Wertz et al. 2011) where any given phenomenon is studied in order to understand its basic meaning (Janetius 2003; Merleau-Ponty 1970). Unlike the empirical model used in mental health to uncover specific facts or statistics, the client empowerment model in this manual is used to uncover meaningful experiences associated with the whole person (Frankl 2006; Spinelli 2005). More specifically, in the field of mental health, this type of qualitative research is used to identify certain schematic patterns practiced by clients and to interpret the meaning associated with these schematic patterns (Hays and Singh 2011; Kelly 1955; Ladd 2009; Piaget and Inhelder 1972; Wertz 2005). Therefore, discovering the meaning found in client experiences (Giorgi and Giorgi 2003; Moustakas 1994) and then synthesizing this meaning in collaboration with practitioner input (Nastasi, Moore and Vargas 2004) is the primary objective in practicing the client empowerment model for diagnosis and treatment discussed in this manual. 
However, to find meaning in these experiences, mental health practitioners must consider the whole person (Ladd and Blanchfield 1983). Unlike studying one facet of a client’s experience such as a behavior or specific thoughts, this approach to mental health considers a person-centered perspective when helping people. It assumes that, in order to find meaning in the experiences of clients, it is important to treat the whole person, not just one facet (Figure 1.1). 
This model also makes the assumption that all areas of a client’s experience are inter-connected (Figure 1.1). Therefore, an experience in one area will likely have an impact in other areas. Embedded in the experience of clients are neurological reactions, personal beliefs, a collection of thoughts, specific emotions, and patterns of behavior, and all are affected by the surrounding environment. For example, in a client’s battle with depression, it is the collective experience of all of these elements that may give depression meaning to the client. These are the areas to which a client refers in session with a mental health practitioner when asked to describe the meaning of his or her depression. 
[image: ]
 
Figure 1.1 A client empowerment model for mental health 

Even when clients begin talking to a mental health practitioner about how their depression feels, how it has changed specific behaviors, or how their social environment has affected it, they are still talking about themselves as a whole person, and through the ongoing collaboration between practitioner and client the meaning of depression is found for that specific client. Regardless of the initial focus, all other areas contribute to this person-centered perspective as mental health services progress. 
Model for diagnosis 
The question that mental health practitioners may ask is, “What is the difference between a medical model of diagnosis and a client empowerment model of diagnosis?” First, a medical model of diagnosis identifies symptoms associated with specific mental health disorders based on a statistical analysis of common symptoms (American Psychiatric Association 2000). The client empowerment diagnosis of mental health disorders found in this manual identifies schematic patterns based on the experiential reports of clients with similar patterns (Fischer 2006). One of the strengths of a medical model diagnosis is that its reliability and validity are based on lengthy statistical analysis over a long period of time, leading to a commonality of symptom diagnosis (Seligman 2004). This standardization of diagnosis has given the mental health field clear categories for making a diagnosis whether from a psychiatrist, a psychologist, or a clinical mental health counselor. One of the limitations, at least for some mental health practitioners, is that a medical model diagnosis does not create a meaningful framework for including the unique experience of clients. Diagnosis is made by matching client symptoms to a standardized set of guidelines for each mental health disorder. Also, without including the client’s person-centered perspective in the diagnosis, specific symptoms can be identified with numerous mental health disorders especially where symptoms overlap, making selection of the correct diagnosis, at times, based more on the number of symptoms present than on the client’s unique experience. Again, at times, this may lead to an incorrect diagnosis or a client receiving more diagnostic labels than necessary. Furthermore, a diagnosis based primarily on symptoms may cause confusion for clients in the form of over-identification with the diagnosis where clients may believe “they are their diagnosis” or “they are the problem,” leading to a negative effect on recovery. A person cannot actually be a pattern of thoughts, feelings and behaviors, yet some clients may confuse their diagnosis with their identity (Ellis and Dryden 2007, first published 1987). A DSM-IV diagnosis is a description of a client’s symptoms and not an identity or judgment of personal self-worth (Rueth, Demmitt and Burger 1998). 
One of the strengths of the client empowerment model of diagnosis found in this manual is that it provides a schematic pattern of experience that is unique to each mental health disorder. Even when mental health disorders have similar symptoms, the unique schematic pattern of each disorder becomes more identifiable. One of the weaknesses of the model is its lack of statistical facts so often required by insurance companies and other health care providers. Instead, it emphasizes the meaningful collaboration between client and practitioner, and not the statistical correlations between client and client symptoms. A medical model diagnosis may hold more statistical validity for categorizing mental health disorders and also for record keeping or insurance reimbursement; however, a client empowerment model of diagnosis may hold more meaning for the client, especially when the diagnosis is used to create new possibilities for growth and change. Mental health diagnoses have the potential to be more than a label or a category of dysfunction. They can also be working instruments where mental health practitioners and clients seek solutions together. 
The statistical assessment of symptoms as found in the DSM-IV and other diagnostic instruments has provided an effective historical framework that categorizes and labels mental health disorders (Hohenshil 1996). Yet for some, these diagnoses do not go far enough in providing a person-centered understanding of the diagnostic process (Ivey and Ivey 1999). The model emphasized in this book advocates for a more client-empowering diagnosis that includes meaningful involvement with mental health clients (Figure 1.2). It may be the combination of DSM-IV diagnoses and the meaning found in client/practitioner collaboration that makes a client empowerment model of diagnosing valid. To further explore this relationship between a medical and a client empowerment model of diagnosis, the following addresses the basic tenets of a client empowerment model. 
• The model believes that it is important to diagnose the whole person, not just client symptoms. 
• It adds to the medical model that mainly focuses on symptoms by incorporating a client empowerment model that focuses on schematic patterns that represent the meaningful experiences of clients. 
• It includes diagnosing everyday patterns that combine neuroscience, beliefs, cognitions, emotions, behaviors, and social experiences of clients. 
• It goes beyond a client’s psychological diagnosis of “I am the problem” and offers a new approach where “The experience is the problem.” It empowers the client to understand experiences in everyday life by externalizing the experience whereby it is better understood and treated. 
• It creates a diagnosis around the client/practitioner relationship, not the client around a standardized diagnosis. 
• It requires a therapeutic alliance with the client in making the diagnosis. 
• It provides a diagnosis for mental health practitioners and clients to use in progress notes, psychological assessments, background information for insurance reimbursement and, most importantly, as a structure for future mental health treatment. 
• It originates from the concept that mental health problems can be diagnosed more effectively by collaborating with clients in the diagnostic process. 
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Figure 1.2 A client empowerment model for diagnosis 

One final note needs mentioning regarding diagnosis from the client empowerment model found in this manual. This model for mental health diagnosis also includes patterns that are not considered mental health disorders. Much of the same information applies for diagnosing a mental health pattern as in diagnosing a mental health disorder—the difference being that there are few standardized diagnostic instruments as found in the DSM-IV for such patterns as bullying, lateral violence, compassion fatigue, loneliness, loss, abuse, or other patterns that clients experience in everyday living. Yet mental health patterns are as prevalent in such professions as clinical mental health counseling, social work, psychotherapy, and addictions counseling, and should warrant a professional diagnosis. Though the medical model does not have categories for such mental health patterns, from a person-centered perspective they are mental health problems that require attention. Limiting diagnosis to only categories found in the DSM-IV runs the risk of diagnosing for a category found in the DSM-IV more than diagnosing for a phenomenon found in a client’s experience. 

Model for treatment 
Treatment of mental health disorders from a medical model perspective offers a different approach from treatment from a client’s perspective. Medical model treatment primarily focuses on symptoms described in the DSM-IV and specific treatments to relieve these symptoms (Friedman 1963). For example, one of the primary goals of psychiatrists in treating anxiety is to lessen the symptoms of anxiety. When anxious symptoms are relieved, symptoms maintenance becomes the secondary goal. More person-centered mental health practitioners are also involved in symptom reduction but have a history of dedicating their professional practice to developmental growth and change (Conoley and Conoley 2009; Rogers 1961). A client empowerment model for treatment follows a growth and change perspective more than symptom reduction or a symptom maintenance model. In a client empowerment model, treatment is based on the entire experience of the client and is not limited to treating specific symptoms. 
Other comparisons can be made in considering both approaches. One of the benefits of a medical model is that treating specific symptoms becomes less problematic for the mental health practitioner. Symptoms connected to disorders found in the DSM-IV can be systematically identified in prescribing appropriate treatments. In many mental health treatment plans, an observer will find specific symptoms described that are associated with specific DSM-IV diagnoses leading to specific methods of treatment. The combination of DSM-IV diagnoses and medical-model oriented treatment plans has been the backbone of psychological assessment of mental health disorders (Maxmen and Ward 1995). It has become the standard expectation of insurance companies, managed care programs and other mental health-oriented organizations. However, within the success of this highly efficient, standardized format may be found issues that are open for discussion—for example, “Is it possible for treatment of clients to become standardized while client experience becomes marginalized?” In other words, with the emphasis on matching client treatment to relieving client symptoms, “Can there be a de-emphasis regarding client experience?” 
One of the benefits of a client empowerment model is that treating the whole experience includes symptom reduction and also growth and change issues regarding neuroscience, beliefs, thoughts, feelings, behaviors, and the social environment (Figure 1.3). In other words, a more comprehensive, person-centered approach is addressed that includes the meaningful experiences of clients during treatment for a mental health disorder. This allows for a different emphasis in treatment beyond symptom reduction. For example, one of the primary goals of clinical mental health counseling or psychotherapy when treating anxiety is similar to a medical model of lessening the symptoms of anxiety (though, sometimes, the medical expertise of a psychiatrist is called upon to help in this process). However, from a person-centered perspective, the primary purpose is to create developmental growth and change in future encounters with anxiety. Maintaining client growth and change then becomes the secondary goal. For some psychiatrists and other medical model-oriented health care providers, person-centered growth and change may be a part of their treatment plans or their personal philosophies in helping clients, but symptom reduction still remains the primary concern in treatment for mental health disorders. This remains a valid yet different goal from the professional perspective of more person-centered mental health practitioners (Leinbaugh et al. 2003). 
For some mental health practitioners, an approach based on growth and change may generate philosophical and practical questions such as, “Do I take the time to treat my clients beyond reducing their symptoms?,” “Do I take the time to include client involvement in my treatment plans?” and “If symptoms are reduced, can growth and change happen anyway without purposefully involving clients?” Philosophically, an approach that values growth and change may not be satisfied with only symptom reduction, even though a medical model approach may appear more efficient when primarily focusing on symptoms. In actual practice, when mental health practitioners become too focused on symptom reduction, confusion over other aspects of professional practice comes into question. Furthermore, most mental health practitioners would acknowledge that growth and change are important in helping clients with mental health problems, and it may be their unique qualifications that include methods for person-centered growth and change in any diagnosis and treatment plan that sets them apart from a strictly medical model perspective. To assume that clients will indirectly grow and change if symptoms are reduced may turn out to be a missed opportunity in that stabilizing clients’ symptoms may work against clients growing and changing in their lives, if there is no specific treatment plan that includes growth and change (Goldstein and Shipman 2006). 
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Figure 1.3 A client empowerment model for treatment 

To further explore this relationship between a medical and a client empowerment model of treatment, the following addresses the basic tenets of a client empowerment model. 
• The model assumes client/practitioner collaboration directs professional practice to an appropriate treatment plan. 
• It is generated by the needs of both the client and the mental health practitioner. 
• It moves the approach away from the medical model that mainly focuses on symptom reduction to a client empowerment model that focuses on symptom reduction plus growth and change. 
• It takes the argument away from “best practices” in mental health to best practices between client and practitioner. 
• It includes helping clients understand everyday patterns that include neuroscience, beliefs, cognitions, emotions, behaviors, and social interaction. For example, some clients may need a bio-emotional treatment plan while others may need a behavioral-social treatment plan. 
• It creates the treatment plan around the client, not the client around the treatment plan. 
• It supports the concept that the person should not be viewed as the problem: the dysfunctional patterns that the person displays become the problem. 

Again, as stated in the previous section on diagnosis, much of the same information applies for treating mental health patterns as in treating mental health disorders. The difference is that mental health patterns have not been limited to symptom reduction, as frequently found in the treatment of mental health disorders. The treatment of mental health patterns usually includes a plan for symptom reduction and also for growth and change. Such mental health patterns as loss, lateral violence, bullying, compassion fatigue, and abuse have been traditionally associated with counseling, social work, addictions counseling, psychotherapy, and others. Treatment plans from these disciplines usually promote some form of growth along with interventions that promote some form of developmental change. 



The format followed in this manual 
Phenomenological schematic patterns will be the opening focal point of each chapter and will be followed by a narrative of these experiences from the client’s phenomenological point of view. This will lead onto past collaborations between clients and the authors that will describe specific diagnoses and treatments. The final section of each chapter offers the client/practitioner an opportunity to personalize this information through working exercises leading to a personalized pattern, diagnosis, and treatment plan. It is hoped that this combination of structured schematic patterns, client narratives, and client/practitioner perspectives on diagnosis and treatment will encourage interested professionals to involve clients in their future diagnoses and treatment plans. 
The client’s experience concerning mental health disorders or mental health patterns will begin each of the following 15 chapters. These experiences were obtained through reflections and discussions with clients (Hunt 2011; Silverman 2011) over the past 25-year period. Both authors have a combination of over 50 years’ experience working in mental health clinics where the disorders and patterns found in this manual were commonplace. The rationale for research was that client experience is an important part of understanding mental health disorders and patterns, especially in the areas of diagnosis and treatment, and that these experiences would provide a more accurate perspective when diagnosing and treating clients. 
It may be that some of the information revealed by client involvement found in this manual does not exactly match the accepted empirical research in that field of study. The phenomenological schematic patterns found in this manual along with the client/practitioner collaboration on diagnosis and treatment are representations of the authors’ qualitative reflections, and under different circumstances other qualitative research may develop patterns, diagnoses and treatments with slightly different outcomes. For those needing a more personalized point of view, the Client/Practitioner Collaboration Form at the end of each chapter is for that purpose. The form helps clients and practitioners personalize these patterns, diagnoses and treatments. Clients and practitioners have an opportunity to establish an internal validity unique to each collaborative effort (Creswell 2009, first published 1994). 


A model for future research 
A client empowerment model for mental health diagnosis and treatment is formed by an understanding of phenomenological research that creates structure in the form of schematic patterns for specific phenomena (Moustakas 1994; Polkinghorne 1989) and on participatory action research where forming partnerships and mutually identifying goals and problems become part of the research procedures (Hays and Singh 2011; McTaggart 1997). In a client empowerment model for future research, clients could supply the experiences through personal interviews, and the mental health researchers could add structure to them in the form of phenomenological schematic patterns (Ladd 2009; Young, Klosko and Weishaar 2006). These patterns could become the synthesized representations of the clients’ experience. Furthermore, these phenomenological schematic patterns would serve as the basis for the client/practitioner collaboration in diagnosis and treatment. In actual practice, the therapeutic alliance between client and researcher could be the catalyst for creating these diagnoses and treatments (Muran and Barber 2010). 
In future research, the client’s experience concerning mental health disorders or mental health patterns serves as the research starting point. These experiences could be obtained through qualitative interviews and meetings with clients (Hunt 2011; Kaulbach 1984; Silverman 2011). The rationale for research is based on the client experience being an important part of understanding mental health disorders and patterns, especially in the areas of diagnosis and treatment, and these experiences would provide a more person-centered perspective when diagnosing and treating clients. A researcher may want to consider an average of 15 clients for each phenomenological experience based on the diagnosis of a specific mental health disorder or pattern. In the interviews conducted, clients could be asked to describe what they found meaningful in their experience with these disorders or patterns. To give structure to the interviews, more general themes could be introduced such as: 
• How does the disorder or pattern affect your life? 
• What happens when you experience the disorder or pattern? 
• What specific symptoms do you have with the disorder or pattern? 
• Describe those moments when you feel the disorder or pattern. 
• Can you remember a specific moment when the disorder or pattern became a problem? 
• Are there activities you do to control the disorder or pattern? 
• Are there specific places or things that make the disorder or pattern worse? 
• Who do you reach out for when experiencing the disorder or pattern? 
• Does the disorder or pattern seem ongoing or do you have bouts with it? 
• Describe any other meaningful information that would help describe your experience with the disorder or pattern. 

The clients’ answers could be reduced to a basic structure in the form of a schematic pattern that gives a perspective on their collective experience (Choudhuri, Glauser and Peregoy 2004; Hays and Wood 2011). These collective experiences could be used for the participatory action research between client and researcher in forming diagnoses and treatment plans. For the participatory action research portion of the research design, approximately 20 clients for each disorder or pattern could be selected and asked to collaborate on making the most accurate diagnoses and most effective treatment plans based on their holistic experience with these disorders or patterns. No use of questionnaires, predetermined questions or list of questions seems needed for this section. Instead, clients can simply be asked to participate in the process. 


Gaining perspective 
Finally, it must be noted that the client empowerment model described in this manual is not intended to convey a series of statistical facts based on the experiences of clients, but to convey the person-centered perspective of clients going through these experiences. In order to find perspective, certain premises may need clarification. Table 1.1 demonstrates how a balance between both models may be needed to make an accurate diagnosis. The medical model brings to diagnosis and treatment empirical research that is based on the premise of being precise, in order to establish the statistical probability for symptoms found in the DSM-IV. The client empowerment model brings to diagnosis and treatment phenomenological and participatory action research, based on the premise of being comprehensive in order to establish a person-centered view that offers a unique perspective on each mental health disorder. One of the concerns of those working from a client empowerment view of diagnosis and treatment in mental health is the possibility of over-emphasizing symptoms at the expense of human perspective. It is believed that the danger to mental health practitioners is in losing the perspective held by clients being diagnosed and treated by becoming too focused on the symptoms found in mental health disorders. 
Table 1.1 Medical model versus client empowerment model 	Medical model
	Client empowerment model

	Empirical
	Experiential

	Precise
	Comprehensive

	Statistical data
	Meaning-based data

	Establish symptoms
	Establish perspective

	A balance between symptoms and perspective



To focus only on the symptoms found in the DSM-IV, and to make a diagnosis and treatment plan without considering the client’s viewpoint, may lead to a loss of perspective where precise diagnostic symptoms are valued over the human elements found in the therapeutic alliance between client and practitioner. This manual makes the assertion that, in order to obtain a more accurate diagnosis and treatment plan, mental health professionals need a balance between symptoms and perspective. 
The goal of the manual is to establish an essential perspective found through client empowerment where the whole is more meaningful than the sum of its parts (Siegel 2010), and where a person-centered perspective is as important as statistical probability. It is assumed that mental health practitioners do not need statistical precision in order to establish a perspective when involved in diagnosis or treatment in the field of mental health. In fact, being too precise may cause mental health practitioners to lose their perspective. For those practitioners who accept these premises, this manual may serve as a starting point for empowering clients in diagnosis and treatment. 
Gaining perspective exercise 
 
[image: Figure 1.4 Loss of perspective ]Figure 1.4 Loss of perspective 

(Harmon and Julesz 1973; Otter and Jacobs 2011) 
 
[image: Figure 1.5 Optimal perspective ]Figure 1.5 Optimal perspective 

(Otter and Jacobs 2011) 
Perspective on a phenomenon is best achieved when an observation is made from an optimal standpoint. Stand too close and the image becomes narrow and over-focused, with details emphasized to the exclusion of the complete picture. Only using DSM criteria to diagnose human functioning is similar to focusing on details, while missing the larger picture. A client empowerment model for diagnosis and treatment offers a more optimal standpoint where details or symptoms are observed at a distance, bringing into focus patterns and human meaning related to the symptoms. This distance viewing on the part of mental health practitioners allows for integration of information into a comprehensive picture of a client’s issues without becoming immersed in details. From a distance, patterns are detected and person-centered understanding is achieved. It may be this person-centered perspective that entails meaning making, thereby offering a more helpful approach in facilitating human growth and change. 



Part I 
Mental Health Disorders 

Chapter 2 
Attention Deficit Hyperactive Disorder 
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Figure 2.1 Clients’ phenomenological schematic pattern for ADHD 

The clients who contributed to the following narratives were diagnosed with attention deficit hyperactive disorder (ADHD), DSM-IV 314.01 (combined type), DSM-IV 314.00 (predominantly inattentive), and DSM-IV 314.01 (predominantly hyperactive), and all considered moderate to severe (American Psychiatric Association 2000). The inclusion of the three types of ADHD did not seem to change the underlying pattern followed by those clients reporting this disorder. The following narrative includes the symptoms of children and adolescents; some adults did participate, but their statements did not seem to change the overall pattern. The narrative may be important to mental health professionals who are diagnosing for ADHD and are interested in a client perspective. 
Clients’ phenomenological narrative with ADHD 
The clients with ADHD who are the focus of this chapter knew that something was wrong with how they organized experiences in their lives, and freely admitted that they had difficulty organizing both simple and complex tasks. For some clients, this meant difficulty in following directions or completing projects. For others, it meant forgetting and not checking in with people they had promised to contact. Though no client had scientific knowledge of possible imbalances in the prefrontal cortex through to the basal ganglia’s caudate and globus pallidus regions of the brain or of any genetic predispositions, many of them considered their difficulty as some form of physical condition that they or their parents thought might require medication as a part of treatment. What seemed to mean a great deal to these clients was that they were different, especially in terms of their behavior and the difficulties they experienced in organizing their lives. 
Many of the clients believed it was the combined effect of disorganization, pressure from others, and biological differences that made them restless. From their perspective, the restlessness was caused by not having enough time to complete tasks, although others said they “just needed to keep moving.” Clients reported that this feeling of restlessness was uncomfortable and they both consciously and unconsciously engaged in strategies to relieve the discomfort. Moving from one task to another before completion or fiddling with objects while trying to sit still were examples of strategies clients implemented to address restlessness. Those people responsible for clients experiencing ADHD, such as parents and school personnel, reported that they demonstrated a high level of hyperactivity or a strong need to disconnect when feeling restless. These restless feelings seemed to mean a great deal to clients. They felt that restlessness added to the negative judgments of them as different, disorganized or uncooperative. Clients reacted to these negative judgments with feelings of guilt, embarrassment, resentment or anger. 
Clients reported that it was difficult to stay in focus and that going out of focus was a common occurrence, often at times when attention was required, such as in school or at home when receiving parental direction. They were aware of how easily distracted they could become, and admitted that distractions caused them to lose concentration. This loss of focus through distraction was one of the main reasons clients believed they were perceived differently. They also reported they were overly sensitive in comparison with their peers or siblings. Sensitivity to noise, taste, smell, or time was commonly cited as a distraction. Their tolerance level for fluctuations in these areas was low and they admitted that such oversensitivity made them react and have concentration problems. 
Losing focus seems related to control issues in that observers believed that clients experiencing ADHD had difficulty maintaining control. This perception was more prevalent among others than the clients themselves; however, the result of this perception led to such judgments as hyperactive, lazy, impulse control problems, and quick mood changes. The clients themselves believed their difficulties in organizing and focusing were often misinterpreted and that others’ reactions created control issues. For example, some reported being labeled as lazy, while they themselves viewed their behavior as having difficulty organizing. Others felt judged as having impulse control problems, but felt the pressure to conform and be like everyone else was a huge factor in the difficulties they were experiencing—as big a factor as either genetics or biology. Almost everyone reported that being judged on control issues was a highly emotional experience that sometimes elicited anger. Yet clients believed that, if they showed their anger, they would be further judged as having more serious control issues. This left clients feeling increased frustration and tension, thereby adding to their difficulties. 
Many of the clients reported feeling frustrated and humiliated by their experience with ADHD. Embarrassment was a common theme based on being perceived by others as different or inept. For example, some clients reported knowing they were smart, but being told they were stupid or incapable. Their need for privacy or disconnection was related to frustration, not avoidance of work, and their embarrassment was often misinterpreted as disconnection or social ineptitude. Clients’ inability to organize, loss of focus, or being judged as having control issues were all imbued with emotion. However, they reported that even the emotion associated with their difficulties was misinterpreted, citing examples in which frustration was commonly misinterpreted as laziness and humiliation as a loss of focus. These experiences led to further confusion and decreased self-esteem. 
Clients said that their experience with ADHD made it difficult to make transitions, or to be flexible in their behavior. They reported having difficulty changing tasks. For example, clients with patterns of ADHD found it extremely difficult to go from running and jumping in a school physical education class to sitting still and focusing on reading in a language arts class. Such transitions caused anxiety and a tendency to resist making these transitions. Some clients reported this difficulty with transitions led them to hyperfocus on one thing, which made them feel comfortable. For example, they could focus on a computer for hours but they found it difficult to focus on the computer, stop to take physical exercise and then go back to the computer. They found it easier to hyperfocus than to do several things in a small period of time. 


Collaborative diagnosis and treatment 
Difficulty organizing 
Dempsey’s room was a total mess. Clothes were strewn everywhere, while cups, plates, and dishes with half-eaten food were left unattended. This was the reason his mother brought him to a mental health professional. She was looking for the mental health provider to help him organize his life and teach him social skills. His mother’s opinion was that he was lazy and difficult, and did not want to help around the house. After a few sessions, it became clear to his mental health provider that he was experiencing a pattern of ADHD where his difficulty in organizing caused him and his family confusion and upset feelings. The provider set out to counsel Dempsey while educating his mother on the symptoms of ADHD. 

Diagnosing for difficulty organizing 
Pointing out those areas where organization is most deficient may be an appropriate starting point for diagnosing this disorder. For instance, for Dempsey, his inability to notice or follow through with cleaning his room may be an example that is repeated in other areas of his life where he also has difficulty organizing. 
A diagnostic assessment may want to examine these specific areas. For example, does the client have difficulty with remembering and following through on school work or extra-curricular activities? What is the condition of his locker and desk? Does he have trouble with working memory? Or with mental computation (math)? Or with paraphrasing or summarizing? Or with self-awareness? In the earlier narrative, Dempsey may be suffering from a lack of self-awareness regarding his responsibility to clean his room, rather than being intentionally disorganized. The diagnosis may want to reflect the intentions of the client as much as client behavior. 

Treating for difficulty organizing 
It may be effective to emphasize basic skills that will help organize clients experiencing ADHD (Cooper-Kahn and Dietzel 2008; Reif 1993). For example, in the earlier narrative, Dempsey’s mother may want to emphasize her directions for cleaning his room in concrete and visual terms such as, “Here is where you put your dirty clothes and this is when you change your clothes.” Another possibility is to make directions short enough that one activity can be accomplished at a time. For example, it may be more effective to focus on specifically picking up clothes before stating in more general terms that Dempsey must clean his room. Also, it may require increased supervision to ensure completion of the directions (Kapalka 2009; Kurtz 2008). Visual aids such as reminder lists or tick sheets would provide Dempsey with a multi-modal approach to organization and task completion. His mother may have to support him while he is picking up his clothes or help him pick them up. In a more general approach, he may need support when experimenting with methods that aid organization. The important point is to recognize that executive functioning skills need support not criticism when clients have difficulty organizing their lives. 

Restlessness 
Lucy felt like she was going crazy. The anxiety of sitting in a chair and listening to a long lecture on material she could not understand made her want to get up and walk around. Yet, her teacher had a rule against disrupting the class with distracting behavior, and moving around was distracting behavior. When Lucy visited her mental health advocate, her restlessness continued; however, her advocate seemed to ignore it and allowed her to move when she needed to move. When Lucy talked about her restlessness, she discussed it with reservation. It was obvious that her hyperactivity was less when others understood its source. Lucy, working with her advocate, still felt restless and needed to move around, yet her anxiety levels dropped when she was with people who understood her condition. 

Diagnosing for restlessness 
It seems beneficial to point out in the diagnosis how a client in a pattern of ADHD is being perceived by others. Even though energy levels and behavioral regulation may be a genetic or biological phenomenon, restlessness levels can be lessened with environmental accommodation and understanding from others. In class, Lucy experienced higher levels of restlessness, likely because of anxiety and physical constraints. With her mental health advocate, there was an understanding and greater tolerance of her physical needs, which likely reduced her anxiety and restlessness. 
The diagnosis may want to consider correlations between client restlessness and client anxiety to determine whether restlessness is a symptom of anxiety or whether anxiety is triggered by another’s negative reaction to restlessness. This can be combined with how much time is allotted for clients experiencing ADHD to complete tasks. Insufficient time may be a contributing factor to client restlessness and not indicate an anxiety problem. This may lead to an assessment of whether the time expectation for a particular session or task exceeds individual attention or staying power, and whether there is flexibility to respect individual differences. In the last narrative, Lucy was over her time limit for sitting in a chair and not moving. The diagnosis may want to determine whether sufficient accommodations are being made to take account of restless behavior. 

Treating restlessness 
Common sense would tell you that making accommodations for restlessness in a pattern of ADHD may be one of the first steps in controlling restless behavior. Another important guideline may include a program of exercise where restless energy finds an outlet in socially acceptable ways. Another is letting clients move around (Hallowell and Jensen 2008). For example, Lucy’s mental health advocate was not distracted by her restlessness. Outside sessions, clients may help their restlessness by walking or simply driving around. Another possibility may be in helping the client experiencing ADHD to be restless but in a discreet manner. ADHD may have biological foundations, but it is also a social problem. Lucy’s restlessness was increased by the strict rules of her teacher. Teaching clients to move around by discreetly and quietly tapping your foot on the floor or squeezing your hand under the table to let out your restlessness are creative ways to avoid the social consequences of restless behavior (Hallowell and Rately 2005). Helping clients recognize and accept their restlessness may reduce the restless behavior. Understanding restless behavior in a non-judgmental way, and being aware of factors that increase or decrease the behavior, may be an important treatment for restlessness and may counteract the often negative effect on self-esteem. 

Loss of focus 
From birth, Harold seemed to be an overly sensitive child. His parents reported that he was a “picky eater,” any loud noise would immediately distract him from accomplishing a task, certain smells made him nauseous, and he was very sensitive to being under pressure and not having enough time to complete a task. He also had a difficult time with being touched. These and other factors made him easily distracted and he was considered by others to be a child who could not effectively focus on the task at hand. In discussions with his mental health provider, his parents considered the possibility of using medication to help him focus. The provider advised that he should be referred to a psychiatrist as a next step. 

Diagnosing for loss of focus 
Acknowledgment of those sensitive areas that pertain to each client may contribute understanding to a diagnosis of loss of focus. For example, food, noise, smells, touch, and time all distracted Harold. Finding a pattern of distractions allows the diagnosis to include an understanding of how a client goes out of focus. It may also be an appropriate time to identify possible biological factors such as executive functioning deficits or distractibility related to neurochemical or hormonal imbalances. For example, Harold’s mental health practitioner may want to consider the biological and genetic characteristics of his disorder. Depending on the contributing factors, certain medications may help clients concentrate and focus more easily. It is also helpful to have an understanding of other elements that cause a lack of focus such as being overly sensitive to smell, taste, noise, or time. Harold’s practitioner may want to ensure the diagnosis includes biological, social and environmental factors. 

Treating for loss of focus 
Some form of sensory integration therapy may be important with clients in a pattern of ADHD (Anderson and Emmons 2005). Sometimes a mental health practitioner can work with an occupational therapist to integrate such problems with touch, smell, taste, and noise. For example, Harold may begin to fit in with the people around him by learning everyday practices that help him cope with stimuli to which he is overly sensitive. He can learn to understand and predict his reactions in different situations and manage these reactions in effective ways. Another treatment for a loss of focus is forming an integrative perspective where education, medication, coaching, and mental health counseling combine to help clients regain focus in their lives. A holistic approach allows for methylphenidate drugs such as Ritalin or Concerta, or amphetamine drugs such as Dexedrine or Adderall, to be integrated with psychological coaching, practical education for the client and client’s significant others, and mental health counseling focusing on what it means to the client when losing focus (Tuckman 2007). (Note: a client may decide for cultural or values-driven reasons not to take drugs for ADHD, and mental health professionals are in a position to respect this opinion.) 

Control issues 
Lenore was a fixture in the high school’s resource room and also the principal’s office. She was diagnosed with ADHD, but that was not the main concern for her parents or the school. She was considered a behavioral problem for being late for classes, by spending too much time in the hallway with her friends, and for consistently forgetting to bring her homework to school. When confronted with these problems, she would get angry and lash out. For these reasons, she was not allowed to play sports or to go on field trips until she could bring up her grades and show up for class on time, and, most importantly, change her attitude. Somehow her ADHD diagnosis was less emphasized than her behavior. The counseling staff at her school concentrated on making sure that she understood and obeyed the rules, and they focused less on her disability. Fortunately, her parents sent her to a mental health professional with a background in learning disabilities who made a point to advocate for fair treatment in dealing with Lenore’s control issues, and in teaching her skills to react appropriately to the behavior of others. 

Diagnosing for control issues 
In a pattern of ADHD, loss of focus, restlessness and difficulty with organization may become secondary concerns to unacceptable behavior. Control issues seem to be as much about other people as they are about clients experiencing ADHD. For example, Lenore’s restlessness, loss of focus and organizational issues were not as important to others as her acting-out behavior. Sometimes a diagnosis may benefit from an understanding of how much other people are focusing on dysfunctional behavior rather than key issues related to ADHD. Control issues can dominate a diagnosis for ADHD because of unacceptable behavior having an impact on the lives of others. However, it may be necessary to point out that hyperactivity, quick mood changes, and poor behavioral regulation are important issues that relate to an ADHD pattern, and may influence client behavior. Lenore was being punished for these symptoms and judged on her behavior, while her symptoms of ADHD drifted into the background. It is not surprising that one-third of children diagnosed with ADHD eventually end up with a DSM-IV diagnosis of oppositional defiant disorder (ODD) (Low 2010). 

Treating for control issues 
When treating clients for control issues, it may be necessary to separate the client’s identity from his or her behavior. For example, Lenore was being labeled for her control issues instead of having her control issues understood within the framework of her disability. Common sense tells us that such an approach may have a negative impact on her personal identity. Some form of narrative therapy may help separate one’s behavior from one’s identity (Heininger and Weiss 2001; Nylund 2002). By separating the problem from the person, clients experiencing ADHD are better able to understand where control issues fit into a pattern of ADHD. They are also in a better position to identify positive patterns that make them unique, and how they can reclaim their special abilities. Another structured form of treatment that may help clients experiencing ADHD is dialectical behavior therapy (DBT) where clients are taught skills in mindfulness (obtaining wisdom by combining the cognitive and emotional mind), interpersonal effectiveness, emotional regulation, and distress tolerance (Harvey and Penzo 2009). In the last narrative, instead of punishing Lenore for her behavior, her counselor taught her skills to deal with others—skills that take the emphasis off her control issues and place them back on accommodating her for an ADHD disability. 

Frustration and humiliation 
Jack lived in a family of high achievers. His ADHD set him apart from his brothers and sisters. He was frustrated with his life. Although he did not believe he was dumb, he was experiencing the humiliation of feeling that way. No one in the family openly commented on Jack’s ADHD, but that did not matter. Jack heard his brothers and sisters make remarks about him holding them back, or about him getting all of the attention, or why he didn’t grow up. Much of his frustration and humiliation came from being judged on control issues and he was embarrassed about being the center of attention. These were the main concerns when Jack began talking to a mental health professional. 

Diagnosing for frustration and humiliation 
Frustration and humiliation are common themes with clients experiencing ADHD where their frustration may lead to resentment and their humiliation to a need for privacy. In the diagnosis, look for those situations that cause a pattern of frustration. For example, when Jack believes he is being compared with his brothers and sisters, he experiences frustration based on feeling dumb, though he personally believes the opposite. This confusion over beliefs and feelings may lead to forms of humiliation where people feel trapped between what they believe and how they feel. Here are some important points to consider when making an ADHD diagnosis. ADHD does not affect intelligence, but it does affect people’s ability to apply knowledge they possess. People with ADHD may have high IQ scores and be more creative than people without ADHD (Monastra 2004). For example, Jack’s frustration and humiliation may derive from his intelligence not his stupidity. He may be seeing the whole picture better than his family, and realize his difficult position. He may seek privacy and remove himself from the center of attention, in order to avoid a perception that he believes is inaccurate. 

Treating for frustration and humiliation 
Person-centered therapy can be an effective method for dealing with emotional fallout resulting from the experience of ADHD (Cain 2010), and some form of cognitive behavioral therapy (CBT) may help in the confusion that arises between beliefs, feelings and behavior (Solanto 2011). For example, Jack may need to express his feelings and find his own way to deal with his family. He may also need help in separating his beliefs from his feelings. Clients, too, may need to understand the depths of their humiliation and how it can exacerbate their control issues, leading to anger and resentment. (Note: the frustration and humiliation stage and the control issues stage seem interchangeable in a pattern of ADHD where control issues can lead to frustration and humiliation and, conversely, frustration and humiliation can lead to control issues.) Another source of treatment for frustration and humiliation is the use of mindful education where multiple intelligences are recognized in clients with a pattern of ADHD (Proulx-Schirduan, Shearer and Case 2008). For example, it may benefit Jack’s family and the school to understand how Jack demonstrates intelligence, rather than making Jack fit into a more one-dimensional traditional view of intelligence. 

Difficult transitions 
At the age of 13, Monica had trouble in school with transition times when she was required to shift her thinking and behavior. For example, history class followed lunch and was a particularly difficult class for Monica. Socializing with friends did not seem to end when Monica was asked to open her history book and read the assignment for the day. She also had difficulty in making the transition from school to home, where she was supposed to get her homework done before going out to play. As soon as she came home, out the door she went, while her parents attempted to track her down and have her do her homework assignments. Monica also experienced difficulties after she had been on a trip. Upon coming home, it was almost as though she had to relearn all of the responsibilities she had before leaving. In counseling, her counselor was careful not to break with their routine or force her to change her behavior. For example, she was allowed to move around the room or play with things in the room as long as she participated and shared her feelings. 

Diagnosing for difficult transitions 
In diagnosing for difficult transitions, it seems an effective exercise to map out those transitions that seem the most difficult. For example, at school, Monica had difficulty between lunch and class, and she had equal difficulty between school and coming home. She also had difficulty getting back to her routines after a trip away. The diagnosis may want to start with those patterns that seem the most disruptive in making a successful transition. It may also make sense in difficult transitions to inquire as to whether or not clients have ended their prior activity before beginning a new one. Many people do not realize that successful transitions begin with an ending, followed by an adjustment period, then a new beginning. They do not start with starting something new (Ladd 2007). For example, it is probable that Monica had not ended being in the lunch room when she entered her history class, or she may still have been on vacation when the vacation was over for everyone else. Some clients may require identification of what experiences are difficult to end, along with understanding and compassion when making difficult transitions. The adjustment period between ending something and beginning something different may be a longer and more difficult transition for clients experiencing ADHD. 

Treating for difficult transitions 
Clients experiencing ADHD have specific difficulty in making transitions. Information that focuses on support and management through transitions may be the structure that is needed to understand and successfully make transitions (Steer, Horstmann and Edwards 2009). For example, both school and Monica’s family may need specific management and support skills to set up a coordinated program to help Monica make transitions within school, between school, and after such activities as vacations to get back to school. Such a discussion may want to include common developmental transitions—for instance, between childhood and adolescence or adolescence and adulthood. Such common developmental changes may take longer for someone diagnosed as having a pattern of ADHD. In the last narrative, Monica is a 13-year-old girl who is biologically going through life transitions, yet may need help in understanding and accepting these transitions. 



Collaborative diagnosis 
• Ask your client about those areas where organization is most deficient. Here are some relevant questions to ask: Do you have difficulty with completion of tasks at home, school or work? Do you have difficulty with working memory? Do you have trouble with mental computation (math)? Do you have trouble paraphrasing or summarizing? Do you have trouble with being aware of yourself? 
• Ask your client how he or she is being perceived by others. (Even though difficulty in executive functioning may be a genetic or biological phenomenon, restlessness levels can be lessened with understanding from others.) 
• Discuss with your client how much time she or he is given to complete tasks. (Insufficient time may be a contributing factor to client restlessness.) 
• Describe to your client the possible biological reasons such as difficulty with executive functioning, or being easily distracted based on some chemical imbalance in the brain. 
• Ask your client about the impact his or her control issues are having on other issues such as loss of focus, restlessness and difficulty with organization. (Sometimes other issues become secondary concerns to unacceptable behavior.) 
• Discuss with your client about how much other people are focusing on their behavior, rather than the ADHD issues. 
• Ask your client whether she or he knows the difference between beliefs and feelings, and how this may lead to forms of humiliation. (Some clients feel trapped—for example, they believe they are intelligent but that is not how they feel.) 
• You may ask your client about those patterns that seem the most disruptive when changing from one task to another (making a successful transition). It may be important to ask your client about experiences that are difficult to end. 



Collaborative treatment plan 
• Suggest to your client basic skills that will help organize his or her life—for example, being assertive when asking others to make their instructions short enough that one activity can be accomplished at a time. 
• It may be important for your client to ask for support and increased supervision to make sure instructions are understood and completed. (The important point is to recognize that executive functioning skills need support not criticism when clients have difficulty organizing their lives.) 
• Ask your client what accommodations for her or his restlessness need to be made in order to control restless behavior. 
• Ask your client whether he or she is willing to start a program of exercise where restless energy finds an outlet in socially acceptable ways. 
• You may ask your client if she or he can think of a way of being restless discreetly. 
• Describe sensory integration therapy and explain how you and your client can work with an occupational therapist to help integrate problems with touch, smell, taste, and noise. 
• Point out the importance of an integrative perspective where education, medication, coaching, and mental health practice combine to help your client regain focus in her or his life. 
• Give a brief overview of DBT where you teach your client skills in mindfulness (obtaining wisdom by combining the cognitive and emotional mind), interpersonal effectiveness, emotional regulation, and distress tolerance. 
• Tell your client that you are simply going to listen by practicing person-centered therapy when he or she has emotional fallout resulting from the experience of ADHD. 
• CBT may help in the confusion that arises between your client’s beliefs and behavior. It may be important to briefly explain this process when a person’s beliefs about being different affect his or her behavior in a negative manner. 
• When your client feels frustrated and humiliated, you may recommend the use of mindful education whereby multiple intelligences are recognized in clients experiencing ADHD. 
• You may offer your client support and management through difficult transitions. (This may be the structure that is needed for your client to understand and successfully make transitions.) It also may be helpful to explain common developmental transitions, for example, between childhood and adolescence or adolescence and adulthood. 



Discussion 
Clients experiencing a pattern of ADHD are prime candidates for empowerment. Many of their problems have to do with a lack of empowerment in school, within the family, and with friends. Though there seems to be evidence that ADHD has genetic and biological roots, the actual experience of ADHD is far more social than biological. It is the experience of ADHD, not just the symptoms, that explain the devastating and severe effects. For mental health professionals, a strictly medical model perspective for diagnosing ADHD may cut off much of the meaning behind that experience, and thus limit understanding and treatment. As professionals, we may consider taking a more person-centered approach to ADHD in which restlessness, loss of focus, control issues, and humiliation are not understood solely as symptoms of brain alterations or chemical imbalances. Rather, the symptoms of ADHD are understood as unique experiences resulting from the interaction of biology, individual psychology, and environment, each being equally considered both in diagnosis and treatment. The therapeutic alliance that can be formed with clients experiencing ADHD may be as effective in treating the emotional and self-identity side of this mental health disorder as medication may be in treating problems with hypersensitivity and focusing. 
In many respects, ADHD is a problem of identity as much as a problem of organization or control. Mental health professionals can help empower clients by working with them to construct a self-concept that is recognized as unique rather than dysfunctional. Focusing on unique strengths is often a more constructive and effective approach than attempting to alter differences. For most clients experiencing ADHD, there is no lack of creativity and drive. The difficulty for them may be in empowering creativity and drive in a highly structured world. This dilemma may account for symptoms of restlessness as much as difficulty with organization. 
Furthermore, it may be necessary to point out that, although loss of focus may have biological causes, it may also come from or be exacerbated by an experience where clients are pressured to act “normally.” Here mental health providers have an opportunity to address the question of normalcy. Clients may have decided, based on mental health labels and judgments by school personnel and family, that they do not measure up or are somehow abnormal. In the process of being empowered to redefine normal, clients in a pattern of ADHD can learn acceptance and even be proud of their differences, which may help to stabilize their self-concept and create the hope of living a normal life. 
Mental health practitioners may be most effective in empowering clients experiencing ADHD in the area of control issues. It seems this area is what others view as most problematic, and what clients suggest is a major problem in the disorder. A comparison can be made based on how much control issues are directly related to ADHD’s disorganized brain activity, or are there major secondary factors accounting for control difficulties such as other people’s reactionary thoughts, feelings, and behaviors? Control issues seem to be connected to low self-esteem, frustration, humiliation, and embarrassment as much as they are to organizational difficulties, and a lack of focus from others seems to exacerbate this problem. In the schematic pattern presented in this chapter, the stage of control issues and the stage of frustration and humiliation could be interchangeable. It is difficult to discern how much problems with control are a result of the disorder or a client’s reaction to the disorder. Mental health practitioners are in a position to empower clients to see both perspectives, rather than believing their control issues are only biological and beyond their management. This is an area where clients can obtain much traction in their movement toward success in social and academic pursuits. By recognizing how they can plan for and determine their reactions to other people and situations, clients experiencing ADHD can empower themselves rather than feel victimized by the disorder. 
In a fast-moving world of accelerated expectations, time schedules and performances, mental health professionals may be in a position to slow down the pace set for clients with an ADHD pattern, and recognize that a fast-moving society makes transitions for clients experiencing ADHD even more difficult and more devastating. Clients can be taught that pacing oneself through such transitions is a strategy for success and not an indication of having a disability. It may be that the anxiety experienced by clients going through a pattern of ADHD is as much generated by a fast-moving culture as by a biological difference. It is worth noting that ingenious and creative individuals with reported ADHD symptoms, such as Albert Einstein and Alexander Graham Bell, are recognized for accomplishments based on thinking differently, not for making transitions through life based on being hurried. 


Client/practitioner collaboration form 
Client questions 
Please fill out the following questionnaire describing your involvement with attention deficit hyperactive disorder (ADHD). Answer the questions in your own words to help determine what ADHD means to you. 
• How has a history of ADHD affected your life? 
• When feeling restless, how do you act toward others? 
• How much humiliation do you experience when feeling misunderstood by others? 
• Do you have feelings of frustration when around others? 
• Describe those moments when you could not focus. 
• Can you remember a specific moment when you went out of control? 
• Are there personal activities you have done to help organize your life? 
• Are there specific places or things or people that make it difficult to change your behavior? 
• Who would you like to reach out for, when experiencing control issues? 
• Do your feelings of frustration seem ongoing or do you have bouts with them? 
• Write any other meaningful information that would help describe your experience with ADHD. 


Mental health practitioner questions 
Please fill out the following questionnaire describing your client’s involvement with attention deficit hyperactive disorder (ADHD). Answer the questions from your observations and what you think ADHD means to your client. 
• How has a history of ADHD affected your client’s life? 
• When your client is feeling restless, how does he or she act toward others? 
• How much humiliation do you believe your client has experienced when feeling misunderstood by others? 
• Does your client have feelings of frustration when around others? 
• Describe those moments when your client has trouble focusing. 
• Can you remember a specific moment when your client went out of control? 
• Has your client accomplished personal activities that have helped organize his or her life? 
• Are there specific places or things or people that make it difficult for your client to change his or her behavior? 
• Who does your client reach out for, when experiencing control issues? 
• Does your client’s feeling of frustration seem ongoing or does he or she have bouts with them? 
• Write any other meaningful information that would help describe your client’s experience with ADHD. 


Client’s personal schematic pattern 
Fill out the following personal schematic pattern from your unique point of view. (This can be acomplished with the help of your mental health professional.) 
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Figure 2.2 Client’s personal schematic pattern for ADHD 
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Chapter 3 
Borderline Personality Disorder 
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Figure 3.1 Clients’ phenomenological schematic pattern for BPD 

The clients who contributed to the following narratives were diagnosed with borderline personality disorder (BPD), DSM-IV 301.83 (American Psychiatric Association 2000), and all considered moderate to severe. Some of those diagnosed with the disorder had a differential diagnosis with some form of mood disorder, or with someone in the family with a similar diagnosis. The following narrative may be important to mental health professionals who are diagnosing for BPD and are interested in a client perspective. 
Clients’ phenomenological narrative with BPD 
Clients report that their BPD is based on a type of fear, a fear of abandonment. They discuss different ways they might feel abandoned, such as abandonment in close relationships, abandonment of self-control, or fear of losing secure social situations. They find it extremely meaningful when they sense someone is rejecting them or paying little attention to them. They describe becoming afraid that something will be lost. Clients experiencing BPD work from the belief that certain people belong to them and these people or relationships are essential to their survival. 
Most clients will admit that in the experience of BPD the fear of abandonment does not have to be real. They are intently concerned with imagining there is a threat of abandonment even when there is no evidence for this fear. Some of the imagined threats they frequently concern themselves with center around family, relationships, workplace settings, and other social arenas. Clients experiencing these imagined threats in the context of a BPD pattern report associated anxiety and depression. However, they believe their depression or anxiety emanates from their fear of abandonment and not the other way around. Others in this pattern admit to experiencing difficulties or conflicts with many different people when trying to exert control over others, even when feeling personally out of control. 
A pattern of BPD usually involves reactive emotions and mood or highly fluctuating and intense mood states. Emotional deregulation is a hallmark of BPD. Clients with a BPD pattern report being extremely sensitive and reactive to other people’s words and behaviors. They seem to be on the lookout for abandonment threats, much of the time. Clients often report that they can “read between the lines” of what others say and do; however, their assumptions usually have a negative self-referent bias. These threat interpretations create emotional fluctuations as clients respond to what they perceive as personal threats. Many clients with a BPD pattern usually blame other people for the upset they experience, and may fail to see the role their own abandonment fears and excessive sensitivity play in the conflict. As mood states fluctuate, clients may or may not be aware that their mood can be incongruent with the situation or the mood of others. For example, clients have discussed being agitated or experiencing intense sadness during moments when the mood of others was celebratory, playful, or calm. Clients experiencing BPD were sometimes aware that their changing mood was triggered by a feeling of emptiness or fear of not fitting in. Such mood changes seem to settle on them even when there is no incident or crisis indicating their exclusion from relationships or groups. Some clients have remarked at experiencing intense anxiety when life is calm or there is no drama in a relationship. To these clients, “normal” times seem to offer no ongoing confirmation of acceptance or inclusion in relationships with others. Some clients experiencing BPD are aware that their upset is an attempt at eliciting a reaction from others, in order to be noticed. These mood changes seem to have strong meaning for clients going through this pattern. The combination of fear of abandonment and imagined social threats seems to directly affect the mood of clients experiencing BPD. For example, clients who experience BPD may make inappropriate demands on a practitioner’s time by creating crisis, repeatedly calling on the phone, or reporting suicidal thoughts to establish their importance to the practitioner. These become inappropriate attempts at feeling secure and attaining much-needed assurance, along with being noticed by seeking acceptance from others. On occasion, clients experiencing BPD will report that, as people around them become frantic or more involved in response to their extreme behavior, they themselves tend to feel calmer or more secure. 
Some clients experiencing BPD reluctantly admit that their intense mood changes are associated with forming dependent relationships. One example of a dependent relationship may be constantly calling or depending on a mental health professional to meet their emotional needs, and being devastated when that professional is unavailable. Clients experiencing BPD report feeling justified in forming these relationships based on a belief system that anticipates abandonment and imagined threats. Fear of abandonment, combined with imagined threats, may cause clients experiencing BPD to impulsively create dependent relationships with others. In effect, these clients expect others to make them feel stable and happy. In many cases, there is a strongly held belief that others are actually responsible for the client’s feelings and behaviors. Not surprising, clients caught in a BPD pattern may have a desperate need to keep people close to them, and have these people constantly demonstrate their commitment to them. Individuals close to these clients report that the relationship can be draining for them. One family member described interactions with a client experiencing a BPD pattern as exhausting and never ending, similar to constantly filling a leaky bucket. 
The pattern practiced by clients with BPD may cause them to justify their behavior in order to protect against experiencing forms of abandonment. However, this makes a pattern of BPD difficult to resolve within such justifications. If unstable moods and dependent relationships are justified, it then becomes feasible that clients experiencing BPD may also feel justified in practicing impulsive or suicidal behavior. For example, a person in this pattern may say, “The way my life is going I do not know whether to quit my job or kill myself.” Clients report that on occasion their fear of abandonment, reactive moods, and dependency needs lead to self-destructive behavior. For instance, if a client in a BPD pattern senses distance or disconnection in a relationship, he or she may become impulsive and overly dependent on the other person. Clients have reported making statements such as “If you leave me then I will die.” In actual fact, if someone leaves, you may be lonely, but you do not have to die. This self-destructive thinking may again be based on abandonment issues and often results in some kind of reaction that confirms, for the client, that they are noticed or cared about regardless of the frustration it causes others. This suicidal behavior can easily be reinforced because most people will respond critically to such destructive overtures. Also common among clients experiencing a BPD pattern is the tendency, in the absence of acceptance, to seek out rejection in current situations and in past encounters. This mental search for experiences of rejection creates a snowball effect where each loss or perceived rejection are piled together, creating an unmanageable, overwhelming heap of hopelessness and loss. This may also lead to self-injury or suicidal behaviors. Clients caught in this pattern report that self-injury, at best, soothes the emotional upheaval or at least creates a distraction from the pain. The suicidal behavior of a client experiencing BPD may be related to the sense of hopelessness created by the catastrophic nature of the real or imagined rejection. 
Ironically, trying to find meaning in impulsive and suicidal behavior, as demonstrated in these examples, may increase rather than decrease abandonment feelings. Even believing you will die if someone leaves you may cause damage to one’s self-image, and can contribute to a lack of self-worth. Without another person acknowledging them or their existence, such clients seem to feel worthless. They report of not knowing their personal identities. Ironically, if they feel accepted or engaged in a relationship, or a job, there may be a sense of being valuable and capable. They may assume their role as significant other, student or worker. However, when they sense rejection or disapproval, they may quickly switch to a sense of being bad, incapable, or unlovable as human beings, and their self-image can change from a worker or student to a “loser” or someone who cannot make it, or is unacceptable, or even invisible. Understandably, an unstable self-image can create rapid changes in mood and personality. This pattern starts with a fear of abandonment that eventually ends in a fluctuating unstable image of self, leading to more issues surrounding imagined threats, reactive mood, dependent relationships, and impulsive behavior. 


Collaborative diagnosis and treatment 
Fear of abandonment 
Agnes seemed to cause great anxiety in her relationship. Her partner concealed many of the problems in the relationship because it was just not worth the reaction from Agnes, either through a horrible fight or through hurt feelings later on. Even when seeing a mental health provider, Agnes continued with her excessive focus on being right. When her provider pointed out that her anxiety in her relationship may be based on a fear of something, Agnes rebelled and became extremely angry, only to apologize moments after her attack. She had a knack for exploding and then trying to undo her actions. Her mental health provider pointed out to her how exhausting it must be to continue on the “roller coaster ride” known as her life. 

Diagnosing for fear of abandonment 
It may be an effective starting point to identify abandonment issues from the past that may be responsible for such feelings as anxiety and fear. It is not uncommon for people going through BPD to have experienced trauma early in life from abuse, neglect, or some form of separation from caregivers. For example, Agnes may have had an unstable childhood where abandonment was the traumatic incident that underlies her current destructive behavior. If this is the case, it may have value to look for a pattern of trauma that is triggered and played out in her present-day interactions. Her behavior may be a continuation of a pattern where fear of losing something manifests itself in her everyday behavior and relationships. 

Treating for fear of abandonment 
Some form of mentalization-based therapy (MBT) may be required in uncovering the basis for fear of abandonment issues in a pattern of BPD (Anderson 2000; Bateman and Fonagy 2006). This practice treats the dysfunction between the attachment/reward system found in the brain and the resulting magnification of traumatic life experiences. For example, Agnes may have had traumatic incidences in her childhood that are now finding meaning by her acting them out in the present. The purpose of this therapy is to increase mental functioning with current thoughts in order to marginalize images from the past. Attachment therapy may also be useful for fear of abandonment (Prior and Glaser 2006). This therapy works in creating insight that may help clients understand the relationship between their current reactions and past experiences of attachment, and also to recognize when old wounds of attachment are being opened that distort personal actions with other people in the present. This type of therapy may help Agnes develop more rational responses to her relationship with her partner. Schema therapy can be useful, too, in cases where clients have destructive irrational beliefs about themselves and their relationships with others (Young et al. 2006). Schema therapy identifies these irrational beliefs that originated in childhood, and the strategic maps or schemas that influenced these destructive beliefs. 

Imagined threats 
Timothy was noted for his imagination; at least that was the euphemistic description given by his partner. He would accuse his partner of doing things that seldom happened and saying things that were seldom said in the course of their relationship. When his partner tried explaining to Timothy about what had been said or done, Timothy would come back with “put downs” and a complete disbelief regarding the partner’s explanation. Working as a couple, Timothy and his partner demonstrated this behavior to their mental health provider, but the comments of the provider were also taken out of context and perspective. Timothy imagined threats against him in other people’s words and deeds, though most of these had little connection to actual experience. 

Diagnosing for imagined threats 
In assessing for imagined threats, it is important to understand the belief system of a person going through a pattern of BPD. Imagined threats are related to beliefs about life in general, and it may be productive to connect those beliefs to how the client experiences the world. For example, Timothy perceives the world as a threatening place and so even the most benign comment or reaction from others can be threatening for him and cause him to act defensively. Here is an illustration of how a client overreacts to what is happening in everyday experiences and cognitively distorts these experiences. In addition, Timothy takes out of context what his mental health provider is saying to him. Words that were meant to help in the process of healing were interpreted as threatening and critical. Showing the disparity between the threat-laden beliefs of the client, and the context in which these beliefs are applied, demonstrates the destructive implications of imagined threats. 

Treating for imagined threats 
In treatment for imagined threats some form of cognitive behavioral therapy may be helpful in controlling the belief system of someone going through this experience (Linehan 1993a). This is especially relevant with such conflicting issues as trust versus suspicion, acceptance versus rejection and imagined versus real. For example, Timothy has difficulty trusting his partner because he imagines the worst, and he chooses to reject explanations that would build trust. Another approach could be blending cognitive and mindfulness therapy when treating BPD (Bateman and Fonagy 2006). For some clients, it is helpful to work on meta-thinking, which is helping clients to think about their thinking. Creating separation between a person and his or her thoughts helps obtain a proper perspective on one’s thinking and may empower clients experiencing BPD to have control over their thoughts. In the narrative, Timothy can learn to recognize thoughts as transient and meaningless by their nature, and begin to understand that he assigns meaning to his thoughts such as assigning negative meaning to his partner’s explanations. Through this process, clients such as Timothy can learn to challenge unhelpful, irrational thoughts, or simply recognize them as a hindrance to happiness and incompatible with a healthy relationship. Adding to treating irrational thoughts can be a presentation of how the brain works that gives descriptions of differences in brain functioning for clients going through this pattern (Friedel 2004). Explaining brain functioning may help in depersonalizing client difficulties, and removing negative judgments from the client’s identity. In the last narrative, it may help for Timothy’s provider to explain from a brain functioning perspective how he was taking things out of context and identifying personally with these imagined threats. 

Reactive mood 
Mary’s mental health provider pointed out examples of her shifting from intense, violent and irrational rages to perfectly calm and kind behavior, even during the time spent in session. Usually, Mary’s comments about her provider were either all good (the best counselor ever) or all bad (the worst uncaring counselor she had ever encountered). There was little grey area in Mary’s perceptions of others. However, her provider could not find any rational reason for Mary’s continuing switch in mood. These intense mood shifts made most people who knew Mary “walk on egg shells.” She seemed to control people and situations through her unpredictable and unstable mood shifts. Yet, she had not learned how to control herself. 

Diagnosing for reactive mood 
It may be a productive exercise to describe the irrational switches in mood in order to determine if these inappropriate mood changes are impulsive and reactive to a specific situation, or whether a chronic pattern is attached to them regardless of the situation. For example, Mary’s perceptions of others follow a pattern of judging them as either all good or all bad, and it became obvious that she uses this pattern of judging in many different situations. In the diagnosis, it helps to look for chronic patterns that give clues to the basis of intense mood changes. The diagnosis may also want to record how a client’s mood shifts create anxiety in others. For example, Mary creates a climate of anxiety where others have reactions to her rapid, negative mood changes. You may ask your client whether these mood shifts are producing the desired results. Do the intense moods help clients get what they want from others? Do clients seem in control of themselves or are they reactive and highly volatile in their moods? In the narrative, it can be argued that Mary was controlling her social situations with changes in mood while at the same time causing anxiety in others, which is not what she intended to accomplish. 

Treating for reactive mood 
Treatment for reactive mood may want to reflect on how difficult it is for someone experiencing this disorder to function normally within a relationship or group. Beyond the possibility of having dysfunctional thoughts that may accompany this pattern is the social dysfunction that can be difficult to control. For example, clients may be unsure of how to act, and what mood to express when talking to others. Clients often feel they are victims of their mood, with little control over how they feel and behave when in the company of other people. Some form of treatment, such as Dialectical Behavior Therapy, may help clients with erratic changes in mood (Warner 2006). Through this treatment, clients can learn to regulate their emotions by recognizing and controlling irrational negative thoughts and beliefs with the help of therapists or others in a group setting. DBT can also help with establishing healthy lifestyle coping strategies that promote positive mood. In addition, this strategy may benefit those connected to someone going through this pattern by helping them to learn appropriate coping skills (Porr 2010). In the narrative, it was not only Mary’s reactive moods but her partner’s reactions to these moods that caused problems in the relationship. People connected to clients experiencing BPD patterns often inadvertently reinforce or fuel reactive moods by responding to mood shifts as if these moods hold intentional meaning or validity, when many times they are simply chronic, impulsive acts. It may be that some form of interpersonal training (Robbins and Hunsacker 2008) could be helpful for those people associated with someone going through this disorder. 

Dependent relationships 
Dwight constantly put down his partner any time breaking up became a part of the discussion. He would declare his love for his partner and then turn around and threaten what would happen if a breakup took place. In working with his mental health practitioner, he would act in a similar way. Even though he knew that his sessions only lasted for an hour, he would verbally attack his practitioner or try to be exceptionally pleasant in order to stay longer. His fear of losing relationships made him put in claims for the affection of others. If the claims did not work, he would use some form of force until he got his way. It was the emotion of jealousy that his practitioner first needed to address before other progress could be made. 

Diagnosing for dependent relationships 
Measuring the extent of need that a client believes is mandatory in relationships with others may add an understanding of the intensity connected to these relationships. For example, is there a need to be with people for reasons of loneliness or anxiety, or is this need more severe such as in “If I am not with somebody, then I will die” or “If I am not with someone, I am worthless”? Assessing how much clients believe others are responsible for meeting their needs may indicate the intensity of the BPD pattern. Measuring a client’s level of dependency may help in directing the appropriate treatment for that need. For instance, Dwight’s need for relationships caused him to become jealous, and his jealousy reinforced his intense need to form dependent relationships. 

Treating for dependent relationships 
For some clients, different forms of family systems therapy may be beneficial when treating for dependent relationships in a pattern of BPD (Kreger 2008; Mason and Kreger 2010). Of specific importance may be experiences that reinforce dependency regarding no-win situations, constant blaming situations, creating doubt in conversations, constant criticism, and isolation from other family and friends. In the narrative, Dwight found meaning in trying to make the people he associated with dependent on him when, in reality, he was dependent on them. Furthermore, dependency in clients with a BPD pattern may alter their values systems where they begin practicing extreme aberrant behavior to get their needs met. It may be helpful in treating for dependency in these relationships to understand the exaggerated need for approval, level of dishonesty, compelling need to control, and tendency to easily become hurt (Melville 2004). Existential therapy also can work well with dependent relationship issues. Philosophical questions such as “Who is responsible for you?” and “Who is responsible for making you happy?” may help clients question their belief systems, and can instill in clients the idea that they are responsible for themselves—their feelings and behaviors (Frankl 2000). The idea that adults are personally responsible and can create their own happiness can be empowering to clients and may reduce anger and blaming. In the narrative, Dwight exaggerates his need for others, and may need to normalize his feelings along with imagining how he can express these feelings in rational behavior. 

Impulsive/suicidal behavior 
Nancy’s partner was afraid to say almost anything because it would be criticized and blame would be attached to it. Nancy was known for her “short fuse” and could go off at any moment. In session with her mental health practitioner, if Nancy did not like what was going on, she might storm out of the room, only to come back and apologize. Other times, she would call her provider late at night and announce that she might kill herself. Her practitioner took a strong stand on these issues, and Nancy would go into a rage when the police showed up at her door. Yet, when talking to the police, she became meek and confused as to why they had come to her apartment. Nancy’s practitioner applied appropriate structure to confront her impulsive and suicidal behavior. 

Diagnosing for impulsive/suicidal behavior 
Discussing the impulsive acts exhibited by a client may help establish a pattern of impulsive behavior when diagnosing for BPD. Much in the same regard as discussing a client’s mood shifts, discussing a client’s impulsive acts may help in finding the meaning behind these patterns. For example, it may be necessary to understand those situations that cause Nancy to have a “short fuse.” There may be meaning in certain situations that causes her impulsive behavior. Also, connected to being impulsive may be the opportunity to understand a client’s “undoing behavior.” In other words, when clients act impulsively, do they eventually undo their actions? Finally, it may be necessary to describe what experiences trigger a client’s suicidal behavior, or whether these suicidal acts are based more on chance than on an established pattern. 

Treating for impulsive/suicidal behavior 
It is often helpful in treating for impulsive/suicidal behavior to use some form of DBT (McKay, Wood and Brantley 2007). This therapy seems most effective with clients experiencing suicidal and self-destructive actions. For example, Nancy makes gestures toward killing herself based on an inability to control her emotions. In DBT, suicidal behaviors are treated along with other impulsive behaviors that decrease the person’s quality of life. Through learning specific behavioral skills, clients are better able to create a balance between their rational and irrational thoughts or their rational or irrational emotions (Linehan 1993b). In the narrative, Nancy usually exhibits impulsive behavior when there is little structure in her life. Her mental health practitioner focused on skills that would add structure to Nancy’s often chaotic lifestyle. 

Unstable self-image  
Max had a difficult time describing his image of himself during a session with his mental health service provider. His provider agreed with his difficulty based on observations that his image of himself kept changing with each new mood. Sometimes Max wanted people to love him while at other times he just wanted to be left alone. Conversely, sometimes he saw himself as an affectionate lover while at other times he painted a picture of someone that nobody could love. This constantly changing self-image made it difficult for others to figure out which Max they would be talking to when they were in his company. Max had an unstable self-image based on admitting he did not know how he saw himself, or who he would be from one situation to the next. 

Diagnosing for an unstable self-image 
Sometimes a diagnosis may find meaning in the unstable changes in the client’s self-image. For example, Max was having problems with feeling love from others. His image of himself kept shifting from an affectionate lover to a person no one could love. How someone going through BPD shifts their self-image to accommodate the experience they are going through may become a valid part of any diagnosis. For instance, Max acts like a chameleon, shifting his self-image to match his circumstances. Pointing out the meaning behind these shifts in self-image could be valuable in understanding his self-image. He may be acting this way to establish control over fear of abandonment issues, or to match the perception he thinks others have of him. 

Treating for an unstable self-image 
One of the problems with BPD is that of shifting self-image. In many ways, people going through this pattern may be reliant on others to dictate how they are going to perceive themselves. In other words, their center of control may be given over to others. They may not be at the center of controlling their sense of self. Some form of mindfulness therapy can be effective in improving self-image with people experiencing this disorder (Pearson, Heffner and Follette 2010). Acceptance of certain thoughts, emotions and physical sensations that apply to one’s image of self may help stabilize that image. In the narrative, Max’s self-image is controlled by the level of trauma he is going through. When experiencing fewer abandonment issues, his self-image improves. When abandonment issues take over, his self-image deteriorates. In a sense, he has a constantly changing self-image based on his experiences and what he senses from others. Keeping this in mind, Max’s self-image may benefit from existential themes based on his exclusive intrinsic goals for the future, such as falling in love, having a stable life, or calming down and enjoying life. Some form of person-centered therapy may help with this discussion (Healy 2008; Purton 2004). 



Collaborative diagnosis 
• Ask your client about abandonment issues from the past that may be responsible for present feelings of abandonment. (It is not uncommon for people going through BPD to have incidences of abuse, neglect, and some form of separation from caregivers early in life.) 
• Ask your clients about past patterns of trauma that are manifested in their behavior with others in present-day circumstances. 
• Discuss your clients’ belief system and how this has an impact on their experience of imagined threats. (Imagined threats are beliefs about life in general and it may be important to connect those beliefs to how clients experience the world in their day-to-day lives.) 
• Discuss the disparity between the beliefs of your client and the context in which these beliefs are applied to life conflicts. 
• Collaborate on irrational switches in mood, where the discussion is around whether a pattern exists, or whether these inappropriate moods switches are random and without any pattern connected to them. 
• A discussion between practitioner and client may want to describe how a client’s reactive mood may create a climate of anxiety in others. (Measuring a client’s level of dependency may help in directing the appropriate treatment for that need.) 
• Work with your client on understanding impulsive acts that take place, in order to establish a pattern of impulsive behavior. (Much in the same regard as discussing a client’s reactive moods, discussing a client’s impulsive acts may help in finding the meaning behind these patterns.) 
• Agree on what experiences make your client suicidal or whether these suicidal acts are based more on chance than on an established pattern. 
• Discuss the meaning behind the unstable changes in your client’s self-image. (It may be that your client changes his or her self-image from one type of situation to the next or with one person or another.) 



Collaborative treatment plan 
• You may want to discuss with your client some form of MBT to uncover the basis of fear of abandonment issues in a pattern of BPD. 
• In treatment for imagined threats, some form of CBT may be helpful for those clients who can visualize their belief system while going through this experience. 
• For more biologically oriented clients, some form of mindfulness therapy may be helpful in explaining the causes of imagined threats through discussions based on patterns in the brain. 
• It may be important to point out to your client the success of DBT when going through erratic changes in mood. 
• It may also be important to make an agreement with your client to meet with a friend or relative to discuss learning skills that deal with this disorder. 
• Discuss the importance of family systems therapy when treating for dependent relationships in a pattern of BPD. 
• Consider treating for dependency by having a frank discussion with your client about these relationships, especially themes based on an exaggerated need for approval, dishonesty, compelling need to control, and a tendency to easily become hurt when conflict arises. 
• It may be relevant to treat for impulsive/suicidal behavior with some form of DBT. (This therapy seems most effective with clients experiencing suicidal and self-destructive behavior.) 
• Discuss self-image through mindfulness therapy to improve the self-image by using mindfulness relaxation techniques. 
• Encourage clients going through this pattern to reflect on existential themes based on intrinsic goals for the future, such as falling in love, having a stable life, or calming down and enjoying life. 



Discussion 
The difficulty found in BPD can be defined through its label. People are on the border of life, not sure who they are or where they belong, or whether they belong at all. In many ways, people experiencing BPD are unsure of their right to exist and as a result are out of sync with others. Some might say they are trying too hard to belong, while alienating those around them. For the mental health professional, people going through this experience are most challenging because of their difficulty with interpersonal relationships, including the therapeutic relationship. Much of their behavior does not fit with acceptable social norms, and it becomes unpredictable based on imagined threats that can be enacted at any time. Therefore, those who are in relationships with people going through this experience may need an understanding of BPD, or they may become part of the pattern and find themselves over-reacting or “walking on eggshells.” 
For the mental health practitioner, it may be important to help change the thinking of people experiencing BPD from imagined threats to accurate observations. Some individuals with a BPD pattern are driven to survive rather than to experience a less crisis-oriented lifestyle. When they feel threatened, they react to ensure their survival. This is an adaptive response usually based on some imagined threat. The problem with BPD is the threat interpretation, which prevents an accurate assessment not only of the situation that triggered the threat reaction, but also the effect of the individual’s survival strategies on others. In some respects, BPD is the experience of living in a “bubble” of interpersonal relationships, where the effect on others is either devalued or unknown. Professionals can empower clients in this situation by encouraging them to burst the bubble by observing and understanding their impact on others. 
BPD can also be thought of as a lack of double empathy, where “empathy” is one’s ability to listen and hear the meaning in what another is saying, and “double empathy” is the ability to respond to the other person by being fully aware of the impact one’s words will have. It may be that the reactive mood swings found in the BPD experience are based on a lack of both empathy and double empathy. There seems to be difficulty with fully understanding another’s words, feelings, and experiences, and being able to respond appropriately. As stated earlier, when a person is in survival mode, it becomes difficult to focus on the needs and experiences of others. For people experiencing BPD, they may feel consumed with their own need to survive. The inappropriate behavior observed in the BPD pattern can be related to fear of abandonment issues and imagined threats—at the expense of engaging in the actual dynamics of what is going on in any given situation, at any given time. 
Considering the lack of understanding of social situations that BPD entails, impulsive behavior and even suicidal thoughts and behavior become more understandable. It may be that people experiencing this disorder feel in crisis most of the time. They may also feel like they do not belong and are unacceptable as human beings. Mental health practitioners may need to structure situations where interpersonal skills are learned, but also a sense of belonging is established, so that going through this experience does not keep people on the border but helps them establish a sense of being part of a group. Social connectedness and belonging to a group may be primal needs of human beings (Cacioppo and Patrick 2008). This may be why such techniques as DBT in groups has a higher success rate than individual treatment. 
For most people who overcome BPD patterns, experiencing a caring, non-judgmental and understanding mental health professional who is willing to work with them over the long term may be the starting point for their healing. It may be that experiencing this disorder is an attempt to form an identity that feels comfortable and real. Through trauma, abuse, and other disruptions originating in childhood, people experiencing BPD may have been robbed of their identity, and may be desperately looking for an identity that is acceptable to others. Therapy may be a safe place to begin that journey, with the goal of extending new roots of identity into other areas of a client’s life. 
In the field of mental health, treating some of the symptoms of BPD solely with medication seems an incomplete remedy based on the interpersonal nature of this phenomenon. Many of the symptoms appear socially based where developing interpersonal skills seems as important as chemical balance issues in the brain. It may be that mental health professionals have an opportunity to empower people experiencing this disorder by bonding with them in a structured and assertive way, while helping them find identity that keeps them from wandering on the border of life. 


Client/practitioner collaboration form 
Client questions 
Please fill out the following questionnaire describing your involvement with borderline personality disorder (BPD). Answer the questions in your own words to help determine what BPD means to you. 
• How has a history of BPD affected your life? 
• When feeling hurt, how do you act toward others? 
• How much anger do you experience when feeling misunderstood by others? 
• Do you have feelings of confusion of mood when around others? 
• Describe those moments when you have rapid mood changes. 
• Can you remember a specific moment when you went out of control? 
• Are there personal activities you have done to help normalize your life? 
• Are there specific places or things or people that make it difficult to change your behavior? 
• Who would you like to reach out to, when experiencing control issues? 
• Do your feelings of instability seem ongoing or do you have bouts with them? 
• Write any other meaningful information that would help describe your experience with BPD. 


Mental health practitioner questions 
Please fill out the following questionnaire describing your client’s involvement with borderline personality disorder (BPD). Answer the questions from your observations and what you think BPD means to your client. 
• How has a history of BPD affected your client’s life? 
• When your client feels hurt, how does he or she act toward others? 
• How much anger does your client experience when feeling misunderstood by others? 
• Does your client have feelings of confusion of mood when around others? 
• Describe those moments when your client has rapid mood changes. 
• Can you remember a specific moment when your client went out of control? 
• Are there personal activities your client has done to help normalize his or her life? 
• Are there specific places or things or people that make it difficult to change your client’s behavior? 
• Who would your client like to reach out for, when experiencing control issues? 
• Does your client’s feeling of instability seem ongoing or does she or he have bouts with it? 
• Write any other meaningful information that would help describe your client’s experience with BPD. 


Client’s personal schematic pattern 
Fill out the following personal schematic pattern from your unique point of view. (This can be accomplished with the help of your mental health professional.) 
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Figure 3.2 Client’s personal schematic pattern for BPD 
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Chapter 4 
Bulimia Nervosa Disorder 
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Figure 4.1 Clients’ phenomenological schematic pattern for bulimia 

The clients who contributed to the following narratives were diagnosed with bulimia nervosa disorder, DSM-IV 307.51 (American Psychiatric Association 2000) (moderate and severe). Participants included both purging and non-purging subtypes. They did not report any other occurring disorders such as depression, though some did believe that a change in mood had taken place, especially in feelings of self-esteem and in a general sense of personal identity. The following narrative may be important to mental health professionals who are diagnosing for bulimia nervosa disorder and are interested in a client perspective. 
Clients’ phenomenological narrative with bulimia nervosa disorder 
Bulimia nervosa may be a difficult pattern to dismiss in a society where social pressure forces some people to practice an over-investment in comparing themselves with other people, and where presenting oneself in a certain way is associated with being an acceptable or unacceptable person. Clients report that social pressure makes them believe they must live up to certain standards. For example, with bulimia nervosa a female teenager may believe that she needs to lose weight in order to be acceptable to family, friends, and peers, and may spend an inordinate amount of time making comparisons with others who represent the ideal body image in her age group. In a pattern of bulimia nervosa, this can be a trap that makes personal identity dependent on such comparisons. Individuals caught in this trap may feel important or valuable only if they compare favorably with someone else. Clients experiencing bulimia nervosa admit they constantly compare themselves with others and also that they have problems stopping making comparisons. Other causes of bulimia beyond social pressure and comparing can be low self-esteem, history of abuse, and major life changes. 
Ironically, social pressure to be thin and the constant comparing with others can increase a client’s desire for food. Food can become a highly meaningful symbol in the life of someone going through bulimia nervosa, where it can be an all-or-nothing mind-set in which abstaining from food creates increased pressure to eat food. In a sense, food may dominate other meaningful experiences in life. It becomes a battle over one’s desire to lose weight while having an overwhelming craving to eat. However, the rules governing one’s desire to eat can be rigid where one mistake may be viewed as a failure, weakening one’s ability to stop craving food. Clients experiencing bulimia nervosa report very detailed descriptions of the food they consume, and how, where, and when they consume it. Likewise, the purging or other weight loss techniques implemented after a binging episode are often very systematic. It is the combination between an over-emphasis on losing weight combined with an overwhelming craving to eat that can cause a loss of control, leading to behavior that is perceived as compulsive and irrational. 
Compulsive binging is the response of someone going through this disorder. Most clients experiencing bulimia nervosa binge with foods that are considered forbidden or unacceptable according to their dietary standards. For example, the desire to be thin may put such foods as ice cream, bacon, and candy on the taboo list of dangerous foods. However, the compulsion for these foods makes them popular choices when giving up control based on personal rules for being thin. Binging is to give in, a submission to failure in upholding one’s desire for a certain body image. It is a loss of control based on, “Since I have already given into eating, I might as well start binging and go all out.” In a sense, binging is a behavioral statement that says a person going through bulimia nervosa cannot control her or his behavior. 
Binging can be seen as the result of giving into one’s desires, and clients going through bulimia nervosa find meaning in self-criticism whereby they scrutinize themselves for their imperfect behavior. It must be stated that the time between binging and the next step, purging, is short; however, that does not mean self-criticism stops when clients rid themselves of the binge food and calories through purging. Self-criticism seems to be a secondary symptom of the experience of bulimia nervosa. There is often an underlying theme in the bulimia nervosa experience in which the act of binging is exacerbated by self-criticism. It seems hard to imagine clients engaging in purging behavior without the influence of self-criticism as an underlying factor. Self-criticism seems to be most severe in the time between the binging and purging behavior. Clients have reported that it is during this time that they criticize themselves the most. 
In an attempt to deal with feelings of self-criticism, clients going through the experience of bulimia nervosa may choose to purge the food eaten through vomiting. This is an attempt to make up for the binging behavior taking place earlier in this pattern. (Note: even though purging is an attempt to get rid of what was consumed while binging, what is eliminated is about 50%.) Other methods of non-purging are also classified as relevant in a diagnosis of bulimia nervosa. Over-exercising, taking laxatives, diuretics, and enemas all fall under bulimia non-purging type (American Psychiatric Association 2000). Also, some other side effects of purging are bruised fingers and knuckles from sticking fingers down the throat in order to purge. Discolored teeth from excessive vomiting, fluctuations in weight, and puffy cheeks from repeated vomiting are further signs of excessive purging. 
The final stage when going through a pattern of bulimia nervosa is similar to that experienced by clients who are suffering from anorexia nervosa. Dieting becomes an obsession where it can dominate meaning in one’s life. It may become the meaningful event that all other meaningful events revolve around, as clients live from day to day. Beyond the prevalence of dieting in a pattern of bulimia nervosa and anorexia nervosa, dieting also seems connected to the social pressure and comparing stage in this pattern. In other words, dieting, social pressure, and comparing behavior seem intricately connected when clients are caught in a pattern of bulimia nervosa. Furthermore, binging and purging may be seen as an irrational solution to strongly held beliefs. Rules about the importance and meaning of dieting, social pressure, and comparisons become other reinforcing characteristics. For example, a person who constantly diets in response to social pressures and comparisons seems more likely to practice binging and purging than someone who sees eating as a natural process. Furthermore, the obsession with dieting brings the bulimic person full circle where he or she becomes more susceptible to social pressure. 


Collaborative diagnosis and treatment 
Overwhelming pressure and comparing  
Francine, at 14, spent most of her time comparing her body image with other 14-year-old girls. She had difficulty with being overweight and reading popular fashion magazines seemed to exacerbate the problem. On a visit to a mental health provider, she revealed that she had a problem with binging and then purging, and wondered how to stop this behavior. However, she spent a great deal of time fretting over why all of her peers were looking at her and what they thought of her. She truly believed from her highly egocentric perspective that how she looked was the talk of the school she attended. Even though the mental health provider knew that such self-centered perceptions were common for teenage girls, behavior involving binging and purging were not. The provider started their following session discussing the pressure Francine was experiencing, and the constant comparing she engaged in to understand and evaluate her self-image. 

Diagnosing for overwhelming pressure and comparing 
The diagnosis may want to include those social, emotional, and psychological pressures that reinforce bulimia. Some of the most predominant pressures are found in the culture of dieting, family dynamics and relationships, abuse, and genetics. For example, Francine is most concerned about her peers looking at her. Even though egocentric behavior at the age of 14 is natural, her focus on what others think of her is destructive to her self-image. She feels the overwhelming pressure to be thin and achieve a body type similar to what she sees in magazines. To reassure herself that she is acceptable, Francine spends much of her time at school and in social situations comparing herself with her friends and other girls her age. Assessing how much time and energy are spent on thoughts and behaviors related to comparing may be important. The effect of this comparing on setting goals is another consideration. Francine usually sets unrealistic goals for herself that may not be achievable—for instance, having a thin body type. Look for those overwhelming pressures that trigger unreasonable goals. It also makes sense within the diagnosis to find the themes underlying the constant comparing with others. In the narrative, it was Francine’s peer group by which she constantly compared and judged her body image. A major theme was “I should be thin like my friends.” A secondary theme was “If I am not thin, I am ugly and not as good as my friends.” For other people going through this experience, there may be different themes such as comparisons made with family members, people at work, feelings of emptiness, image of lovers, and others not necessarily associated with one’s peers. Making unreasonable comparisons can be the triggers that set the bulimia nervosa pattern in motion. 

Treating for overwhelming pressure and comparing 
Determining what overwhelming pressure is connected to the experience of bulimia helps in establishing this pattern. If the comparisons concern family pressures, it may require some form of family-based therapy (Grange and Lock 2009). In the case of bulimia related to some prior form of abuse, a psychodynamic approach can be used to connect the abuse with current pressures about dieting and cravings for food. In the case of bulimia having genetic or hormonal roots, discussions about the genetic connections through family history can be made with clients (Eliot 2005). If the overwhelming pressure is self-imposed through unrealistic or perfectionist standards for oneself, CBT that involves examining irrational beliefs and negative automatic thoughts can be helpful with bulimia. For example, you may want to help people like Francine test out and see that one does not have to be thin, and there are many different body types among teenage girls—both can be useful challenges to irrational beliefs. Francine’s experience of bulimia came from peer pressure and constant comparing, indicative of her developmental age group. You may want to discuss other examples of clients from her age group affected by peer pressure, constant comparing, and a culture of dieting, to add relevance for growth and change (Littman 2010). 

Desire and craving 
Damien thought about food most of the time. He had convinced himself that the reason he was not getting job offers was his weight. In this respect, food had become a major source of anxiety for him. He reported to his mental health provider that he was hungry all the time, and that certain foods that he knew would cause him to gain weight were the focal point of his cravings. Ironically, the more he desired to lose weight, the more he craved the food that would cause him to gain weight. His binging and purging seemed based on these thoughts and beliefs. His mental health provider noted there was a conflict between what Damien believed was important (losing weight) and what he thought about most of the time (craving for food). 

Diagnosing for desire and craving 
It may be beneficial to identify the disconnection between the desire to lose weight and the specific cravings of someone going through this experience. For example, Damien knew what foods to watch out for that would sabotage his desire to lose weight. He had established a pattern between wanting to lose weight and craving certain foods that would sabotage his goals. This constant battle between his thoughts (desires) and emotions (cravings) created a conflict between what he thought and what he was feeling, making him feel out of control. A discussion about the connection between this conflict and the resulting out-of-control behavior can synthesize the perceptions of clients with bulimia nervosa. This can be tied into identifying specific salient cravings such as for cakes, ice cream, or other weight-producing products. The diagnosis may want to ask, “Why do you crave certain foods over others, especially when they defeat your desire to lose weight?,” “Exactly what cravings make you feel out of control?” and “What do you do when feeling out of control, and what makes you feel better?” 

Treating for desire and craving 
Some form of CBT may be needed when treating for the connection between desire and craving (Agras and Apple 2008). In this stage of going through the experience of bulimia, there seems to be confusion over what clients cognitively believe and how they crave food. For example, Damien seriously wanted to lose weight but his discipline was sabotaged by his cravings for food that would defeat his goals. Developing more consistency between his beliefs and behaviors may lessen his craving for foods that are the objects of his cravings. 
In cases where clients get caught in battling cravings and thoughts about cravings, a form of acceptance and commitment therapy (ACT) may be useful (Forsyth and Eifert 2008). Also, ACT may be helpful in teaching acceptance of thoughts as simply thoughts, separate from the individual, not needing an evaluation, judgment, or to be acted upon. In this way, clients need not rid themselves of cravings in order to eat healthily. They can notice the cravings but choose not to act on them because of their incompatibility with personal goals. This therapy also helps clients identify and commit to constructive goals, despite negative thoughts or feelings. The pressure for perfection is lifted and clients can feel empowered to act in a way that brings them closer to their goals. 
Often, the pathway to recovery from this disorder requires more than changes in behavior. It may require a deeper understanding of why a client desires to be thin, and why such cravings create feelings of being out of control. It may be that making connections between desires and cravings with an understanding of pressures emanating from family problems, abuse issues, identity confusion, or self-esteem problems will create important insight for clients experiencing bulimia nervosa (Hall and Cohn 2010; Kayrooz 2001). 

Compulsive binging 
Late at night, Barbara could not stop binging foods that she knew would cause her to gain weight. It was not salads or lean protein meals that she would eat when her compulsion for food became unbearable. It was ice cream and cakes that she compulsively devoured when her cravings got the better of her. She told her mental health provider that, ever since the baby was born, she could not stop binging on food that helped her maintain the same weight as during her pregnancy. She believed her binging behavior was related to her pregnancy, as though carrying the weight during pregnancy had somehow altered her self-image. She was frightened that her binging behavior would continue and she would become obese. Most of the time she secretly purged what was left over from earlier in the day. 

Diagnosing for compulsive binging 
It may be productive to look for painful emotions related to significant others, life events, or biological sensitivity that trigger binging behaviors. For example, it becomes clear that the binging behavior began after Barbara gave birth. It may be that her tolerance for stress was weakened after the birth of her child, or that the demands of motherhood exceeded her coping abilities. It could be that she is having difficulty with the transition from pregnancy to motherhood, triggering feelings such as loneliness, incompetence, or unattractiveness. It may be helpful to know if the binging serves any purpose other than or in addition to satisfying a craving, such as distraction from painful thoughts or punishment for what is perceived as shameful behavior. It may be useful to identify the triggers for compulsive binging in a person going through this disorder. One may discover how a client having this experience previously regulated his or her emotions and cravings without compulsive binging. Before binging began, were there moments when the compulsion to binge was overcome, or were there moments when binging was not as severe, or is binging always the same? This may lead to discovering the fixed rituals of how binging takes place. Does it have to be performed the same every time or are there other rituals connected to it, including the type of food consumed? For example, Barbara made a point that her binging ritual was done in complete secrecy and had to be done late at night. 

Treating for compulsive binging 
Some form of DBT may help in overcoming the pattern of compulsive binging (Cooper, Todd and Wells 2000; Safer, Telch and Chen 2009). People who compulsively binge may require some core mindfulness skills to combat the compulsion associated with binging. Skills associated directly with emotional deregulation may break the pattern of compulsive binging while simultaneously helping to find other mindfulness skills that control the compulsive urge to binge, such as distress tolerance, emotional regulation, and interpersonal effectiveness (Biegel 2010). It may also be beneficial to treat for different types of hunger in order to stop compulsive binging. For example, there is a difference between physical and emotional hunger (Greene 2005). Emotional hunger is more directly connected to compulsive binging based on the thought of food rather than the need for it. It may be necessary to treat the images that are created in the mind that lead to compulsive binging. Changing images causing emotional hunger may relieve the need to compulsively binge. 

Self-criticism 
Derek was a perfectionist who wanted to maintain the proper body weight for his career as a host at an upscale restaurant. One problem that he encountered was his proximity to food. Though he never got too overweight or too underweight, the fluctuations in his weight were a continual problem, especially in finding clothes to wear for his job. He criticized his method of dealing with this problem. At work, he would wait until no one was looking and then he would devour left-over cakes that were not sold to customers. Yet, a short time later while he was working, he would purge the previously devoured food. What he criticized the most about his method of weight control was the purging and resulting acid that was beginning to turn his teeth grey. He entered the office of his mental health provider making negative judgments of himself but not knowing what to do about his situation. 

Diagnosing for self-criticism 
A diagnosis for self-criticism may require clients to describe their sense of self—in other words, how they see themselves within a pattern of bulimia nervosa. Often, the experience of feeling guilt, shame, embarrassment, or humiliation specifically describes the form of self-criticizing that people perform. Self-criticism is often an unconscious process that affects one’s thoughts, feelings, and behaviors. It seems significant at this diagnostic stage to uncover patterns of negative self-referent beliefs of which the client may or may not be aware. For example, Derek was critical of his method for dealing with his problem, but he also worked from a belief that he must appear perfect. Such an unattainable belief set the stage for perceiving himself as a failure when he initiated his binging behavior. The diagnosis may want to examine the expectations clients who binge have for themselves, and how they respond when they fall short of those expectations. Criticizing themselves and their behavior may increase purging behavior. 

Treating for self-criticism 
In the treatment for self-criticism, it may be important to help Derek make the connection between self-criticism and the experience of bulimia. Working on this connection presents an opportunity to establish a sense of self where self-criticism is seen more as a dysfunctional pattern rather than an expression of one’s identity (Reindl 2002). Exploring the self physically, psychologically, and socially may put in perspective how self-criticism is part of the overall experience of bulimia. For example, Derek had a view of self where being overweight was unacceptable, yet the result of his method of weight control—acid-induced grey teeth—was also unacceptable. It could be said that Derek’s view of self was based more on extrinsic values of looking acceptable for work than intrinsic values about believing in himself at his place of work. The belief that he was unacceptable because he was overweight may create confusion over his values and may lead to his purging behavior. It may be important at this stage of therapy to assist clients in examining their values and how these values affect their perception of self. In order to view one’s self in a functional way, some form of cognitive behavioral techniques may be helpful (Cooper 2010). Also, ACT would help Derek accept imperfections about himself and his life, while making a commitment to meaningful goals (Hayes, Stroshal and Wilson 2003). 

Purging and non-purging behaviors  
Alexia had tried everything to control her binging behavior. For a long time, she would secretly purge the food she had eaten in her special place where no one noticed her vomiting. She actually had earmarked certain locations where she could successfully purge the binged food, yet her upstairs bathroom was her favorite spot. She would run upstairs shortly after binging on ice cream and purge, in order to not feel ugly, stupid, or unloved. Yet, it seemed like her purging days were coming to an end because her health was being threatened and her teeth were becoming pitted from stomach acid. She entered her mental health provider’s office after trying laxatives, diuretics, and now an exercise plan that had strained the tendons in her knee. None of her methods to make up for her binging were working. 

Diagnosing for purging and non-purging behaviors 
In a diagnosis for purging and non-purging, a description of the specific rituals associated with the pattern of bulimia helps in outlining its chronic nature. There seems to be a cycle that begins with binging, followed by some form of self-criticism, until purging or some other form of relief and release takes place. A description of this pattern would help in understanding the specific triggers and method used by clients experiencing bulimia. For example, Alexia typically binged in the kitchen on sweet, high-calorie food and purged in the bathroom, all done secretly without others knowing. It may also make sense to look for other methods that have replaced purging behavior. It is important to note that other methods beyond purging serve a similar purpose as purging. Diuretics, enemas, and laxatives can be perceived as other forms of purging. Even the overuse of exercise may be seen as a form of purging, especially if the exercise is excessive and causes physical harm. Purging can be seen as punishment or penance for binging that may bring short-term relief. However, purging can often produce feelings of shame in and of itself. However, it may be timely to note that purging and other methods used to counteract binging are not necessarily seen as negative procedures by people going though this pattern. For many of these clients, purging is seen as a solution more than as a problem. 

Treating for purging and non-purging behaviors 
Treatment may want to include an understanding of the many methods that one uses in purging after binging on food (Zimmer, Mitgang and Sacker 2010). Education on the dangers of purging may be useful in curtailing this pattern, including pointing out that purging connected to bulimia does not make people lose weight. Instead there might be a slight weight gain. This makes bulimia different from anorexia nervosa. Beyond understanding how people purge, it may be important to help clients develop skills to stop purging, such as how to control thoughts and images, meditation techniques, methods for releasing pain in more positive ways, and strategies to increase tolerance for discomfort (Shab 2010). In the narrative, Alexia may need a program based on skills that slow down and counteract her urge to purge. Any preventative measure that equips her with proactive coping may short-circuit the cycle of binging and purging. 

Obsession with food and dieting 
Mark had a secret that he could not tell his friends. He had been binging and purging for a long time and now lived a lifestyle of secrecy about his behavior. Yet, there was one area where he could openly face his problem in a socially acceptable manner. He became obsessed with dieting. He believed that, if he could find a diet that controlled his weight, this would end his need for binging and purging. To a certain extent, his plan did work. Dieting helped him achieve his desired body weight. However, inevitably, some crisis would arise in which his craving for food would overcome him, and he would begin binging and purging once again. This binge-purge behavior was especially strong when his diet plan failed to produce the desired results. He told his mental health provider that his obsession with food and dieting had caused him a great deal of frustration and pain, but he did not know how to get out of this vicious cycle. 

Diagnosing for an obsession with food and dieting 
You may want to discuss with your client whether dieting increases or decreases body weight. In most cases, bulimia tends to increase weight not decrease it. Dieting may increase the chances of binge eating or cause an overfocus on food. For example, Mark was in distress over his dieting and he spent an excessive amount of time thinking about and trying new diets, yet he lost no significant amount of weight. Such over-thinking may cause mood disturbances because of dieting. However, not only dieting may need scrutiny. Disturbance in mood when a diet fails to generate the desired weight is an important consideration. In the narrative, Mark is more upset with the lack of weight loss than with the dieting. His pain comes as much from feeling like a failure as from the diet not working. The diagnosis may also assess for unhealthy dietary practices as opposed to healthy dietary practices. For example, meal skipping and fasting are different approaches to dieting and lead clients away from a healthy food maintenance program. The obsession with food and dieting may be based as much on unhealthy practices of dieting as on dieting in general. 

Treating for an obsession with food and dieting 
There is a small body of evidence that shows a weight maintenance diet based on dietary restraint theory can help clients control their pattern of bulimia (Stice, Presnell and Shaw 2005). However, other treatments for bulimia indicate that dieting involving some form of reduced caloric intake does not work. It may be necessary to have a thorough understanding of nutrition in order to help people make healthy food choices as they go through this process (Preedy, Watson and Martin 2011). There is often a tendency when binging and purging to eat those foods that cause an increase in weight and are considered dead calories. For example, how many cases can be found where clients binge and purge on fruit and vegetables? The biology of nutrition and dieting in relation to metabolism and food composition may help clients understand the importance of a healthy diet (Preedy et al. 2011). Referral to a nutritionist may be useful in the overall treatment of bulimia. Examining self-talk and beliefs about dieting and the outcomes of dieting by way of CBT may enhance treatment for an obsession with food and dieting (Preedy et al. 2011). Inaccurate or maladaptive beliefs and negative automatic thoughts likely fuel food obsessions. Challenging this negative, unhelpful thinking about food and dieting can improve mood and help regulate dieting behavior. 



Collaborative diagnosis 
• Discuss with your client social, emotional, and psychological pressures that reinforce bulimia. (Some of the most predominant pressures are found in the culture of dieting, family issues, abuse, and genetics. Look for those pressures that trigger binging and purging behavior, whether they are social, cultural, psychological, or biological.) 
• Ask your client whether there is constant comparing with others. 
• Collaborate on the possible connection between the desire to lose weight and your client’s specific cravings. (You may want to ask, “Why do you crave certain foods over others, especially when they help defeat your desire to lose weight?” and “Exactly what cravings make you feel out of control?”) 
• Ask your client about painful emotions that set off binging behaviors and where they may come from, whether from peers, family, former abuse, or a biological sensitivity to the judgments of others. 
• Ask your client about her or his experiences when unable to emotionally regulate desires and cravings without compulsive binging. 
• Ask your client about self-criticism by describing personal self-image. 
• Discuss with your client the expectations of others when binging, and whether others help your client condemn his or her behavior. 
• Discuss specific rituals that take place. (Usually the cycle starts with binging, which is followed by self-criticism and ends with purging or some other method of relief and release.) 
• Ask your client whether purging and other methods used to counteract binging are seen as negative procedures. 
• Ask your client whether she or he has increased or decreased in weight, remembering that in most cases bulimia increases weight rather than decreases it.) 
• Discuss any mood disturbance that may take place because of dieting. (Not only dieting may need consideration but also the disturbance in mood when the diet fails to generate the desired weight.) 



Collaborative treatment plan 
• Ask your client where the pressure to practice bulimia nervosa is coming from. (If it concerns family pressures, some form of family-based therapy for bulimia may be required. In the case of bulimia resulting from some prior form of abuse, a psychodynamic approach can be used in connecting the abuse with contemporary opinions about dieting and cravings for food. In the case of bulimia having genetic or hormonal roots, discussions about genetic connections can be made with clients.) 
• Discuss with your client some form of CBT to make the connection between desire and craving. (In this stage of bulimia, there seems to be confusion over what clients cognitively believe and how they fanatically crave.) 
• Discuss a more in-depth understanding of why being thin is important and why such cravings create feelings of being out of control. (It may be important in treating for the images created in the mind of someone going through bulimia that leads to compulsive binging.) 
• Work with your client in establishing a sense of self, to counteract self-criticism. (Exploring the self physically, psychologically, and socially may put into perspective why self-criticism would be a part of the overall experience of bulimia. In order to view one’s self, some form of cognitive behavioral techniques may be helpful.) 
• Share some educational material on the dangers of purging. 
• Discuss working on skills to stop purging, such as those to control thoughts and images, forms of meditation, releasing pain in more positive ways, and tolerating discomfort. 
• There is a small body of evidence that a weight maintenance diet based on dietary restraint theory can help clients control their pattern of bulimia. You may want to give your client the latest literature on this theory. 
• Have a discussion on nutrition and how to make healthy choices when eating food. 



Discussion 
From the perspective of mental health professionals, bulimia nervosa is more than an intrapersonal problem that emanates within any given person. It can be considered a social problem where the judgment and comparisons with others may increase the severity of the problem. In some respects, problems with control can be seen to be at the center of the experience of bulimia. In other words, “Who is in control of one’s behavior?” In order to empower clients experiencing this disorder, it may be essential to help them regain the center of control within themselves. Social pressure and comparing behavior are elements of losing control over self. The ability of clients going through this pattern to successfully control social pressure, and the ability to stop comparing one’s self with others, may be two important interventions that can create a sense of empowerment. Regardless of whether social pressure and comparing are based on negative body image, abuse issues, family systems problems, or genetic or biological tendencies, empowering clients to face these problems is a reasonable goal for both client and professional. 
A desire to lose weight and one’s craving for food seems to be the paradox associated with this disorder. Herein is found the war that goes on between the thoughts and feelings of people going through a pattern of bulimia. The body/mind dilemma may be at the heart of understanding this pattern. The obsession to lose weight is only matched by the compulsion to binge uncontrollably, with both causing clients a loss of personal power. The development of strategies that address the connection between body and mind can empower clients to resist the pattern of bulimia, where a loss of control is the eventual outcome. It may be that the solution for bulimia nervosa requires a balance between addressing the causes of the disorder and developing skills to resist the behavior pattern. Why one desires to lose weight may be as important as how one loses weight. Both of these elements may need to be addressed in a successful intervention to treat this disorder. 
It appears that compulsive binging is strongly associated with a loss of power. When clients begin to binge, it may be the moment when power is given over to the disorder. In order to empower clients with bulimia nervosa, a mental and behavioral skill set may be needed that stops the act of binging regardless of why one binges. To disrupt a pattern of bulimia and empower clients, the compulsive binging should be the focus of concern. Without binging, there are no elements of self-criticism or purging behaviors. It is the cycle of binging and purging that gives this disorder its name. Clients can be empowered by regulating their food intake in a manner that is meaningful to them. This may or may not include dieting, though many experts believe that dieting does not work. It may be that empowerment in a pattern of bulimia comes from food regulation as much as from food abstinence. 
The self-criticism experienced by clients for their binging behavior is a complex issue. Understanding and awareness regarding the different forms of self-criticism may decrease purging behavior. Some might argue that binge eaters who purge through exercise may not have the level of self-criticism as those who purge by vomiting. However, in order to feel empowered in facing this disorder, it may be important to recognize that physically purging and the use of exercise are both desperate acts based on low self-esteem. Self-criticism may be more of a reaction to a lack of control in binging than an indication of how one feels regarding purging. Actually, many people going through this pattern do not view purging as a problem, at least not at first, but as a solution to a problem. 
Finally, an obsession with food has the same elements as an obsession with anything else. It dominates one’s thoughts and gives importance to one element in life over all others. Client empowerment may require a balance in perspective. Being obsessed with food likely causes other areas of life such as relationships, personal projects, and personal development to be neglected. It may be the imbalance in life projects that causes food to become so important. This can also be said for dieting. Being on a diet that regulates one’s ability to be a healthy person seems different from being on a diet that feeds into one’s obsessions. Obsession with food and dieting may indicate and inflame larger issues of cultural pressures, abuse, emotional emptiness, stress-filled transitions, and past personal trauma. In this regard, food and dieting become attempts at relieving more extreme stresses or emotional upset by indirectly using food and dieting as unsuccessful solutions to these problems. 


Client/practitioner collaboration form 
Client questions 
Please fill out the following questionnaire describing your involvement with bulimia nervosa disorder. Answer the questions in your own words to help determine bulimia nervosa disorder means to you. 
• When wanting to be thin, how does craving food affect your life? 
• If you have a binged incident, how tempted are you to purge? 
• What are your thoughts after experiencing a binging/purging cycle? 
• Do you feel social pressure to compare yourself with others? 
• Have you ever felt judged by family and friends about your weight? 
• Have you ever experienced medical problems from purging? 
• Do you know healthy ways of controlling body weight? 
• Have you criticized yourself for binging and purging? 
• How difficult is it to face a binging/purging problem? 
• Write any other meaningful information that would help describe your experience with bulimia nervosa disorder. 


Mental health practitioner questions 
Please fill out the following questionnaire describing your client’s involvement with bulimia nervosa disorder. Answer the questions from your observations and what you think bulimia nervosa disorder means to your client. 
• When wanting to be thin, how does craving food affect your client’s life? 
• If your client has binged, how tempted is he or she to purge? 
• What are your client’s thoughts after experiencing a binging/purging cycle? 
• Does your client feel social pressure to make comparisons with others? 
• Has your client ever felt judged by family and friends about weight? 
• Has your client ever experienced medical problems from purging? 
• Does your client know healthy ways of controlling body weight? 
• Has your client experienced self-criticism for binging and purging? 
• How difficult is it for your client to face a binging/purging problem? 
• Write any other meaningful information that would help describe your client’s experience with bulimia nervosa disorder. 


Client’s personal schematic pattern 
Fill out the following personal schematic pattern from your unique point of view. (This can be accomplished with the help of your mental health professional.) 
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Figure 4.2 Client’s personal schematic pattern for bulimia 
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Chapter 5 
Depressive disorder 
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Figure 5.1 Clients’ phenomenological schematic pattern for depressive disorder 

The clients who contributed to the following narratives were diagnosed with either major depressive disorder single episode, DSM-IV 296.2x, major depressive disorder recurrent DSM-IV 296.3x, or dysthymic disorder DSM-IV 3000.4 (American Psychiatric Association 2000), and all considered moderate as opposed to severe. Most reported experiencing anxiety at some point during the experience. The inclusion of the three DSM-IV labels was based on the similarities experienced by clients going through the different forms of depression. The following narrative may be important to mental health professionals who are diagnosing for depression and are interested in a client perspective. 
Clients’ phenomenological narrative with depressive disorder 
Lack of pleasure as a major component of depression presents a myriad of possibilities for understanding what it means for an individual to be caught in a pattern of depression and to be unable to experience pleasure in everyday life experiences. For some clients, experiencing a lack of pleasure means that something is physically out of balance. Though clients rarely associate this with neurotransmitters such as serotonin or dopamine and the slowing down of brain functioning, they seem to know that something is physically wrong, and within this feeling of physical unease the meaning of depression begins to unfold. This feeling that something is wrong may go beyond physical feelings such as low energy or exhaustion and may include undesirable changes in thought patterns and reduced memory or concentration abilities. Other clients experience a change in their behavior where everyday experiences are met with little pleasure or interest. Regardless of the starting point of a client’s depression, there seems to be a pattern that underlies the depression experience. The common ground is found in the subtle yet profound lack of pleasure in everyday living. 
A lack of pleasure creates a meaningful shift in how depression affects the self-concept of clients. Feelings of worthlessness can infiltrate the lives of these individuals, uprooting previously held meaning in many of life’s projects. For example, simple tasks of daily living such as basic personal hygiene and housekeeping as well as social connection that is usually spontaneous—for example, being able to laugh at a humorous story or greet a neighbor—become difficult and forced. This subtle feeling of doing something wrong, being out of place, or having missed out on something may create a sense of incompetence and often has significant meaning for clients, especially those who previously enjoyed success and happiness. 
It may be the lack of pleasure leading to a sense of worthlessness that makes clients feel overly sensitive with themselves and others. The ability to be flexible or to bounce back from adversity becomes disrupted and in its place develops oversensitivity to common conflicts and challenges. This appears as a meaningful change in how someone going through depression perceives their abilities, coping strengths, and limits. Those clients who find meaning in being flexible, tough, and resilient are now faced with the prospect of being inflexible, weak, and fragile. Feelings of loss often arise when individuals believe they are incapable of meeting the demands of daily life. Such significant perceptual changes hold meaning for clients who may lack motivation and may feel lost and worthless. 
The oversensitivity experienced in a pattern of depression can exaggerate one’s response to everyday living where clients try too hard to compensate for their lack of motivation, and think too intensely about their negative thoughts and feelings. Such obsessions can become counter-productive where attempts at “being normal” can result in the development of frustration and anxiety, especially when one’s efforts are seen as futile. Constant failed attempts at normalcy can have serious implications for client confidence and sense of hope for recovery. However, being obsessed with introspection and being normal seems to be a client’s attempt at solving this problem. Ironically, it is this excessive internalizing about one’s negative thoughts and feelings about being normal that may increase symptoms of depression and trigger anxiety. 
In a pattern of depression, constant attempts at recovery, with no perceived change in one’s overall condition, may lead to a sense of failure. Under these conditions, a person may make inaccurate conclusions such as there is no way out and that one is trapped with little hope for future peace or joy. When in a pattern of depression, many clients hold the belief that the symptoms of depression are insurmountable and never ending. On occasions these feelings are so intense that suicidal thoughts may enter into the client’s experience with depression. This is a dangerous point where clients’ attempts to get out of depression are futile and they begin to personalize the experience, and to interpret the experience as a personal failing. Taking responsibility for the failure of finding no way out of depression can lead to more worthless feelings, oversensitivity and, in extreme cases, thoughts of suicide. 
The experience of feeling trapped may add to the difficulty in understanding this phenomenon, and a pattern of depression may be reinforced by client attitudes toward it. The attitude of resignation and defeat that can develop while going through this pattern makes depression a chronic experience where a defeatist attitude can become as dangerous as causes of depression whether neurological, emotional, or behavioral. For many people, there is strong meaning in defeat and an attitude of defeat may fuel the momentum that keeps the depression pattern going. Subsequently, a defeatist attitude may reinforce other factors in the depression pattern. 


Collaborative diagnosis and treatment 
Lack of pleasure 
Alice came to a mental health provider with numerous questions. She stated her feelings of depression and wanted to know if her lack of motivation was causing it or whether it was something more biological. Her provider replied that both may be working together and both may be contributing to her lack of interest in many life experiences. Alice stated that she had less enjoyment in those experiences that were important to her and could not remember when life seemed pleasurable. She wanted answers about her overall lack of motivation and what was causing her discomfort. 

Diagnosing for a lack of pleasure 
In a diagnosis for a lack of pleasure, consideration may be given to what experiences may be affecting a client’s interest and enjoyment in life. The more the diagnosis can clarify the basis for the client’s lack of pleasure, the more direction can be applied to treatment. For example, Alice’s lack of pleasure could be the result of being under considerable stress for extended periods of time, or derive from experiencing major traumas or significant change in her life. Lack of pleasure may also be generated by a pattern of negative thinking practiced over an extended period of time. For instance, Alice may be practicing a pattern of seeing herself, other people, or the world through a negative lens or in a pessimistic way, leading to isolating behaviors and a general lack of pleasure in life. Another possibility may be connected to Alice’s question about chemical imbalances in the brain. Neurotransmitters that affect mood may be playing a role in her lack of pleasure. In most cases, it is a combination of these factors that can holistically explain the various symptoms of lacking pleasure in life experiences. 

Treating for a lack of pleasure 
Diagnosing a lack of pleasure in clients caught in a pattern of depression may be a rationale for including some form of CBT in the treatment plan (Gallagher-Thompson and Thompson 2009). For example, changing Alice’s beliefs and behaviors can be an effective approach for treating the lack of pleasure found in this pattern, especially when the transition from being interested to losing interest involves beliefs about herself or her world. Helping Alice change negative or irrational beliefs can lead to her becoming more behaviorally involved and socially connected, which may increase the likelihood of changes in motivation. However, behavior also plays a role. Many people incorrectly believe they will become more active when they feel better. However, the opposite may be more accurate. They may not feel better until they become more actively involved in their experiences. Clients confirm this when they report an improvement in mood—for example, when attending an outing they were reluctant to consider because of their mood. The cognitive aspect of CBT may help clients identify and challenge negative thoughts that contribute to their lack of pleasure but the behavioral aspect puts depressed people in motion for change (Leahy, Tirch and Napolitano 2011). Also, person-centered therapy (Rogers 1989) may be an effective treatment for the negative thinking associated with lacking pleasure. In the narrative, empathy and positive regard may help in changing Alice’s negative thoughts and feelings into a more productive outlook where finding pleasure in life becomes meaningful. When clients understand the pattern of depression and the paradox of isolating and overfocusing on negative thoughts and symptoms, they seem less likely to internalize and inadvertently exacerbate their symptoms. Person-centered therapy can help clients be more kind and patient with themselves, rather than being critical about their lack of pleasure (Rogers 2007). Finally, the use of selective serotonin reuptake inhibitors (SSRIs), serotonin-norepinephrine reuptake inhibitors (SNRIs), benzodiazepines, and tricyclic antidepressants are commonly used in balancing the neurotransmitters in the brain allowing for positive psychological and physical responses to a lack of pleasure (Virani, Bezchlibnyk-Butler and Jeffries 2009). 

Feelings of worthlessness 
Frank reported to his mental health provider how having continued negative experiences was changing his view of himself. He stated that over time he was becoming increasingly more isolated and feeling worthless most of the time. He told his provider how shocked he was by these changes because this was not the way he perceived himself. He reported that a subtle feeling of doing something wrong permeated his emotions. He reported that his lack of motivation was stirring up feelings of guilt leading to more worthless feelings. He also described his sense of loss by going through this experience. He reported that some of his symptoms were loss of interest, loss of appetite, loss of motivation, and loss of sleep. He felt like a failure for being unsuccessful at coping with his problem. 

Diagnosing for feelings of worthlessness 
Worthless feelings seem a part of the devastation clients feel when going through depression, and there is often a sense of incompetence or failure related to this experience. Finding out specifically what feeling worthless means to clients can give purpose to these feelings. In the narrative, feeling worthless meant that Frank was a failure at life and he was consumed with guilt, while other clients may attribute different meaning to feelings of worthlessness. One client told us that her feelings of worthlessness meant she held little value as a person, which meant she was undesirable to others and doomed to be alone. It is one matter to have worthless feelings, but it is another to know why you are having these feelings and what these feelings mean to you. Pointing out that worthless feelings may be based on numerous possibilities may create a conversation regarding worthlessness. For example, Frank seemed clear about why he felt worthless, and by stating his reasons it may have clarified the meaning of his worthless feelings and how they were connected to a pattern of depression. It may therefore be important to point out the connection between worthless feelings and lack of pleasure in order to demonstrate how a depressed person can become overly critical of his or her self and associated experiences. 

Treating for feelings of worthlessness 
Some form of existential therapy may help in answering the “why” to feeling worthless in a pattern of depression (Nydegger 2008). The experience of depression may extend beyond its symptoms and bring into question both one’s existence and one’s meaning in life. In the narrative, Frank’s feelings may be directed at what it means to live in such despair or what is the meaning of life, in general. These are questions commonly addressed in treatment with people experiencing depression, and some form of existential or humanistic approach to these philosophical questions could clarify one’s beliefs about depression while reducing its symptoms. Another approach to consider is some form of schema therapy where a pattern of worthless feelings may be continuing from childhood (Young et al. 2006). Sometimes an underlying pattern of worthlessness from the past may reinforce a pattern of depression in the present. In the narrative, the mental health provider might ask Frank to think back to a moment in time when he learned negative responses to life’s experiences, and how this relates to his current feelings of depression. 

Being overly sensitive 
Linda told her mental health provider that she had no idea why she was being so overly sensitive with everyday life experiences. She reported that simple experiences that were easily accomplished were now difficult to perform. She told her provider that “If I cannot do these everyday things, than what can I do?” She said her oversensitivity was scaring her because she believed it would never end. She was being extremely critical of herself and what she could accomplish. Her self-evaluation was overly harsh and she was taking total responsibility for her condition. However, she admitted to her provider that maybe she was caring too much and she was trying too hard to be normal. 

Diagnosing for being overly sensitive 
Somewhere in a diagnosis for depression, it seems appropriate to describe clients’ experiences with oversensitivity. It may be beneficial for clients to admit they are overly sensitive and to determine what may be causing it. For example, Linda may want to express the emotional experiences causing her oversensitivity. She may want to describe when she begins to cry or when she is easily hurt by others. The diagnosis may also want to indicate what thoughts go into being overly sensitive, and how much time and consideration one gives to these thoughts. For instance, what thinking is behind Linda’s being devastated by the judgments of others, or what thoughts bring about her overly sensitive reactions to everyday living? What negative meaning is Linda attributing to her own feelings and behaviors or to others’ behavior toward her? How much wasted time is she spending thinking about her own and others’ reactions? Also, the diagnosis may want to reflect the social aspect of Linda’s feeling overly sensitive in interpersonal situations and how these experiences are judged by her and others. For depressed clients, understanding the basis of over-sensitivity may give new meaning to this experience and go beyond a typical emotional reaction to an unfairly judged social experience. 

Treating for being overly sensitive 
Simply put, clients going through a pattern of depression may need to calm down. There appears to be little question that forms of psychotropic drugs can help reduce the experience of oversensitivity, especially when anxiety is associated with depression (Herzberg 2009). However, other approaches can have an impact on the oversensitivity found in a pattern of depression. Emotion-focused treatment for depression connects clients with their visceral emotions and helps them control these emotions (Watson, Goldman and Greenberg 2007). Instead of reducing over-sensitivity with drug therapy, clients learn to face their emotions and work through sensitive areas in their lives. Cognitive therapy for depression can also be useful in helping clients obtain perspective on their thoughts and feelings (Beck 2009). In this therapy, clients develop a healthy skepticism for the negative thoughts related to their sensitivity, while practicing more rational thought patterns. Another area of treatment may be the social aspect of being overly sensitive while experiencing depression. Some form of experiential family therapy where oversensitivity is revealed within the family system may help clients understand the structure in which they experience oversensitivity. For example, Linda may be overly sensitive to other family members based on not embarrassing the family or letting them down (Cabouli 2007). 

Internalizing/being obsessed 
Ralph admitted to his mental health provider that trying too hard caused problems in his thinking. He kept trying to be involved in life experiences but had difficulty participating. He admitted that he was now experiencing anxiety along with his depression. His constant attempts at getting out of depression were unsuccessful, which caused anxiety to have a negative impact on his experience with depression. He commented that the harder he tried the worse he felt. Furthermore, he viewed his efforts as failures and not as attempts at recovery. He described how constantly being obsessed with what appeared to him as unobtainable goals eventually wore down his confidence. He described to his provider how he had convinced himself that his depression would continue for a long time. 

Diagnosing for internalizing/being obsessed 
It may make sense to discuss unsuccessful attempts at recovery and how these perceived failures contribute to more internalized, obsessive thoughts and behavior. It may be necessary to include descriptions of these unsuccessful attempts and how they have eroded client confidence. For example, Ralph was obsessed with achieving normalcy; however, he failed to meet that goal. Such a goal and what it means to a client may be an important experience to include in a diagnosis. It may also be productive to describe how obsession can lead to more anxiety and, conversely, how anxiety can lead to more obsessive behavior, both exacerbating a sense of hopelessness and overall depression symptoms. In showing the negative effects of obsession, it may be helpful to point out the connection between obsession and anxiety. In many anxiety disorders such as obsessive compulsive disorder (OCD) and generalized anxiety disorder (GAD), anxiety is closely connected with obsessive thoughts (American Psychiatric Association 2000), and it may be the obsession found in depression that develops into symptoms of anxiety. 

Treating being internalizing/being obsessed 
There may be a link between a pattern of depression and obsessive behavior with obsession bringing on symptoms of anxiety in the experience of depression (Rachman 2003). Such a connection may give new meaning to the treatment of depression in general (Rachman and de Silva 2009). Some form of CBT may help in controlling a depressed client’s internalized obsessions that lead to anxiety (Clark 2003). For example, changing Ralph’s approach to depression by slowing down his thinking process and connecting it to new behaviors may help him disrupt a possible co-morbid pattern of anxiety and depression. Another approach to over-internalizing is the use of acceptance and commitment therapy, which teaches clients to accept internalized thoughts and feelings without judgment and without devoting time and energy to changing these thoughts and feelings (Forsyth and Eifert 2008; Hayes et al. 2003). ACT helps clients recognize that they and their thoughts are not the same, and that they can have negative thoughts pass through their minds without paying attention to or acting upon those thoughts. Clients can choose which thoughts deserve attention. This mind-set can eliminate obsessive thinking and internalizing. Another more spiritual treatment may be the use of meditation or other relaxation techniques to stem the flow of obsessive feelings and behavior (Davis et al. 2008). By treating the body through the use of relaxation, the mind/body phenomenon found in obsession may be less likely to reinforce the pattern of depression. 

Feeling trapped  
Clara told her mental health provider that she felt trapped by her feelings of depression. She felt there was no way out of her depressed feelings. She commented about giving up and at times had suicidal thoughts. She told her provider that in some unexplainable way she blamed herself for being a depressed person and a weak person. She was willing to accept the label of “depressed person” even though her provider pointed out that she was going through a pattern of depression. Clara believed that her worthlessness, oversensitivity and negative obsessions were about her, rather than the pattern she was experiencing. 

Diagnosing for feeling trapped 
Client beliefs about feeling trapped, and the meaning behind feeling trapped, set the stage for exploring possibilities based on feelings of hope. For example, Clara seemed more inclined toward suicidal thoughts when believing she was responsible for her entrapment. Citing suicidal ideation alone in a diagnosis does not convey the meaning or sense of entrapment that usually underlies suicidal thoughts (American Psychiatric Association 2000). The diagnosis may want to consider the meaning behind feeling trapped, such as “How do you feel ‘spiritually’, and how does loss of spirit cause you to feel trapped?” or “What does the future mean to you while feeling trapped in depression?” Feeling trapped is related to a sense of having no options or no hope. A diagnosis for feeling trapped may want to assess the flexibility in client thinking and level of hopelessness. Some clients who express suicidal ideation demonstrate thinking that is extremely narrow and rigid, and they are incapable on their own of generating options or a way out. It helps to consider whether this sense of being trapped is a symptom of depression or whether the entrapment found in depression is blocking options that may offer hope. Inclusion of meaning may help in understanding what trapped in depression means to individual clients. Whether entrapped feelings are the result of some spiritual change or of a major life adjustment, as seen in postpartum onset, or the result of chronic dysfunctional thinking, as seen in suicidal ideation, capturing the essence of feeling trapped can make the diagnosis more personally relevant for clients while strengthening the therapeutic alliance. 

Treating for feeling trapped 
Some form of solution-based therapy may be an effective treatment for feelings of entrapment (Macdonald 2007). Clients in a pattern of depression seem obsessed with their problems and may not be considering solutions to them. Solution-based therapy can build on client strengths and possibly find alternative solutions that create hope. Finding ways out of feeling trapped may give hope, no matter how small the solution. For example, the mental health practitioner may help Clara experience hope regardless of her depression by creating activities that generate hope, such as helping the poor or caring for the elderly. By creating new experiences, Clara may find other solutions to her depressed feelings. Also, depending on the severity of feeling trapped, one may consider CBT directed toward suicide ideation (Rudd, Joiner and Rajab 2004). Clients can learn to view suicide ideation as a coping mechanism when having feelings of entrapment. CBT may lead to an understanding that other more functional strategies exist that can relieve their sense of entrapment. What clients believe about feeling trapped can lead to how they will act while in a pattern of depression. Believing there is no way out can lead to thoughts of suicide and other extreme behaviors. 

Defeatist attitude  
Ann asked her mental health provider for the causes of depression because she was losing hope that she would ever stop feeling this way. Her provider quoted a source (Beck 2009) and said depression could be caused by physical, sexual, or emotional abuse, certain medications, death or loss, major life change, genetics, serious illness, and substance abuse. Even after hearing possible causes of depression, Ann still had a defeatist attitude. Even understanding the cause of her depression did not seem to change her attitude toward it. Her attitude of defeat seemed to do the opposite. It generated more lack of pleasure, oversensitivity, obsessive behavior, and feelings of entrapment. She had been taking psychotropic drugs that seemed to stabilize her mood and lessen her symptoms, but did little in changing her defeatist attitude toward her experience of depression. 

Diagnosing for a defeatist attitude 
Including statements that refer to the impact attitude can have on a pattern of depression may be a method of exploring a different strategy toward this pattern. For example, understanding Ann’s personal attitude toward depression may lead to a more effective treatment plan. It also may be valuable to connect how previous steps in a pattern of depression help form a defeatist attitude. For instance, a defeatist attitude can be reinforced by feelings of worthlessness, being overly sensitive, being negatively obsessive, and feelings of entrapment. Describing the pattern of depression directly to clients may identify the steps involved in developing a defeatist attitude. Sharing the pattern of depression may hold more meaning for clients when trying to ward off a defeatist attitude than accepting the label of “depressed person,” which may add to this negative attitude. The diagnosis may want to map out how clients arrive at a defeatist attitude and what such an attitude means to them. 

Treating for a defeatist attitude 
A person-centered approach with a focus on empathic listening may help clients understand the depth of their defeatist attitude (Thorne 2002). Through empathy, clients may be in a position where they can openly discuss their reasons for feeling defeated. It may be one thing to have a defeatist attitude but another to understand how it is affecting your life. In the narrative, empathy may provide understanding of a defeatist attitude and allow clients like Ann an opportunity to develop new strategies for changing this attitude. It may also be important to inform clients that two different experiences appear present when treating a pattern of depression. The first is the treatment needed to counteract the experience of going through depression. The second is the treatment needed to counteract their attitude toward depression. At some point, depression can become as much a defeatist attitude toward life as a mental health disorder. Helping change the outlook of depression from a hopelessly obsessive predicament to a solvable pattern in one’s life can bring meaning to a client’s attitude, and instill confidence in an ability to work through this painful disorder. 



Collaborative diagnosis 
• Work together with your client to clarify the basis for his or her lack of pleasure. (Checking for experiences that are causing clients to lose interest and pleasure would be an important addition to the diagnosis.) 
• Discuss with your client whether lack of pleasure is being generated by a pattern of negative thinking practiced over a given period of time. 
• Ask your client the meaning behind feeling worthless. (The diagnosis may want to point out that worthless feelings may be based on an overemphasis on dysfunctional thinking, and other such problems.) 
• Collaborate on emotional experiences causing oversensitivity. 
• A discussion may be relevant that uncovers what thoughts go into being overly sensitive. 
• Reflect on the social aspect of clients feeling overly sensitive and how that experience is judged by themselves and others. 
• Work together on recording attempts at recovery that have failed, and how these failures contribute to obsessive thinking and behavior. 
• Discuss how obsession may lead to anxiety. 
• Discuss with your client her or his beliefs about feeling trapped, and the meaning behind feeling trapped most of the time. (Capturing the essence of feeling trapped makes the diagnosis more personal and strengthens the therapeutic alliance between client and counselor.) 
• Making operational the process of depression can create meaning and prevent a defeatist attitude, avoiding the label of “depressed person.” You may want to discuss this phenomenon with your client. 
• Map out with your client how he or she arrived at a defeatist attitude and what such an attitude means to them. 



Collaborative treatment plan 
• Discuss with your client changing beliefs and behaviors to counteract a lack of pleasure found in this pattern. 
• Suggest person-centered therapy as an effective treatment for the negative thinking associated with lacking pleasure. 
• Have the discussion about the use of SSRIs to balance the neurotransmitters in the brain, allowing for a positive physical response to a lack of pleasure. 
• Your client may find some form of existential therapy helpful in answering the “why” to feeling worthless in a pattern of depression. 
• Discuss with your client some form of schema therapy where a pattern of loss and worthless feelings may be continuing from childhood. 
• There seems to be little question that forms of psychotropic drugs can help reduce the experience of oversensitivity, especially when anxiety is associated with the experience. Make that an option available to your client. 
• When your client cannot control emotions, discuss the use of emotion-focused treatment for depression, which connects clients with their visceral emotions and helps them control them. 
• Discuss with your client getting involved in some form of spiritual treatment, such as the use of meditation or other relaxation techniques, to stem the flow of obsessive thoughts and feelings. 
• In trying to create hope for your client, discuss some form of solution-based therapy that builds on client strengths and brings into focus alternative solutions that will create hope. 
• Depending on the severity of feeling trapped, some form of CBT directed toward suicide ideation may be important to consider, and important to discuss if your client is having such thoughts. 
• Through empathy, clients may be in an advantageous position to hear their reasons for having an attitude of defeat. It may be one thing to have a defeatist attitude. It may be another to examine how such an attitude is working in your life. 



Discussion 
From a medical model perspective, lacking pleasure, being overly sensitive and experiencing feelings of worthlessness are possible symptoms for formulating a diagnosis around depression. However, for clients these experiences are more than symptoms. They become difficult but meaningful aspects and events in the lives of people experiencing depression that alter their beliefs about themselves and their existence in the world. The client empowerment perspective applied to depression in this chapter differentiates itself from the medical model that is more concerned with symptom reduction. The client empowerment approach helps clients identify meaning in the pattern of depression. Mental health professionals have an opportunity to help clients struggling with bouts of depression to go beyond symptom reduction and find meaning in their experience. With guidance focusing on growth and change, individuals can redefine the difficult experiences in their lives through the development of new interests, facing obsessions, and redefining worthless feelings. Many clients report that the experience of overcoming depression, although painful, strengthened them and allowed them to reaffirm their values and commitment to living a meaningful life. The empowerment found in changing feelings of entrapment, and the confidence found in overcoming a defeatist attitude, seem more focused on growth and change than symptom reduction. Such an approach may require a meaningful understanding of the client’s experience, which goes beyond the goals of controlling and stabilizing symptoms. 
Experiencing a bout of depression can be considered a predictor for future depression, or going through a bout of depression can be viewed as a success story that adds a new sense of confidence directed toward continued growth and change. Overcoming depression and perceiving it as a meaningful experience may strengthen one’s resolve to find new pleasures and interests. Mental health professionals may be in a position to empower people going through depression to differentiate between necessary and unnecessary suffering. If depression is viewed only as a mental health disorder, then all suffering associated with depression must be eliminated, usually through the use of medication. However, if suffering experienced in a pattern of depression can add meaning to the life of clients, then it may be the responsibility of the mental health professional to understand what suffering needs to be eliminated and what suffering becomes an important part of the growth and healing process, and how this suffering can be endured in a functional way. 
In many respects, the idea that depression is the exclusive responsibility of the mental health provider seems to be a misleading approach to such a common and complex experience. In comparison, depression seems the opposite of empowerment where depressed clients lose the power to feel pleasure in life. Empowering clients to seek out pleasure and regain it may be as important as stabilizing one’s symptoms of depression, and it may be the therapeutic alliance between client and practitioner that empowers clients to move beyond their symptoms. Given the vast numbers of people who experience depression, it may be more appropriate to view mental health providers as guides or partners who form therapeutic alliances with clients experiencing additional stressors. The process of developing an alliance between client and mental health professional may be an important first step in mitigating the isolation that fuels depression, while contributing the benefits of a significant social experience. 


Client/practitioner collaboration form 
Client questions 
Please fill out the following questionnaire describing your involvement with depressive disorder. Answer the questions in your own words to help determine what depression means to you. 
• When feeling depressed, how does a lack of pleasure affect your life? 
• During feelings of depression, what happens when you begin to experience worthless feelings? 
• During feelings of depression, what happens when you feel lost? 
• How do you become overly sensitive during the experience of depression? 
• Describe those moments when you may experience an obsession to relieve your depression. 
• Can you remember a specific moment in your depression when you felt trapped? 
• What solutions do you turn to when feeling trapped? 
• Are there specific places or things that make your depression worse? 
• Who do you reach out for when experiencing depression? 
• Does your depression make you feel defeated? If so, describe that experience. 
• Write any other meaningful information that would help describe your experience with depression. 


Mental health practitioner questions 
Please fill out the following questionnaire describing your client’s involvement with depressive disorder. Answer the questions from your observations and what you think depression means to your client. 
• When feeling depressed, how does a lack of pleasure affect your client’s life? 
• During feelings of depression, what happens when your client begins to experience worthless feelings? 
• During feelings of depression, what happens when your client feels lost? 
• How does your client become overly sensitive during the experience of depression? 
• Describe those moments when your client may experience an obsession to relieve his or her depression. 
• Can your client remember a specific moment when feeling trapped? 
• What solutions does your client turn to when feeling trapped? 
• Are there specific places or things that make your client’s depression worse? 
• Who does your client reach out for when experiencing depression? 
• Does depression make your client feel defeated? If so, describe that experience. 
• Write any other meaningful information that would help describe your client’s experience with depression. 


Client’s personal schematic pattern 
Fill out the following personal schematic pattern from your unique point of view. (This can be accomplished with the help of your mental health professional.) 
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Figure 5.2 Client’s personal schematic pattern for depressive disorder 
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Chapter 6 
General Anxiety Disorder 
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Figure 6.1 Clients’ phenomenological schematic pattern for GAD 

The clients who contributed to the following narratives were diagnosed with general anxiety disorder (GAD), DSM-IV 300.02 (American Psychiatric Association 2000) (moderate). They did not report any other occurring disorders such as depression, though some did believe that a change in mood had taken place, especially in feelings of self-esteem and in a general sense of well-being. The following narrative may be important to mental health professionals who are diagnosing for GAD and are interested in a client perspective. 
Clients’ phenomenological narrative with GAD 
Uncertainty is not listed in the DSM-IV under GAD, yet it holds meaning for clients going through this disorder. For the most part, it is the lack of clarity about significant experiences in the lives of clients that makes uncertainty meaningful. Also, it is the feeling of ambiguity about how to face life in general or how to face specific situations in life that are identifiable, yet generate uncertain feelings. Clients experiencing GAD also put a significant amount of meaning into their expectations about solving their uncertainty, yet have little confidence or direction in how to meet their expectations. 
Clients in a pattern of GAD find meaning in solving their uncertainty by narrowing their focus and spending a substantial amount of time overfocusing on the uncertainty they are going through. In a sense, they try to solve a problem they cannot solve. Yet this seems to be only part of the problem. The act of overfocusing seems to generate more stress based on an inability to think about other important areas in their lives. It may be the inability to expand one’s focus and think about other areas of life that generates more uncertainty. The importance placed on overfocusing and the inability to expand one’s focus decreases flexibility in adapting to other situations. 
Excessive worry is a symptom that is described in the DSM-IV for GAD and it relates to the sense of uncertainty that clients experience. Excessive worry and the inability to stop or control worry may be the most meaningful aspects of GAD for clients experiencing this disorder. This seems most prominent in the confusion it creates in client thinking. In many cases, excessive worry becomes entrenched in clients’ thinking patterns to the point that they often report worrying about their worry. Controlling worry seems an important issue to consider when working with clients going through a pattern of GAD, and clients may give it great importance. However, excessive worry seems to be one of the catalysts for the development of other anxiety-related symptoms. 
The inability to control worry may contribute to the development of symptoms in a GAD pattern. The DSM-IV is comprehensive in describing the various individual symptoms, yet clients see a connection between excessive worry and other anxiety symptoms. Instead of seeing excessive worry as an additional symptom in a list of symptoms, clients tend to believe their excessive worry is responsible for these symptoms. Here is an example of trying to capture the meaning in their thinking. A client might say to a mental health practitioner, “I am worried about getting worse and my worry is making me have nausea and pain but I cannot stop it.” The meaning in this statement goes beyond a concern about symptoms and shows how clients in a pattern of GAD tend to take responsibility for their symptoms, which exacerbates worry. 
This seems most evident in the next stage in a pattern of GAD described as underlying crisis. Clients do not find meaning in symptoms alone, though they are important to them. GAD affects clients’ overall perspective of themselves, others, and the world. Clients may begin believing that they are constantly in crisis and the crisis will never end, that they are vulnerable and less capable, that the world is a dangerous place, that nothing is for certain, and that others think negatively about them and blame them for their crisis. These thoughts and other negative and threatening thoughts contribute to an underlying sense of crisis, and it may be the holistic experience of underlying crisis that most concerns these clients. 
Over time, the accumulation of uncertainty has a significant impact on client identity. This impact may range from clients admitting to a low level of uncertainty most of the time to stereotyping themselves as anxious people. Some clients have found meaning in identifying themselves as anxious people rather than understanding that GAD can be viewed as a pattern, with elements of physiology, beliefs, thoughts, feelings, behaviors, and the social environment all contributing to this pattern. 


Collaborative diagnosis and treatment 
Uncertainty 
George told his mental health provider that he was having uncertain feelings about his life though he admitted that uncertainty was a part of everyday living. What bothered him was that he felt this way most of the time. He wanted to know if it was normal to feel uncertain even when doing activities that he normally found comforting. This was his reason for coming to a professional. He had questions about his uncertainty, but bigger questions about how to resolve it. His biggest concern was that it was making his life more complicated and unmanageable. 

Diagnosing for uncertainty 
In a diagnosis regarding uncertainty, consideration may be given to what experiences are making the client’s life uncertain. The more the diagnosis can clarify the basis of client uncertainty, the more direction can be applied to treatment. For example, George’s uncertainty can be the result of his belief concerning death, or a belief about unobtainable happiness. Uncovering the beliefs that are causing client uncertainty would be an important addition to the diagnosis. Uncertainty may also be generated by a pattern of behavior practiced over a given period of time. For instance, George may be practicing a pattern of cautious behavior or a pattern of overreacting to everyday problems, and both may be appropriate to include in his diagnosis. Including a client’s beliefs about uncertainty and her or his specific patterns of behavior can make the diagnosis more specific and operational. 

Treating for uncertainty 
Diagnosing for beliefs underlying client uncertainty may be a rationale for including some form of CBT in the treatment plan (Nezu, Nezu and Lombardo 2004). The process of changing clients’ beliefs and behavior can be a productive approach in treating the uncertainty found in a pattern of GAD. Another approach could be acceptance and commitment therapy, which, in the narrative, may help George accept uncertainty as an unavoidable aspect of life that is neither good nor bad and does not need resolution or attention all of the time (Eifert, Forsyth and Hayes 2005). However, some form of existential therapy might be considered if client uncertainty pertains to life in general, such as anxiety over one’s eventual death (Cooper 2003). Also, consideration can be given to some form of behavioral therapy that maps out behavior and helps clients change uncertainty by finding the triggers that continue to sabotage their happiness (Hope, Heimberg and Turk 2010). Regarding the narrative, George’s uncertainty can be treated successfully by using all of these approaches. Clients report that GAD makes their lives more uncertain and all of these approaches directly address this issue. 

Overfocusing 
Margret described to a mental health provider her futile attempts in figuring out the uncertainty she was feeling. She said that in almost every waking moment her uncertainty “popped into her head” and she made unsuccessful attempts to problem solve the uncertainty or to understand why she was uncertain. Unfortunately, this was exhausting for her and resulted in other areas of her life being neglected and unmanaged, which compounded her stress and worry. She tended to be overfocusing on those experiences contributing to her anxious feelings. She told her provider that, between thinking about her specific uncertainties and ignoring other important areas of her life, her anxiety was increasing. 

Diagnosing for overfocusing 
The narrow focus that clients may experience, and their inability to expand their focus and think of other important matters, can become a crucial diagnostic issue pertaining to decision making and behavior in clients experiencing GAD. Clarifying clients’ difficulty in making functional decisions may be a timely addition to the diagnostic process. For example, it may be helpful to examine how Margret actually thinks about her uncertainty and whether her thinking is productive. In other words, ask Margret what she is thinking about and how that thinking helps her solve her problems or manage her affairs. For instance, does she over-analyze, have unreasonable expectations or focus on worst-case scenarios? Furthermore, it may be important to assess the extent of her difficulty in thinking of things other than her concerns or worries. She may want to know how her obsessive overfocusing contributes to the difficulty she experiences in thinking about other meaningful areas of her life. 

Treating for overfocusing 
There are numerous treatments for clients who have trouble making decisions in their lives. With clients making decisions concerning uncertainty, including some form of treatment that considers both thoughts and emotions, such as rational emotive therapy (RET), seems appropriate (Ellis and Dryden 2007). In the narrative, both thoughts and feelings seem obvious elements in unproductive focusing by Margret, and also for many other clients experiencing GAD. Treating clients for unproductive decision making may be one element involved in overfocusing. Clients’ inability to expand their focus and extend their thinking to include other important considerations in living was evident in Margret’s thinking. Creating more flexibility in thinking may require Margret to remember when such patterns began and the context in which she began to overfocus on problems (Greenwald 2010; Young et al. 2006). A GAD treatment plan may want to include methods for rectifying dysfunctional thinking, along with methods for disrupting long-standing patterns connected to this way of thinking. 

 Excessive worry 
Jim told his mental health provider that he could not stop worrying. He reported how his worrying was getting in the way of performing many important everyday experiences. For example, he worried that he was not being a successful provider for his family, but he also worried that his family was not safe. Furthermore, he worried about how vulnerable he felt worrying about being a successful provider and whether his family was safe. He reported feeling trapped in his own thoughts where the more he tried to stop worrying about these things the more he seemed to worry. He believed that if he could only stop his excessive worrying then life would be better. 

Diagnosing for excessive worry 
Somewhere in a diagnosis for GAD, clients’ emotional reactions to excessive worry seem appropriate. This may be relevant for clients in this pattern who seem to experience worry most of the time, even when they recognize the detrimental effect such feelings have on the GAD pattern. For example, Jim may say, “I feel out of control and slightly crazy when worrying all of the time.” Connecting Jim’s emotions to his excessive pattern of worrying seems important. It may also clarify the GAD experience by including in the diagnosis the generalized thinking that generates these feelings. For instance, the diagnosis may want to reflect the difference between Jim’s worry and concern, where concern makes his thinking specific and operational while worry has a tendency to over-generalize it. The free-floating worry experienced by clients may need to be a part of the diagnosis, especially when clients cannot stop worrying. From the clients’ perspective, excessive worry should be a part of the diagnosis both in how they think and how they feel. 

Treating for excessive worry 
Cognitive therapy seems an appropriate treatment, especially in helping clients change worry to concern (Gilbert 2004). In the narrative, Jim’s mind is overgeneralizing and he needs methods to make uncertainty more specific. The act of excessive worrying about troubling uncertainty becomes counterproductive in changing these uncertainties. Some form of behavioral therapy may also help in initiating strategies that minimize the amount of time worrying. Jim can learn to set aside 10–30 minutes at a specific time each day to devote to worrying, while turning off worrying at other times. This technique can help break the habit of continuous worry while allowing Jim to recognize worry as a futile mental activity and give him a sense of control over it. Also, excessive worry about changing his life may make his life more difficult to change. However, excessive worry seems to be a topic that clients frequently want to discuss, and person-centered therapy where they have an opportunity to express their thoughts and feelings is of equal consideration in treating excessive worry (Cain 2010). The empathic responding that is the cornerstone of this approach may help clients change such topics as worry to concern, or feelings of uncertainty to acceptance. 

Developing symptoms 
Jane had been to her mental health provider’s office many times complaining about her physical symptoms that she attributed to her feelings of anxiety. She reported feeling restless and irritable, having difficulty concentrating, experiencing muscle tension and not being able to sleep. She stated that she needed relief immediately from these symptoms and that talking about them was not helping her feel in control of her life. Her provider made an appointment with a psychiatrist where she received medication that initially calmed her down. After taking medication for a period of time, Jane reported that she still had these symptoms but they felt less out of control. 

Diagnosing for developing symptoms 
Jane’s uncontrollable symptoms may be a part of the reciprocal exchange between her brain’s reaction to GAD and how her mind is interpreting it (Siegel 2010). Negative thoughts about the experience of GAD can have an activating affect on the neurotransmitters in the brain, which trigger or intensify thoughts and fears about anxiety, and so on. Such back and forth exchanges may be responsible for the experience of anxiety-related symptoms. It may also be important to include descriptions of anxiety-oriented symptoms and how they interact with the environment as it is experienced by clients. For example, addressing Jane’s constant irritability may require more than an endorsement of that specific symptom. Understanding of the symptom and how it is experienced may need to include where and how she becomes irritable. Somewhere in diagnosing symptoms, it may be practical to acknowledge specific information that points out symptom patterns, not only symptom labels. Symptoms are what most professionals include in their diagnoses for GAD, yet how these symptoms interact with the mind and the brain and have an impact on everyday living may give them meanings beyond the simple endorsement of specific symptoms to make a GAD classification. 

Treating for developing symptoms 
One of the most popular treatments for GAD is the use of psychotropic drugs. Anti-anxiety medication such as benzodiazepines (Ativan, Xanex, Valium), SSRIs, SNRIs, and tricyclic antidepressants are commonly used in treatment (Virani et al. 2009). These drugs serve a purpose in ameliorating symptoms related to amygdale and neo-cortex functioning in the brain, and have been a part of treatment for GAD for many years. In the narrative, Jane was desperate for her physical symptoms to be reduced quickly and her clinician responded with a psychiatric/pharmacological consult. However, relaxation strategies, including visualization, may also be helpful in the management of anxiety symptoms. Another more recent approach to treating GAD symptoms can be found in treatments that consider neurobiology and psychotherapy (Siegel 2010). Describing to clients how the brain works, and how mindfully taking control of this process can reduce symptoms, may be useful for clients experiencing physical symptoms related to GAD. Addressing neurobiology and physiology through medication or through education about the processes in the brain seem effective approaches to symptom reduction in GAD treatment. 

Underlying crisis 
Mark told his mental health provider that, in addition to having bouts of excessive worry and physical symptoms, there was a sense that anxiety was always there even at a reduced level. He believed that he was going to be in some level of crisis all of the time and he also described how this belief was increasing his anxiety. He told his provider, “I have always experienced anxiety and I cannot remember when I have not experienced it.” He reported that he had a long-standing sense of underlying crisis that had an impact on his social and professional life. He said that it was causing him to become more cautious and risk-avoidant. 

Diagnosing for underlying crisis 
What is the meaning behind being in some form of crisis most of the time? For Mark, his sense of crisis means he is not feeling in control of everything in his life, and, when something does not work out as intended, it amplifies his sense of crisis. In the experience of GAD, it is not that clients are completely free from crisis and then experience acute crisis. Rather, they seem to be hypervigilant about crisis and experience a pattern where crisis becomes a theme in their everyday lives. On any given day there is more or less crisis, depending on the circumstances. This was the case for Mark. Regardless of whether a crisis was taking place, he was on high alert and remained hypervigilant. His need for total control, and the inevitable lack of control inherent in life, created an ongoing sense of crisis for him that on a good day was at a low level and on a bad day, when something went wrong, was at a high level. It may be important to discuss the meaning behind circumstances that signal crisis for clients. For example, capturing the essence of Mark’s underlying crisis may be one of the elements that separate his diagnosis from other anxiety disorders. 

Treating for underlying crisis 
Treating for underlying crisis may require some lifestyle-changing approaches to GAD. There are many considerations for such changes. Here are a few that seem effective. Meditation and other forms of relaxation-oriented skills may counteract the experience of underlying crisis. Eye movement desensitization and reprocessing (EMDR) is another technique used to this purpose with considerable success (Leeds 2009). DBT is another example of treatment for underlying crisis (McKay et al. 2007). Beyond these meditation-oriented treatments is the development of a regimen of physical exercise. Biologically, underlying crisis increases cortisol and stress hormone levels, adding to the persistence of underlying crisis (Hart 2011). Physical exercise may bring down cortisol levels and help reduce the sense of always feeling on edge and in crisis. 

Accumulation of uncertainty 
In consultation with a mental health provider, Mary had come to the conclusion that she was “just an anxious person.” She reported how she had lost confidence in herself and believed that her constant experience with anxiety was “the way life is.” She accumulated so much anxiety for so long that it seemed almost normalized in her thinking. Her provider pointed out to her that maybe it was not that “you are an anxious person,” but a normal person caught in a pattern of anxiety. Her provider also told her that believing “you are an anxious person” may actually increase your experience with anxiety. The provider suggested to her that her experience of feeling out of control was not necessarily that she was out of control but more likely an experience based on her belief of being out of control. 

Diagnosing for an accumulation of uncertainty 
The duration and degree to which a client accumulates uncertainty can make a difference in understanding the impact this accumulation has on an anxiety pattern. Though accumulated uncertainty may not have the intensity of acute anxiety, constant accumulation can create a critical mass of uncertainty that may lead to traumatic attacks of anxiety. Furthermore, having chronic accumulated uncertainty may lead to low grade anxiety, most of the time. It may be useful to understand this accumulation. In the narrative, it was Mary’s accumulation of uncertainty that created momentum in the anxiety pattern. For example, if Mary had the experience of uncertainty for a few days, she would probably connect her anxiety to a specific set of circumstances such as getting fired from a job or having to move to a new location. For the most part, these experiences would not qualify her for a GAD diagnosis under the criteria found in the DSM-IV. It may be the constant circling through this pattern of uncertainty that reinforces GAD, and it may be this accumulation that becomes most detrimental to client recovery. 

Treating for an accumulation of uncertainty 
Some form of narrative therapy that helps clients understand a pattern of uncertainty connected to their personal story may help in understanding an accumulation of uncertainty (Yancy and Hadley 2005). In other words, it may benefit clients to understand how GAD has become a part of their everyday patterns of living. For example, narrative therapy may help Mary understand how GAD started and the meaning it holds within her unique personal story (Madigan 2010). Also, helping clients understand concepts from family therapy may be important in realizing the dynamics that led to an accumulation of uncertainty (Dattilio, Jongsma and Davis 2010). For instance, in the narrative, maybe Mary grew up experiencing a lack of boundaries in her family system leading to an accumulation of uncertainty. GAD can be treated solely from the perspective of being an intra-psychic phenomenon, yet for some clients it can be an interpersonal experience that accumulates within families, communities, and societies. 



Collaborative diagnosis 
• Finding those beliefs that are causing uncertainty would be an important addition to the diagnosis. (The inclusion of a pattern of behavior describing uncertainty could help with each client’s assessment.) 
• Discuss with your client his or her difficulty in making functional decisions. (The diagnosis may want to include examples of dysfunctional thinking such as over-analyzing uncertainties.) 
• Discuss with your client if she or he is having difficulty letting go of problems. 
• You may want to discuss how obsessive overfocusing is often at the root of an inability to stop thinking about problems. 
• Ask your client how he or she reacts to excessive worry? (It may be important to include in the diagnosis the generalized thinking that may create excessive worry.) 
• Somewhere in diagnosing symptoms of GAD, it may be important to point out symptom patterns not only symptom labels. (Capturing the essence of underlying crisis in diagnosing GAD may be one of the elements that separates GAD from other anxiety disorders.) 
• Discuss with your client the connection between accumulation of excessive worry, underlying crisis, and biological symptoms. 



Collaborative treatment plan 
• Discuss the use of CBT and how it may demonstrate the connection between thoughts, feelings, and behaviors. It may also help clients assess and challenge chronic negative thought patterns. 
• If it seems that your client’s anxiety is based on life or death issues, recommend some form of existential therapy. 
• Sometimes it is thoughts and feelings that cause anxiety. Recommend some form of RET, especially with overfocusing. 
• Help clients change their worry to concern. Ask if they would be open to cognitive therapy to achieve this goal. 
• Assess clients’ beliefs about worry—some people believe that worrying prevents bad things from happening, or helps them perform better or be prepared for disaster. 
• Ask your clients how unstable the anxiety feels. If they want some form of psychotropic drug to stabilize their feelings, make a referral for a pharmacological consult. 
• Some clients are open to forms of relaxation skills. EMDR skills may work for these clients. 
• DBT is a more structured process that you may want to discuss with your client. (It seems to be effective for underlying crisis.) 
• Narrative therapy may make sense if you want to discuss with your client his or her story from the past and how to rewrite that story to create a more functional perspective. 
• You may want to recommend family therapy sessions for your client, pointing out how some of the tenets of family therapy, including boundaries and unspoken rules, may be worth examining. 



Discussion 
From a medical model perspective, the behavior of excessive worry and the symptoms it creates dominates the diagnosis and treatment for GAD. Relieving symptoms of excessive worry such as irritability, sleeplessness, and lack of concentration is, for the most part, the focus of a medical model diagnosis for GAD (American Psychiatric Association 2000). The client empowerment perspective presented by the narratives in this chapter reinforces the medical model perspective where clients are also concerned with relieving the symptoms of excessive worry. 
Included in the client empowerment perspective provided in this chapter are other concerns beyond a medical model perspective, and these concerns uniquely coincide with the role of more person-centered mental health professionals. Before relieving the symptoms of excessive worry, clients seem concerned with developing an understanding of their personal uncertainty, especially in how uncertainty influences their lives. Helping them to understand their personal uncertainty seems more amenable to growth and change than symptom reduction. Furthermore, helping clients learn skills that will stop them overfocusing on problems can be a preventative measure that helps avoid the pattern of excessive worry. Another consideration for mental health professionals pertains to clients experiencing a sense of underlying crisis. Growth and change that refocus clients away from continuous underlying crisis to a more stable sense of normalcy is in line with many mental health practices. Finally, describing to clients the overall pattern of GAD and how the accumulation of uncertainty can be as problematic as the experience of anxiety again requires empowering clients to face this reality. 
In a client empowerment approach to diagnosing GAD, there is an understanding of the symptoms and the importance of symptom reduction; however, this understanding is located within the larger purpose of growth and change. Emphasizing growth and change, especially for a disorder like GAD, empowers clients to focus less on symptoms and to search for meaningful solutions for changing this pattern in their lives. This is a pattern that traps clients in a constant cycle of uncertainty, overfocusing, excessive worry, symptoms reduction, and underlying crisis that accumulates over time. It is the freedom from searching for the elusive certainty that gives clients the focus and energy to function well, and to pursue purpose and meaning in their lives. 


Client/practitioner collaboration form 
Client questions 
Please fill out the following questionnaire describing your involvement with general anxiety disorder (GAD). Answer the questions in your own words to help determine what GAD means to you. 
• When feeling anxious, how does uncertainty affect your life? 
• During feelings of anxiety, what happens when you think too much about a problem? 
• During feelings of anxiety, what happens when you cannot stop worrying? 
• What specific symptoms do you have when feeling anxious? 
• Describe those moments when you feel anxious. 
• Can you remember a specific moment when your anxiety became a problem? 
• Are there personal activities you have done to control your anxiety? 
• Are there specific places or things that make anxiety worse? 
• Who do you reach out for when experiencing anxiety? 
• Does your anxiety seem ongoing or do you have bouts with it? 
• Write any other meaningful information that would help describe your experience with GAD. 


Mental health practitioner questions 
Please fill out the following questionnaire describing your client’s involvement with general anxiety disorder (GAD). Answer the questions from your observations and what you think GAD means to your client. 
• When feeling anxious, how does uncertainty affect your client’s life? 
• During feelings of anxiety, what happens when your client thinks too much about a problem? 
• During feelings of anxiety, what happens when your client cannot stop worrying? 
• What specific symptoms does your client demonstrate when feeling anxious? 
• Describe those moments when you perceive your client feeling anxious. 
• Can you remember a specific moment in your client’s life where anxiety became a problem? 
• Are there personal activities you have done to control your client’s anxiety? 
• Are there specific places or things that make your client’s anxiety worse? 
• Who does your client reach out for when experiencing anxiety? 
• Does your client’s anxiety seem ongoing or does he or she have bouts with it? 
• Write any other meaningful information that would help describe your client’s experience with GAD. 


Client’s personal schematic pattern 
Fill out the following personal schematic pattern from your unique point of view. (This can be accomplished with the help of your mental health professional.) 
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Figure 6.2 Client’s personal schematic pattern for GAD 


Client/practitioner personal diagnosis 
•  
•  
•  
•  
•  
•  


Client/practitioner personal treatment plan 
•  
•  
•  
•  
•  
•  




Resources 
The following are included as resources for a more in-depth understanding of GAD. 
Uncertainty 
Cooper, M. (2003) Existential Therapies. Thousand Oaks, CA: Sage Publications. 
Dattilio, F.M., Jongsma, A.E. and Davis, S.D. (2010) The Family Therapy Treatment Planner (2nd edition). Hoboken, NJ: John Wiley & Sons, Inc. 
Eifert, G.H., Forsyth, J.P. and Hayes, S.C. (2005) Acceptance and Commitment Therapy for Anxiety Disorders. Oakland, CA: New Harbinger Publications. 
Hope, D.A., Heimberg, R.G. and Turk, C.L. (2010) Managing Social Anxiety: Workbook: A Cognitive-Behavioral Therapy Approach. Oxford: Oxford University Press. 
Nezu, A.M., Nezu, C.M. and Lombardo (2004) Cognitive-Behavioral Case Formulation to Treatment Design. New York: Springer Publications. 


Overfocusing 
Ellis, A. and Dryden, W. (2007) The Practice of Rational Emotive Therapy. New York: Springer Publishing. (Original work published 1987.) 
Greenwald, H. (2010) Experimentation and Innovation in Psychotherapy. New Piscataway, NJ: Aldine Transaction. 
Young, J.E., Klosko, J.S. and Marjorie, E.W. (2006) Schema Therapy: A Practitioner’s Guide. New York: Guilford Press. 


Excessive worry 
Cain, D.J. (2010) Person-Centered Therapies (Theories of Psychotherapy). Washington, DC: American Psychological Association. 
Gilbert, P. (2004) Evolutionary Theory and Cognitive Therapy. New York: Springer Publications. 


Developing symptoms 
Siegel, D.J. (2010) The Mindful Therapist: A Clinician’s Guide to Mindsight and Neural Integration. New York: W.W. Norton & Company. 
Virani, A.S., Bezchlibnyk-Butler, K. and Jeffries, J. (2009) Clinical Handbook of Psychotropic Drugs. Vancouver, BC: Hogrefe & Huber Publishers. 


Underlying crisis 
Hart, S. (2011) The Impact of Attachment (Norton Series on Interpersonal Neurobiology). New York: W.W. Norton & Company. 
Leeds, A.M. (2009) A Guide to the Standard EMDR Protocols for Clinicians, Supervisors and Consultants. New York: Springer Publishing. 


Accumulation of uncertainty 
Dattilio, F.M., Jongsma, A.E. and Davis, S.D. (2010) The Family Therapy Treatment Planner (2nd edition). Hoboken, NJ: John Wiley & Sons, Inc. 
Madigan, S. (2010) Narrative Therapy (Theories of Psychotherapy). Washington, DC: American Psychological Association. 
Yancy, G. and Hadley, S. (2005) Narrative Identities: Psychologist Engaged in Self-Construction. London: Jessica Kingsley Publishers. 




Chapter 7 
Obsessive Compulsive Disorder 
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Figure 7.1 Clients’ phenomenological schematic pattern for OCD 

The clients who contributed to the following narratives were diagnosed with obsessive compulsive disorder (OCD), DSM-IV 300.03 (American Psychiatric Association 2000) (moderate). They did report other occurring disorders: phobias and panic attacks were the most common, while others reported depression, ADHD, eating disorders, and learning disorders. The following narrative may be important to mental health professionals who are diagnosing for OCD and are interested in a collaborative perspective. 
Clients’ phenomenological narrative with OCD 
Clients reported being plagued with persistent irrational thoughts and fears. These thoughts and images included fear of dirt, germs, or getting sick; over-reaction to bodily waste or fluids; concern with perfection; worry over completing tasks correctly; fearful or shameful thoughts; thinking about sounds, words, or numbers; need for constant reassurance; perceived fear of harming family members or friends; or worry over family members getting hurt. In all of these examples, clients were aware of the unreasonableness of their thinking, yet could not find methods for stopping the intrusive thoughts. This also applied to fears. Clients were aware that their fears were excessive or extreme when compared with others, yet they still could not control or stop them. Most clients reported having these irrational thoughts and fears over a long period of time, yet had difficulty in pinpointing their starting point. 
Most clients reported that, although the obsessive thoughts and fears were distressing or at least annoying, one of the most difficult aspects of experiencing irrational thoughts and fears was the repetitive behavior they felt compelled to perform to control or manage their thinking. Some of the behaviors reported by clients included repetitive cleaning and grooming; checking doors and locks; repetitive counting of numbers; checking appliances to make sure they were turned off; ordering and arranging items in a certain manner; constant praying or repeating mantras; saving material items no longer useful; and looking for constant reassurance and approval. In many cases, such behaviors interfered with clients’ relationships, occupational or school functioning, social activities, and emotional well-being. Clients reported that these repetitive behaviors often took precedence over more meaningful activities in everyday living that would allow them success in a job, personal relationships and other activities. Many clients reported being aware that their obsessions and related behaviors cost them time and energy, and caused them to be distracted and unable to enjoy life. Regardless of this awareness, clients had difficulty stopping these thoughts and behaviors. 
Most clients expressed strong feelings of guilt over both their irrational thoughts and also their repetitive behaviors. They had subtle feelings that they were doing something wrong most of the time, and regretted being a part of this pattern. Most blamed themselves for their thoughts and behavior, and found it difficult to accept bio/psycho/social explanations. However, feelings of guilt related to the obsessive thoughts and repetitive behaviors did not in any way weaken the pattern. Guilt and self-deprecation seemed to exacerbate it. Clients expressed a sense of guilt that was connected to many of their experiences, and they felt damaged or unworthy of acceptance. The need to avoid being “damaged” and to focus on being an “acceptable” human being was a primary motivation in their lives. However, the intense focus on these goals seemed to reinforce this pattern of obsession and compulsion, not decrease it. 
Beyond clients’ specific obsessive thoughts and compulsive behaviors were the associated problems that seemed to reinforce their thought and behavior patterns. Other themes such as panic attacks, depression, low self-esteem, ADHD, and phobias permeated many of the discussions regarding OCD. In some respects, talking about associated problems was as important to clients as the OCD pattern. In some cases, the thought of giving up the obsessive compulsive pattern seemed unimaginable and clients would rather discuss associated problems than the actual pattern. However, talking about the associated problems seemed to reinforce the OCD pattern and dampen client confidence in their ability to remove themselves from it. This indicated that OCD seemed less manageable when other problems were present. There was the belief among some clients that getting out of the pattern was impossible. 
Obsessive thoughts, compulsive behaviors, feelings of guilt, and associated problems seemed to increase the stress levels of those who were caught in this pattern. It was ironic that in cases where clients engaged in compulsive behaviors to manage the stress associated with obsessive thoughts, increased stress was the inevitable result of engaging in these patterns. The stress experienced in a pattern of OCD also increased the possibility of other anxiety-oriented disorders such as panic disorder or agoraphobia. Clients reported that OCD seemed like a solution to a problem based on some form of stress reduction, yet it was a solution that caused additional stress, over time. 
Regardless of how clients reported OCD as a problem in their daily functioning, they also reported an established set of rituals that seemed part of their lives. This caused a certain amount of confusion where their problem had become an established lifestyle that was more than a psychological problem. Clients reported they had little trouble facing OCD as a problem but it was more difficult knowing it had become an established set of rituals. Clients believed that it was easier to give up other problems than it was to give up their rituals, regardless of how many more problems their rituals were causing them. In some respects, clients saw OCD as a lifestyle as much as they saw it as a problem. This makes OCD an established solution in the minds of some clients going through this pattern, consequently making treatment a more difficult enterprise. 


Collaborative diagnosis and treatment 
Irrational thoughts and fears 
Glen could not stop thinking about how people expelled their bodily material and fluids. The most difficult part of each day was in the morning when he felt the urge to relieve himself. He had actually cut back on eating and drinking in order to lessen the experience. He constantly thought about the germs that were leaving his body and how he would have to come into contact with those germs. He was completely aware that excretion was a normal biological process, yet he could not bring himself to completely accept it, especially the idea of the germs associated with it. He engaged in long complicated rituals after he was finished with going to the bathroom, yet these rituals did not lessen his irrational fear of bodily materials, fluids, and associated germs. 

Diagnosing for irrational thoughts and fears 
A description of the specific thoughts and fears that continue to plague someone going through this experience may be an effective way to start a diagnosis for OCD. For example, Glen not only had a pattern of thinking about his fear of germs and their connection to body waste and fluid—he also had thoughts regarding cutting back on eating and drinking to avoid body waste and fluid. In the experience of OCD, it may not only be obsessive thoughts that affect a person’s daily life but also related thoughts that reinforce these obsessive ones. In the narrative, it seemed just as irrational to be thinking about not eating and drinking as it was to be fearful of excretion. Secondary thoughts, in this case, may lead to co-existing problems such as an eating disorder. At this stage of the diagnosis, it would be appropriate to look for co-existing disorders such as GAD, panic disorder, trichotillomania, hypochondrias, depression, or those associated with eating. 

Treating for irrational thoughts and fears 
The role of neurochemicals in the brain, such as serotonin or other chemicals acting on pertinent receptors in the development or maintenance of OCD, has not been fully explained; however, brain functioning has been implicated in OCD especially in the pre-frontal or orbital frontal brain regions and in the basal ganglia that sort information in the brain, or in association with the amygdale where one may create irrational thoughts and fears. It may be that some form of pharmacological treatment such as serotonin-based drugs such as SSRIs can be useful for treatment (Hollander and Stein 1997; Woliver 2010). In the narrative, Glen’s obsession with bodily materials and fluids may be associated with a dysfunctional chemical-based reaction found in the brain. He may need to seek out some form of SSRI medication to ameliorate his symptoms. However, treatment for OCD may take on other forms in combination with pharmacological treatment. Clients may benefit from some form of exposure or cognitive therapy whereby they distance themselves from their irrational thoughts, downplaying their importance, and then combine this thought diffusion with exposure to the presenting fears (Hyman and Pedrick 2010; Steketee 2008). In the narrative, Glen’s attention to irrational thoughts are making a common bodily function into a massive problem that may need some form of exposure and reconstructed thinking. Exposure therapy combined with cognitive therapy may help clients be less reactive to irrational thoughts. 

Repetitive behaviors 
Martha could not remember when she started counting but it seemed to be a long-established part of her life. She counted when she got up in the morning. She also counted when she would have to meet someone in a social setting. When she became nervous in performance situations, such as at work or when called upon to share her expertise, she counted furiously. However, she would also count after sharing her expertise. Up until recently, she considered her counting an annoyance. She entered a mental health practitioner’s office when the counting changed from annoyance to interference. She now spent most of her time counting rather than focusing on and preparing for her work, social life, and everyday activities. Counting was disrupting her life and she did not know how to stop it. 

Diagnosing for repetitive behaviors 
Much as in the irrational thoughts and fears stage of this pattern, describing the specific repetitive behaviors that continue to plague someone going through this experience may have its merits. This can be an opportunity to point out the pattern of repetitive behaviors along with a description of how these behaviors are connected to irrational thoughts and fears. For example, Martha used counting to deal with stress in her life. Getting up in the morning seemed to cause stress, along with social situations and job performance issues leading to the repetitive behavior of counting. She may ask herself, “What does counting have to do with these everyday experiences?” Mapping out the connection between repetitive behaviors and irrational thoughts and fears gives a perceptual understanding of repetitive behaviors rather than listing these behaviors as symptoms. This can give meaning to these behaviors, and allows clients the opportunity to decide how they feel about repeating them. Martha believed her counting had gone from an annoyance to a much bigger problem. Sometimes clients do not see repetitive behaviors as a problem until they become overwhelmed by them. 

Treating for repetitive behaviors 
Forms of CBT specifically addressing repetitive behaviors can be important tools for those going through a pattern of OCD. It may be that impulse control is a major ingredient in slowing down the repetition found in this pattern (Grant, Donahue and Odlaug 2011). In the narrative, Martha may need a plan to slow down her use of counting. She impulsively uses counting, without thinking about the pattern. Counting has become a well-established, reactive form of coping for her. It may be empowering in controlling repetitive behaviors to become more mindful of the behavior, and then slow down and redirect those behaviors. Another treatment for repetitive behaviors may be some form of exposure/ response therapy where client exposure (flooding) is redirected into some form of response other than the targeted repetitive behavior (Bruce and Jongsma 2011; Steketee 2006). Such exposure methods can make the repetitive behavior real and more amenable to change. For example, Martha may want to learn new techniques that are helpful and less problematic when she feels under stress, and that can replace her counting pattern. Clients may feel empowered by this approach when they are doing something specific about their problem rather than mindlessly distracting themselves. 

Feelings of guilt and shame 
Frank needed constant reassurance from others that he was a good person. When in the presence of others, he would ask them whether they thought he was a decent, thoughtful, or competent individual. Most of the time his friends and colleagues would assure him that he was all of these things, yet it had little impact on his confidence. In fact, it had the opposite effect. After being reassured that he was a good person, he would feel guilty and embarrassed, and then begin to regret and eventually chastise himself for asking. At the same time, he would continue to wonder whether he was a good person, and continue with his reassurance seeking. He seemed ashamed of himself for his behavior yet he continued it nevertheless. He entered the office of a mental health practitioner with this dilemma. He wanted assurance from others, yet seeking assurance made him feel guilty and ashamed and in need of more assurance. 

Diagnosing for feelings of guilt and shame 
In diagnosing for guilt found in a pattern of OCD, it may be helpful to describe at what level guilt seems to affect clients. Are they guilt-free or do they experience a subtle sense that something is wrong? (Some clients state that they are guilt-free but eventually conclude that they are practicing some form of denial.) At a higher degree, do they have regrets about their behavior or do they practice self-blame? Or, at the highest level, do they feel ashamed of their behavior? In the narrative, Frank was at the highest level of shame. He associated his need for reassurance with something wrong with his identity. His thoughts were directed toward being a bad person because of his repetitive need for reassurance. At the level of shame, clients go beyond irrational thoughts, fears, and repetitive behavior to question more existential themes based on identity. They are now questioning who they are as people. This makes the OCD pattern more than a dysfunctional pattern of thoughts and behavior. It can also become a pattern that has an impact on self-worth. 

Treating for feelings of guilt and shame 
Some form of rational emotive behavior therapy (REBT) may be important in the treatment of feelings of guilt associated with OCD (Ellis 2001). In the narrative, Frank needs constant reassurance about his self-worth. His emotions about self-worth are being affected by his thoughts and behaviors in that he thinks about being accepted, yet practices behaviors that make him unacceptable. Such dichotomies may add to further reinforcing feelings of guilt and shame, and client guilt and shame may be associated with failed plans for overcoming OCD. This means that thoughts and behaviors may need to be consistent in order for treatment to be successful, and that dysfunctional thinking where thoughts are focused constantly on a solution may make the problem worse (Ellis and Dryden 2007). With REBT, Frank may learn that asking for reassurance does not mean he is weak or unworthy. It just means he wants reassurance. Forms of cognitive therapy that address this problem may also be important resources in overcoming such thinking (Willhelm and Steketee 2006). Frank may have to learn a new approach to thinking in general, if he is going to get over his reassurance problem. He may mistakenly believe that, if he asks for reassurance, he will eventually become assured of his feelings and feel good about himself. However, his tendency toward “black or white” thinking leads him to not believe in the reassurance given him. Instead, it furthers his feelings of shame, and his inability to accept assurance serves in maintaining his shame and reinforcing his obsessive negative thoughts. 

Associated problems 
Lindsey had a pattern of being a perfectionist and constantly worried that her work as an accountant had been done incorrectly, even though she had a reputation for doing things correctly and was recognized for her fine work. When she entered the mental health practitioner’s office, her constant thoughts about doing things correctly, and her compulsiveness to check and recheck her work, were not her presenting issues. She was more concerned about the panic attacks she was beginning to have every time she entered her workplace. She attributed her panic attacks to being stressed a lot about making sure her accounting balanced out, even though it usually did. She was considered one of the best at her place of work. Her constant thoughts about her work, and her constant checking and rechecking of her work, were secondary to her concern about the panic she was experiencing. Though she admitted her obsessions and compulsions were a part of her life, it was the panic that made her feel out of control. 

Diagnosing for associated problems 
The question may rise, “Why does an OCD pattern commonly have other disorders associated with it?” It may be that some clients going through OCD do not see it as a problem but as a solution to a problem. Or, it may be that they see OCD as a secondary problem that is symptomatic of a greater problem. It is difficult with this disorder to determine what comes first when other problems are present. For example, Lindsey wants to be treated for her panic attacks, yet it may be OCD that is triggering these attacks. In the diagnosis, describing the relationship between OCD and associated problems may be necessary in determining the connection between co-existing problems. It may be difficult to determine which issue is the primary problem. 

Treating for associated problems 
Treatment of associated problems seems to be an established component of treatment for OCD. Lindsey’s panic attacks brought her to a mental health practitioner, and it was the panic that she wanted to address with her practitioner. It is common to find other conditions co-occurring with OCD. For example, compulsive hoarding (Steketee and Frost 2011), trichotillomania where clients pull out their hair (Franklin and Tolin 2010), and hypochondriasis where clients have fears of illness (Abramowitz and Braddock 2007) have all been found to be associated with OCD. One of the most prevalent sub-patterns in OCD is GAD where unreasonable thoughts and repetitive behaviors cause an underlying sense of low grade anxiety (Prinz and Wehrenberg 2007). These and other OCD-related disorders can be treated through cognitive therapy (Clark and Beck 2009). The point to make here is that OCD may generate or be associated with other problems that should be treated in conjunction with treatment for OCD. 

Increased stress 
Alfonso was notorious for worrying that he would hurt his nephews and nieces. He was a large man over 350 pounds and felt that his size would be dangerous to his relatives if he got too close to them. This did not make any sense to his relatives who saw him as a gentle giant who loved kids and wanted to be around family. However, Alfonso would experience bouts of panic every time there was a family gathering. He also suffered from agoraphobia because he believed that, if he kept to himself and stayed home, no one would get hurt. These thoughts and fears caused him increased stress, which led to acute feelings of anxiety and depression. However, none of these problems convinced Alfonso to question or move away from constant thoughts of possibly hurting others. These irrational fears caused him to avoid contact with his loved ones, which resulted in isolation and loneliness. 

Diagnosing for increased stress 
If clients believe that OCD is a coping mechanism or defense mechanism, it may be important to examine with them the costs and benefits and overall effectiveness of such a strategy. Engaging in irrational thoughts, repetitive behaviors, and guilt does not appear to mitigate associated problems. The OCD pattern tends to increase stress rather than reduce it. For example, Alfonso had a solution for his fear of hurting his relatives. He decided to stay away from them, causing anxiety, depression, and agoraphobia. This does not seem an effective plan for reducing stress. Sometimes clients forget that the foundation for OCD is based on the experience of stress and that, by thinking or behaving in obsessive and compulsive ways, the stress is exacerbated. The irony may be that OCD is a pattern that is created to cope with stress and engaging in this pattern may actually increase stress levels. 

Treating for increased stress 
In the treatment for OCD, increased stress is an important focal point, recognizing that stress is a major element in the OCD pattern. However, stress may become more than a cognitive or behavioral concern. In the narrative, Alfonso had problems with his thoughts and behaviors but also with his family system and his perception about fitting into the family. Family and friends can learn stress reduction skills in helping people going through OCD through family-oriented interventions for reducing stress (Derisley et al. 2008). Another approach for dealing with stress may be some form of exposure treatment (Munford 2004; Rosqvist 2005). For instance, Alfonso may need exposure to his family members, especially his nieces and nephews, in a manner that lessens his stress. Stress reduction through this treatment places him in a more advantageous position to manage or challenge his obsessive thoughts and repetitive behaviors. 

Established rituals 
Jo Anne collected newspapers and letters as though life could not go on unless these items were saved on a daily basis. She had thousands of old newspapers stacked in chronological order neatly lined up in her small apartment. There were so many newspapers that she had to create a small pathway from her bedroom to the kitchen and from her kitchen to the rest of the apartment. She had no idea why she needed to collect these newspapers, but she would spend long hours at night thinking about their dates and whether they were in chronological order. One day, her sister came by with her young son while Jo Anne did errands. When she came back, her sister’s son was making a fort out of the piles of newspapers in the apartment. She panicked and asked her sister to take her son and leave the apartment. It was only then that Jo Anne went to a mental health practitioner. 

Diagnosing for established rituals 
The act of having irrational thoughts and fears, and the repetitive behaviors that are used to cope with these thoughts and fears, make OCD more of a lifestyle than a conflict with an expected resolution. For clients caught in an OCD pattern, it may make sense to map out how the pattern has become an established ritual and part of the client’s day-to-day life. This makes OCD different from other anxiety-based disorders such as post-traumatic stress disorder, panic disorder, or phobias. These other conditions are more easily understood and identified as disorders. With OCD, the pattern is as much a way of life as a disorder. It may be when OCD disrupts or interferes with important aspects of one’s life that it becomes more recognizable as a disorder. In the minds of those caught in this pattern, the behaviors associated with irrational thoughts may be viewed as a solution to another problem, such as a way of avoiding panic attacks. Often OCD seems secondary to other problems and is often considered a secondary concern by clients compelled to protect the rituals associated with the disorder. 

Treating for established rituals 
In treating for established rituals, the use of educational case studies can help clients understand how established rituals have affected other people with this disorder (Bell 2007; Rapoport 1991; Wells 2006). For example, Jo Anne could benefit from stories related to her hoarding behavior (Tompkins and Hartl 2009). It would be helpful for her to consider hoarding as an obsessive compulsive pattern in her life. Another treatment for established rituals may be an understanding of the spectrum in which symptoms of OCD are found. This disorder presents a vast spectrum that is connected with other patterns such as tic behavior, contamination/decontamination, doubting and compulsive checking, symmetry, ordering, arranging, and compulsive hoarding (Abramowitz, McKay and Taylor 2007). It can also be seen as a spectrum disorder associated with other disorders such as trichotillomania, pathological gambling, body dysmorphic disorder, hypchondriasis, eating disorders, obsessive-compulsive personality disorder, and sexual behavior (Abramowitz, Mc Kay and Taylor 2008). Creating understanding and acceptance of the purpose of rituals and experimenting with other more functional and less distressing or interfering coping strategies may also be a useful approach to treatment. 



Collaborative diagnosis 
• Discuss with your clients the specific thoughts and fears that continue to plague them while going through this experience. 
• In diagnosing this pattern, the irrational thoughts and fears stage would be an appropriate time to discuss with your clients the possibility for co-existing disorders such as GAD, panic disorder, trichotillomania, hypochondriasis, depression, or those associated with eating. 
• Clients can help in pointing out the pattern of repetitive behaviors along with a description of how they are connected. (Mapping out how repetitive behaviors work in a person’s life gives more meaning than simply listing these behaviors.) 
• In diagnosing for the level of guilt found in a pattern of OCD, it may be important to ask your clients at what level guilt seems to be affecting their lives. (Do clients feel guilt-free or do they experience a subtle sense that something is wrong? At a higher degree, do clients have regrets about their behavior or do they practice self-blame? Or, at the highest level, do clients feel ashamed of their behavior?) 
• Ask your clients, going through OCD, whether they see it as a problem or as a solution to a problem. 
• Ask your clients whether they see OCD as a secondary problem that is symptomatic of a greater problem. (It is difficult with this disorder to determine what comes first when other problems are present.) 
• If clients believe that OCD is a coping mechanism or defense mechanism, it may be important to help them accurately assess the effectiveness of this mechanism. 
• Ask your clients whether unreasonable thoughts leading to repetitive behaviors, and in most cases leading to guilt feelings, increase or decrease stress. 
• Discuss with your clients the established rituals within their lifestyles. (It may be important in the diagnosis to point out that OCD is a problem and at best an ineffective solution to a problem.) 



Collaborative treatment plan 
• Discuss with your clients some form of pharmacological treatment with serotonin-based medications such as SSRIs. 
• Discuss with your clients some form of exposure or cognitive therapy in which they challenge irrational thoughts or disconnect from irrational thoughts, and combine this with exposure to the presenting fears. 
• Discuss the use of CBT for specifically addressing repetitive behaviors of clients experiencing OCD. (It may be that impulse control is a major ingredient in slowing down or reducing the repetition found in this pattern.) 
• Also, discuss another treatment for repetitive behaviors in the form of exposure/response therapy where client exposure (flooding) is redirected by some other form of response. 
• Collaborate on the use of RET in the treatment of feelings of guilt associated with OCD. 
• Ask your clients about dysfunctional thinking where thoughts based on finding a solution make the problem worse. (Forms of cognitive therapy that address this problem may be important resources in overcoming such thinking.) 
• Explain how treatment of associated problems seems an established sub-pattern of OCD. (Point out some examples such as compulsive hoarding, trichotillomania, hypochondriasis, and GAD.) 
• In order to reduce stress in people going through this pattern, the development of family-oriented skills for the client and his or her family or significant others may be an important addition to the treatment plan. 
• It may also be important to have a clearer understanding with your client of brain functioning, and how someone experiencing OCD can alter their functioning through some form of exposure treatment for stress. 
• In treating for established rituals, it may be important to share with clients examples of educational case studies, in order to help them understand how established rituals have affected others with this disorder. 
• Explain to clients how OCD can be seen as a spectrum disorder associated with trichotillomania, pathological gambling, body dysmorphic disorder, hypochondriasis, eating disorders, obsessive compulsive personality disorder, and sexual dysfunction. 



Discussion 
It appears that clients suffering from a pattern of OCD have a conflicted relationship with the disorder. On the one hand, it is a pattern filled with irrational thoughts and disruptive repetitive behaviors, yet on the other hand, it can be seen as a solution for anxiety, stress, and other difficult social situations. This conflict has a negative impact on client self-confidence because in many ways OCD is a failed solution to personal problems, or if not a failed solution then at least a painful one. Clients can be empowered by understanding that, although OCD can be seen as an ineffective attempt at coping with life’s problems, it may also have strong biological roots that can be ameliorated with some form of SSRI medication. 
Another aspect that may need understanding is that OCD seems connected to many other disorders in which obsessions and compulsions are present. For example, GAD and panic disorder share some of the components of OCD. Sexual dysfunction, gambling, tics, hair pulling, hoarding, and fear of illness have working components of OCD. In this regard, OCD is a large spectrum disorder that can be considered a working part of many other disorders. This prevalence of OCD components in other mental disorders increases the probability that mental health practitioners will work with clients struggling with OCD patterns. 
OCD is more than an issue of brain chemistry or obsessive thoughts and compulsive behavior. It often becomes a social problem affecting families, the work environment, and social relations. For these reasons, clients may also see OCD as a guilt-producing disorder. Feelings of wrongdoing, regret, embarrassment, blame, and shame make many compulsive acts of OCD a secret, where users are ashamed that others will discover their obsessive thoughts or witness their compulsive behavior. Mental health practitioners have an opportunity to empower clients by giving accurate accounts of why people think and act in this manner. Much like any other mental health disorder, OCD is a human condition and a pattern to be overcome, not a label to be worn with shame. 
In a person-centered understanding of OCD, it may be necessary to go beyond symptom reduction. The blatant symptoms involved in OCD make it tempting to focus solely on symptoms. However, as the various vignettes illustrate, OCD is more than recognizable symptoms. It can be about lifestyle, with established rituals that have become a part of an ongoing narrative that tells the client’s personal story. From this perspective, OCD becomes a disorder that may have a history of its own, where even memories of the past are related to the obsessive thoughts and rituals. In this regard, it may be empowering to assist clients in understanding this pattern and appreciating how they have meaningfully coped with obsessive thoughts and compulsive behaviors. OCD has meaning not only in how it affects thoughts and behavior but also the effect it has on each person’s life experiences. Understanding OCD from this perspective provides a more client-empowering and growth-enhancing approach to the disorder. 


Client/practitioner collaboration form 
Client questions 
Please fill out the following questionnaire describing your involvement with obsessive compulsive disorder (OCD). Answer the questions in your own words to help determine what OCD means to you. 
• When having obsessive thoughts, how do they affect your life? 
• During feelings of compulsive behavior, what happens when you try to stop the compulsions? 
• If feeling guilty for practicing compulsive behavior, how does that affect your self-esteem? 
• What specific compulsions do you practice when feeling trapped with obsessive thoughts? 
• Describe those moments when you practice obsessive/compulsive rituals. 
• Can you remember a specific moment when your OCD became a problem? 
• Are there personal activities you have done to control your OCD? 
• Are there specific places or things that make OCD worse? 
• Who do you reach out for when experiencing OCD? 
• Does your OCD seem ongoing or do you have bouts with it? 
• Write any other meaningful information that would help describe your experience with OCD. 


Mental health practitioner questions 
Please fill out the following questionnaire describing your client’s involvement with obsessive compulsive disorder (OCD). Answer the questions from your observations and what you think OCD means to your client. 
• When your client has obsessive thoughts, how do they affect his or her life? 
• During feelings of compulsive behavior, what happens when your client tries to stop the compulsions? 
• If your client feels guilty for practicing compulsive behavior, how does that affect his or her self-esteem? 
• What specific compulsions does your client practice when feeling trapped with obsessive thoughts? 
• Describe those moments when your client practices obsessive/compulsive rituals. 
• Can you remember a specific moment when your client’s OCD became a problem? 
• Are there personal activities your client has done to control his or her OCD? 
• Are there specific places or things that make your client’s OCD worse? 
• Who does your client reach out for when experiencing OCD? 
• Does your client’s OCD seem ongoing or does he or she have bouts with it? 
• Write any other meaningful information that would help describe your client’s experience with OCD. 


Client’s personal schematic pattern 
Fill out the following personal schematic pattern from your unique point of view. (This can be accomplished with the help of your mental health professional.) 
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Figure 7.2 Client’s personal schematic pattern for OCD 
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Chapter 8 
Oppositional Defiant Disorder 
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Figure 8.1 Clients’ phenomenological schematic pattern for ODD 

The clients who contributed to the following narratives were diagnosed with oppositional defiant disorder (ODD), DSM-IV 313.81, but did not qualify for conduct disorder, DSM-IV 312.8 (American Psychiatric Association 2000). The clients were referrals from schools, law enforcement agencies, and parents. They ranged in age from childhood through adolescence but not over the age of 18. The following narrative may be important to mental health professionals who are diagnosing for ODD and are interested in a client perspective. 
Clients’ phenomenological narrative with ODD 
Clients experiencing ODD often feel that life is unfair. This heightened sense of injustice seems to rationalize for them their rebellious or oppositional behavior. In some cases, client experiences with abuse, trauma, family dysfunction, or school dysfunction may be at the root of this rebellion. For other clients, it can be a neurotransmitter problem in the brain that leads to distorted perceptions related to authority and threat. Communication between the reasoning center of the brain and the emotional center may be disrupted or malfunctioning, creating impulse control and reasoning problems. Another possibility for a sense of injustice with clients experiencing ODD is related to personality tendencies in which there is a sense of entitlement and a lack of self-reflection, as found in individuals who lose their temper when not getting their way. Keeping this in mind, current consensus is that ODD is a biological, psychological, and environmental/social condition. Experiencing a pattern of ODD leaves clients with the belief that life is difficult to tolerate, which makes it difficult for them to act in a manner that would be considered reasonable or generally expected. 
Clients with ODD experience a low tolerance for stress, making conflict a constant possibility in their lives. However, they believe that being stressed is a natural response when others are unreasonable or life is intolerable. They report experiencing stress most of the time, because of what they see as unreasonable expectations put upon them. However, clients with an ODD pattern, who experience a low level tolerance for stress, find that stress builds up quickly, leaving them frustrated and keyed up with intense feelings of anger and resentment. 
As much as stress build-up seems natural to clients with ODD, so are defiant acts against perceived unreasonable people or circumstances. This is what brings most cases of ODD to the door of mental health professionals—namely, symptoms of verbal abuse, annoying behavior, or vindictive thinking based on some form of justification. These defiant acts have meaning for clients experiencing ODD. In many cases, the socially unacceptable behaviors associated with it are the manifestation of a belief that life is unreasonable and needs to be lived under what the client experiences as stressful conditions. It seems that for clients experiencing ODD the type of defiant act depends on how they believe others are treating them. For example, if clients caught in an ODD pattern are verbally abusive or argumentative toward another person, they may rationalize why that person deserves defiant treatment, and the rebellion is based on the level of seriousness or injustice they believe the other person has caused them. 
A difficult stage in a pattern of ODD is when clients avoid taking responsibility for their behavior and refrain from taking measures to calm down and eliminate their defiant acts. It appears meaningful for clients with ODD to hold onto low levels of defiance even when not openly defiant. Clients agree that some form of low-level defiance is present most of the time, which seems to be an attempt to save face or maintain personal power and control. For these clients, it seems that defiance serves as a self-protection mechanism. They feel that power or protection is given up if they are not defiant. Mental health professionals have reported that clients in an ODD pattern avoid resolving their defiance in order for this behavior to remain ongoing. Clients are often unaware of the personal cost of this pattern of behavior, and unconcerned about the effect their behavior has on others. 
Ongoing defiant behavior may allow clients to find meaning in developing a vindictive attitude toward other people and things. Under these conditions, clients going through ODD believe their vindictive attitude is normal and often necessary. They develop a defiant attitude based on accepting their defiant acts with a sense of justification. It is this justification of maintaining a defiant attitude towards the world and others that makes it difficult to treat ODD. However, these justifications may predispose an individual to conduct disorder or anti-social personality disorder later in life. 
Clients may experience a defiant attitude that develops into a belief that normal demands or expectations put upon them are acts against them, and thus perceived as personal violations. Clients experiencing ODD may develop anger and resentment related to a sense of being violated, and feeling violated may influence their personal beliefs and behavior. For clients with ODD, it may seem that the world is against them, and even the most ambiguous situations and routine requests made by teachers, parents, and others may be met with anger and resentment. 


Collaborative diagnosis and treatment 
Sense of injustice 
Timothy’s mental health provider reported that at 15 years old he had a history of abuse by his parents. Social Services visited his home following a report of domestic violence. His alcoholic father often beat Timothy when he attempted to protect his mother. However, his mother was not the best ally because of her cocaine habit. She made promises to him, only to break them, leaving him embarrassed and angry. In school, his student file noted that he had a pattern of bad behavior and was often written up for foul language and defiance toward teachers. His counselor made an effort to help by having him share his feelings, but he was not interested in being vulnerable. His sense of injustice made him susceptible to abusing others. 

Diagnosing for a sense of injustice 
The diagnosis may reflect the source of one’s sense of injustice including a biological, psychological, and social assessment. It may be a combination of variables that goes into a comprehensive understanding of client behavior. For example, Timothy’s family experiences, including his parents’ relationship and his relationship with his parents, have influenced his current and future beliefs about how to treat other people. The diagnosis may want to make the connection between clients’ current beliefs and their experiences from the past. The diagnosis may also want to reflect clients’ psychological and physiological temperament in understanding the effect of these experiences on their thinking and behavior. Some people possess a cognitive style that interprets even ambiguous situations as threatening. It is important when diagnosing for sense of injustice to understand thinking style and patterns of thinking. Physiological sensitivity may also play a part in perceived injustices. Hypersensitivity and hyperarousal puts clients on edge and searching for threat, which can be overwhelming, and many clients have developed defense mechanisms to cope with their hypersensitivity. For example, it is not unusual for clients raised in violent homes to experience hyperarousal. Clients’ inability to share feelings may be an indication of how deeply hurt or traumatized they are from past experiences, or may reflect a genetic or personality disposition that limits identification and expression of emotion. Reports from school as well as client or family reports may provide indicators of hypersensitivity and/or hyperarousal. Regardless of the reason, clients experiencing ODD commonly invest in a perception of an injustice being done to them. 

Treating for a sense of injustice 
Clients caught in a pattern of ODD with a strong sense of injustice may benefit from some form of narrative therapy in rewriting the history of their dysfunctional behavior (Duvall and Beres 2011). For example, the negative story that Timothy carries in his memories could be rewritten to reflect his parents’ addictions and the resulting injustice and neglect he endured based on their inability to parent, not some failing on his part. With a rescripted story, he might develop greater understanding and a more accurate perception of his family dynamics and his own behavior. Narrative therapy may help him see his dysfunctional behavior in a different light, and help him understand how his beliefs are affecting his current behavior. Also, allowing clients to express the depth of their feelings underlying dysfunctional behavior may allow one’s sense of injustice to be experienced in a different context. Person-centered therapy may be a method for clients to express the depth of feelings related to their sense of injustice (Wilkins 2009). Creating the proper climate for expressing feelings connected to a sense of injustice may carry as much importance as knowing exactly how that sense of injustice was formed from past experiences. 

Low tolerance for stress 
Seventeen-year-old Patricia was a difficult client when discussing conflict. When her mental health provider tried to discuss her spiteful and vindictive behavior toward others, she would shut down and refuse to talk. However, when she did finally talk, the other person was always at fault. She would state how other people annoyed her and when they came close to her she would tell them to “back off!” The counselor made a point of allowing her to vent her feelings, and that did seem to help her calm down, at least briefly. Many of Patricia’s family and friends saw her as extremely moody and unreasonable, and did not understand why she needed to act this way. Unfortunately, they were also quick to judge her behavior, which made her more annoyed and annoying. 

Diagnosing for a low tolerance for stress 
From a biological perspective, the low tolerance for stress found in ODD can make this disorder highly explosive. Demonstrating how stress affects certain areas of the brain gives a commonsense explanation of this process and may supply clients with a biological foundation that helps in understanding their own feelings and reactions. For example, Patricia’s low tolerance for discussing any forms of conflict may be best understood by describing what is happening in the battle going on between her mind and her brain. Asking about clients’ low tolerance when processing stress and having them think about what is actually going on within themselves and in their environment, rather than just discussing outcomes, may set the stage for working on this issue. The diagnosis may want to describe these dynamics rather than simply reporting moodiness or “bad attitude.” 

Treating for a low tolerance for stress 
ODD may have a biological basis, which is likely related to low tolerance for stress. For example, Patricia cannot tolerate a great deal of stress, yet by repressing her stress she runs the risk of physically tolerating less stress. One method for helping clients who are caught in this anomaly may be to explain their dilemma to them. Some neurobiological basis for their dilemma may help them realize that having a bad attitude, or being labeled as moody by others, may not be completely accurate or completely their fault (Prinz and Wehrenberg 2007). Beyond a neurobiological description may be the use of stress reduction techniques following an understanding of the biology driving the low tolerance for stress (van der Kolk, McFarlane and Weisaeth 2006; Vurnum 2010). For example, if Patricia’s mental health practitioner is successful in explaining the biological fallout leading to a low tolerance for stress, then Patricia may try stress reduction techniques. However, trying these techniques may be less acceptable if there is little change in Patricia’s belief system, regarding why she is stressed in the first place. 

Acts of defiance 
Bill, a 15-year-old, refused to talk to anyone about his defiant behavior, even his school counselor. When teachers and administrators at school asked him to comply with the rules of the school, he would do the opposite. He had a reputation in school and other social places for being uncooperative and causing trouble. In counseling, he constantly challenged his counselor and made strong attempts to sabotage each session. He made deliberate attempts at annoying other people and felt contentment when he accomplished this goal. His acts of defiance gave him the label of “troublemaker,” a label that did not seem to bother him, at least that is what he said. 

Diagnosing for acts of defiance 
A constructive approach to assessing acts of defiance is to record the severity and related context of the defiant acts. For example, are these acts of defiance associated with a loss of temper, annoying behavior, or a low tolerance for stress, or are they based more on cruelty, harm to others, or behaviors that victimize others? The latter set of examples is more in line with conduct disorder than ODD. A diagnosis for ODD seems more accurate when it reflects a client’s low tolerance for stress and sense of injustice based on, for instance, feelings of entitlement, rather than a premeditative plan for defiant behavior. This may be a crucial point of clarification, especially when some clients in this pattern go too far and defy authority that breaks the law or hurts other people. In the narrative, Bill’s acts of defiance fall more in line with ODD than conduct disorder. He is reacting against other people but does not appear to have a vendetta or plans of revenge against them. The defiant behavior is more related to standing up for himself, and defying what he perceives as a threat to his sense of personal power, than on hurting someone else. Most clients displaying a pattern of defiant acts are usually not planning to hurt others (even when they do hurt others), but are focused on being treated unfairly and fighting against the perceived injustice. 

Treating for acts of defiance 
The difference between treatment for conduct disorder and ODD may create confusion in the field of abnormal psychology (Matson, Andrasik and Matson 2010). Conduct disorder is premeditative, and treatment may require a different perspective from ODD. For example, Bill’s investment in the label of troublemaker seems more important than deciding to hurt anyone who gets in his way. He may be working from defiant acts based on his low tolerance for stress, and not a vendetta against the world. Keeping this in mind, some form of collaborative problem solving (Ladd 2005) or possibly family systems therapy (Dattilio 2010) might be useful in helping Bill with his defiant behavior (Murrihy, Kidman and Ollendick 2010). The defiant acts of clients experiencing ODD demonstrate a reaction to others rather than a premeditative act. 

Avoidance of responsibility 
Tess, an 18-year-old, seemed in complete denial of her aberrant behavior. Actually, she blamed others for her behavior. She blamed her parents for not being there for her. She blamed school officials for being stubborn and unreasonable, and she blamed her friends when she found herself in trouble. In talking to a mental health provider, she made every attempt to avoid discussing the negative behavior she demonstrated with the people around her. It was as though she had placed herself in a bubble where her feelings and the feelings of others were not allowed to be experienced together. She was shut down emotionally and defending her position at all costs. 

Diagnosing for avoidance of responsibility 
An obvious phenomenon in a pattern of ODD is how easily clients detach themselves from being responsible for their own behavior. By avoiding responsibility for their acts of defiance, ODD clients learn to survive what they perceive as attacks from outsiders. However, the diagnosis may benefit from pointing out how clients avoid taking responsibility for their behavior. For example, Tess seems to have numerous ways of avoiding responsibility for her defiant acts. It may be helpful to look for some common theme in these acts. Constantly blaming others may be her way of relinquishing responsibility, for instance. During the diagnosis, further assessment of this strategy may lead to possible traumas from the past that may have initiated a pattern of constantly blaming others. Some traumatic experiences, such as abuse from parents or schools, loss, or attachment difficulties, may underlie clients with ODD avoiding responsibility for their behavior. For other clients, there may be a genetic or temperamental basis for extreme insensitivity or oversensitivity that causes clients to avoid the feelings connected to responsibility. In the narrative, contextual information in the diagnosis stage can help determine whether Tess avoids her feelings of responsibility based on trauma from the past, is extremely insensitive or oversensitive, or is hurt and angered by the way she is being treated in the present. 

Treating for avoidance of responsibility 
Specific attachment-based strategies may be useful in helping clients caught in a pattern of ODD lessen their avoidant behavior. For example, mourning the loss of an attachment to others, or working on building a therapeutic relationship, are attachment-based strategies that may help clients reconnect with being responsible (Muller 2010; Wallin 2007). In the narrative, if Tess’s counselor can form a strong therapeutic alliance with her, then the possibility may increase for Tess to act responsibly. Also, addressing traumatic incidents in a client’s past may be important as part of the treatment. Clients may be experiencing symptoms of post-traumatic stress that can be difficult to talk about (Levine and Mate 2010; Rothschild 2010). For example, Tess may be suffering from a history of abuse from her parents or her school experience, for which she feels responsibility and shame. She may be dealing with these traumas by avoiding responsibility in current situations. Under these circumstances, it makes sense why she would hesitate to take responsibility for her actions during discussions with her counselor. If avoidance is more related to extreme insensitivity or oversensitivity, it may help to examine clients’ beliefs about their limited emotions. Some form of rational emotive behavior therapy (REBT) (Ellis and Dryden 2007) could address catastrophic beliefs that lead to avoidance of responsibility. 

Vindictive attitude 
Frank, a 14-year-old, was cynical about the world. He told his mental health practitioner that life “sucked” and there was little room to change his mind. Actually, his attitude formed the basis for his vindictive behavior. If you asked him why he acted vindictively toward others, he would say, “Who cares how I act?” In many ways, his vindictive attitude seemed to control his behavior. It was almost as if he had to live up to his reputation of being a troublemaker. His practitioner believed that Frank had an investment in his vindictive attitude, and that he found it difficult not being vindictive. His reputation was one of the few experiences in his life that meant something to him. 

Diagnosing for a vindictive attitude 
The beliefs system behind a vindictive attitude for clients with ODD may be at the root of several key elements found in this pattern. Beyond understanding a client’s belief system based on a sense of injustice, as found in the first stage of this pattern, it may help to clarify the vindictive attitude that pertains to the client’s current beliefs and defiant behavior. For example, Frank’s vindictive attitude is based more on living up to his present-day reputation than based solely on a sense of injustice. Vindictiveness may begin as a reaction to what is perceived as injustices, but over time, and with an accumulation of incidents without understanding, vindictiveness becomes an issue on its own. In diagnosing for a vindictive attitude, a client’s present belief system may explain his or her investment in being a defiant person. For example, Frank believes “life sucks” and will not change. It has become difficult for him to stop being vindictive: people expect him to be vindictive, his perception of himself is as a vindictive person, and, in combination, his self-perception and the perceptions of others put incredible pressure on him to continue his vindictive attitude. 

Treating for a vindictive attitude 
Working toward a change in attitude becomes a challenge for practitioners treating ODD. First of all, a client’s attitude may be deeply rooted in having a reputation to uphold as compared with being more flexible with feelings and opinions. There may also be established beliefs that act as a foundation for clients’ vindictive attitudes. These established beliefs can become meaningful investments for these clients. In the case of ODD, a vindictive attitude can be a lifestyle as much as a response to any specific injustice. In treating clients for a vindictive attitude, intervention based on present-day belief systems may help in understanding these entrenched attitudes (Levine and Mate 2010; Rothschild 2010). One specific form of changing these belief systems may be the use of neurolinguistic programming, which includes goal setting, symbolic modeling, reprogramming negative and habitual thoughts, and managing emotional states. Such strategies can change a defiant attitude into a more positive one. This treatment acknowledges the hardships of the client with ODD, but also offers specific remedies to overcome the hardships that tend to produce a defiant attitude (Burton and Ready 2010; Dilts 1990). 

Anger and resentment 
How do you describe the position Beth, an 18-year-old, had taken against anyone who bothered her? She seemed frustrated most of the time and lashed out at anyone who was unacceptable to her. In fact, her distrust of others was so complete that she dedicated much of her time to thoughts of the unfair treatment she had received from others and feelings of anger against those who had abused her. Fortunately, her mental health provider understood her position and did not judge her. The provider knew that the possibility for anger and resentment was present. She stayed away from judgments that would cause anger and also made assertive attempts for Beth to express her resentment. 

Diagnosing for anger and resentment 
As a point of clarification, it may be important to point out how ODD can be a reaction associated with feelings of anger and resentment as opposed to conduct disorder, which is more associated with feelings of revenge. This may help in differentiating ODD from conduct disorder. Beth practices a pattern of anger and resentment but does not seek out retaliation against others. Her stance seems more reactionary than premeditative action. ODD appears as a reactionary attitude rather than a plan based on premeditative retaliation. 

Treating for anger and resentment 
Clarifying the differences between a pattern of revenge as opposed to patterns of anger or resentment helps in differentiating ODD from conduct disorder (Ladd 2009). In conduct disorder, a premeditated plan based on revenge may exist as retaliation directed against other people, while in ODD anger and resentment are usually the emotions related to one’s defiance. Keeping this in mind, showing clients in an ODD pattern a certain level of reasonableness and compassion can be highly productive. Treating someone with compassion may balance out the reactionary feelings of frustration that go along with a resentful attitude, and treating someone with reasonable understanding may balance out the unreasonableness found in a pattern of anger (Glasser and Easley 1999). For example, Beth may need compassion combined with reasonable understanding in order to build trust, before attempts are made at changing her behavior. If she can trust her mental health provider’s compassion, this may lessen the possibility of her continuing with resentment. Furthermore, if her mental heath provider shows reasonable understanding, this may minimize the possibility of her remaining angry. 



Collaborative diagnosis 
• Discuss with clients the dysfunctional beliefs surrounding their sense of injustice. 
• Reflect how willing clients are in sharing their feelings about their sense of injustice. 
• It may have relevance to discuss, from a more biological perspective, the low tolerance for stress found in ODD. (Demonstrating in the diagnosis how stress affects certain areas of the brain may give the diagnosis a biological foundation for recovery.) 
• Record the severity of defiant acts. (The diagnosis could reflect a client’s low tolerance for stress and being responsible for defiant acts, rather than a premeditative plan carried out by defiant behavior.) 
• Pointing out to clients how a pattern of ODD detaches them from being responsible for their own behavior may help in developing a sense of responsibility. 
• Discuss and describe the belief system underlying a client’s vindictive attitude. 
• Discuss how ODD is a reaction that can be associated with feelings of anger and resentment. 



Collaborative treatment plan 
• Discuss with clients their suffering and the use of some form of narrative therapy in helping them rewrite their history of injustice. 
• Person-centered therapy may be a method for clients to express the feelings behind their sense of injustice. 
• It may help in sharing information that ODD has a biological basis. (Some neurobiological basis for their dilemma may help clients realize that having a bad attitude or being labeled as moody may not be completely intentional.) 
• Discuss the use of stress reduction techniques following an understanding of the biology driving the low tolerance for stress. 
• Discuss the difference in treatment between conduct disorder and ODD. (Conduct disorder is more premeditative and treatment for it may require a different perspective from ODD.) 
• Some form of collaborative problem solving, CBT and possibly family systems therapy may help lessen the defiant acts related to ODD. 
• Discuss specific attachment-based strategies in helping clients with ODD get over their avoidant behavior. 
• Also discuss treatment for traumatic experiences the client with ODD may have experienced. 
• In treating clients for a vindictive attitude, discuss their belief systems with them. (Neurolinguistic programming that includes goal setting, symbolic modeling, reprogramming negative and habitual thoughts, and managing emotional states can help change a defiant attitude.) 
• Point out the differences between a pattern of revenge as opposed to patterns of anger or resentment. 
• Some form of reality therapy may help in sorting out the choices made when acting defiantly or embracing an attitude of vindictiveness. Treating someone with compassion may balance out the feelings of violation that go along with a vengeful attitude. 



Discussion 
One’s ability to empower clients caught in a pattern of ODD may begin with the meaning clients invest in a sense of injustice. For mental health professionals, perceptions of these clients may extend beyond symptoms of annoying behavior, rebellion, temper tantrums, or vindictive attitudes. When you look at ODD from a client empowerment approach, such elements as family and school history, biological tolerance for stress, and pressures to fit in become enmeshed with client symptoms. Understanding how clients with ODD see the world, and how defiance may be mistaken for dysfunctional attempts at personal empowerment, may provide an opportunity for restructuring the client’s beliefs. This may replace defiant acts with more pro-social and constructive behaviors that allow for client success. 
Clients experiencing ODD demonstrate a low tolerance for stress and can very quickly explode with defiant behavior. Mental health providers can empower these clients to grow and change by teaching brain functioning and coping techniques to replace defiance and vindictiveness. For some providers, this biological approach may seem academic. However, having a neurological explanation for one’s defiant behavior may help externalize it, leading to possible growth and change. Sometimes client empowerment comes from education as much as therapy. Many clients understand what the label of ODD means to them, but seem misinformed about the role that biology and genetic predisposition play in the disorder. 
Another opportunity for empowering clients with ODD toward growth and change is in helping them understand their defiant acts. ODD can be perceived as a negative reaction to perceived injustice. This seems different from conduct disorder, which appears more premeditated and more destructive. It seems the lines between these two disorders can become blurred when a symptom checklist alone is considered. Simply identifying ODD symptoms, without context or further analysis and client meaning, may mislead professionals and result in inaccurate diagnosis and ineffectual treatment. 
By forming therapeutic alliances, mental health professionals have an opportunity to empower clients caught in the pattern of ODD. For the most part, clients experiencing a pattern of ODD seem insensitive to their feelings, may have difficulty with attachment to others, and may show discomfort with positive responses to emotional experiences. The therapeutic alliance practiced by many mental health professionals may break down these emotional barriers. Sometimes treating only the symptoms of ODD can reinforce insensitivity. A client empowerment approach recognizes the need for attachment and offers the therapeutic alliance as an emotional connection between client and provider. 
Mental health professionals are in a position to change clients’ anger and resentment to an attitude of empowerment by helping them voice their opinions—not as a reaction to others, but as a conviction of their beliefs. Sometimes a more medical model approach to this disorder does not consider that clients with ODD have a right to disagree with others, and can have opinions that differ from others, without being diagnosed as vindictive or defiant. Training these clients in conflict resolution skills empowers them to obtain the same set of freedoms as others, without being defiant or abusive. 
Finally, mental health professionals are in a position to help alter the trajectory of a client from ODD to conduct disorder. ODD does not manifest a pattern of violence, and has no premeditative plans to get back at others. Moreover, not all clients with ODD develop conduct disorder. However, the possibility for retaliation is a consideration for anyone who feels mistreated and justified in resorting to defiant acts. Mental health providers may ward off reactions based on retaliation by helping clients recognize and change perceived injustices and destructive reactions to these injustices. 


Client/practitioner collaboration form 
Client questions 
Please fill out the following questionnaire describing your involvement with oppositional defiant disorder (ODD). Answer the questions in your own words to help determine what ODD means to you. 
• How does a sense of injustice affect your life? 
• When acting with defiance, how do you act toward others? 
• How much stress do you experience when being defiant? 
• Do you feel justified in being upset with others? 
• Describe those moments when you lash out at others. 
• Can you remember a specific moment when your defiance became a problem? 
• Are there personal activities you have done to control defiant behavior? 
• Are there specific places or things that make defiance worse? 
• Who do you reach out for when experiencing frustration and anger? 
• Does your defiance seem ongoing or do you have bouts with it? 
• Write any other meaningful information that would help describe your experience with ODD. 


Mental health practitioner questions 
Please fill out the following questionnaire describing your client’s involvement with oppositional defiant disorder (ODD). Answer the questions from your observations and what you think ODD means to your client. 
• How does a sense of injustice affect your client’s life? 
• When acting with defiance, how does your client act toward others? 
• How much stress does your client experience when being defiant? 
• Does your client feel justified in being upset with others? 
• Describe those moments when your client lashes out at others. 
• Can you remember a specific moment when your client’s defiance became a problem? 
• Are there personal activities you have done to help control your client’s defiant behavior? 
• Are there specific places or things that make your client’s defiance worse? 
• Who does your client reach out for when experiencing frustration and anger? 
• Does your client’s defiance seem ongoing or does he or she have bouts with it? 
• Write any other meaningful information that would help describe your client’s experience with ODD. 


Client’s practitioner personal schematic pattern 
Fill out the following personal schematic pattern from your unique point of view. (This can be accomplished with the help of your mental health professional.) 
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Figure 8.2 Client’s personal schematic pattern for ODD 
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Chapter 9 
Post-Traumatic Stress Disorder 
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Figure 9.1 Clients’ phenomenological schematic pattern for PTSD 

Clients participating in the accumulation of meaning found in the above pattern were diagnosed with post-traumatic stress disorder (PTSD), DSM-IV 309.81 (American Psychiatric Association 2000), either chronic or with delayed onset. Many of these clients were Iraqi or Afghanistan war veterans with other clients being professional police officers and everyday individuals experiencing life-threatening or severe psychological traumas. The above pattern marks their common ground and what they felt was meaningful. The following narrative may be important to mental health professionals who are diagnosing for PTSD and are interested in a client perspective. 
Clients’ phenomenological narrative with PTSD 
Clients reported that a pattern of post-traumatic stress began with experiencing severe shock in their lives in relation to an event that was highly threatening to themselves or someone else, and to which they had an extreme emotional reaction. The life-threatening shock may develop from something they witnessed or from personal experience. Initially, it is the shock of the experience that remains meaningful. This becomes predominant in their inability to function successfully, especially in those sensitive areas that remind them of the incident or incidents. (Note: post-traumatic stress traumatizes not only a person psychologically but also in how the brain functions.) The trauma is so severe that, in a sense, the brain has been shocked. This means the crisis center in a person’s brain (the amygdale) cannot completely cope with the shock and stays in crisis after the initial trauma is over. The experience can be understood as an open memory that can still cause trauma until it can be successfully filed in the memory center or hippocampus. Clients presenting with PTSD reported feeling shocked or “like a deer in the headlights” long after the incident occurred, because of the difficulty they had in forgetting about the incident and the involuntary re-experiencing of the shock either in dreams or intrusive thoughts. 
What seems most meaningful to clients after experiencing severe shock can be found in the hypersensitivity that develops as a response to this shock. The inability to turn off the traumatic experience and to adequately process the traumatic incident makes clients hypersensitive to the world around them. People in a PTSD pattern may respond hypersensitively to anything associated with the traumatic experience. For some, the triggers seemed endless and were more related to an increased sense of vulnerability than any direct association with the experience. As a result of this hypersensitivity, clients reported a decreased ability to relax and enjoy life. Some said they would jump at a phone ringing or a car backfiring. Benign occurrences such as someone approaching them from behind, or a slight touch or whisper, could set off heart-pounding reactions. Clients reported feeling that they were constantly on guard, which made them exhausted. Physiological symptoms associated with PTSD such as sweating, stomach upset, concentration deficits, panic symptoms, and sleep difficulties, as well as drug and alcohol abuse, may all add to this hypersensitivity. 
Another meaningful yet difficult experience in PTSD is flashbacks or re-experiencing images related to the trauma. Clients often report having traumatic memories when awake or may have nightmares when asleep. They report that their bodies remember the shock as well as their minds. For example, some clients report being suddenly and unexpectedly flooded with smells or bodily sensations related to the incident. These traumatic memories can make it difficult to perform adequately at work, to engage fully in family life, or to be around friends in social situations. Clients have described traumatic memories related to severe trauma as trapping them in their own thoughts. They try to stop thinking about the experiences but the intrusive memories make it difficult to avoid the trap. (Most people in a pattern of PTSD identify traumatic memories as one the most difficult aspects of a shocking experience.) 
Clients going through the experience associated with PTSD conclude that, if you have traumatic memories long enough, then avoiding traumatic connections in everyday living can follow. In some respects, it becomes more meaningful to avoid other experiences similar to the original shock rather than face directly the issues related to it. However, avoidance of life experiences based on pre-experienced shock starts to limit a person’s ability to make natural connections with everyday experiences such as being a member of a team at work, being intimate with family at home, or being involved in other meaningful events or social interactions. 
The experience of alienation becomes meaningful in the experience of PTSD. Clients surviving severe shock but avoiding traumatic connections may eventually become detached from others. In this experience, they begin perceiving the world as disconnected, and they may feel uprooted from their previous lives. The experience of alienation puts them out of sync with people around them, and this may happen without an awareness of their growing detachment. Life for others has not changed but severe trauma often changes the inner and outer lives of those who experience it. Prior to the trauma, those affected likely perceived life similar to people around them, but now they may feel disconnected from that perception and people who did not have the same experience. 
There is an apparent dilemma for these clients. They are usually expected to continue on as they did pre-trauma joining in on family, job, or community activities, yet at the same time they feel disconnected from these groups of people. They sometimes find meaning in burying the trauma and acting as if they are joining in and are connected to others. However, such joining in may be a superficial connection that increases alienation. Burying the trauma may cause an accumulation of trauma while clients work hard to fit in and act normal. Over time, they may accumulate more traumas and periodically experience increased hypersensitivity and avoidance of traumatic connections, all the while experiencing increasing alienation. Later on in life, traumas from the past may resurface along with other accumulated traumas, intensifying traumatic reactions and possibly a return to the original shock reaction. 


Collaborative diagnosis and treatment 
Brain shock 
Mark told his mental health provider that his life-threatening experiences in Afghanistan were taking a toll on his health. He had witnessed the death of other soldiers, and experienced many of the horrors of war. He was having trouble functioning in social situations, while before his tour in Afghanistan these social situations were not a problem. He was also having difficulty with specific incidents that reminded him of the trauma in Afghanistan. His mental health practitioner discussed with him the effect of psychological trauma on the brain, including the role of the amygdale and what can happen when the brain is unable to process or file away traumatic memories. He let Mark know that his brain could be described as being in shock, yet he was back in his native land trying to get on with his life. He told Mark they needed to work together on closing the file containing his trauma, so he could have memories that were not threatening to him. 

Diagnosing for brain shock 
Diagnosing for brain shock may require clients to report levels of trauma regarding their experiences without going into detail at this early stage. Explaining the shock that clients are experiencing and what meaning is behind the shock may be more important at this stage than talking directly about the incident causing the trauma. For example, the mental health practitioner knows that Mark has been in life-threatening situations, but does not know what this shock means to him. An initial diagnosis of the meaning behind the shock may include neurological concerns that can help the treatment phase of their work together. It may help clients to give a neurological description of how shock is being experienced in the brain (physically), not only in the mind. Combining meaning behind the shock (the mind) with the neurological pattern for shock (the brain) gives a more holistic understanding of brain shock. Mark may need a diagnosis that describes what is happening to him both physically and psychologically. 

Treating for brain shock 
Some experts have recommended forms of direct post-traumatic stress debriefing. However, others have advocated for forms of stress reduction or stabilization before telling in detail one’s personal tragedy (Courtois et al. 2009). Treatment may begin with helping clients regain internal and external control before a full debriefing takes place. For example, Mark is still in shock from experiencing past psychological and neurological brain shock. It may be advisable to first stabilize his trauma symptoms before asking more about his traumatic story. The over-riding goal may be in helping clients make a gradual shift from unpredictable danger to reliable safety. Keeping this in mind, it may help to introduce some form of stress reduction techniques before finding meaning in traumatic experiences (Stahl and Goldstein 2010). Clients may also benefit from solution-based therapy concepts in identifying strategies that worked for them in the past regarding stress reduction (O’Hanlon and Bertolino 2011). For example, Mark successfully managed various stressful and traumatic occurrences without negative effects and it would be helpful to identify what worked for him in these situations. The practitioner may have an opportunity to reveal when Mark handled trauma successfully, and highlight those grounding strategies that were most useful for him. 

Hypersensitivity 
Marcia told her mental health provider that she had become extremely sensitive to everyday problems after she was an eyewitness to a horrific car accident where children were mutilated and killed. Since witnessing the accident, she developed a low tolerance for any kind of tragedy whether it involved people discussing such events, seeing them on television, or other avenues of experience. She began having anxiety about her grandchildren and, anytime she heard of an accident, she immediately called her children to make sure the grandchildren were safe. She went to a mental health professional at the request of her family who noticed the change in her behavior and were concerned about her increasing agitation. 

Diagnosing for hypersensitivity 
The type of hypersensitive behavior being manifested in the client’s experience of trauma indicates what is meaningful and what would make a meaningful discussion. For example, Marcia is hypersensitive to reports of tragedy of any kind and to possibilities that place her grandchildren in jeopardy. She has become hypersensitive to this meaningful area of her life that associates what she saw in the car accident with her family members. These associations can be useful in a diagnosis where a client is hypersensitive for specific reasons. Putting meaning to hypersensitivity makes the diagnosis more than a collection of symptoms. It gives specific meaning to the client’s reasons for being hypersensitive. Understanding the circumstances and meaning behind the hypersensitivity also brings into view important people and situations in the client’s life. In the narrative, Marcia’s family may have as much investment in Marcia working through her hypersensitivity as Marcia herself. 

Treating for hypersensitivity 
Treating hypersensitivity associated with post-traumatic stress may require a thorough understanding of the association between one’s emotions and one’s thoughts. Some form of RET may help clients make more reasonable conclusions when hypersensitivity is triggered by uncontrollable thoughts (Ellis 2001). For example, Marcia is exaggerating the connection between a former horrific car accident and her grandchildren. In actuality, there is little real connection between the car accident where children were killed and Marcia’s grandchildren’s vulnerability and potential death. These two circumstances are only distantly related and are connected by a general understanding of children and death. Beyond that point, the meaning Marcia places on these unrelated events may bring them together and form some type of unreasonable shock and fear. A thoughtful discussion on the important issues in life may help with her hypersensitivity, and the use of existential therapy that focuses on meaning may be helpful in differentiating these vague connections (May 1994). 

Traumatic memories 
Steven told his mental health provider that he could not get the faces of the people killed by the roadside bomb out of his dreams. Even when he was having a decent day after coming back from Afghanistan, the nights still scared him. He found himself waking up sweating and unable to return to sleep because of the intensity of these nightmares. During the day he used to have the same flashbacks but he had worked very hard in burying these thoughts in order not to scare his family or the people at his new place of employment. However, it was the nights that he could not control and this was where his trauma caught up with him. 

Diagnosing for traumatic memories 
Trauma victims who have traumatic memories are having them for a reason. The diagnosis would benefit from descriptions of the types of flashbacks and other memories associated with the trauma, but it is also helpful to discuss the reasons for flashbacks. Burying trauma and working hard at not thinking about a traumatic incident may intensify flashbacks or dreams. Traumatic memories need processing, not burial in one’s unconscious. Avoidance of the memories may create additional stress and anxiety, and exacerbate the symptoms of PTSD. For example, Steven had limited his traumatic memories to night-time dreams, which gave meaning to his ability to cope with these memories during the day. The diagnosis may need to put into context why a client is trying to bury traumatic memories. In the narrative, Steven’s nightmares are directly related to his ability to control them during the day in order for him to function. Such information in a diagnosis may be valuable in helping him to set himself on a path to further growth and change beyond his traumatic memories. Simply listing descriptions of the nightmares leaves important information and meaning related to the nightmares out of the diagnosis. 

Treating for traumatic memories 
Discovering the emotional triggers that are responsible for traumatic memories may create a specific starting point for treating PTSD (Schiraldi 2009). Nightmares and other PTSD symptoms can be associated with emotional triggers that have a direct impact on the amygdale (crisis center) of the brain. At vulnerable moments, these triggers can be activated causing symptoms such as flashbacks and nightmares. For example, Steven can control his flashbacks during the day but there are triggers that go off at night while he is asleep. It may be meaningful for him to understand these and realize that emotional triggers may create a sense of being out of control. Grounding and relaxation techniques are useful to practice and have clients activate when they experience intrusive thoughts and re-experience traumatic images (Herman 1997). Sometimes the use of pre-prepared scripts to find the meaning behind triggers lessens the threat of spontaneous memories about trauma (Foa, Hembree and Rothbaum 2007). Taking clients through effective protocols or scripts can safely address these traumatic memories, allowing them an opportunity to work through the memories in a conscious way without being re-traumatized by directly reporting the actual events. 

Avoiding traumatic connections 
Denise told her mental health provider of the difficulty she was having with social situations with men after the brutal beatings that eventually led to her divorce. At first, she seemed able to socialize with men but when the discussion involved anything to do with force, even when it was harmless behavior, she felt threatened. She described how she avoided men who expressed any strong statement of physical behavior. Even the tone of a man’s voice could be considered too harsh for her. This made it virtually impossible for her to form relationships with men. Any hint of anger or disapproval made her feel uneasy. So far, her answer was to avoid many of the connections to men that reminded her of the battering she had once endured; however, she knew this was an over-reaction that was making her life experiences very limited. 

Diagnosing for avoiding traumatic connections 
Diagnosing for avoiding traumatic connections is not a new phenomenon in the anxiety disorders found in the DSM-IV (American Psychiatric Association 2000). For example, agoraphobia has a major meaningful component concerning avoiding traumatic connections by staying inside one’s home and avoiding possible anxiety triggers. In a diagnosis for PTSD, demonstrating a similar pattern for clients may make the connection between the experience of severe trauma and its connection to everyday experience more understandable. For example, Denise made a meaningful connection between being battered by a former husband and socializing with men in general. Clients may avoid life experiences that have similarities with their trauma and, in Denise’s case, she is overgeneralizing. The diagnosis for avoidance of traumatic connections may consider looking for meaningful connections when clients experiencing PTSD demonstrate their avoidance of specific people, places, or things that remind them of the trauma. 

Treating for avoiding traumatic connections 
Some form of CBT may help clients begin facing the traumatic connections that have developed from the trauma (Zayfert and Becker 2008). Such skills as cognitive restructuring may be necessary in stopping avoidance patterns, and in helping restructure a client’s ability to face problems. In the narrative, Denise developed a pattern of avoiding men, especially in intimate situations. Through cognitive restructuring, she could restructure a pattern of intimacy when being with men, allowing for reprogramming of one of her traumatic connections. Behavioral therapy that involves exposure techniques may also help in allowing clients to sever the connection between active triggers and the traumatic event, and thereby to reclaim their lives (Foa et al. 2008). Many avoidance patterns connected to PTSD are attempts at solving the PTSD problem. Restructuring new solutions can help clients give up old solutions that are causing avoidance of meaningful experiences in life. 

Alienation 
Peter told his mental health provider that he felt like an alien who was misunderstood by his family and friends upon his return from Iraq, where he served in the military police. He commented on how strange he felt about family, friends and his country, even though thinking of these things got him through the most traumatic times in Iraq. Now he was back and everywhere he looked the familiar was now unfamiliar. He described himself as an outsider who felt detached from loved ones. His thoughts were of going back to Iraq even though it was dangerous. He felt it was a place where he could feel real and understood. Sometimes he felt so detached that suicidal thoughts entered his mind. He was becoming increasingly hopeless and looking for a way to escape his alien environment. 

Diagnosing for alienation 
In typical diagnoses, PTSD is viewed primarily as an anxiety disorder with anxiety-oriented symptoms. However, from a client’s perspective, more than anxiety is found in the experience of PTSD. Issues regarding the meaning of one’s existence may enter into the diagnosis, especially with traumatic incidents occurring over a longer period of time. In the narrative, Peter was experiencing more than anxiety. His detachment from those he loved and his inability to feel normal left him with the experience of feeling rootless (anomie). In a diagnosis for PTSD and especially for those experiencing long-term trauma, asking about clients’ possible rootless feelings may be an important step in understanding how present-day experiences may seem alien to them. Even those who experience an acute, single traumatic incident may experience a transformation of their world. Both chronic and acute trauma may leave clients feeling differently about themselves and others. 

Treating for alienation 
The experience of alienation or feeling rootless is a pattern found in clients with PTSD who have been unsuccessful in integrating the traumatic experience into their life story (adjusting and re-assimilating back into their former life). Treating feelings of being out of sync or rootless may require a psycho-physiological understanding of trauma (Rothschild 2000). For example, Peter may have developed psycho-physiological patterns in the brain that were affecting his perception of the world. The end result of such transformations can be the experience of alienation. Keeping this in mind, treatment for alienation may consider some form of mindfulness training where both the physical and mental experiences are treated at the same time (McCraken 2011). However, another treatment that addresses social systems may be important in understanding feelings of alienation. In the narrative, Peter felt detached and perceived himself as an outsider among others with whom he had previously felt comfortable. In a sense, the social foundation of his reality had been threatened by his traumatic experiences. Some form of systems therapy where he could understand his role within the present system may help with feelings of detachment and alienation (Smith-Acuna 2010). 

Buried trauma 
Muriel had led a tranquil life after the tragic death of her husband during the hurricane of 1976. She told her mental health provider that he had worked as an electrical lineman for a county in south Florida and was electrocuted while working in high winds to restore power to an ocean-side community. She believed that she had successfully worked through his death until a series of hurricanes brought all of her earlier symptoms back to her. She and her mental health provider concluded that maybe she had not worked through the tragedy but buried it and allowed it to accumulate over time. This seemed to make sense based on the severity of her present symptoms even though she was in no real danger of being affected by the series of storms. 

Diagnosing for buried trauma 
Diagnosis may want to consider whether present traumatic symptoms are closely associated with former traumatic symptoms connected to an earlier trauma. For example, it may make sense to match Muriel’s traumatic symptoms regarding the way her husband died and the symptoms she showed during her recent experience of hurricanes. The reality of PTSD is that symptoms can reoccur after the initial trauma has taken place. The diagnosis may benefit from a description of these reoccurrences. In Muriel’s case, they only reoccurred when she was experiencing hurricanes. For other people, unprocessed past traumas may be reignited by feelings such as guilt, anger, or anxiety. Asking people when they felt similar feelings may help them connect to past buried traumas that are exacerbating the current trauma. However, understanding the pattern of PTSD, rather than being aware of only the symptoms involved in the PTSD label, may be more valuable in generating personal growth and change. 

Treating for buried trauma 
Utilizing several methods for uncovering buried trauma may be a more effective approach than using any one method. There are resources that address many different types of treatment for buried trauma. There are manuals where treatment plans are condensed into one source, which allow for client involvement and choice (Shapiro 2010). For example, Muriel may need grief therapy or possibly a combination of grief therapy and a form of post-traumatic stress debriefing. Finding the appropriate modality for people like Muriel may require a commitment to client involvement in the treatment process. Another consideration is based on how many times trauma resurfaces. If trauma becomes a chronic experience, some form of mindfulness and acceptance-based behavioral therapy may help sort out this chronic pattern of trauma (Roemer and Orsillo 2010). In the narrative, Muriel may involve herself in acceptance of the trauma haunting her. Mindfulness training may help her accomplish that goal. 



Collaborative diagnosis 
• Discuss with your client the shock that he or she is experiencing and what meaning is behind the shock. 
• Map out a neurological diagnosis of how clients experience shock in the brain, not only in the mind. 
• Discuss the type of hypersensitive behavior being manifested in the client’s experience of trauma. (These associations can be useful in a diagnosis where a client is hypersensitive for specific reasons. Putting meaning to hypersensitivity makes the diagnosis more than a collection of symptoms.) 
• Discuss the types of flashbacks and other memories associated with the trauma, but also show the reasons behind these flashbacks. 
• A discussion with your client may put into context why your client is having traumatic memories. (Such information can help clients grow and change beyond their traumatic memories. Simply listing descriptions of the nightmares may miss the important meaning behind them.) 
• In a diagnosis for PTSD, it may be important to discuss the pattern by showing the connection between the experience of severe shock and the client’s everyday experience. 
• The collaborative effort should look for meaningful connections when clients experiencing PTSD demonstrate their avoidance of traumatic connections that have become triggers for re-experiencing the trauma. 
• Issues regarding the meaning of one’s existence may enter into the diagnosis, especially in traumatic incidents over a longer period of time. 
• In a diagnosis for PTSD and especially for those experiencing long-term trauma, asking about a client’s possible rootless feelings may be an important step in understanding present-day feelings of alienation. 
• A collaborative diagnosis may want to consider whether current traumatic symptoms are similar to symptoms connected to the original trauma. 
• The idea of PTSD is that it reoccurs after the initial trauma has taken place. The diagnosis may want to describe the pattern of reoccurrence. 



Collaborative treatment plan 
• Some form of stress reduction should be discussed before telling, in detail, one’s personal tragedy. (Treatment may begin with helping clients regain internal and external control. The over-riding goal may be in helping them make a gradual shift from unpredictable danger to reliable safety.) 
• Treating hypersensitivity in post-traumatic stress may require a thorough discussion of the association between one’s emotions and one’s thoughts. (Some form of RET may help clients make more reasonable decisions when hypersensitivity is guided by uncontrollable thoughts. Also, some form of existential therapy that focuses on meaning may be helpful.) 
• Discuss the emotional triggers that are responsible for nightmares. (Nightmares and other PTSD symptoms can be associated with emotional triggers that have a direct impact on the amygdale [crisis center of the brain].) 
• Consider using pre-prepared scripts to find the meaning behind these triggers. (Taking clients through effective protocols or scripts can speak directly to these traumatic memories.) 
• Some form of CBT may be needed to help clients face the traumatic connections that have developed from the trauma. (Such skills as cognitive restructuring may be necessary in stopping avoidance patterns and restructuring patterns that directly face problems.) 
• Feeling out of sync or experiencing alienation or rootless feelings may require a psycho-physiological discussion concerning trauma. 
• In treating for alienation, discuss some form of mindfulness training where both the physical and mental experiences are treated at the same time. 
• In your collaboration, you may want to discuss social systems that are affected by the client experiencing anomie or feeling rootless. 
• It may be that using a multi-method approach for uncovering buried trauma is a more effective approach than using any one method. 



Discussion 
The presenting of clients with severe trauma has become a common theme for mental health practitioners working in crisis centers, veterans’ hospitals and mental health clinics. Increasingly, mental health providers are being trained in methods for treating people in crisis and much is now known about the effects of severe trauma (Charney 2004). For example, from neuroscience, we have gained a better understanding of how severe trauma affects different parts of the brain, and how this understanding can be used to describe these processes to clients. As outlined in the current chapter, mental health practitioners have an opportunity to treat clients experiencing PTSD in a more comprehensive client empowering manner. A medical model perspective may treat the hypersensitivity reported by clients with some form of psychotropic drug, whereas more client empowering mental health professionals may try to understand the meaning behind a client’s hypersensitivity through some form of RET. In this comparison, the medical model reveals symptoms and focuses on reducing the intensity or frequency of symptoms, while in the client empowerment model dysfunctional patterns of thoughts and related feelings are uncovered and given meaning, with the focus on providing an opportunity for clients to grow through these experiences. With clients and providers working together on the meaning related to a client’s hypersensitivity, a fundamental plan for growth and change replaces symptoms reduction and strategies for future coping are developed. 
Another symptom of PTSD that may warrant a client empowerment model is found in traumatic memories. Reducing these memories or flashbacks is a primary concern of a strict medical model perspective and this seems to differ philosophically and practically from a client empowerment model. For example, in treating traumatic memories, flashbacks could be remedied through the use of medication, in order to maintain a constant level of stability. However, from a client empowerment model, a client may look for meaning in these flashbacks that can help in understanding traumatic triggers that set flashbacks in motion. Clients may also be encouraged to see flashbacks or nightmares as sensitive areas filled with meaning that can give a purpose to many everyday experiences. 
A client empowerment model can also address the avoidance of various life experiences that are only vaguely related to the trauma experienced and which pose little or no threat. For example, from the narrative for avoiding traumatic connections, Denise generalizes to all men her former husband’s brutal treatment, which limits her social experiences and robs her of the intimate relationship she wants. This general avoidance is a specific part of the pattern of PTSD and of other anxiety disorders. Denise could be given psychotropic drugs to reduce her anxiety symptoms when in the company of men, or her avoidance can be perceived by herself and her mental health practitioner as an opportunity for growth and change. Some form of cognitive restructuring could be used to help her think more accurately of her former husband’s behavior and reduce her threat response when in the company of men so that she can have the life experiences she desires. 
The alienation found in the experience of PTSD from a medical model perspective may receive a diagnosis as some form of depression. However, when you look at client involvement with the term alienation, one realizes that the basis for alienation includes feelings of rootless detachment. Although alienation is often diagnosed as depression in clients experiencing a pattern of PTSD, this may be an experience that indicates a more complicated social phenomenon. Prescribing anti-depressive drugs for clients experiencing alienation may be the first step, but not necessarily the final step in helping them reconnect with other people. In a client empowerment model, reconnection with the social environment and engagement in meaningful activities are two of the important final steps in helping clients reclaim their lives after a traumatic incident. 
It is important for mental health professionals to recognize that traumatic events are not uncommon and many clients will experience a pattern of PTSD as they attempt to adjust to life post-trauma. Recognizable symptoms such as shock, traumatic memories and flashbacks, hypersensitivity and hyperarousal, avoidance and alienation are experienced by many people after an experience of trauma. The mental health professional can empower clients to view trauma as a painful, shocking part of life that may require medical and psychological treatment as we struggle to adjust, but also as an opportunity for growth and change as we restructure our lifestyle and fundamental beliefs to integrate the more difficult experiences of life. 


Client/practitioner collaboration form 
Client questions 
Please fill out the following questionnaire describing your involvement with post-traumatic stress disorder (PTSD). Answer the questions in your own words to help determine what PTSD means to you. 
• When feeling traumatized, how does the shock of a tragedy affect your life? 
• If you have had a severe traumatic incident, how overly sensitive have you become? 
• What are your traumatic memories after experiencing severe trauma? 
• What connections do you avoid in order to not bring on post-traumatic stress symptoms? 
• Have you ever felt detached from family and friends after a serious traumatic event? 
• Have you ever experienced a return of symptoms after experiencing a severe traumatic event? 
• Do you know what happens to the brain during a serious traumatic event? 
• Have you ever had flashbacks after a severe trauma? 
• How difficult is it to face similar events to the one causing the post-traumatic stress? 
• Write any other meaningful information that would help describe your experience with PTSD. 


Mental health practitioner questions 
Please fill out the following questionnaire describing your client’s involvement with post-traumatic stress disorder (PTSD). Answer the questions from your observations and what you think PTSD means to your client. 
• When your client feels traumatized, how does the shock of a tragedy affect your client’s life? 
• If your client has had a severe traumatic incident, how overly sensitive does your client become? 
• What are your client’s traumatic memories after experiencing severe trauma? 
• What connections does your client avoid in order to not bring on post-traumatic stress symptoms? 
• Has your client ever felt detached from family and friends after a serious traumatic event? 
• Has your client ever experienced a return of symptoms after experiencing a severe traumatic event? 
• Does your client know what happens to the brain during a serious traumatic event? 
• Has your client ever had flashbacks after a severe trauma? 
• How difficult is it for your client to face similar events to the one causing the post-traumatic stress? 
• Write any other meaningful information that would help describe your client’s experience with PTSD. 


Client/practitioner personal schematic pattern 
Fill out the following personal schematic pattern from your unique point of view. (This can be accomplished with the help of your mental health professional.) 
[image: ]
 
Figure 9.2 Client’s personal schematic pattern for PTSD 


Client/practitioner personal diagnosis 
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Client/practitioner personal treatment plan 
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Part II 
Mental Health Patterns 

Chapter 10 
Pattern of Abuse 
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Figure 10.1 Clients’ phenomenological schematic pattern for abuse 

Clients describing the meaning found in a pattern of abuse reported abuse towards them including physical, sexual, and emotional abuse that occurred in childhood or in adulthood, or beginning in childhood and continuing through adulthood. These people clearly recognized abuse as a focal point in their lives. Some clients were most concerned with physical abuse, as in domestic violence or physical forms of child abuse; others described abuse as being more emotional; yet others described experiences with sexual abuse. The above pattern was their shared experience with abuse, and marks the basic structure of how abuse is experienced regardless of its type. The following narrative may be important to mental health professionals who are diagnosing for a pattern of abuse and are interested in a client perspective. 
Clients’ phenomenological narrative with a pattern of abuse 
In describing their experience of abuse, clients were cognizant that some form of power imbalance existed between them and influential others. This may have taken the form of a power imbalance between a child and parent, husband and wife, employer and employee, or other interpersonal relationships where one person has the ability to gain power over another. These power imbalances may take on many forms but those most commonly reported were physical, emotional, sexual, or economic. In most cases, a misuse of power was at the center of clients’ experiences with abuse. These experiences demonstrated how power imbalances can turn abusive. This is not to suggest that power imbalances are inherently negative: power differences are often necessary for society to run smoothly, such as in parent/child relationships where parents must assume a certain degree of power to be effective parents. Clearly it was the exploitation of power that created a pattern of abuse and became an issue in people’s lives. 
The troubling factor in the cases of abuse reported was the indifference those exploiting power showed toward the people they abused. Clients reported that their thoughts and feelings were not taken into consideration, nor were their abilities to resist this exploitation of power either by the abuser or others who were aware of the abuse and did not intervene. It appears that, in a pattern of abuse, abusers have an indifference to the perspective of those whom they abuse. For those exploiting their power, the focus is on taking control or getting their needs met, especially in sexual abuse. Such an egocentric perspective by the abuser makes the experience of abuse even more traumatic. Beyond the exploitation of power is the indifference that objectifies the person being abused, making them seem less important or less human. Clients reported that it seemed more important for the “abuser to get his or her way” than for the consequences to the abused person or their relationship to be considered. 
Clients reported that the combined effect of an exploitation of power and indifference towards them created a sense that they were somehow responsible for the abuse, which helped them justify or make sense of the force used against them. Using force was described in many different ways from sexual assault, to verbal bantering and manipulation, to physical violence. The use of force seemed to intensify the power imbalance, making clients feel more vulnerable, and resistance usually resulted in increased force. Clients tended to view the use of force as extremely threatening, and in some cases as a violent act that belittled and humiliated them. 
The use of force coerced those being abused into a position of submission that ensured the abuser was in control. Clients reported that in sexual abuse this usually meant being subjected to “grooming” (where abusers endear themselves to children and the children owe them), while in physical abuse it meant experiencing physical hurt or injury, and in emotional abuse it meant being criticized, threatened, or humiliated until acknowledging submission. A pattern of abuse seems to require submission, which some of the clients viewed as an act of survival. However, it was in the abuser’s act of domination and their own reactionary submission that those being abused felt they had lost a part of their identity and self-esteem. Many times such submissive patterns led to self-abuse. 
In a pattern of abuse, it may be the fallout from submission and the experience of humiliation, physical injury, or sexual molestation that is manifested in forms of self-harm. Clients reported that it was not the act of abuse alone but also their submission to the abuse, followed by the experience of self-criticism and self-harm, that made the experience of abuse so powerful. Self-harm seems related to the rage, sense of powerlessness, and feelings of unworthiness that resulted from the abuse. However, some clients explained that self-harm seemed to be a way of taking back their power and feeling they had power over themselves. In general, self-harm could be viewed as a coping strategy that seemed to mute the emotional impact of these experiences as clients tried to cope with life, knowing indirectly of the harm done to them. 
Clients reported that it was surprising how much hidden trauma was a part of the pattern of abuse. Some of those who were abused as children noticed that they engaged in similar patterns of submission in their adult relationships. For example, clients who were sexually abused as children often reported difficulty with assertiveness in their relationships as adults. Such patterns demonstrate the hidden trauma of many abuse victims who experience the fallout from abuse many years later. It may be that dysfunctional patterns in current life hold hidden trauma from former experiences of abuse, resulting in, for example, PTSD, eating disorders, or sexual and gender identity disorders. 


Collaborative diagnosis and treatment 
Exploitation of power 
Sherry wanted nothing more than to be loved by her husband. During their time together before marriage, he treated her as though their lives would be filled with happiness. After five years of marriage, she needed some form of advice about her relationship. She told her mental health practitioner that their equal relationship had turned into one of power plays and power imbalances after the birth of their daughter. Whether it was jealousy or just plain meanness, her husband began taking advantage of the relationship by making all of the decisions and telling her to take care of the child, and to leave everything else to him. When she protested, he would call her names and put her down, blaming her for his financial problems. The constant verbal abuse made her feel awful, yet she wanted to make the family work. She was disillusioned and sought help from a professional. 

Diagnosing for an exploitation of power 
Power exploitation dominates the beginning stage in a pattern of abuse, whether power is being exploited physically, emotionally, economically, sexually, or in other ways. For example, Sherry is being exploited emotionally and psychologically with the constant abuse she is receiving from her husband’s comments. The type of exploitation experienced may be an indication of what type of treatment is appropriate further on in the helping process. In order to set the stage for treatment of abuse, describing the exploitation experience may benefit both client and practitioner. In the narrative, Sherry is being verbally abused; however, the family system in which she has invested her time and energy is also experiencing exploitation. Both personal and family exploitation make up the basis of her problem. She may need clarification of exactly how her husband uses a series of power plays in his exploitation of her and the family. 

Treating for an exploitation of power 
The latest thinking on the legal aspects of abuse, especially regarding the use of force, may need further exploration with clients (Richardson and Bacon 2003). Understanding the laws and social procedures that are in place can help in instances of exploitation, especially in clarifying the abused person’s rights. For example, it would be important for Sherry to understand the legal issues and support available if her husband crosses over the line of emotional exploitation and begins to physically abuse her. Also, some form of Adlerian therapy, where the concept of power is incorporated into the therapeutic practice, may be helpful (Carlson, Watts and Maniacci 2005). Sherry may benefit from understanding how power is enacted in her marriage and how the abuse of power changes the family system. Issues related to exploitation of power are especially important in family relationships where the family system can be affected by how power is used among family members. 

Indifference 
There was a certain sense of indifference when Mark’s uncle got drunk and made him participate in sexual activity. Mark was a young adolescent at the time and felt confused and humiliated. At the age of 35, he was now old enough to understand what had happened. He remembers protesting, but his uncle disregarded his pleas and had sexual contact with him anyway. Mark remembers thinking about telling his parents but felt they would not believe him. His uncle told him that he would be blamed for the actions, coercing Mark to satisfy his sexual needs. Mark remembered that his uncle seemed detached from what was going on except at the moment of sexual release. 

Diagnosing for indifference 
It may be productive to assess the level of indifference displayed by the abuser, in order to understand the abused person’s feelings. There seems to be strong meaning in the level of indifference directed at an abused person. For example, Mark’s uncle did not get drunk and in a moment of weakness have sexual relations with him. He was detached and indifferent, and used his nephew as an instrument for his sexual pleasure. He was exacting a ruthless act of sexual abuse, and he was indifferent to the impact his actions would have on his nephew. His actions were cold and calculating, and his indifference added to the psychological and emotional damage to Mark. 

Treating for indifference 
Some form of mindfulness therapy where clients understand the effect of abuse on sensory-motor functioning can help in understanding how indifference can be a form of dehumanization (Ogden et al. 2006). For example, Mark’s uncle molesting him was only part of the problem. It was indifference to Mark’s well-being that may also be responsible for a sensory-motor pattern in the brain that later affected Mark’s decisions regarding relationships. The dehumanizing aspects of indifference also signalled to Mark his value or worth as an individual, and this may have had an impact on his self-concept and relationships with others, well after his childhood. Explaining how subtle patterns from the past can affect present experience may demonstrate how behavior is affected neurologically (Wilkinson 2010). (Note: schema therapy [Young et al. 2006] can also help clients identify and change deeply imbedded destructive beliefs formed by negative childhood experiences.) Another method could be the use of attachment therapy where clients understand how indifference can create negative attachments, and how emotions can be affected by a lack of attachment. In the narrative, Mark’s uncle was an important person in the family system. The abuse Mark experienced from his uncle could make other attachments in and outside the family more difficult. 

The use of force 
It seemed that Betty was beaten almost every time her husband would drink. No matter how hard she tried to avoid making him mad, something would come up and he would beat her and then fall asleep on the bed in a drunken stupor. Usually the next day, he would be overly affectionate to her until she gave in and forgave him. The constant back and forth between physical abuse and so-called intimacy left her confused and broken. She believed in the relationship but had little understanding of how to get out of her circumstances. She went to a mental health practitioner who pointed out that possibly both the beatings and the making up were acts of force. This gave Betty a new perspective on her approach to the relationship where power and force were seen differently. She was empowered to see the relationship in a new light. 

Diagnosing for the use of force 
In a diagnosis for abuse, occasionally there is confusion regarding the difference between power and force, and their effect on the abused person. Power is the ability to successfully influence others. Sometimes influencing others helps in gaining control of a situation while other times influencing others is gained by giving control over to them. In comparison, force is used when people do not have the power to influence others, and feel compelled to force themselves on others, in order to gain control over them. For example, Betty’s husband physically assaulted her to gain control, and then acted sympathetic the next day to continue control over her. Both can be perceived as a use of force. This makes the description of force an important part of the diagnosis. In abuse, someone may be using force even when it appears as some form of intimacy or love. This makes examining the pattern of force, and describing the method of gaining control through force, a critical component in an abuse diagnosis. The use of force is the action phase in any experience with abuse. 

Treating for the use of force 
Stories of how others survived the use of force and how force caused secondary trauma and low self-esteem can be a beneficial treatment (Sanderson 2008). For example, Betty may benefit from entering group counseling with others who have experienced force perpetrated on them. Another treatment could be the use of CBT that helps restructure the thoughts of someone who experienced force in the context of abuse (Kolko and Swenson 2002). It may be more than the use of force that affects clients. It may also be their beliefs about the use of force that linger and affect other areas of their lives. In the narrative, Betty is trapped between physical force and physical forms of affection, both being types of force used by her husband as a method of control. Having a cognitive understanding of how these opposite behaviors can both be sources of force may help her understand the dynamics of force in a relationship. 

Forced submission 
Frances felt like she was a human trash can where others dumped their unwanted issues and problems. In her marriage, she felt like a fool because of constant put-downs from her husband. Friends seemed uninterested in helping her with her problems, but regularly turned to her with theirs. After going to a mental health practitioner, Frances said how angry it made her that she listened to everyone else but nobody cared to listen to her. When she took a stand and stated that she was not going to listen anymore, she found out her friends talked behind her back and gossiped about how she had changed for the worse. As long as she was giving her time and attention to her husband or her friends, she felt loved and appreciated. Her confusion was over what price she had to pay for submitting to the needs of others. 

Diagnosing for forced submission 
Mapping out the extent to which abuse makes a person feel broken and submissive helps in creating a holistic picture of abuse. For example, Frances is not only submissive to her husband but has created a network of submission involving her family and friends. Acts of submission may create a lifestyle beyond being submissive to an abuser. In the diagnosis stage, it may be helpful to identify submissive patterns in a client’s life. The abused person may believe he or she is a submissive person in general, rather than someone who is practicing a pattern of submission. Pointing out the difference between accepting the label of submissive person in comparison with understanding the pattern of submission may be useful. In other words, it is possible to act submissively without being a submissive person. Assessing beliefs about oneself in relation to submissive behavior is important in determining the extent to which the abuse pattern has permeated one’s identity. Submissive behavior can be learned and is often used as a survival mechanism in experiences of abuse. Understanding a pattern of submission makes it easier for clients to discuss this aspect of the abuse, which is difficult because of the shame some feel regarding their submission. Rarely does submission improve one’s circumstances, yet not all people are in a position to escape their abuse. Ironically, understanding the reasons and intentions for acting submissively can be beneficial. It may be helpful for clients to see their submissiveness as a means of survival, when choosing temporary acts of submission. Helping clients identify the actual costs and benefits to acts of submission may create greater understanding of their behavior and restore a sense of power. However, in current situations of abuse that are dangerous or illegal, practitioners are compelled to advocate for clients caught in acts of submission by informing the proper authorities or by assisting the clients to call the proper authorities themselves. 

Treating for forced submission 
It may be important to learn specific assertiveness-oriented skills after being involved in abusive circumstances (Paterson 2000). For example, simply learning how to say “no” may help prevent future submissive behavior. Other important assertiveness skills include setting boundaries, avoiding victim roles, dealing with criticism, and refusing blame for others’ behavior (Small 2006). In the narrative, Frances could have used any of these skills with her husband and friends, in order to find balance in her life. She lacked the skills to assertively stand up for herself, and remained submissive and abused in her relationships. Submissive behavior emanating from abuse may come from a sense of being unworthy and a need to ingratiate oneself to others, in order to find acceptance. Some form of schema therapy may be helpful in treating for submissive acts so that clients can begin to understand the negative beliefs or schemas driving them to sacrifice themselves for the needs of others (Young et al. 2006). 

Self-harm 
Randy was a 15-year-old teenager who had been put down by his alcoholic parents for years. He was their way of staying together. As long as they were complaining about him, they seemed to have a reason to stay married. However, these family dynamics were causing Randy personal harm. He had developed a drug and alcohol addiction as a method to cope with the pain. However, his addictions gave his parents more reason to criticize him. He was caught in a bind of trying to love alcoholic parents who abused him while harming himself with similar addictions to ease his pain. He felt stuck and destined to hurt himself no matter which way he tried to resolve the problem. 

Diagnosing for self-harm 
Discovering the extent of personal damage resulting from experiences of abuse puts self-harm into perspective. For example, Randy is not aware of the amount of personal harm he is accumulating by allowing himself to be the scapegoat for his parents. He may also have little understanding of the connection between his parents’ emotional and psychological abuse and his addiction to drugs and alcohol. Pointing out to clients how abuse of any kind can develop into different forms of self-harm gives abuse-of-self true meaning. It would be beneficial in the diagnosis stage to identify abuse and self-harm connections. Sometimes, it may be difficult to make such connections; however, even a dialogue about the connection between abuse and direct or indirect personal harm can have a healing effect on those who have experienced abuse. 

Treating for self-harm 
Powerlessness and pain can be the focal point of people’s experience leading to vulnerability and acts of self-harm (Sutton 2007). Self-harm can be associated with PTSD, depersonalization disorder and borderline personality disorder, all of which can have their roots in the experience of abuse. In the narrative, Randy is abusing himself in order to cope with the abuse by his parents. He believes that, by being the problem in the family, the family will stay together. This form of self-harm may need treatment with some form of family therapy or cognitive behavioral family therapy whereby Randy comes to realize that his self-harm is related to his family’s abusive patterns (Dattilio and Beck 2009). Some clients conclude that emptiness is eased, although temporarily, by some form of self-harm. For example, they reported that physically hurting themselves numbs the emotional pain related to abuse. Treating for self-harm involves helping clients see self-harm as a destructive response based on negative beliefs or ineffective coping mechanisms. They can learn to think differently about their abuse experiences (for example, recognizing that abuse demonstrates a character flaw in the abuser, not the abused) and develop more functional coping that does not involve self-harm. 

Hidden trauma 
Esther had a long history of promiscuous behavior. At the age of 25, she was just beginning to put her life together. Step one was seeing a mental health service provider for her past sexual behavior. Esther told her practitioner that she was sexually molested by her brothers on a consistent basis when she was young, which eventually led to a life of prostitution and sexually provocative behavior. What troubled her was how such terrible traumas in her childhood would cause to her enter a profession where similar traumas were taking place. More specifically, “How could I become a prostitute and allow other men to do the same things to me that my brothers did?” Even though she detested what happened to her, she was now practicing behavior that, she believed, was similar to her early sexual abuse. 

Diagnosing for hidden trauma 
It may be helpful with current abuse to look for connections with former abuses and trauma. Abuse can have a collective component where abuse early in life can cause trauma later in life. In the narrative, there was a direct connection between child abuse and experiences with prostitution. People abused at a young age may establish patterns in their lives which continue in some way the abuse they experienced as children. The hidden trauma from the past can become the foundation for current abusive relationships or situations. Understanding the unspoken rules from the past that are generating current destructive behavior can be a catalyst for changing these negative patterns. For example, Esther may have concluded from her early sexual molestation by her brothers that her worth was in her body and by exploiting it she would receive attention and be valued. Abuse can generate damaging negative schemas or beliefs that can permeate all aspects of one’s life. 

Treating for hidden trauma 
Some form of attachment-based therapy may help those clients who are avoiding hidden trauma that affects everyday living (Muller 2010). For example, Esther’s sexual molestation by her brothers may cause attachment problems in childhood that are now manifested in her promiscuous behavior. The hidden trauma of the molestations may cause her to remain detached from others and make sexual attachment a business, not an intimate act. Attachment therapy may help clarify how Esther’s sexual abuse has interfered with successful attachment to others. Such discussions on attachment could lead to an explanation of the effect that early trauma has on the body and the brain. Some form of mindfulness therapy may be recommended where an abused person learns awareness of trauma on the body and the brain from the fallout of abuse (Rothschild 2000). In the narrative, Esther seems detached from her body and uses it as an instrument to make money. The effect of trauma from her youth and the connection between her past trauma and current prostitution remain hidden with a lack of awareness of these patterns. 



Collaborative diagnosis 
• Discuss with your client how power is being exploited, whether it is being exploited physically, emotionally, economically, sexually, or in other ways. Also, it may be important to discuss the pattern of exploitation. 
• Discuss the level of indifference being displayed by the abuser in order to understand the feelings of the abused person. (The level of indifference reported may have a more traumatic impact when the abuser is not out of control but calculating in his or her indifference.) 
• In the collaborative effort, distinguish between power and force and how they are affecting the person experiencing abuse. (It may be important to describe how force is being used even when it appears as some form of intimacy or love.) 
• Discuss the method of gaining force and how it may relate to ongoing abuse between client and abuser. (The use of force is the action phase in any experience with abuse.) 
• Map out to what extent the abuse has made your client feel submissive and broken. (Acts of submission may create a lifestyle beyond being submissive to an abuser where the abused person believes he or she is a submissive person rather than someone who is practicing a pattern of submission.) 
• Help clients see the consequences of their submissive behavior. 
• Help clients determine the extent of personal harm experienced from the abuse of others. 
• Point out to clients how abuse of any kind can be transferred to self-harm of any kind. (The diagnosis may want to point out any abuse and personal harm connections showing the consequences of abuse and the created self-harm.) 
• It may be important with current abuse to see if there is a connection to former abuses or trauma. (Abuse can have a collective component where abuse early in life can cause trauma later in life. Abuse can generate numerous self-fulfilling prophecies where abuse from the past underlies current self-abuse practices.) 



Collaborative treatment plan 
• Some form of Adlerian therapy where the concept of power is incorporated into the therapeutic practice may be helpful. (Understanding the current laws and legal procedures can also help in instances where exploitations of power are used on others.) 
• Discuss some form of mindfulness therapy whereby clients understand the subtleties found in sensory-motor forms of rejection, and how these can help in understanding indifference leading to some form of dehumanization. 
• Discuss some form of attachment therapy where clients understand how indifference can create negative attachments, and how emotions are affected by a lack of attachment. 
• In treating for the use of force, understand how others survived the use of force and how force can cause secondary trauma and low self-esteem. 
• Discuss the use of some form of CBT that helps in restructuring the thoughts of someone when force is used against them. 
• Learn specific assertiveness-oriented skills after being involved in abusive circumstances. (For example, simply learning how to say “no” may help in future submissive behavior, or breaking away from co-dependency where the act of submission may be a part of the unspoken rules. Other such skills include setting boundaries, avoiding playing the victim, avoiding mind reading, dealing with criticism, and stopping accepting blame.) 
• Treat for the powerlessness and pain that some abused people experience, and the vulnerability they experience when hurting themselves. (Self-harm is associated with PTSD, depersonalization disorder, and borderline personality disorder, all of which can have their roots in the experience of abuse.) 
• Some form of attachment-based therapy may be helpful for those clients who are avoiding hidden trauma and how it is affecting their everyday living. 
• Discuss some form of mindfulness therapy where dissociation in relation to the body are addressed. (An abused person may need awareness of the effects on the body and the brain from the fallout of abuse.) 



Discussion 
It seems the experience of abuse is a common issue for clients of mental health services, from social workers dealing with family violence and child abuse to mental health counselors treating for bullying and post-traumatic stress. In all of these situations, patterns of abuse may be found. For clients who have experienced abuse, it makes sense to address issues of power and control. Beyond power and control is exploitation, which directs us to a larger social problem that has individuals exploited in families, schools, the workplace, and larger communities. Exploitation of power against others is not only a psychological issue but also a social one. We empower clients to understand such exploitations through awareness and social reforms. Laws pertaining to the reporting of child abuse attest to this concern. 
However, exploitations of power are not the sole concern when looking at abuse. A far deeper concern may be the indifference those being abused experience from their abuser. It is common for people experiencing abuse to make a connection between the level of indifference experienced and their value or worth as human beings—“I would be treated better if I was better.” They may fail to see that abusing and treating another human being with indifference is an indictment of the abuser, not the abused. 
Abusers may rely on the use of force when losing a sense of power either within themselves or with others. Usually in relationships, force is not used by empowered people, but by those looking to force their will on others. Abusers lose a sense of power when using force or prior to using force. It may help those being abused to know that abusers are not powerful people but people with a weakness who need to use force to get their needs met. In many respects, abusers have lost power over themselves and their actions. The use of force in abuse is primarily an act of violence perpetrated by individuals who have lost their power. We can help clients empower themselves by understanding the difference between power and force and, more specifically, to understand the force that was or is being used against them. 
One of the most difficult aspects of an experience with abuse surrounds the submissive acts required by those who abuse. Abuse requires an act of submission in order for abusers to force their will on others. However, it is the submission, not necessarily the acts of force, that may haunt the abused victim. Even in situations where people are abused as children, they may feel complicit in the abuse. Practitioners have a responsibility to help clients understand that children cannot be complicit and are most often not in a position to resist, particularly when they are unaware of what is happening to them. However, as adults, clients who were abused as children can be empowered to fight this sense of complicity and the negative schemas that often accompany childhood abuse. 
Within submission are the acts of giving up and giving in. These not only apply to acts of behavior but also to giving in mentally, emotionally, physically, and socially. Empowering clients to be assertive and stand up for their rights may be a crucial element in recovery from abuse. Often there is an established pattern of domination and submission in the minds of survivors of abuse where submission is the understood expectation when faced with domination. For some people who have been abused, this is a familiar pattern that may be enacted without awareness. Some abused people have stayed in abusive relationships for many years based on this pattern. Part of their growth and change may be in recognizing that submission is an experiential pattern that is often learned at a young age and can be changed with awareness and empowerment. 
However, it may be the harm that abused people perpetrate on themselves that stands as one of the greatest tragedies in a pattern of abuse. Some people become overwhelmed and consumed by the abuse experience, and develop a lifestyle with abuse as the core. Self-harm may be the result of past abuse and can be the continuation of that experience. It may be the trauma of indifference, force, and submission that wears people down from the abuse experience, leading them to engage in acts of self-harm. These people have learned to treat themselves with indifference and disregard. Such patterns can be understood biologically, cognitively, and through theories of attachment and mindfulness; however, for clients suffering from abuse, the experience of self-harm may be best described through feelings of emptiness and pain. 
Hidden trauma from abuse may be at the center of many contemporary problems, not only abuse problems. Such hidden traumas may make it difficult for those suffering from abuse to freely express themselves emotionally, physically, and sexually. These hidden traumas are the roadblocks that inhibit empowerment and self-esteem and often get in the way of people living full and healthy lives. Working through these hidden traumas may produce growth and change that can restore the whole person and allow people to live free from their experiences of abuse. 


Client/practitioner collaboration form 
Client questions 
Please fill out the following questionnaire describing your involvement with abuse. Answer the questions in your own words to help determine what abuse means to you. 
• How has being abused affected your life? 
• During feelings of abuse, what happened when you began experiencing exploitation by another? 
• During feelings of abuse, what happened when you experienced the indifference of the abuser? 
• What are your coping skills when dealing with abuse? 
• Describe those moments when you were submissive to the abuser. 
• Can you remember a specific moment in abuse when you began to harm yourself? 
• What solutions do you turn to when feeling abuse? 
• Are there specific places or things that make your abuse worse? 
• Who do you reach out for, when experiencing abuse? 
• Does your experience with abuse bring up hidden traumas? 
• Write any other meaningful information that would help describe your experience with abuse. 


Mental health practitioner questions 
Please fill out the following questionnaire describing your client’s involvement with abuse. Answer the questions from your observations and what you think abuse means to your client. 
• How has being abused affected your client’s life? 
• During feelings of abuse, what happened when your client began to experience exploitation by another? 
• During feelings of abuse, what happened when your client experienced the indifference of the abuser? 
• What are your client’s coping skills when dealing with abuse? 
• Describe those moments when your client was submissive to the abuser. 
• Can you remember a specific moment in abuse when your client began to practice self-harm? 
• What solutions does your client turn to when feeling abuse? 
• Are there specific places or things that make your client’s abuse worse? 
• Who does your client reach out for when experiencing abuse? 
• Does your client’s experience with abuse bring up hidden traumas? 
• Write any other meaningful information that would help describe your client’s experience with abuse. 


Client/practitioner personal schematic pattern 
Fill out the following personal schematic pattern from your unique point of view. (This can be accomplished with the help of your mental health professional.) 
[image: ]
 
Figure 10.2 Client’s personal schematic pattern for abuse 


Client/practitioner personal diagnosis 
•  
•  
•  
•  
•  
•  


Client/practitioner personal treatment plan 
•  
•  
•  
•  
•  
•  
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Chapter 11 
Pattern of Bullying 
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Figure 11.1 Clients’ phenomenological schematic pattern for bullying 

Clients participating in developing a pattern of bullying reported that feeling powerful was a motivating factor in many of the decisions and behaviors they experienced either consciously, by knowing they were bullies, or unconsciously, by acting as bullies yet not grasping an entire understanding of their behavior. Furthermore, the consciously aware group of bullies clearly recognized the difference between bullying and socially acceptable behavior, and some exhibited symptoms pertaining to the diagnosis of conduct disorder, DSM-IV 312.8 (American Psychiatric Association 2000). The above pattern was the shared experience of both groups, and marks the basic structure of bullying behavior. The following narrative may be important to mental health professionals who are diagnosing for a pattern of bullying and are interested in a client perspective. 
Clients’ phenomenological narrative with a pattern of bullying 
The practice of bullying is seen as a way to gain power and influence among others. Within a pattern of bullying, a concerted effort is made in maintaining an imbalance of power where being more powerful than others appears the ultimate goal. However, people who bully are easily frustrated and have a low tolerance for being perceived as weak. For people who bully, dominating others and having people reinforce their dominant role has significant meaning in the pattern of bullying. People who bully can be defensive and may believe that getting the upper hand will give them the power needed to gain respect and lead others. However, they often have contempt for those they perceive as weaker or less able than themselves. 
People practicing a pattern of bullying can dominate others socially, physically, and emotionally. Socially, their domination may take the form of a gang or with a group that perceives them as the leader. This seems to reinforce justification for bullying others when the group’s expectation is that the bully will prove their dominance over others. A bullying pattern can also be seen in relationships with others. Some people bully their partners or other significant people in their lives, such as siblings and lovers, in order to enforce their dominant position in the relationship. Another form of domination comes in the form of physical acts. Some people who practice bullying need to physically challenge others to prove their domination over a group. In some cases, physical violence is perceived as acceptable by the person who bullies if it achieves the main goal of domination. The need to dominate may be related to personal insecurity or it may be a reaction to a belief based on being superior to others. It is difficult to address the issue of bullying without considering social context. Bullying behavior requires a certain amount of social complicity. Being dominant, strong, capable, and “on top” is revered in society and often associated with success. The person who bullies is attempting to reach this pinnacle by force, but is often assisted by social structures and systems that are complicit in maintaining power imbalances. 
A pattern of bullying does not seem to be based on the experience of anger. Emotionally, bullying is closer to the experience of revenge. There seems to be a conscious or unconscious intent to harm others. Sometimes this intent to harm can be based on envy of others—for example, someone having more money or more popularity. Other times, it may be a response to personal shame where bullying behavior is a reaction to earlier abuse. Many people who bully are not aware of their bullying, and the presence or absence of awareness breaks bullies into separate groups. Bullying where people are aware of their intentions is usually malicious and aggressive, and can be related to some form of abuse. These bullies may see themselves as victims of violence and bullying is their attempt to regain power by victimizing others. This pattern of bullying seems more prone to physical violence. The second group is unaware of their bullying and usually more prone to forms of social or verbal abuse; the bullying by these people may not emanate from abuse or low self-esteem. Conversely, these bullies may be considered narcissistic or arrogant. This demonstrates that the intentions behind bullying can be different, with one type of bullying related to low self-esteem, while the other type is more related to self-aggrandizement or arrogance where self-esteem is generally not a problem. 
Bullying is as much a lifestyle as it is a conflict. It is usually not an isolated incident but more of an ongoing social relationship problem. Some people who bully practice this pattern throughout their lives. In some respects, chronic inflicting of harm can be perceived as an addiction as much as a mental health pattern. Bullying patterns may have an element of denial and may be perceived by the person who bullies as a legitimate solution to problems. Some bullying involves violence as a justified method for dealing with conflict. The belief that bullying behavior is justified can make it a chronic problem where justifications are repeatedly given to continue the behavior. Bullying may become a solution to a problem whether that problem is inferiority and former abuse, or to meet narcissistic needs and establish superiority. 
What makes bullying difficult for others to understand is the lack of compassion that seems associated with the act of bullying. A bullying pattern makes it difficult to express empathy toward others and it is likely that emotional intelligence, including accurate awareness of self and others, is impaired in people who bully. Clients who bully share a similar problem with clients who experience conduct disorder and anti-social disorders. There is a noticeable inability to understand emotions and feelings, especially the feelings of others. Bullying is based on the manipulation of others and the use of force to achieve one’s goals. Many people who engage in bullying have strong verbal skills and can easily recruit others into behaving with a lack of compassion and empathy towards their victims. 
In the end, people who bully derive satisfaction from bullying and controlling others. Without this satisfaction, it would be unlikely that bullying would develop into a chronic problem. For example, some bullying is based on the premise of entitlement and there is a certain “right” associated with controlling others. In fact, most patterns of bullying include satisfaction in controlling others. Such satisfaction is reinforced by intolerance for differences, and that may help explain why bullying seems symptomatic of highly prejudiced and racist people. From a bullying perspective, to be different translates into inferiority and means one is undeserving of respect and fair treatment. A pattern of bullying may generate satisfaction in barring, isolating, and rejecting others from the group. Sometimes such satisfactions are created to mask deep-seated inadequacy or feelings of hurt or, at the other end of the spectrum, to reveal an inflated ego and extreme sense of superiority. 


Collaborative diagnosis and treatment 
Imbalance of power 
Patrick told his mental health practitioner very little. He was mandated to meet the practitioner for anger management, yet the practitioner did not believe anger was his problem. Somehow Patrick had a knack for violating others, especially weaker individuals. He seemed to have a low tolerance for others who did not prove themselves as “men.” Actually, Patrick was the leader of a group of boys who terrorized the local high school. He viewed people in very narrow terms. People could be either strong or weak. For Patrick, being strong meant dominating others. In meeting with his practitioner, he had as much contempt for mental health services as he did for the people he perceived as weaker than himself. 

Diagnosing for an imbalance of power 
An imbalance of power contributes to a pattern of bullying and acts as its foundation. In bullying behavior, an imbalance of power becomes a need not a want. People who bully rely on an imbalance of power between themselves and other people. For example, Patrick has a belief system that he is superior, and he maintains that belief by ensuring he has power over others at the local high school. He also has an investment in making sure his domination is reinforced by others who have similar beliefs. The important point to address in the diagnosis is that the imbalance of power is an intentional act to form an identity and to maintain power and domination. One of the intentions behind bullying is to maintain power imbalances among the individuals in any given social circle. Unfortunately, such power imbalances can cause fear, anxiety, resentment, and shame in others. 

Treating for an imbalance of power 
Treating the belief system of those who bully seems as crucial as treating the actual act of bullying (Lines 2008). For example, Patrick believes that his position of being the most powerful in his group is the correct position. He does not believe he is doing anything wrong, nor does he believe he has a counseling problem. His disrespect for those who are weak extends to his counselor, whom he perceives as trying to disrupt his beliefs. Some form of cognitive therapy would be helpful in challenging beliefs about his position in relation to others. It may also be necessary when helping people in a pattern of bullying to understand the difference between power and force in relationships with others. Power is one’s ability to influence others without force. In many respects, bullying uses force with weaker people to gain power within a peer group or social situation, even though the power gained is based on anxiety and fear (Swearer, Espelage and Napolitano 2009). In the narrative, Patrick is willing to use force in maintaining his power in order to influence his peer group. He sees force as his method for remaining dominant and maintaining power over others. 

Need to dominate 
Fredrick understood bullying behavior. He used it to dominate others in all areas of his life. He was married and had two children, and he made sure that all family members lived in fear of his presence. He dominated his wife by not allowing her to talk to other men. His jealousy forced her to live a life of seclusion. The treatment of his teenage children was even worse. He would physically abuse them any time the family began to settle down and enjoy life. His family believed he did not want them to have any sense of enjoyment. His physical abuse was comparable to his social abuse whereby he broke up his family’s relationships with friends, relatives, and people from the opposite sex. In meeting with a mental health provider, he stated that he was proud of the strict set of rules his family upheld, and had contempt for families with more lenient and permissive rules. He enjoyed being in control and had a need to stay in control of others, particularly his family. However, he did admit that keeping control was exhausting, and a full-time job. 

Diagnosing for a need to dominate 
Why does a client who engages in bullying behavior need domination over others? Underlying reasons for this behavior may be insecurity, or envy of what other people may possess. Domination may also be to gain recognition without consideration of the type of behavior used to obtain that recognition. In the narrative, Fredrick seeks out some form of recognition from his family, based on being proud of his strictness and family rules. Yet, he has little understanding that his need to dominate his family makes them disconnect and lose respect for him. His confusion may come from a sense that, while confident in dominating family members, he may be fearful of actually losing his family. Sometimes, dominating others may be based on such underlying factors. These factors may exemplify the point of view that bullying is indicative of control, and constant domination is required to continue such control. Fredrick lives a life that is focused on maintaining his position as the dominant figure in the family. His fear of losing this position creates rigid personal assumptions that rob his family of enjoyment and closeness. 

Treating for a need to dominate 
A need to dominate may restrict experiences from other important areas of living (Kevorkian and D’Antona 2008). For example, Fredrick has little chance of developing any form of intimacy with his family. The need to dominate his family is put ahead of a need to be loved by them. Reality therapy may be helpful in highlighting for Frederick the choice he is making between connection with others and the isolation he encounters through being domineering (Glasser 2001). In choosing domination, the possible consequence is that he may lose intimate connections with his family. In a pattern of bullying, people’s need to dominate may make their domination predictable and one-dimensional, leading to an inability to experience other facets of living. For example, Fredrick’s behavior is no surprise to his family. They most likely have developed methods for surviving his predictable patterns of domination, and try to stay away from those triggers that may set off his bullying behavior. Methods of empowerment and love could broaden the spectrum of possibilities beyond a need to dominate, and could save someone like Fredrick, and also his family (Hayes and Herbert 2011). The difficulty may be convincing such a person that domination is one-dimensional and can limit one’s choices in life. 

Intent to harm 
Nancy’s mental health practitioner was having difficulty determining whether she openly wanted to harm other people or whether her intent was more subdued and unconscious. Nancy had a history of teasing other students in her seventh grade class, and had become an annoyance to her teachers and classmates. However, she had a clever way of manipulating the situation so that other people got into trouble after she provoked them into a conflict. At first, her practitioner thought she qualified for the diagnosis of conduct disorder, yet her behavior was not blatantly cruel. However, others seemed to get hurt whenever she was around. Her practitioner was considering the possibility that Nancy had an unconscious plan to get revenge on others, but was not in a position to recognize this plan. It seemed that Nancy’s intention to harm others was not premeditated even though her behavior was harmful to others. 

Diagnosing for an intent to harm 
This seems a critical stage in a diagnosis for bullying because of the possibility that bullying behavior can be symptomatic of mental health disorders such as conduct disorder. (If there is a pattern of continued violence against others, conduct disorder may be the diagnosis.) This separates a pattern of bullying into two types of bullies: those who have a clear intent to harm others and those who are unaware of their intentions when they harm others. It may be important in the diagnosis to determine what type of bullying presents itself in a specific situation or case. In the narrative, Nancy does not meet the qualifications for conduct disorder because of her vague awareness of her intentions to harm others. This does not mean that she will not harm others, but reflects more of the vagueness behind her intentions than the outcome of her behavior. In many respects, bullies who are aware their behavior is meant to inflict harm, and clearly enjoy harming others, may require a more mental health-oriented diagnosis. Unaware bullies are more likely to be self-centered and self-serving, more intent on getting what they want than on harming others, and may act more from narcissistic tendencies than from a history of violence toward others. 

Treating for an intent to harm 
In treating an aware bully’s intent to harm, some form of CBT may be used to reshape the belief system and manage the revenge associated with this type of bullying pattern (Hughes, Crothers and Jimerson 2010). If the intent to harm is based on former abuse, bullies may need help in processing past traumatic experiences so they do not become a catalyst for revenge on others. Cognitive therapy can help with the development of more constructive thoughts and beliefs rather than destructive beliefs based on revenge, such as “Others should be hurt because I was hurt” or “I have the right to inflict harm on others because I was harmed.” Another form of therapy for treating an aware bully’s intent to harm may be parent management training (PMT), as a method for helping parents positively alter a younger bully’s behavior within the family system (Kazdin 2008). However, this method may also be effective for a bullying pattern where the intent to harm is less obvious. PMT could be helpful to parents in changing a younger, unaware bully’s thinking and behavior. In the narrative, Nancy will need to become aware of the intent behind her behavior, and the hurtful and unjust consequences her behavior inflicts on others. Within such training, the use of consistency and cooperation, along with skills in giving praise and clear patterns of discipline, can change the thoughts and behaviors of someone with a less pronounced intent to harm others (Barkley and Robin 2008). Nancy may respond to the teaching of basic skills that help control her behavior and minimize harm to others. 

Chronic inflicting of harm 
For Rob, hurting people was a pattern of behavior that continued for a very long time. It seemed to be a lifestyle where, regardless of the circumstances, he made a point of destroying the reputation of others. This was the method he used to get ahead in the world. As a successful businessman, he was able to cover up, at least temporarily, his bullying behavior; however, over time, others caught on and responded negatively to him and his destructive behavior. Despite four failed marriages and numerous lost jobs, he made no attempt to stop inflicting harm on others. In meeting with a mental health service provider, he admitted to this pattern of behavior but stated that his personality had not changed since childhood. He told the provider that at this time he was looking to change his life. However, he had been chronically inflicting harm on others for as long as he could remember. 

Diagnosing for a chronic inflicting of harm 
Having bullies understand more specifically the chronic nature of inflicting harm on others may open the doors of sensitivity needed to resolve this pattern. Such questions may be helpful for understanding the chronic nature of inflicting harm, such as “How rigid and entrenched is the pattern being enacted when harming others?” or “How dependent has the person become regarding this pattern when inflicting harm on others?” It may be that a chronic infliction of harm on others can turn into a dependency where there is a need to harm others to meet some personal belief regarding domination over others. Such a pattern could last for a long period of time if a person developed a tolerance for chronically inflicting harm. For example, Rob may not be aware of how chronic his pattern of inflicting harm has influenced his lifestyle. After numerous failed jobs and unsuccessful marriages, he may be numb to the fallout of inflicting harm on others, and he may have learned tolerance when hearing the negative opinions of others. In the diagnosis, being aware of people’s level of dependency and tolerance while chronically inflicting harm may give clarity to the level of numbness they are experiencing. It is one thing to harm others and realize you have created devastation for them, but it is quite another to practice such a pattern and be unaware of the effect on others, as well as unresponsive to the effect on one’s own life. 

Treating for a chronic inflicting of harm 
A bullying pattern may have tendencies similar to addictive patterns that are difficult to alter or halt. For example, Rob may want to stop inflicting harm on others, but know little about stopping a pattern practiced for years. It may be beneficial to use mindfulness and acceptance-based behavioral therapies when giving up a chronic need to inflict harm (Roemer and Orsillo 2010). For example, Rob may be focusing on unconscious cues and events that internally set his harm-inflicting pattern into motion, where he automatically responds by harming others. Mindfulness and acceptance therapy may help to reverse that pattern. The chronic pattern of inflicting harm also may be an avoidant pattern, where hurting others helps Rob avoid personal issues. Finally, creating distance from a pattern of inflicting harm on others may change his perspective, whereby he becomes aware of the consequences of such a pattern (Stahl and Goldstein 2010). 

 Lack of compassion 
At 17, Julie had little compassion for the people around her. This included the clique of girls in her class whom she seemed to dominate and control. Even when a mother of one of the girls died, it was hard for her to feel empathy or compassion. At the funeral, she kept looking at her watch while others showed sympathy and understanding for their friend. In some respects, she seemed powerful to the other girls based on her stoic presentation and lack of emotionality. If she expressed emotion, it was usually anger or frustration related to not getting what she wanted. In many ways, she was emotionally closed down, even though most people saw her as a highly emotional person who could attack if provoked. Her school counselor tried to help, but Julie was more concerned about who was against her and trying to take away her power than in being empowered to show empathy and compassion. 

Diagnosing for a lack of compassion 
Assessing the emotional range of clients going through a pattern of bullying may uncover these clients’ emotional limitations. In other words, are clients limited in their emotional repertoire by only being capable of aggression and anger? The emotional intelligence of people caught in a bullying pattern seems low, resulting in interpersonal difficulties. In the narrative, Julie controls a clique of girls but cannot bring herself to feel compassion with the death of the mother of one of the girls. Her thoughtlessness may be a sign that she overemphasizes power and control while avoiding moments of vulnerability and intimacy. Diagnosing how vulnerable and intimate a client can be when confronted with highly emotional circumstances may help with approaches to compassion. A lack of compassion found in a pattern of bullying may make an individual more prone to inflicting harm than practicing pro-social behavior. 

Treating for a lack of compassion 
Some form of compassion-focused therapy may help open the possibilities for a well-rounded experience when treating a lack of compassion connected to bullying (Gilbert 2011; Rogers and Kramer 1995). In this therapeutic intervention, the client is encouraged to employ methods of self-soothing and self-assurances, while learning cognitive behavioral principles. In the narrative, Julie could benefit from such therapy. She demonstrated a very limited range of emotional expression and had little understanding of an experience with compassion. She could also benefit from an experiential approach that helps her get in touch with her feelings, while methods of CBT help her cognitively reinforce these feelings. Also, some form of mindfulness therapy may help clients like Julie re-establish compassion in their thinking (Germer and Salzberg 2009). However, psycho-educational techniques that help clients understand how the mind works may be needed before they can make major changes to their behavior. 

Satisfaction in control over others 
Roger had a sense that he was the leader of the pack at his local high school and that whatever he said was the law of the group. He had been sent to counseling for his behavior, but had little respect for the counseling process. His feelings were more of entitlement, and he demonstrated disregard for those who were different and whom he considered inferior. He was sent to counseling after he attempted to extort money from a student at lunch break. The student was refused entry to the cafeteria by Roger’s group because he would not pay the required amount to Roger and his friends. Roger went to counseling but he did not think that he had a problem. The opposite seemed more the case. He felt a certain satisfaction from having and using control over others. This sense of superiority and control were major components of Roger’s identity, which created feelings of pride and satisfaction related to being in control. 

Diagnosing for a satisfaction in control over others 
Bullies may invest a large amount of time in bullying others, and may gain satisfaction from being successful at it. In the diagnosis look for those elements that are important to people who find satisfaction in another’s misfortune. However, “bully satisfaction” is a complicated concept that may have elements in cynicism, apathy, and entitlement. A lack of compassion, combined with a negative attitude toward others, may create a climate where bullying can become deeply satisfying. Such a pattern encourages others to feel entitled and join in on the bullying process. In the narrative, Roger’s identity is based on his control over others, and he derives satisfaction from being good at intimidating and hurting others. He believes that he gains power and acceptance by his rejection of others. The diagnosis may consider descriptions of how the practice of bullying creates satisfaction through a sense of entitlement in controlling others. 

Treating for a satisfaction in control over others 
Schema therapy may help discover how far back the pattern of controlling others began for a person engaged in bullying behavior (Young et al. 2006). For example, Roger may have a long history of gaining satisfaction by practicing a pattern of control over others. Understanding the history behind such a pattern sets the stage for a new pattern based on a sense of conscience and compassion as an acceptable option. Furthermore, a focus on inclusion and cultural empathy, whereby bullies learn how to form healthy social relationships, is another effective treatment (Pedersen, Crethar and Carlson 2008). For example, Roger finds satisfaction in controlling others but has little understanding of how relationships are formed, or how they can create personal satisfaction. So long as he has few alternatives, he is more inclined to find satisfaction in controlling others. 



Collaborative diagnosis 
• Discuss with your clients the effects of an imbalance of power. (It is not that they want to have power over others—it is that they need to have it.) 
• An important point to address with your client is whether the imbalance of power is intentional. 
• Discuss the reason why clients practicing bullying behavior need to be dominant over others. (Some underlying reasons for this behavior may be based on their own insecurity or their sense of superiority. It may also be that bullies are searching for recognition and are not concerned as to what type of recognition they obtain.) 
• Intent to harm seems a critical stage in a diagnosis for bullying because of the possibility that bullying behavior may be symptomatic of mental health disorders such as conduct disorder. (This separates a pattern of bullying into two types of bully: those who have a clear intent to harm others and those who are unaware of their intentions when they harm others. It may be important in the diagnosis to determine what type of bullying is reflected in your client’s behavior.) 
• It may be important, with a chronic infliction of harm on others, to discuss whether it feels like a dependency. (In the diagnosis it may be important to assess the levels of dependency and tolerance a person may have while chronically inflicting harm.) 
• Discuss the emotional range found in your client’s pattern of bullying. 
• Recognize and describe the investment clients put into bullying others, and the satisfaction they obtain from being successful at it. 
• Consider descriptions of how the practice of bullying creates satisfaction through a sense of entitlement in controlling others. 



Collaborative treatment plan 
• Discuss treating the belief systems of bullies as much as their behavior. 
• Help bullies understand the difference between power and force in relationships with others. (Power is one’s ability to influence others. In many respects, bullies use force with other weaker people to gain power within their peer group or social situations.) 
• Point out to bullies how their need for domination forces them to give up other important areas of their lives. (In many respects, bullies’ need to dominate makes them quite predictable and one-dimensional.) 
• Discuss with bullies that other methods exist for obtaining needs beyond a need to dominate. (Bullies, many times, have a need to gain respect, yet do not know that other ways are possible beyond a need to dominate others.) 
• In treating the aware bully’s intent to harm, some form of CBT may be used in reshaping the belief system and managing the revenge associated with this type of bullying. 
• Another form of therapy for an aware bully’s intent to harm may be PMT as a way of positively altering a young person’s behavior within the family system. 
• Discuss the fact that a bullying pattern may be a form of addiction that is chronic and difficult to stop. 
• Try mindfulness and acceptance-based behavioral therapies to help people practicing bullying give up their chronic patterns of inflicting harm. 
• Discuss some form of compassion-focused therapy that opens possibilities for a well-rounded experience when treating for a lack of compassion. 
• Discuss some form of mindfulness therapy in helping clients re-establish compassion in their thinking. (Helping clients understand how the mind works may be necessary before they can make major changes in their behavior.) 



Discussion 
It may sound ironic that helping professionals would look for ways to empower clients who already use force against others. The temptation is to punish bullying behavior and remove the power of those who bully. Although this approach may be temporarily effective in reducing or even eliminating the bullying behavior of an individual, it does not in any way help bullies differentiate power from force. A pattern of bullying is not a true expression of power, but more an expression of force. People bully because they believe it helps them gain power, yet from a holistic perspective they lose power by limiting their experiences and options. Bullying behavior does not help one maintain true power and influence in a family, job, community, or society. The use of force has a shorter shelf life than one’s experience with empowerment. In many respects, bullying is a chronic problem that limits life experiences. For example, a pattern of schoolyard bullying may end up being the primary pattern of interaction practiced in a marriage or the primary style practiced in the workplace, limiting one’s relationships and experiences throughout a lifespan. 
It is important to understand that the act of bullying may distort the bully’s perspective on power, and that influencing others through force can become a satisfying enterprise. Many forms of abuse, harassment, domestic violence, and intimidation are based on this distorted perspective of power (Blanchfield, Blanchfield and Ladd 2007). When you realistically look at power and its impact on people practicing bullying, it becomes clear that it is a loss of power to positively influence others in a positive manner that guides a bully to abuse power. Professionals may have a more successful experience in empowering those practicing bullying by helping them learn compassion, empathy, and love rather than punishing them for acts of domination and intimidation. It may be when those who bully learn to respect the rights of others that true empowerment takes place. 
The key to changing the bullying pattern may lie not only in stopping a bully’s domination over others, but also in teaching respect and compassion for others. This may require a different perspective in social institutions where bullying takes place. For example, it may be just as important to put respect back into schools as to remove bullying from schools. Bullying behavior emanates from climates of abuse, neglect, violence, and complacency. Any serious attempt to eliminate bullying requires the development of emotional climates in which bullying is not tolerated, while at the same time respect and compassion are fostered. It seems that our professional responsibility is to ensure that bullying does not become the direct or indirect means for people to gain power in our society. For example, a zero tolerance policy in schools may create a pattern similar to the bullying pattern examined in this chapter. Using force to combat a pattern of bullying may indirectly model new methods for practicing bullying behavior (Schoonover 2009). 
Another important point to consider in the possible empowerment of those practicing a pattern of bullying is the distinction revealed in this chapter regarding the two different types of bullying. Treating a pattern of bullying where people are consciously aware of their intentions requires a different approach from what is required for people who are only vaguely aware of their intentions. People who are clearly aware of their intentions to bully may meet the criteria for conduct disorder (American Psychiatric Association 2000), while the less aware bullying pattern appears to be more of an interpersonal or social problem, where peer pressure or a need for attention and success among peers are the motivating factors behind the behavior. It may be that an aware pattern of bullying is rooted in motivations and historical patterns that differ from the factors contributing to an unaware pattern of bullying. 
A person-centered perspective that recognizes how a pattern of bullying is connected to other mental health disorders or mental health patterns may be needed to fully understand this phenomenon. Lateral violence, discussed in Chapter 13, is a social problem where one form of laterally violent behavior is to bully others. In this regard, bullying is as much a social problem as a psychological one. Also, a bullying pattern may be connected to ODD discussed in Chapter 8, with which it has similarities. However, bullying is more symptomatic of conduct disorder and possibly anti-social personality disorder when there is a clear intent or motivation to harm others. 


Client/practitioner collaboration form 
Client questions 
Please fill out the following questionnaire describing your involvement with bullying. Answer the questions in your own words to help determine what bullying means to you. 
• How does dominating others affect your life? 
• What happens when you begin to experience control over others? 
• What do you think about when bullying others? 
• How do you decide who you are going to bully? 
• Describe those moments when you feel satisfaction after practicing bullying. 
• Can you remember a specific moment in your bullying when you felt sorry for the other person? 
• What solutions do you turn to besides bullying others? 
• Are there specific places or things that make your bullying worse? 
• Who do you consider your friends when bullying? 
• Does your bullying make you feel powerful? If so, describe that experience. 
• Write any other meaningful information that would help describe your experience with bullying. 


Mental health practitioner questions 
Please fill out the following questionnaire describing your client’s involvement with bullying. Answer the questions from your observations and what you think bullying means to your client. 
• How does dominating others affect your client’s life? 
• What happens when your client begins to experience control over others? 
• What does your client think about when bullying others? 
• How does your client decide who is going to be bullied? 
• Describe those moments when your client feels satisfaction after practicing bullying. 
• Can you remember a specific moment in your client’s bullying when he or she felt sorry for the other person? 
• What solutions does your client turn to besides bullying others? 
• Are there specific places or things that make your client’s bullying worse? 
• Who does your client consider as friends when bullying? 
• Does your client’s bullying create feelings of being powerful? If so, describe that experience. 
• Write any other meaningful information that would help describe your client’s experience with bullying. 


Client/practitioner personal schematic pattern 
Fill out the following personal schematic pattern from your unique point of view. (This can be accomplished with the help of your mental health professional.) 
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Figure 11.2 Client’s personal schematic pattern for bullying 


Client/practitioner personal diagnosis 
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Chapter 12 
Pattern of Compassion Fatigue 
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Figure 12.1 Clients’ phenomenological schematic pattern for compassion fatigue 

The clients who contributed to the following narrative experienced continuous trauma but did not qualify for a diagnostic label of PTSD, DSM-IV 309.81 (American Psychiatric Association 2000). Instead of experiencing life-threatening trauma, they experienced an accumulation of everyday trauma. Many participants were given time away from their circumstances or places of employment to regroup in order to return at a later date. They qualified for the diagnosis of compassion fatigue, sometimes referred to as secondary traumatic stress disorder (STSD), as described by numerous authors (Figley 1995, 2002; Pearlman and Saakvitne 1996; Rothschild and Rand 2006; Stamm 1999, 2002). The following narrative may be important to mental health professionals who are diagnosing for a pattern of compassion fatigue and are interested in a client perspective. 
Clients’ phenomenological narrative with a pattern of compassion fatigue 
Believing in compassion has strong meaning for many caregivers deciding to help others. Such a belief takes precedence over other beliefs such as those based on a need to succeed or to take care of personal interests. Most caregivers begin a pattern of compassion fatigue with a strong commitment to caregiving that outweighs their concern for the effects of being exposed to secondhand stress. Some nurses may realize they are sacrificing themselves for others and continue to put other people’s needs before their own, even when it negatively effects their personal and professional lives. It may be the strong commitment to others, and the lack of information or education about the consequences of such commitment, that makes caregivers vulnerable to compassion fatigue. Even those familiar with the dangers of an exposure to secondhand stress may take it for granted as a part of their commitment to others. It may be a combination of the meaning caregivers identify with in their commitment to others, and taking for granted the stress associated with such a commitment, that sets this pattern in motion. 
At some point, caregivers recognize that their involvement in helping others is causing problems in their personal lives. This creates a dilemma for people who either work in the helping professions or have a personal commitment to helping others. The problem is based on the meaning compassion holds in fulfilling their commitment effectively. The commitment to others puts these individuals experiencing compassion fatigue in a position to overuse compassion while involved in the process of helping. For example, a caregiver may constantly be giving to others during the course of the day, and then work overtime and make extraordinary sacrifices based on the unlimited requests of people in need. This overuse of compassion seems to mean “less” to caregivers than their commitment to helping others, so they continue to use compassion even when it becomes clear, for example, that they are working too hard and caring too much. 
An overuse of compassion may lead to emotional exhaustion, and experiencing emotional exhaustion may have consequences when committing to others. When caregivers are exhausted from the continuous use of compassion, meaning may shift from caring for others to thinking about one’s physical and psychological health. For example, a nurse preparing to care for others may think less about nursing and more about why he or she is tired after nursing. The emotional exhaustion from an overuse of compassion may have implications regarding effectiveness in remaining focused and effectively fulfilling one’s role as caregiver. Some admit to being “burned out” and may begin to question their commitment, yet at this stage they continue to persevere and sacrifice themselves in the care of others. The interaction between personal commitment and emotional exhaustion can develop into feelings of frustration concerning the caregiver role. 
The meaningful impact of frustration can be seen in the confusion over beliefs emerging from trying to meet a commitment to compassion while feeling increasingly frustrated and stuck. This dilemma is manifested in the conflicting beliefs between caring for others and caring for oneself. This is a dilemma that can have important meaning for caregivers. Their beliefs make it difficult to resolve the conflict inherent in caring for others and the “stress involved” in the care of others. For some caregivers, the question may arise as to what they believe and what is important to them. Even though they may maintain a belief regarding the importance of helping others, they may be developing another belief based on the negative stress associated with helping others. For example, the latter belief may bring into question, “Is this commitment worth it?” Caregivers can become confused and avoid addressing these opposing beliefs, eventually leading to more frustration and confusion. 
With some caregivers, a shift in beliefs takes place where frustration in caring for others leads to a belief that they are being oppressed. These caregivers begin to lose meaning in their work and feelings of resentment may emerge. This shift in beliefs leads to a shift in behavior where caregiving competes with standing up for and protecting oneself. For example, a caregiver may say, “I am sick and tired of taking care of people,” where this statement may be the initial reaction to abandoning the belief in being compassionate. Caregiving begins to take on a negative connotation for caregivers. However, having a negative connotation applied to a belief that was once meaningful and fulfilling can create even more resentment. 
In extreme cases, caregivers may experience similar symptoms to those found in PTSD. As mentioned previously, some experts (Figley 1995; Stahl and Goldstein 2010) describe this as STSD. At this point, much of the meaning found in helping others is gone and replaced with avoidance, cynicism, and symptoms of PTSD such as numbing, flashbacks, angry outbursts, hypervigilance, and exaggerated startle response (American Psychiatric Association 2000). Caregivers may feel traumatized similar to people who experience disasters or tragic deaths. In a sense, caregivers become victimized by the secondhand trauma associated with their commitment to caring for others. 


Collaborative diagnosis and treatment 
Exposure to secondhand stress 
Valerie had a commitment to helping her husband through the stress associated with his physical illness and his fear of death, and she felt that her care was valuable. Her compassion was noticed by others who also sought her out for help with their problems, and she seemed to always have time for them. She was aware of being overly concerned with the stress that this caused. However, she continued to care for others even at her own expense. On occasions, she provided the care needed when other caregivers in the family were either not available or had less ability to provide care. She knew that stress accompanies exposure to caregiving, but she continued to provide care anyway. 

Diagnosing for exposure to secondhand stress 
Clarifying the implications in caring for others, and how experiencing other people’s trauma can lead to personal trauma, may be an effective starting point for understanding exposure to secondhand stress. For example, Valerie exposed herself to secondhand stress and began to develop traumatic symptoms while accepting stress as a normal part of her commitment to her husband. Within the diagnosis, a description of her symptoms may be necessary even though they were overlooked by her while caring for her husband and others. The diagnosis may also include a statement that her exposure to secondhand stress was not based on incompetence but the experience of a competent provider who was deeply involved in caregiving. It may be the combination of overlooked traumatic symptoms and the commitment to being a competent provider that intensifies an exposure to secondhand stress. 

Treating for exposure to secondhand stress 
In treating for compassion fatigue, it is important to remember that clients may not be aware of the seriousness of the phenomenon. Their understanding that compassion fatigue has similar symptoms to PTSD may give perspective to effective treatment for this experiential pattern (Figley 1995). Flashbacks, sleep problems, feelings of depression, lack of concentration, and others can contribute to both phenomena (Figley 1985). With this in mind, one may treat compassion fatigue as a form of secondary victimization where caregiver competence and commitment increase the potential for caregiver fatigue. Lack of awareness by caregiver groups, caregiver organizations, and caregivers themselves may require some form of education concerning the dangers of compassion fatigue and how exposure to secondhand stress may eventually become a dysfunctional pattern in everyday living (Compassion Fatigue Awareness Project 2010). 

Overuse of compassion 
John was a mental health provider who cared too much about his clients and seemed exhausted most of the time. However, he rationalized this as being a requirement for his job and he made the sacrifice needed to help others with their problems. He admitted that taking care of others left little time for his own personal care. He defended the demands of his employment while putting an overemphasis on taking care of others. He made a point in sharing his deep belief and commitment to others by saying that it was his number one priority. He believed it was important to sacrifice for others even though he realized his overuse of compassion. 

Diagnosing for an overuse of compassion 
One of the key elements in showing compassion for others is the ability to feel empathy. Empathy allows the caregiver to demonstrate that she or he understands what the cared-for person is thinking and feeling. Inquiring whether the caregiver is practicing empathy or personally identifying with the cared-for person may separate helpful empathizing from harmful over-identification. Empathizing and identifying are different. Empathy allows for an emotional bond that reinforces the cared-for person’s abilities to grow and change. Personally identifying becomes an over-involvement where caregivers internalize some of the cared-for person’s problems and relate them to their own. For example, John seemed to be indentifying more than empathizing, and this seemed the cause of his exhaustion. The same distinction may hold true in describing the everyday living of caregivers when they are sympathizing instead of empathizing. Continued sympathy toward others directs feelings back to the caregiver where the focus is now on the caregiver feeling sympathy and not empathy for the cared-for person. In the narrative, John seemed to be sympathizing rather than empathizing. 

Treating for an overuse of compassion 
Helping caregivers understand the difference between empathizing and indentifying may create relief for those who have become overly involved with showing compassion (Kottler 2010). This is especially relevant to caregivers who have little training in showing empathy to clients. Empathy is a skill that is practiced in many schools of mental health but is most associated with person-centered counseling (Wilkins 2009). Empathizing focuses on the thoughts and feelings of others, not one’s own thoughts and feelings. In clarifying empathy, it also makes sense to demonstrate the difference between empathy and sympathy (Clark 2007) by giving examples of when to empathize and when to sympathize. Sympathizing is an important gesture that requires sharing emotions emanating from within you, while empathizing is an important gesture of recognizing emotions emanating from within others. Caregivers can benefit by being taught the difference between empathizing versus identifying or sympathizing. 

Emotional exhaustion 
Debra was a nurse who said she was physically exhausted but she seemed closer to being emotionally exhausted or “burned out.” She told her mental health provider that, after sleeping through the night to relieve her exhaustion, she would wake up the next morning feeling more exhausted. She described how she was empty of emotional energy when asked to care for others. She described feeling numb when taking care of others. She also stated that her exhaustion levels made other areas of her life less productive—for example, making friends or socializing with other professionals. She was feeling frustrated about her commitment to compassion on many levels. 

Diagnosing for emotional exhaustion 
In a diagnosis for emotional exhaustion, three areas of human interactions seem relevant. First, it may be beneficial in describing emotions such as sadness, grief, rage, feeling numb, or any other emotion that represents feeling emotionally exhausted (Beaton and Murphy 1995). Second, differentiating emotional exhaustion from physical exhaustion can be helpful. Physical exhaustion is usually derived from over-exertion, lack of sleep and continued use of physical energy, while emotional exhaustion is derived from exceeding one’s capacity for stress, combined with thoughts of powerlessness and other psychological symptoms such as frustration in not being able to achieve goals (Valent 1995). The third area for consideration in a diagnosis for emotional exhaustion may be its effects on the family and social life of caregivers. Emotional exhaustion can predispose caregivers to drug use, having a negative impact on family and friends (Figley 1997). For example, Debra’s emotional exhaustion had an impact on her personal relationship with friends and professional colleagues. Within these social systems, her emotional exhaustion caused shifts in the rules, communication patterns, and interpersonal emotions with these people. 

Treating for emotional exhaustion 
Treatment for emotional exhaustion may require adjustments in the way caregivers practice everyday activities. For example, occasionally saying “no” to those asking for help may benefit both the caregiver and the recipient of care. Also, avoiding stressors causing emotional exhaustion, and setting boundaries when experiencing stress, may be frequently overlooked guidelines. It may require paring down everyday activities and avoiding topics that cause stress (Stahl and Goldstein 2010). It may also require interventions for the impact of emotional exhaustion on the family through family counseling, especially in the area of family expectations (Goldsmith 2009). Finally, some form of cognitive behavioral action plan that dedicates a period of time during the day for reducing emotional exhaustion can be helpful. Examples of cognitive strategies include reframing the problem, adjusting expectations, and focusing on positive thinking. Examples of behavioral strategies include a relaxation ritual, exercising, taking daily breaks from stressful circumstances, and expression rather than avoidance of feelings (Gurung 2009). Defining the meaning of emotional exhaustion and certain strategies for overcoming it may help in the overall treatment of compassion fatigue. 

Confusion over beliefs 
Ben came to a mental health provider with the sole purpose of quitting his counseling position at the clinical mental health agency. He admitted that he had been over-exposed to secondhand stress and that he overused compassion, which made him emotionally exhausted, but this was not why he was seeking counseling. It was the confusion he was having related to his beliefs concerning caregiving. Even though he had a positive belief and attitude toward helping others, he was slowly developing a negative belief and attitude toward his experience with stress. He reported having increased stress and understood stress as dangerous or threatening. He was confused. On the one hand, he had a negative attitude toward stress but, on the other, his positive attitude toward helping others was still strong. In effect, he was developing a negative attitude towards stress, while keeping a positive attitude towards compassion. His provider stated that it may be the competition between positive and negative attitudes that was creating confusion in his beliefs and feelings of frustration. 

Diagnosing for confusion over beliefs 
Confusion seems to be a real possibility in a caregiver’s belief system when compassion fatigue becomes a reality. Caregivers have different reasons for taking care of others. They range from financial reasons to a basic spiritual commitment to others, along with many other personal reasons. Nevertheless, confusion can arise when caregivers accept the role of taking care of another, but change their belief regarding the accompanying stress. Checking whether caregivers are experiencing conflicting values, thoughts, and feelings, may help clarify the confusion over beliefs connected to this pattern. For example, Ben valued compassion, but was not accepting of the stress associated with it. He may try to think about caring for others while not considering the dangers of overwhelming stress, or he may feel gratification in sacrificing for others while feeling guilty for being frustrated in his work. Confusion over beliefs seems a turning point for caregivers and their experience with compassion fatigue. Continued confusion over beliefs can lead to exhaustion, frustration, and stress, transforming a positive attitude toward caregiving into a negative one. 

Treating for confusion over beliefs 
Some form of existential counseling or therapy about the meaning of compassion may be necessary to sustain commitment in the practice of caregiving (Frankl 2000). Finding purpose in the acts of caregiving and sacrificing for others may have existential relevance. Another important treatment may be CBT, especially in maintaining strong beliefs about caregiving while considering reasonable expectations about how much caregiving is possible (Nelson-Jones 2011). Sometimes treatment may require helping caregivers modify their beliefs about helping others in order to maintain reasonable expectations. For example, Ben continued to care for his clients, yet it was questionable whether this was objectively possible within his exhausted frame of mind. Both existential therapy and CBT may help caregivers match their beliefs to reasonable behavior. 

Resentment 
Jennifer was beginning to experience resentment towards her patients. In consultation with a mental health provider, she reported a shift in her beliefs, where she began to care less about compassion and her commitment to being compassionate. She was losing meaning in her commitment to helping others, and felt frustrated and stuck with having to show continued compassion. At this point, she questioned the meaning in her strong beliefs about helping others, and feelings of resentment began to cloud her perspective. This seemed a difficult experience for her to accept because of her prior personal experiences with being compassionate. However, she found it difficult to continue effective caring while she was experiencing resentment. She felt trapped between believing in helping others, yet finding little meaning in the act of helping others. For Jennifer, helping others had lost its meaning and value. 

Diagnosing for resentment 
The last two stages in a pattern of compassion fatigue appear reserved for those clients who experience more severe symptoms, and they are not indicative of all those going through this pattern. However, for those who have lost their commitment for compassion and are now resentful, it may help in understanding how their resentment is being expressed to others. For example, Jennifer’s experience of resentment may develop into poor self-esteem, she may become more cautious and suspicious when others ask for help, or she may develop a sense of cynicism about helping in general. Possibly, adding these and other examples to the diagnosis gives a basic starting point for changing resentment into some form of empowerment. Helping clients consider experiences that would help empower resentful caregivers reconstructs a negative practice into a positive one. 

Treating for resentment 
Empowering caregivers to either continue caregiving with renewed meaning or to find other sources of meaning may be an effective response to caregiver resentment. Resentment creates feelings of oppression (Karen 2003) and any treatment that helps clients regain a sense of freedom may change the direction of caregiver resentment. Here are examples to consider. Assertiveness training may help caregivers stand up to others who are pressuring them to continue caregiving, even when it is creating feelings of resentment (Bishop 2010). Empowerment appears to be at the opposite end of the spectrum when treating for resentment, especially in social situations. Empowering caregivers to find reasonable expressions of caregiving within the family, institution, or community is another possible treatment. This may require educating families, workplaces and communities on the dangers of resentment, and how it can have an impact on those who allow it to continue creating oppression (Fischer 2008). Resentment seems to have a serious impact on caregiver commitment whereas assertiveness training and skills for empowerment and prevention education related to caring for others may all be effective contributions to treating the resentment found in compassion fatigue. 

STSD 
Ruth reported to her mental health practitioner that lost meaning and resentment for being compassionate made her suffer in other areas of her life. She felt victimized by the conflicts in her thinking. She was concerned about lashing out at others, whom she believed could have helped her through these stressful experiences. She discussed her expectation that others whom she helped should reciprocate during these stressful moments and offer her compassion. She made the statement, “Where was everyone when I needed help?” She reported feeling used and victimized at moments when she needed compassion. She was feeling like a victim and believed she was experiencing her own form of post-traumatic stress. 

Diagnosing for STSD 
STSD (Figley 1995) is not a disorder found in the DSM-IV, yet it can have similar symptoms. Trauma and stress can have parallel effects whether they are dramatic and life threatening or accumulated and observed within the experience of a traumatized person (Ladd 2009). The diagnosis for STSD may consider similar symptoms to PTSD found in the DSM-IV such as avoidance, numbing, flashbacks, angry outbursts, hypervigilance, and exaggerated startle response (American Psychiatric Association 2000). The diagnosis may also consider the dramatic changes in the caregiver’s belief system. Commitment to others can change to resentment for others, and sacrificing for others can change to being victimized by others. However, one response that may need consideration is when caregivers have become cynical of the caregiving process in general, and do not see themselves returning to experiences requiring high levels of compassion. Their beliefs may perceive compassion in a negative light and their cynical behavior may reinforce this belief. 

Treating for STSD 
Some form of critical incident stress debriefing may be appropriate in treating STSD with similar physical and psychological symptoms but with an emphasis on observed trauma and its effects on caregivers (Figley 1995). Another treatment could be cognitive behavioral techniques that help change not only the belief systems of caregivers suffering from STSD but the behaviors connected to it (Foa et al. 2008). For example, beliefs based on resentment connected to cynical behaviors could be redirected in a more hopeful direction. Another consideration is the healing effects found in humor that may balance out the trauma connected to compassion fatigue, and especially when reaching the stages of STSD (Moran 2005). The combination of critical incident stress debriefing, CBT, and humor can all contribute to treating extreme cases of compassion fatigue. 



Collaborative diagnosis 
• Discuss with your client the implications of caring for others and how experiencing other people’s trauma can lead to personal trauma. 
• Discuss with your client how being exposed to secondhand stress can develop traumatic symptoms even when accepting stress as a normal part of one’s commitment to others. 
• You may want to clarify that exposure to secondhand stress is not based on incompetence. 
• Inquire whether the caregiver is practicing empathy or identifying with the cared-for person. 
• Identify in the everyday living of caregivers whether they are sympathizing rather than empathizing. 
• Discuss with your client emotions such as sadness, grief, rage, feeling numb, or any others that describe feeling emotionally exhausted. 
• Discuss the difference between emotional exhaustion and physical exhaustion. (Another area to consider in a diagnosis for emotional exhaustion is its effects on the family and social life of caregivers.) 
• Discuss how confusion can become a part of a caregiver’s belief system when compassion fatigue becomes a reality. 
• Check whether caregivers are experiencing conflicting values, thoughts, and feelings. 
• Note that the last two stages in a pattern of compassion fatigue, namely, resentment and STSD, may be reserved for those clients who experience more severe symptoms, and are not indicative of all those going through this pattern. 
• In a diagnosis for STSD, you may want to discuss such symptoms as avoidance, numbing, flashbacks, angry outbursts, hypervigilance, and exaggerated startle response. 



Collaborative treatment plan 
• Understanding by clients that compassion fatigue has similar symptoms to PTSD may give perspective to effective treatment for this pattern. 
• Lack of awareness by caregiver groups, caregiver organizations, and caregivers themselves may require some form of education concerning the dangers of compassion fatigue. 
• Helping caregivers understand the difference between empathizing and indentifying may create relief for caregivers who have become overly involved with compassion. 
• Demonstrate the difference between empathy and sympathy. 
• Discuss methods for avoiding stressors causing emotional exhaustion by setting boundaries when experiencing stress. (It may require paring down everyday activities and avoiding topics that cause stress.) 
• It may be necessary to form a cognitive behavioral action plan that dedicates a period of time during the day to reduce emotional exhaustion. 
• Some form of existential counseling or therapy about the meaning of compassion may be necessary in finding meaning in the practice of caregiving. 
• Another important treatment to consider with your client may be CBT, especially in maintaining strong beliefs about caregiving while considering reasonable expectations about how much caregiving is possible. 
• Empowering caregivers to find reasonable expressions of caregiving within the family, institution, or community is another possible treatment. 
• Resentment seems to have a serious impact on caregiver commitment whereas assertiveness training, skills for empowerment, and prevention education surrounding caring for others may all be effective contributions to treating the resentment found in compassion fatigue. 
• Some form of post-traumatic stress debriefing may be discussed as treatment for STSD. 
• Another consideration is the healing effects found in humor, which may balance out the trauma connected to compassion fatigue, especially when it reaches the stages of STSD. 



Discussion 
The perspective held by caregivers experiencing compassion fatigue shows a gradual increase in frustration, resentment, and eventual victimization accompanied by a decrease in commitment to helping others. It becomes clear that beliefs surrounding caregiving are challenged by the secondary stress and trauma associated with compassion fatigue. Caregivers describe that secondary trauma found in compassion fatigue develops similar symptoms to those found in PTSD, especially when reaching the stage of STSD. This may indicate that secondary trauma experienced over time through caregiving may be as stressful as life-threatening trauma, and rise to the level of a mental health disorder. 
From a mental health perspective, compassion fatigue demonstrates a pattern that is conducive to client empowerment. It appears that prevention of compassion fatigue can be as important to caregivers as clinical intervention. The mental health provider may be in a position to educate caregivers regarding this phenomenon, but also to educate institutions that employ helping professionals, along with communities, families, and concerned others regarding the importance of preventative care. It may be significant to ensure that caregivers learn to coordinate beliefs related to caring for others with reasonable behavior that helps these beliefs remain intact. 
The description of compassion fatigue discussed by clients in this chapter clarifies the vulnerability of caregivers and how growth and change can happen through awareness of these vulnerabilities. For example, it demonstrates that even the most compassionate individuals can experience forms of frustration and resentment with the overuse of compassion, and it is more the result of experiencing a pattern of compassion fatigue than a premeditated choice. The humility of realizing that as a caregiver there are limitations to helping others may be one of the most important lessons learned from understanding this pattern. Growth and change may take place when the process of caregiving is put in perspective, and when people are made aware that it is difficult if not impossible to give to others when you are emotionally exhausted, frustrated, and experiencing symptoms similar to those found in PTSD. 
The irony found in a pattern of compassion fatigue seems obvious. In one’s attempt to show compassion toward others, it is possible to lose compassion for oneself. The humility necessary to remain empowered as a caregiver shows a balance in perspective where helping others may require a constant vigil in maintaining a functional pattern of self-care. 


Client/practitioner collaboration form 
Client questions 
Please fill out the following questionnaire describing your involvement with compassion fatigue. Answer the questions in your own words to help determine what compassion fatigue means to you. 
• Describe what secondhand stress means to you. 
• Give examples when you overuse compassion. 
• Describe when you have felt emotionally exhausted and what that meant to you. 
• Can you recall moments when you questioned your compassion toward others? 
• When has being compassionate made you feel frustrated and stuck? 
• What are your methods for overcoming compassion fatigue? 
• What physical symptoms do you experience when emotionally exhausted? 
• What circumstances make you vulnerable to compassion fatigue? 
• Who shows you compassion when you find yourself emotionally exhausted? 
• Write any other meaningful information that would help describe your experience with compassion fatigue. 


Mental health practitioner questions 
Please fill out the following questionnaire describing your client’s involvement with compassion fatigue. Answer the questions from your observations and what you think compassion fatigue means to your client. 
• Describe what secondhand stress means to your client. 
• Give examples when your client overuses compassion. 
• Describe when your client felt emotionally exhausted and what that meant to him or her. 
• Can you recall moments when your client questioned her or his compassion toward others? 
• When has being compassionate made your client feel frustrated and stuck? 
• What are your client’s methods for overcoming compassion fatigue? 
• What physical symptoms does your client experience when emotionally exhausted? 
• What circumstances make your client vulnerable to compassion fatigue? 
• Who shows your client compassion when he or she is emotionally exhausted? 
• Write any other meaningful information that would help describe your client’s experience with compassion fatigue. 


Client/practitioner personal schematic pattern 
Fill out the following personal schematic pattern from your unique point of view. (This can be accomplished with the help of your mental health professional.) 
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Figure 12.2 Client’s personal schematic pattern for compassion fatigue 


Client/practitioner personal diagnosis 
•  
•  
•  
•  
•  
•  


Client/practitioner personal treatment plan 
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•  
•  
•  
•  
•  
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Chapter 13 
Pattern of Lateral Violence 
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Figure 13.1 Clients’ phenomenological schematic pattern for lateral violence 

The clients who contributed to the following narratives were exposed to lateral violence either in their places of employment, their families, or their communities. Most of these clients described how lateral violence caused changes in their circumstances in life. For example, lateral violence caused them to quit their jobs, seek divorce in their relationships, or move away from the community where they were living. Most of them were suffering from mild to moderate forms of mental health disorders such as anxiety, depression, or post-traumatic stress. The following narrative may be important to mental health professionals who are diagnosing for a pattern of lateral violence and are interested in a client perspective. 
Clients’ phenomenological narrative with a pattern of lateral violence 
A social network is any group where people exchange communication, express emotions, and establish bonds such as found in families, workplace environments, school settings, and other social groups. In today’s world, we have many social networks, from Facebook to the workplace “grapevine.” Being a part of these social networks or groups can be a positive meaningful experience for people who work, live in families, or are members of communities. Human interaction with others is an important aspect of how we find meaning in our lives through sharing information, asking for advice, or simply venting our emotions. People find social networks important and in today’s environment they are becoming more important and more popular. However, some people have experienced the negative side of being in such groups where experiences with gossiping, blaming, sabotaging, cyberbullying, or infighting are common. Lateral violence begins by experiencing the negative side of social networks where an indirect pattern of violence becomes detrimental to the people in these groups. 
Such groups may generate negative feelings even for people who stay positive and remain separate from the negativity. However, even these people may become frustrated with others, the group itself, or with themselves. Trying to avoid participating in the negativity, yet at the same time finding it difficult not to participate can be a frustrating experience. Few people in a group that practices lateral violence feel positive about their involvement or the group, even when they report feeling positive about themselves. Instead, feelings of frustration begin to permeate these groups, and such frustration replaces positive feelings with a realization that the group has turned negative. 
However, the experience of being frustrated by others does not mean that people in these groups will collectively come together and resolve their frustration. In reality, the opposite is more common. Negative groups of people often give individuals an opportunity to relieve their frustration, but at the expense of others. This may be the biggest danger with people in negative groups. Being part of a negative group may serve as a place to relieve one’s frustrations but, by relieving frustration, these groups can gain a negative sense of power and influence over the group members. In many respects, the group becomes bigger than its participants, and peer pressure to negatively participate can become a powerful force—more powerful than focusing on resolving differences or creating a more positive environment. 
Frustration and peer pressure in a group practicing negativity can build up to lateral violence. This term is becoming increasingly recognizable and encompasses behaviors such as gossiping, sabotaging, passive/aggressive behavior, and sarcasm. The frustration from participating in a negative group of people and the pressure from peers to participate makes indirect lashing out a meaningful yet destructive enterprise. Such activities as negative gossiping, sarcasm, put-downs, the silent treatment, and periodic explosions find negative meaning for participating individuals. Sometimes these behaviors become so dominant that deciding not to participate and remaining silent may be seen as a form of lateral violence. 
One of the realities learned when participants indirectly lash out at each other is that such behavior can become institutionalized into a web of violence. This web of violence turns into a powerful force that dictates subtle rules for participating individuals. It becomes the experience of entering a group of people and being traumatized by the underlying negative rules designed to hurt group members. For example, it may be the feeling of going to work or entering a gathering of friends and knowing that people will be indirectly hurting each other. It may be workplace environments, families, neighborhoods, or groups of friends, where a web of violence becomes an established set of rules and rituals allowing for negative behavior to take place. In many respects, the web of violence begins to dominate the group and lateral violence is its method of communicating and behaving within this web. 
Few in a group practicing negativity may realize how the actual web of violence makes people feel like victims. A more common experience may be people believing others in the group are victimizing them. It may be that few people would victimize other people through lateral violence, if not caught in a web of violence. Positive groups seem to generate positive activity. Negative groups seem to do the opposite. What often happens is that people victimized by the group’s negativity begin attacking each other, thus creating a bigger and more dangerous group of people, while increasing the chances for more lateral violence. 


Collaborative diagnosis and treatment 
Negative social network 
Fred came to a mental health provider with numerous complaints about the people at his place of employment. He said it was frustrating to be around these people because they were so negative. He reported that just entering the building where he worked set off feelings of anxiety, even though he admitted to playing a part in creating an anxiety-producing environment. He also stated that he was a highly productive worker but was becoming less productive. He was confused because he did not believe his growing negativity had much to do with his personality, but instead that it was coming from the environment where he was working. 

Diagnosing for a negative social network 
Clarifying what is making a social network negative sets guidelines for changing the network. For example, it is important to determine whether one person in the group is generating negativity or a clique of people, or whether the entire group is responsible for influencing the members. A diagnosis regarding a negative social network may consider what emotions are being triggered, and whether an individual, group of people, or the network itself is triggering these emotions. In a negative group of people, the emotions of individuals can be complex. For instance, Fred may be having feelings of anxiety yet cause anxiety in others, or he may be having feelings of resentment but still participate in talking negatively about others. Pointing out the discrepancies in group members’ feelings may clarify the difficulties and effects of participating in negative social networks. It may be the confusion of feelings found in these groups that eventually frustrates participating individuals. 

Treating for a negative social network 
Treating for a negative social network may require some understanding of systems theory and how a system is organized among people (Smith-Acuna 2010). This may include how rules are made, the type of communication patterns being used, identification of power holders, and the boundaries in the system. For example, in a positive group of people communication may be instructive and informative (even when people are venting their frustrations to others), while in a negative group communication may be destructive and not designed to share any valuable information, positive or negative. Another example can be found in the rules followed in a group of people. In a positive group, rules have value and are directly followed, while in a negative group unspoken rules or unknown rules may be followed more than spoken rules. Realizing that all systems have their unique set of boundaries, power bases, and rules may help clients understand the dynamics of their particular social group. Some form of conflict resolution may be needed that creates understanding in relation to the emotional climate of a negative group of people, especially where the emotions of people in these groups are generated by negativity. This may require conciliating among group members by repairing relationships and restoring a positive emotional climate (Ladd 2005). The combination of systems theory, conciliation in groups, and understanding the emotional climate of a system may be important interventions for changing a negative social network. 

Feeling frustrated 
Elaine came to a mental health provider frustrated with the constant barrage of negativity coming from her colleagues at work, and concerned about how it was interfering with her job performance. She also stated that issues at work made it more difficult to be intimate with people in her family, and that she believed the family was most important. This seemed to frustrate her, considering the expectations she held for both work and family. However, she needed the money from work to pay her bills, so she buried her frustration and continued working at her place of employment. 

Diagnosing for feeling frustrated 
Feelings of frustration seem a part of the emotional experience of people embedded in negative groups. Finding out what is frustrating the people in these groups can connect the feelings of the participants to their behavior, and may shed light on how the group functions. In the narrative, Elaine’s feelings of frustration were directly connected to the barrage of negativity from her colleagues, and understanding such a connection may benefit her as she tries to function in this network. Pointing out the connection between what is valued in a positive group and what is lost in a negative one is a comparison well worth making. A timely question for all participants in a negative group may be, “What do you feel is being lost in your group?” Finding out specifically what is being lost may give meaning to the dangers involved in participating in these groups. For example, Elaine was most concerned with the group’s negative impact on her family, while in other instances it may be a loss of self-esteem or the creation of a feud among former friends. Keeping this in mind, understanding that negative groups can sabotage experiences that are valued by participating members may be the investment needed for change. 

Treating for feeling frustrated 
There are methods for relieving the frustration that accompanies negative groups without necessarily changing the groups. First of all, frustration connected to these groups can result in a loss of freedom in making effective personal choices. This re-emphasizes that negative groups can have a powerful influence on their members. Choice theory may be an approach that helps frustrated people to make choices in oppressive circumstances, found in any social group (Glasser 2001). For example, Elaine does not have control over the negativity in the group, yet she does have choices regarding how she thinks and acts within the group. Furthermore, she has the choice of not bringing her frustration back to her family. It may be that negative groups of people have a reproductive characteristic, where they can reproduce from one situation to another. Keeping this in mind, being aware of how to find restraint with personal feelings may safeguard participants from the reproductive characteristics of these groups. For instance, Elaine may be displacing her feelings by taking the toxic climate at work and applying it to her family. Resources that help people understand and practice emotional restraint can be valuable for helping people frustrated and stuck within a negative group of people (Cramer 2006). 

Peer pressure 
Dean told his mental health provider that he had difficulty feeling successful in the police force. Among the officers at his precinct, he found that very few of them directly faced their problems. It seemed the opposite was true, where peer pressure from other officers was to “not make waves” or cause any kind of trouble, even though this made the climate at the precinct toxic and frustrating. Even when he made efforts to stay out of the negativity and say nothing, he was looked on with suspicion. He felt there was strong pressure not to disrupt what was going on, in spite of it being filled with negativity. He remarked to his provider that some officers had tried confronting others directly and were penalized by the pressure of their peers. He felt that he was compromising his personal convictions. 

Diagnosing for peer pressure 
Peer pressure in a negative social network may not necessarily come from any one person or persons. It may reflect the thoughts and behaviors of the entire group, even when one person seems at the heart of the negativity. For example, Dean cannot single out one person who is putting pressure on him to participate in the negativity of the group. It is the group itself that compromises his personal convictions. Unknown rules evolving from the group’s negative behavior can be a serious problem that may put pressure on participating group members. Dean needed to follow the unspoken rule, “You can indirectly act in a negative manner, but you are not allowed any direct confrontations.” In the police precinct, another unspoken rule was, “You must participate in the negativity.” Staying quiet and not participating was a violation of the rules. Such unspoken rules may need clarification and understanding. As long as these types of rules remain unspoken without direct scrutiny, there is pressure on group members to negatively conform. 

Treating for peer pressure 
Some form of group meeting focusing on clarification of rules and behavior may be necessary in making the indirect behavior of the group more understandable to group members (Bellman and Ryan 2009). For example, if Dean participates in a formal group meeting where he expresses his thoughts and feelings, then peer pressure may shift and the group may begin supporting new rules for a positive police force. Such events have taken many labels over the years, such as team building, let’s talk meetings, decision-making meetings, reconciliation meetings, and open forum meetings. The purpose of these forums is to bring a group together as a team. However, mediation among peers is another conflict resolution method that deals directly with the unspoken rules of the group (Ladd 2005). One of the possible results of any mediation is uncovering hidden agendas, group secrets, and unspoken rules. In the narrative, if Dean and the other police officers use a mediation process when problems arise, then peer pressure may be replaced with assertive, direct conflict resolution. Mediation can change a negative group of people into something positive by reducing peer pressure and replacing it with effective problem solving and effective spoken rules. 

Indirect lashing out 
Lisa told her mental health provider that the teacher’s room at her school was filled with people who gossiped, bickered, mocked, spread rumors, intimidated, sabotaged, and blamed others for their problems. What disturbed her the most was that such behavior seemed acceptable to people she considered highly professional, and if she knew it was destructive then so did they. She was aware of this behavior and knew it was unhealthy, but she had no idea what caused it, or how it affected the group. She did know that the situation was interfering with her ability to teach. 

Diagnosing for indirect lashing out 
In a diagnosis for indirect lashing out (lateral violence), it may be helpful to understand the group’s specific style of lashing out. For example, Lisa pointed out numerous ways that her colleagues indirectly lashed out at each other. Each different style of lashing out may be affecting the group in different ways. Some negative groups practice subtle exchanges of hurtful information such as found in gossiping about other people’s problems or failed situations. Some styles are more dangerous where indirect lashing out comes in the form of accumulated frustration that eventually erupts into direct expressions of violence. This may happen with frustrated people who eventually inflict harm on others in these groups, such as incidents of violence in schools or workplace violence. Describing the degree of indirect lashing out and its possible impact on the group helps assess levels of violence. The outcome of indirect lashing out can vary from situations where group members quit their job to actual school or workplace shootings. Also, understanding the type of indirect lashing out gives an indication of the direction lateral violence is heading, possibly avoiding future violence. One other point may be important. People who indirectly lash out in a negative group of people may experience a sense of relief and release, making this behavior more complex and confusing. Indirect lashing out can relieve frustration, yet its effect on others makes it a dangerous and unacceptable form of conflict resolution. 

Treating for indirect lashing out 
One of the most popular treatments for indirect lashing out is direct assertiveness. Becoming more assertive with people who are having problems with each other or with others outside the group can be more beneficial than being aggressive, passive or passive/aggressive (Bishop 2010). It must be noted that the difficulty in changing the “mind-set” of people who indirectly lash out is that such behavior does relieve some of the frustration experienced in a negative group of people. If this belief was not an unspoken rule of the group, few people would indirectly lash out. However, what may relieve frustration for an individual can be devastating to the group itself. Indirectly lashing out sets the tone for how individuals communicate within the group, possibly changing assertive communication to passive/aggressive communication (Patterson 2007). Another point of possible confusion is that assertive communication through venting one’s feelings in a group of people is not only positive but also a reason for having social networks. However, aggressive and passive/aggressive communication can lead to lateral violence or, in extreme cases, direct violence. The irony found in lateral violence is that, while indirect lashing out may relieve the frustration levels in a negative group of people, it can actually make the group more violent. 

Web of violence 
James had a difficult problem that he needed to discuss with a mental health professional. At work, he was caught in what he called a nasty workplace, but he needed the money from the job to support his family. He felt that very few options were available to him, and because of this belief he made the statement, “This is the way it is.” He expressed his feelings of resignation about a workplace that would not change. He believed that it was more important to be employed, even though it was doing him physical, emotional, and psychological damage. He felt his workplace was wrecking his life. 

Diagnosing for a web of violence 
A poignant question to ask in a diagnosis for lateral violence may be, “How institutionalized has a web of violence become?” An important indicator for lateral violence is employee attrition. For example, is there a history of people leaving their employment? If so, could this be accepted as a negative reality depicting the way the institution functions? The diagnosis may want to evaluate the institution itself, not just the people in it. Sometimes a web of violence becomes an acceptable part of an institution’s rules. This can be observed in all types of social institution including abusive families, homes for the elderly, or classrooms where lateral violence toward learning disabled students is accepted practice. In order to diagnose for a web of violence, certain issues become relevant, such as how people communicate (negative sometimes or most of the time?); what the boundaries of the web are (are there limits to the violence or is it “anything goes”?); what the unspoken rules of the web are (are people punished for not participating or are they simply ignored?); and how the web keeps balance (does it remain in balance by everyone being negative or does negativity throw it out of balance?). Answering these questions and others may help explain how a particular web of violence becomes an institutional structure unto itself. 

Treating for a web of violence 
Many clients report feelings of resignation, reinforcing the belief that a negative group does not have problems to be resolved, but rather its members are stuck with a predicament they must endure. In the narrative, this was the case for James. He stopped looking at the web of violence at his workplace as a problem, and began to perceive it more as a predicament. In treating for lateral violence, having the group understand the difference between a problem and a predicament may be helpful in explaining how people in such a web of violence give up solving problems (Crocker, Hampson and Aall 2004). Mental health professionals in employee assistance programs, working with clients such as James, may go beyond treating for individual disorders and take a proactive and systemic approach by educating the entire institution about the dangers of an institutionalized web of violence. It may be important in describing how the web of violence has become institutionalized within the group, and how indirectly hurting each other has become an acceptable behavior, even while knowing it is dangerous and hurtful to the participants (Burgess and Burgess 1997). Emphasizing how freedoms are being lost, while the negative social network becomes more the norm than the exception to the norm, gives a holistic perspective to the subtleties found in lateral violence. 

Feeling victimized 
Marie believed the people at her place of employment were victimizing her, but she had little understanding of how the workplace was set up to victimize her. There seemed to be a lack of understanding of how a powerful negative social network can have a negative impact on its participants. Actually, Marie was far too focused on getting back at the people who violated her. She felt justified in some form of retaliation, even though others in the group were retaliating against her. Her focus was on retaliating against others who had victimized her, and not on improving the climate of the group. 

Diagnosing for feeling victimized 
Lashing out indirectly in a web of violence may relieve frustration but in the end participants may become victims of their own behavior. Usually, indirect lashing out does not resolve the underlying violence connected with a negative social network. Furthermore, continued participation in a web of violence may reinforce one view’s regarding being stuck and oppressed within the group. A diagnosis for feeling victimized could reflect how the clients become frustrated and oppressed, and what these feelings mean for their future. There may be psychological, sociological, and even physiological damage to group members and the people surrounding them. Many times it is fear of these negative effects that bring people into treatment with a mental health professional as they search for ways to change their immediate circumstances. 

Treating for feeling victimized 
In treating people who feel victimized by a web of violence, it may be important to isolate such themes as prejudice and discrimination. These sociological themes refer directly to the psychological damage and victimization found in negative social networks (Whitley and Kite 2009). However, treatment may not only focus on the prejudice and discrimination found among people in general, but also emphasize how the negativity found in this type of negative group creates its own version of discrimination and prejudice. The unspoken rules of the group may discriminate against, for example, new employees at a workplace, a new member of the family who enters by marriage, or a person of color entering a negative climate in a classroom. 
A second point in treating for client victimization is to ensure that victims stop retaliating against other people in the group. In the narrative, Marie was victimized by others at work, yet she was willing to justify victimizing these same others in order to feel emotionally back in balance. The saying, “Revenge is sweet” may not be far from her thinking. Unfortunately, what becomes one person’s retaliation becomes another’s violation, which may justify further retaliation. Here we see the escalating nature of a web of violence found in a negative social network. A client or a group of clients may need awareness of the escalating characteristics of negative social networks (Rose 2009). In the narrative, Marie shows little understanding or awareness of the connections between her personal victimization, her justifications for retaliation against others in the group, and the ongoing negativity of the group. 



Collaborative diagnosis 
• Discuss with your client or group of clients what in the network is making it negative. 
• The client or group may want to consider what emotions are being triggered within the network. 
• Finding out what exactly is frustrating people in the network can connect the beliefs of the participants to their behavior, and this may shed light on how the group functions. 
• The client or group of clients may want to discuss the connection between what is valued in a positive group of people and what is lost in a negative one. (It may be important to include exactly what participants feel is missing in the group.) 
• Reflect unspoken rules developed by the group that put pressure on group members to negatively participate. 
• In discussions with a client or a group of clients, rules may need to be recorded and understood. As long as they stay unspoken without any scrutiny, they may continue putting pressure on the group to conform. 
• Record the group’s specific style of indirectly lashing out. 
• Discuss with the client or group of clients how institutionalized the web of violence has become among group members. 
• Reflect how the client or group of clients have become frustrated and oppressed, and what these feelings mean for the future of the client or group. 
• Make it clear how a negative social network victimizes clients and the people surrounding the client. 



Collaborative treatment plan 
• Some form of conflict resolution that understands the emotional climate of a group can be activated, especially where the emotions of people in the group are generated by the group itself. 
• Treating for a negative social network may require some understanding of systems theory and how organization happens in a system. (This may require conciliation training for those in the group.) 
• Choice theory may be discussed that helps frustrated people learn to cope with their oppressive circumstances and make positive choices. 
• Some form of group meeting may be necessary in making the indirect communication of the group more direct. 
• Another conflict resolution method to discuss is mediation among peers. (Mediation can change a negative group of people into something positive by reducing peer pressure and replacing it with effective problem solving.) 
• Discuss assertiveness with people who are having problems with each other or with others outside the group. One of the most popular treatments for indirect lashing out is direct assertiveness training. (Indirectly lashing out may set the tone for how individuals are going to communicate within the group, which may change assertive communication to passive/aggressive communication.) 
• In treating for lateral violence, it may be important to describe to the group the difference between a problem and a predicament, and how people in the group have stopped trying to solve the problem of lateral violence. 
• Discuss how a web of violence can become institutionalized within a group, and how indirectly hurting each other can become an acceptable behavior, even while knowing it is dangerous and hurtful to the participants. 
• In treating people who feel victimized by a web of violence, it may be important to isolate such themes as prejudice and discrimination. 
• Make aware to a client or group the escalating characteristics of a negative social network. 



Discussion 
Lateral violence is becoming increasingly important in the mental health field. The phenomenon requires a change in perspective from the more traditional medical model format found in mental health practice. What it indicates is that clients may have problems that extend beyond mental health disorders, and which require mental health providers to include a more client empowerment approach in their practice. It is not unusual to see clients who have been affected by a negative social network and are now seeking help for depression, anxiety, or some other form of acute stress. (Do we have a responsibility in not separating clients from their environment when treating them for mental health disorders and other mental health patterns?) Within the practice of mental health professionals are methods for preventative care leading to client empowerment, not only clinical intervention. 
A pattern of lateral violence begins with a phenomenon that has become a major experience in many people’s lives—namely, participation in social networks or groups. The influence of these groups on the psychological well-being of participants may depend on the nature of these groups and how they operate. Mental health professionals have an opportunity to take a leadership role in educating workplaces, families, and community organizations, and clients using electronic networks such as Facebook or Twitter, on the positive and negative aspects of these social networks. In a negative group of people, frustration, peer pressure, and indirect lashing out make up the common definition of lateral violence. Many times, such violence goes under the “radar” of groups and institutions, and turns into a web of violence with many destructive institutionalized characteristics. 
Growth and change in situations of lateral violence may go beyond stabilizing clients for anxiety, depression, or acute trauma emanating from these groups. Sometimes, mental health professionals have the opportunity to intervene, reduce lateral violence, and name it as the primary dysfunctional experience, with mental health disorders being symptomatic of this experience. Mental health professionals may want to assert their role in upholding social justice by educating institutions on the negative effects of lateral violence rather than simply treating those damaged by it. A client empowerment approach to mental health services does not separate the physical and the psychological from the social. Client empowerment becomes more effective with clients when pertinent social networks are also considered and are open to growth and change. In an Information Age, a decrease in the number of social networks or people discovering new ways of interacting in social groups seems unlikely, while the possibility for continued negative influence on these people seems to be increasing—for example, cyberbullying. For those mental health professionals working with clients who are victims of lateral violence, a new requirement for growth and change may be a consideration. Looking at social networks or any other group of people from a person-centered perspective may be a more appropriate and effective approach than a strict medical model that rarely considers the social aspects of clients presenting with mental health disorders—disorders that may have roots in lateral violence. 


Client/practitioner collaboration form 
Client questions 
Please fill out the following questionnaire describing your involvement with lateral violence. Answer the questions in your own words to help determine what lateral violence means to you. 
• Would you describe participating in a specific social network as positive or negative? 
• If you are in a negative social group, describe the frustration you might be experiencing. 
• How does peer pressure affect you in a negative group? 
• Has the negative group you are in feel institutionalized into a web of violence? 
• If yes, what are some of the unspoken rules of this institutionalized web of violence? 
• What are some of the ways that you feel victimized in your group? 
• Can you remember a specific moment when the group became a problem? 
• Are there personal activities you have done to control your participation in a negative group? 
• Who do you reach out for when experiencing a negative group of people? 
• Do you have any allies in a negative group of people? 
• Write any other meaningful information that would help describe your experience with lateral violence. 


Mental health practitioner questions 
Please fill out the following questionnaire describing your client’s involvement with lateral violence. Answer the questions from your observations and what you think lateral violence means to your client. 
• Would you describe your client’s participation in a specific social network as positive or negative? 
• If your client is in a negative social group, describe the frustration being experienced by her or him. 
• How does peer pressure affect your client in a negative group of people? 
• Has the negative group your client is in become institutionalized into a web of violence? 
• If yes, what are some of the unspoken rules of this institutionalized web of violence? 
• What are some of the ways that your client feels victimized in a negative group of people? 
• Can your client remember a specific moment when the negative group of people became a problem? 
• Are there personal activities your client has done to control his or her participation in a negative group of people? 
• Who does your client reach out for when experiencing a negative group of people? 
• Does your client have any allies in a negative social network? 
• Write any other meaningful information that would help describe your client’s experience with lateral violence. 


Client/practitioner personal schematic pattern 
Fill out the following personal schematic pattern from your unique point of view. (This can be accomplished with the help of your mental health professional.) 
[image: ]
 
Figure 13.2 Client’s personal schematic pattern for lateral violence 


Client/practitioner personal diagnosis 
•  
•  
•  
•  
•  
•  


Client/practitioner personal treatment plan 
•  
•  
•  
•  
•  
•  
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Chapter 14 
Pattern of Loneliness 
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Figure 14.1 Clients’ phenomenological schematic pattern for loneliness 

Clients describing the meaning found in a pattern of loneliness reported that feeling lonely was a motivating factor in many of the decisions and behaviors they experienced either over a continuous period of time or during times of trauma and stress. These people clearly recognized the difference between loneliness and other mental health patterns such as depression, dysthymic disorder, or loss (American Psychiatric Association 2000). The above pattern was their shared experience with loneliness, and marks the basic structure of how loneliness was described within this research. The following narrative may be important to mental health professionals who are diagnosing for a pattern of loneliness and are interested in a client perspective. 
Clients’ phenomenological narrative with a pattern of loneliness 
Clients make a distinction between loneliness and wanting to be alone. Being alone may be for peace and quiet or it may be to gather thoughts and have time off from busy, everyday experiences. However, loneliness is not something sought out for peace or quiet. It begins with feeling isolated from others despite, in many cases, being in the presence of others. Isolation occurs for different reasons. Some clients describe loving someone and losing that person’s love. Others describe their inability to find a lover in the first place. Though loneliness and love seem to have connections, clients feel isolated for other reasons, such as becoming ill, unresolved conflict, alienating relationships, change in work or living situations, and difficulty in socializing. 
Being isolated from others may create negative feelings that often lead to a subtle sense of rejection. Clients report feeling disconnected from others, and they may turn inward in search for the source of their isolation and disconnection. This makes overcoming isolation a difficult experience. They may focus negative attention on themselves to make sense of why they are alone and to try to understand why they are disconnected from others. For some people, a sense of rejection means they feel they are in some way lacking and that others do not want to be with them; however, for others it becomes the fallout from experiencing periods of isolation in circumstances where they had little control. 
Being alone and having feelings of rejection can create considerable pain. Pain seems closely connected to loneliness. Some clients describe this pain as feeling meaningless inside or aching from a sense of emptiness. Clients have discussed how isolation and a sense of rejection create this type of pain. Some report that admitting to the isolation and accepting the rejection make the pain more intense. Some clients describe this intense pain as an “emptiness that affects everything they do.” The pain distracts from personal projects and from connecting with others. Loneliness starts out with a feeling of isolation that leads to a sense of rejection and then eventually to pain. 
The pain of loneliness can bring about awareness. Some clients report that pain makes them aware of their disconnection from others and the state of their relationships. This awareness can intensify the pain or, as others noted, provide the motivation they needed to make changes in their relationships and their lives. This included how they perceived themselves in connection to others. However, other clients reported that the pain was overwhelming, which made change difficult. For these people, loneliness was experienced as chronic pain and, in some cases, clients became dependent on “pain relievers,” such as alcohol, sedative medication, TV, and gambling, to name a few. The isolation, sense of rejection and pain remain unresolved and follow them throughout their lives. 
Risk appears necessary in a pattern of loneliness. When feeling isolated, rejected and in pain, it may not feel safe putting oneself out there. Yet that is what clients experiencing the pain of loneliness felt was the next step. For these clients, it felt risky attempting connection or reconnection with others. For some, the threat was not well understood. It felt scary and even embarrassing. For others, they could identify the risk as possible rejection, humiliation, or the loss of their sense of self-worth, if the connection was not successful. The risk involved was a stumbling block for many clients, prolonging the pain while establishing a pattern based on an avoidance of risk. 
When clients accepted or could tolerate risk, they began the process of reconnection with others. For most people, this reconnection stage was fraught with starts and stops, which set some clients back into isolation and pain while others kept going, seeing reconnection as a process of discovery rather than an achievement at a moment in time. Those clients who successfully moved through the pattern of loneliness reported feeling connected to others with a deeper sense of belonging. 


Collaborative diagnosis and treatment 
Isolation 
Agnes told her mental health provider that she could not remember when she did not feel isolated from the people around her. After a difficult divorce, she had numerous attempts at finding a partner and starting a relationship, yet even during her frequent attempts the feeling of isolation filled her consciousness. She also believed the answer to her loneliness could be resolved by being around people in general, yet feelings of isolation existed even when friends and colleagues were around her. She associated loneliness with a lack of love and intimacy. Her isolation was what brought her to seek help from a professional, but her loneliness was the subject of her search for answers. 

Diagnosing for isolation 
Isolation seems a common theme in a pattern of loneliness and describing the client’s specific form of isolation may be important in a diagnosis. However, isolation can become a much broader theme in a person’s life. Feelings of isolation can happen beyond a specific experience. For example, feeling isolation based on being left out of a group of people, or feeling anonymous among a large group of people, are forms of generalized isolation. In the narrative, Agnes felt isolated not only from experiencing a lack of intimacy but also from others around her. In diagnosing for loneliness, clarification may be needed in order to determine whether a client is becoming personally isolated, as in some form of depression, or whether the isolation is geared more toward a more social form of isolation, as found in the experience of loneliness. It may be that some depression symptoms are more consistent with a loneliness diagnosis, and that understanding the difference may have implications for eventual treatment. For example, symptom reduction for depression is a common treatment, but with loneliness symptom reduction may be perceived as an avoidance of risk. 

Treating for isolation 
Treatment for loneliness may need some clarification from a holistic approach. Loneliness can be a genetic and social phenomenon and feelings of isolation may be based on either of these variables (Cacioppo and Patrick 2008). For example, it is unclear whether Agnes has a predisposition for loneliness based on her biology, or whether her loneliness is more in tune with having difficulty with being alone, socially. In either case, helping her face her isolation may be the first step in understanding her loneliness. It may be genetically that Agnes needs more attention and connection with others, but it may also be that she believes being with others is a more acceptable way of living, rather than being alone. Beyond helping with a genetic understanding of feeling isolated, an existential understanding in which isolation is a theme that is filled with meaning in one’s life may be helpful (May 1994). 

Rejection 
Bob was a 32-year-old single man who had recently been laid off from his job as a computer programmer at a large technology company, which had been his source of income and important social contact for ten years. The colleagues in his department had similar interests and they regularly went out for lunch and met after work hours for social nights. Since being laid off, Bob had found contract work that he could do from home but he was no longer included in the work lunches and social nights with his former colleagues. He had tried to connect with acquaintances in his apartment building, who also were into computers, but they all had jobs outside of home and were busy in the evening. He was beginning to feel that others did not want to be around him. Not belonging to his work group anymore and being home by himself during the day, with little social contact, was leaving him feeling rejected and unlikeable. He felt that he did not have much to offer others and that he would have to learn to tolerate being alone. 

Diagnosing for rejection 
Feeling isolated and searching inward for the source of isolation can lead to feelings of rejection. The experience of isolation can change a person’s perceptions, and the confidence and clarity that once was present may be more difficult to maintain. In diagnosing for sense of rejection in relation to loneliness, it is useful to assess changes in clients’ views of themselves and their world. In the experience of loneliness, people tend to lose perspective and blame themselves for their isolation. An assessment for loneliness may need a determination of the extent that individuals engage in self-blame for their circumstances, or attribute it to some immutable personal characteristic. In Bob’s case, he is feeling unliked by others and is beginning to believe that he has little to offer. This growing lack of confidence and sense of rejection may intensify the experience of isolation, forcing him to retreat further into himself. Uncovering behavioral or external factors that may trigger a sense of rejection, such as the death of a loved one, retirement, home or job relocation, new motherhood, or isolating projects are helpful in understanding this phenomenon. In Bob’s case, it is the change in his employment and the loss of important social contacts, as well as his at-home work situation, that is creating a sense of rejection—not some personal characteristic specific to him. 

Treating for rejection 
In treating for a sense of rejection found in loneliness, some form of RET seems appropriate. It is understandable that clients confused about their loneliness may begin to overgeneralize or make a catastrophe out of their experience (Ellis 2006). In the narrative, Bob has generalized his loss of social contact related to his job to loss of all social contact, owing to some personal characteristic that, he believes, makes him a social pariah. Such distortions in one’s thinking can add to the confusion and negative feelings experienced while going through a pattern of loneliness. CBT would also be beneficial in helping Bob identify negative thoughts and beliefs that diminish his self-confidence, create feelings of rejection, and lead to behaviors that further isolate him. Another focus in treatment for a sense of rejection may be some form of transition counseling (Goodman, Schlossberg and Anderson 2006), particularly if the loneliness is related to change or loss. For example, Bob can explore how this transition may have started his disconnection and feelings of rejection. (Also, Bob may become aware of the limitations of his current projects, which put him at risk of isolation and loneliness.) A goal of treatment would be for Bob to develop some social projects outside of work as well as some personal interest projects to regain his confidence. 

Pain 
Kim told her mental health provider that she was feeling in pain from her constant bouts of loneliness. She recalled memories when she was not lonely and the feeling of connection that went with such memories. Now those connections were gone and in their place was a hollow feeling of pain, for someone or something that she felt was missing. Her provider asked her whether she felt the experience was positive or negative, but she did not know. She stated that her isolation and confusion probably added to the pain, but she had little understanding of the experience except to say that it was painful. Talking about the pain of loneliness became the theme of her sessions with her provider, more than reducing her symptoms. 

Diagnosing for pain 
Pain is common to many mental health disorders and it may be difficult to separate out pain that may be necessary, as in the experience of loneliness, and unnecessary pain that is found in some cases of anxiety or depression. The pain of loneliness can be seen as an adaptive push for humans to stay or get connected to other humans (Cacioppo and Patrick 2008). In the narrative, Kim’s experience with pain could be easily diagnosed as a symptom of depression, yet her pain was based more on isolation and rejection than on a lack of motivation or a sense of worthlessness common to depression. This is an important point in differentiating between loneliness and depression. The pain found in loneliness is more in line with the pain associated with someone out of balance and in transition, rather than someone experiencing a downward spiral of feeling defeated and trapped. An important question for clients is whether their pain subsides when they feel connected with another person. For people experiencing loneliness, pain tends to fluctuate with social connection. The diagnosis of pain in a pattern of loneliness should include the context, nature, and meaning behind a client’s pain. 

Treating for pain 
Some form of pain management may be most appropriate in treating the pain connected to loneliness. Physical and psychological strategies exist for managing the pain associated with loneliness, with the goal of developing a sense of control over one’s pain rather than eliminating it (Pincus and Sheikh 2009). In the narrative, Kim’s pain seemed a chronic experience. She may experience chronic bouts of loneliness on and off throughout her life. A more strategic approach would be pain maintenance instead of pain elimination. Her maintained sense of pain may help her understand loneliness instead of seeking out pain relievers that cover up the reasons for her pain and prolong her loneliness. Treatment may also consider some form of cognitive therapy that allows clients to adjust their thinking in relation to the pain (Winterowd, Beck and Gruener 2003). It may be one’s thinking about pain that has an impact on how one feels the pain. For example, Kim may notice an important message or meaning behind her pain that is health producing. For many clients, pain or suffering without meaning seems pointless and extremely distressful, but suffering for a purpose (meaning) may lead to growth and change (Frankl 2000). 

Awareness 
Mary reported to her mental health provider that she could not stay home at all and tried hard to stay busy. She worked full time, was on several community committees and, when she had any free time, she went to the casino to gamble. Most of all, she did not want to be alone. Since her mother died, she lived with her teenage son, who was out most of the time with his friends or visiting his father. She did not cook and usually ate at restaurants or in her car on the way somewhere. She readily admitted her home was a mess and her weight was a health concern. She had gained over 100 pounds since she quit drinking almost 15 years ago when her son was born. She had a number of long-term relationships but with married men who had no intention of leaving their wives. She reported that she was OK when she was with them but jealous and miserable when she was alone. She recognized that she was lonely most of the time and that her busyness, affairs and gambling helped her avoid the pain of loneliness. She was not sure she wanted to give up these pain relievers but she was worried about her health and tired of feeling used and lonely. 

Diagnosing for awareness 
One of the important items to consider in a diagnosis for loneliness is client awareness of loneliness and the steps taken in relieving the pain. Freedom from pain is generally an appropriate goal; however, it is questionable whether an attempt to eliminate all pain from our society is necessary, especially in such a phenomenon as loneliness. It may be a better idea to work through the pain associated with loneliness than to relieve the pain. In the narrative, Mary was seeking mental health treatment because her attempt at relieving the pain associated with her loneliness was not working and was detrimental to her health. Yet, her assumption that she needs to relieve the pain may be counterproductive. She is not aware that the pain of loneliness can be adaptive and may be signaling her lack of connection with other people. She does not feel connected with others, and settles for superficial connections that temporarily relieve her pain. Unfortunately, this may prolong her loneliness. Relieving the pain of loneliness may lead to other problems such as co-dependency or addiction. It may be the responsibility of Mary’s mental health provider to help her develop an awareness of the importance of pain, and then help her experience and work through the pain. 

Treating for awareness 
The pain of loneliness may be similar to physical pain. It appears adaptive and necessary for our survival, even if unwanted. Some form of psycho-educational method may be important to help clients understand loneliness and the associated pain. This understanding and awareness may help clients accept and work through their pain, rather than grabbing on to pain relievers that may prolong the suffering. Acceptance and commitment therapy can be used in helping clients become aware of their pain and accept it as a motivating force for making important changes in their lives (Hayes et al. 2003). Treating for pain is big business in the field of mental health, and the pain associated with loneliness can be confused with the pain associated with other mental health disorders. Most clients who are lonely want to get rid of the pain associated with loneliness. It may be that facing one’s pain of loneliness can be a highly creative act that can lead to love and understanding (Moustakas and Moustakas 2004). It may also be that working through pain associated with loneliness can add a purpose and meaning to one’s life (Meier and Henderson 2009). Some form of focusing training that limits distractions may be helpful in creating awareness (Hinterkopf 1997). Treatment could also include some form of meditation that specifically focuses on the pain connected to loneliness (Eliot 2010). In the narrative, Mary may benefit from meditation that has as its theme “facing the pain of my loneliness.” 

Necessary risk 
Sandra is aware that she is lonely and the pain she is experiencing is directly related to her lack of connection with other people. Since she retired from her job as a waitress, she has had minimal contact with others. She has five children, but they are all married with children of their own, and busy with work and family. She reported that sometimes she feels like she is a bother to them and that they don’t care about her. She knows they are busy but she feels better when they are around. When her mental health provider asked about other people who could fill the void left from retirement, Sandra reported that she was shy and didn’t really feel like joining any seniors group that would likely be just a gossip session and where she wouldn’t feel comfortable. She also discounts other possibilities for social contact and contribution that would likely help her feel connected and useful, such as volunteering or craft groups. She prefers to stick to her daily routine of driving around town and mall walking by herself. She continues to hope that her physician will find a medication that will make her feel better. She has tried three different medications with no positive effect. 

Diagnosing for necessary risk 
Clients may avoid the risk involved in working through their pain. This avoidance inhibits the development of necessary social connections and causes increased difficulties. The assumption that all pain is bad and must be relieved may inhibit clients from taking the risks necessary in resolving loneliness. In the narrative, Sandra is aware of how her retirement and isolation have created pain related to loneliness. However, she is intent on finding pain relief in medication rather than taking the risk of meeting new people and beginning new activities. In diagnosing for risk avoidance, it may be helpful in assessing clients’ strategies for managing and relieving pain, whether their efforts lasted a long time and with what success. Some people stay with what they know and what is comfortable despite the lack of positive results. These people may be avoiding risk. Loneliness may be resolved by taking risks and experiencing the pain involved in making meaningful connections. For example, Sandra’s mental health practitioner’s biggest challenge may be in helping her see the benefit of risk and beginning a dialogue about her loneliness, despite the painful nature of the discussion. The behavioral activation necessary for Sandra to make connections may be equally challenging. 

Treating for necessary risk 
Educating clients about the necessity of social connections for human beings may be the first step in facilitating risk taking. People are more likely to take risks if they believe there are real benefits in doing so. Building confidence is also important. Many clients experiencing loneliness have turned inward, focusing on themselves and their own shortcomings. They may lack the confidence to take risks. In the beginning of treatment, person-centered therapy may be an effective therapy choice for fostering a sense of acceptance and belonging (Rogers and Kramer 1995). As confidence builds and loneliness is better understood by the client, the importance of risk taking can be addressed in the person-centered approach. Some form of CBT may also be useful in addressing the negative thoughts associated with risk avoidance, and in setting up a gradual approach to making connections (Nezu et al. 2004). In the narrative, Sandra could challenge the negative thoughts about being uncomfortable in a seniors group or that she would not be wanted by other seniors. She could develop more positive self-talk that encourages risk, such as “I am a nice person. I get along with most people” or “Being with people will help me feel better.” A behavioral activation plan used in CBT that involves small steps toward ultimate goals can also be useful for risk taking. For Sandra, this might involve starting out visiting a seniors group for a few minutes to “check it out” or dropping by with her daughter as a reasonable first step, with the ultimate goal of attending the seniors’ center regularly and eventually developing new social connections. 

Reconnection 
Mark told his mental health provider that working through his loneliness had enabled him to reconnect with himself and others. He realized that pain relievers were only temporary and that he was better prepared to deal with life’s challenges by working through the pain. He also told his provider that, by acceptance of his loneliness, he was better prepared when the opportunity for not being lonely presented itself. He stated that he looked forward to not being lonely and to having relationships with others. 

Diagnosing for reconnection 
Finding connection and clarity in one’s life may be the reason why people work through their loneliness. Loneliness is different from being alone and finding clarity in working through one’s loneliness may make being alone tolerable or even enjoyable. A diagnosis for loneliness may include the type of clarity being desired or sought after. For example, Mark was seeking clarity in not having loneliness wreck the rest of his life. He wanted to achieve a point through mental health treatment where he could be alone but not lonely. However, what he wanted was not based only on being alone. He was looking for reconnection that placed him in a stronger position to be with others. The diagnosis may want to point out how finding clarity in one’s loneliness can create confidence in being alone or being with others. 

Treating for reconnection 
Some form of object relations brief therapy may help clients understand the importance of discovering connections in relationships, and, when these relationships end, finding meaning in the loneliness experienced from their ending (Stadter 2009). This form of psychoanalytic therapy may also remind a lonely person of the attachments or lack of attachments that were formed in early childhood. For example, Mark could have had successful attachments in childhood that helped in his reconnection with others. However, others may recognize how unsuccessful early attachments may generate loneliness, making reconnection difficult in the present. Another possibility for Mark is relationship counseling where he may discover different types of connections with others (Ladd 2007). It could be that Mark’s newfound desire for reconnection has changed the types of relationships being sought. For example, he may have wanted relationships based on someone taking care of him to relieve his pain, but he may now be looking for a partner who is his equal, where high expressions of nurturing are not necessary. 



Collaborative diagnosis 
• Discuss with your client his or her specific form of isolation. 
• Discuss whether your client is becoming depressed or whether the isolation is geared more toward loneliness. 
• Point out that rejection may be from feelings of isolation, and not based on personal identity. 
• Look for connections between the pain of loneliness and the client’s isolation and rejection, rather than with symptoms from other mental health disorders. 
• Add to a diagnosis of loneliness how relieving the pain of loneliness may lead to other problems such as co-dependency or addiction. 
• Discuss how clients may want to avoid the risk involved in working through their pain. (Some clients believe that all pain is bad, no matter the source.) 
• A diagnosis for loneliness may want to include the type of reconnection that is being desired or sought. 
• The diagnosis may want to point out how reconnection can be the end result of working through pain. 



Collaborative treatment plan 
• Treatment for loneliness may need some clarification from a holistic approach. (Loneliness can be a genetic and social phenomenon, and feelings of isolation may be based on either of these variables.) 
• Discuss with your client how loneliness can have an existential understanding where isolation is a theme that is filled with meaning in one’s life. 
• In treating for the rejection found in loneliness, some form of RET seems appropriate. (It is understandable that clients confused about their loneliness may begin to overgeneralize or make a catastrophe out their experience.) 
• Another focus in treatment for rejection found in a pattern of loneliness may be in some form of transition counseling. 
• Discuss some form of pain management as more appropriate in treating the pain connected to loneliness. (Strategies exist for managing pain whether physical or psychological, and feeling a sense of control over one’s pain may be more appropriate then eliminating it.) 
• Treatment may also consider some form of CBT that allows clients to adjust their thinking about their pain. 
• The treatment most popular with clients is in the category of pain relievers. (It may also be important to realize that working through the pain associated with loneliness can add a purpose and meaning to one’s life.) 
• In treating for the pain associated with loneliness, it may be important to discuss abandoning pain relievers and accepting methods of facing the pain connected to one’s loneliness. (It may be that facing one’s pain in loneliness can be a highly creative act that can lead to love and understanding.) 
• It may be that treatment for avoiding and distracting behavior connected to loneliness needs some form of focusing training that limits distractions. 
• Treatment could include some form of meditation that specifically focuses on the pain connected to loneliness. 
• Some form of object relations brief therapy may help clients understand the importance of discovering connections in relationships and, when these relationships end, the possible loneliness experienced from their ending. 
• Some form of relationship counseling may be necessary to clarify what types of connections with others are being desired by lonely clients. 



Discussion 
From a mental health perspective, surviving a pattern of loneliness may be one of the criteria for coping with other more identified mental health disorders such as anxiety and depression. Unfortunately, the experience of loneliness can be confused with these disorders and treatment may eliminate an opportunity for furthering growth and change. Not all negative experiences presented to mental health professionals are negative in the lives of clients. Loneliness is one of those experiences where much can be learned by managing it rather than eliminating it. The idea that someone can get through life without moments of loneliness or more specifically “pain-free” seems an unreasonable assumption. 
Keeping this in mind, periods of isolation from others may have a positive purpose where people can reflect on their involvement in the world. Mental health professionals may need to remind themselves that reduction of client symptoms is not always the most appropriate approach for the mental health patterns presented for treatment. Loneliness may be one of those patterns where understanding and experience may be more beneficial in the long term than simply eliminating symptoms. Helping people to come out of isolation and be less lonely does not mean that isolation is negative, but it may be the appropriate time for clients to reconnect with family, friends, and lovers. 
This also can be said about the rejection that is generated in lonely people. It may be more important to understand how isolation can generate rejection than to personalize one’s rejection as some form of disorder. This chapter points out that rejection may be a natural step in a pattern of loneliness and it may not mean a person is suffering from rejection associated with some form of mental illness. More importantly, professionals may need to recognize that isolation and rejection found in loneliness may be requirements for growth and change, especially with clients in transition, or trying to fit into society. 
As stated earlier, the pain connected to loneliness may have necessary relevance, and getting rid of it may actually inhibit growth and change. For example, the empty feeling generated from the pain found in loneliness can be directed toward finding something purposeful in life, rather than treating it as a symptom requiring some form of pain reliever. In mental health, the phenomenon of pain seems to have fairly vague and confusing unspoken rules attached to it. For example, “Our role as mental health providers is to eliminate all pain.” In actual practice, we are perhaps more helpful as professionals when we assist clients in determining what is necessary and unnecessary pain. Through that process clients can begin to eliminate unnecessary pain and work through their necessary pain. Loneliness may be one of those patterns that, by eliminating all pain, we inhibit rather than promote growth and change. 
Finally, certain behaviors do emerge in people’s attempts to avoid the pain associated with loneliness. Some clients go to great lengths to distract themselves from their loneliness. Unfortunately, excessive distraction can create other problems but, more importantly, it prevents clients from achieving clarity related to their experience of loneliness. Client empowerment can be thwarted when lonely people’s distracting behavior keeps them from the awareness that is needed to work through loneliness. Co-dependency, drug and alcohol addiction, shallow relationships, and loss of intimacy are just a few of the methods of distraction used to avoid the pain of loneliness. From a mental health perspective, the short-term benefits of distracting behavior are small comfort compared with the benefits of surviving loneliness, and the confidence and resilience gained from working through this most common human experience. 


Client/practitioner collaboration form 
Client questions 
Please fill out the following questionnaire describing your involvement with loneliness. Answer the questions in your own words to help determine what loneliness means to you. 
• How does feeling isolated affect your life? 
• During feelings of loneliness, what happens when you begin to experience rejection? 
• During feelings of loneliness, what happens when you experience pain? 
• How do you relieve pain during the experience of loneliness? 
• Describe those moments when you may distract yourself from feeling lonely. 
• Can you remember a specific moment in your loneliness when you obtained awareness through taking a risk? 
• What solutions do you turn to when feeling lonely? 
• Are there specific places or things that make your loneliness worse? 
• Who do you reach out for when experiencing loneliness? 
• Does your loneliness make you feel isolated and rejected? If so, describe that experience. 
• Write any other meaningful information that would help describe your experience with loneliness. 


Mental health practitioner questions 
Please fill out the following questionnaire describing your client’s involvement with loneliness. Answer the questions from your observations and what you think loneliness means to your client. 
• How does feeling isolated affect your client’s life? 
• During feelings of loneliness, what happens when your client begins to experience rejection? 
• During feelings of loneliness, what happens when your client experiences pain? 
• How does your client relieve pain during the experience of loneliness? 
• Describe those moments when your client is distracted from feeling lonely. 
• Can your client remember a specific moment when his or her loneliness obtained awareness through taking a risk? 
• What solutions does your client turn to when feeling lonely? 
• Are there specific places or things that make your client’s loneliness worse? 
• Who does your client reach out for when experiencing loneliness? 
• Does your client’s loneliness make him or her feel isolated and rejected? 
• Write any other meaningful information that would help describe your client’s experience with loneliness. 


Client’s personal schematic pattern 
Fill out the following personal schematic pattern from your unique point of view. (This can be accomplished with the help of your mental health professional.) 
[image: ]
 
Figure 14.2 Client’s personal schematic pattern for loneliness 


Client/practitioner personal diagnosis 
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Client/practitioner personal treatment plan 
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Chapter 15 
Pattern of Loss 
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Figure 15.1 Clients’ phenomenological schematic pattern for loss 

Clients describing the meaning found in a pattern of loss reported that feeling a sense of loss was a common experience that included large traumatic losses such as a death of a loved one, divorce, loss of a home, or loss of employment, as well as everyday events. These people clearly recognized loss as a disruption in their lives no matter the size of the loss. Some clients connected the process of grieving with loss, while others reported feeling temporarily unfocused or off balance in their lives. The above pattern was their shared experience with loss, and marks the basic structure of how loss is experienced with either major life experiences or smaller, everyday events. The following narrative may be important to mental health professionals who are diagnosing for a pattern of loss and are interested in a client perspective. 
Clients’ phenomenological narrative with a pattern of loss 
A pattern of loss is determined by attachments people make in their life experience. These attachments can by formed physically, emotionally, behaviorally, cognitively, spiritually, and socially. Physically, these attachments can be anything or anyone that has been in our physical space and we have become use to, such as people, pets, a house or apartment, a hometown, or an office space. Emotional attachments are based on love, intimacy, and friendship, and are often at the basis of loss. Spiritual attachments to certain beliefs related to a specific philosophy or religion are deep foundational attachments that can begin a pattern of loss. Cognitive attachments to a way of thinking such as those about what is fair or what is just are attachments that also may be at the beginning of a pattern of loss. Behavioral attachments to certain ways of acting or performing tasks or rituals are important to the experience of loss. Social attachments to work, family, and community are all examples of possible attachments found in the beginning of a loss pattern. The important point in understanding a pattern of loss is that it occurs in response to some form of attachment in an individual’s world. 
The experience of loss begins with the disruption of one or more of these attachments. This disruption can come from different areas of experience and at different levels. For example, the disruption experienced by a loved one’s death may affect many areas of experience—emotionally, physically, behaviorally, socially, and spiritually—and may reach deep levels at the core of a person’s being. On the other hand, losing faith in a colleague who has gossiped about you may have emotional and social experiences of loss connected to it, but may not disrupt your deepest level of experience. Clients report being attached to many different experiences and having their attachments disrupted at a deep traumatic level but also at more minor levels. Although the nature of the disruption and the personal areas of life affected may vary across individuals and loss experiences, this does not appear to change how the stage of disruption fits into a pattern of loss. 
After the initial disruption, some form of disorientation or grieving may take place. It is difficult to determine where the disruption stage ends and the disorientation or grieving stage begins, based on the variations reported by clients we have had discussions with over the years. Some clients reported that disorientation began as soon as they came to the realization of changes or disruptions in their lives. Others began a grieving process which, in turn, helped with the disruption stage. There seems to be a reciprocal relationship expressed by clients between disruption and some form of disorientation or the initiation of a grieving process. Furthermore, it seems there are different levels of personal investment that affect different areas of the loss experience. For example, having an employee whom you hired to do a certain job suddenly quit, will likely disrupt you at a minor level and may create a distraction or inconvenience, compared with facing the shock of your partner of 25 years suddenly walking out on you, which can be highly disorienting and may require a more formal grieving process. The disorientation or grieving stage becomes that period of time when a person is out of focus, or disoriented—searching for answers and often with feelings of confusion. Disorientation seems an important stage before one detaches. It also seems to be a period where experiencing the confusion and pain associated with loss may help people with eventual detachment. 
The detachment stage of loss is crucial because, without detachment, people can remain disrupted and become frozen in the pain associated with loss. A minor example of trying to detach may be simply letting go of an expectation in a situation where someone promises to help you but does not help. In major detachment experiences, a person may invest considerable emotion and mental energy in working through the experience of shock and disbelief following, for example, the loss of a loved one. Each person’s unique experience of loss may be influenced by how an individual copes with the detachment stage. Without the necessary energy or motivation to detach, a person may get stuck in anger, become depressed, remain pseudo-attached, or be affected in other ways by the disruption. At this part of the process, a person may need to successfully work through becoming detached, and recognize the importance of detachment. (Note: the use of antidepressant drugs, sometimes recommended at this stage in helping with the pain of trying to detach, may actually hinder progress through future stages of loss.) 
At some point, for most people, the detachment process begins to lessen feelings of disorientation. For those experiencing deep-rooted loss, this process may take considerable time as individuals work through the disorientation and loss of focus such as in the sudden death of a loved one. For others experiencing less severe losses, the stage of reorientation may happen quickly as in losing a job and immediately looking for new employment. The important point to make is that the reorientation period in a pattern of loss may require a plan that begins preparation for a readjusted life after detachment. Clients reported that, without some form of reorientation perspective, they remained disoriented for longer than necessary. This stage of loss seems complicated because of the complexity and scope of what is involved in reorientation. For those who experience minor losses, these plans may simply require a change in behavior, such as “When I put others down, I seem to lose friends, so I am going to stop putting others down.” For those going through deeper levels of reorientation—for instance, with the death of a spouse—the plan may require physical, emotional, cognitive, behavioral, spiritual, and social changes to reorient into, for example, a single life after 25 years of successful marriage. The point is that there are practical steps people can take to move along in the loss experience. 
The final stage in the experience of loss involves a sense of balance where the pattern of loss is no longer the focal point for finding meaning in everyday experiences. This does not suggest that people will stop thinking about or remembering the loss of attachment, but it may signify a new beginning where the loss is a memory, not the focus that dominates everyday experiences. For example, Person “A” loses a loved one, goes through the stages of loss but gets on with his or her life, while at times having memories about the loved one and their shared experiences. Person “B” loses a loved one but devotes the rest of her or his life to that person’s memory and the loss of that attachment. Person “A” experienced loss but is now experiencing balance where the loved one is honored but does not dominate future experiences. Person “B” keeps the loss process alive by having his or her future life experiences pass through a “filter of loss” where future events are directly and indirectly connected to the experience. Clients reported both of these experiences; however, those clients who found balance tended to report better adjustment and less mental health problems. 


Collaborative diagnosis and treatment 
Attachment 
Alexander made a strong commitment to Julie and he considered the day she died as one of the worst days of his life. Their relationship was meaningful on many levels. Most important, they seemed to value the same things. Beyond physical attraction, Alexander and Julie enjoyed the same activities, crying at the same movies, having the same friends and both enjoying solving problems of everyday living. It was an understatement to say that Alexander was devastated after Julie died. When he entered the office of a mental health provider, his goal was to make sense of what had happened and to ease the sense of loss he was feeling from Julie’s death. In many respects, much of his life was wrapped up in their relationship and that life was now over. The pain of her death had him questioning why people ever get close to each other. 

Diagnosing for attachment 
Emotional, physical, social, and other areas may be affected by loss and all of these can be experienced at different depths of attachment. For example, Alexander was attached to Julie at multiple levels and at a depth of attachment that was obvious in his behavior. Establishing the expanse and depth of an attachment may clarify the extent of the experienced loss. For example, if Alexander had been cheating on Julie and contemplating divorce, the areas of attachment to Julie at the time of her death may have been minor, and the depth of the attachment may have included mixed memories devoid of much emotion. It appears that all losses begin with some form of attachment; however, clarifying the depth of the attachment for the person going through loss may give added meaning and acceptance of the loss experience. 

Treating for attachment 
Understanding the basic nature of attachment may be needed in obtaining a perspective of how attachment pertains to loss (Prior and Glaser 2006; Worden 2008). This also may pertain to attachment disorders where getting a perspective on unsuccessful attachment helps in understanding the experience of loss. In the narrative, Alexander’s attachment to Julie may need understanding that recognizes deep levels of intimacy, shared values, and commitment. Helping him understand the meaning behind his attachment may be necessary before he can successfully detach from his loved one. Other understandings of attachment can come from different therapeutic perspectives as in attachment-focused family therapy (Hughes 2011) or through some form of psychodynamic therapy or CBT. These therapies either identify distorted thoughts, or thoughts and beliefs from the past that interfere with one’s ability to detach in the present. 

Disruption 
Jean did not take the news lightly. She had been working at her present job for 15 years and it had become a part of her daily routine. She knew the economy was bad but to be let go of her employment with little notice seemed to disrupt everything. She was in disbelief that such a thing could happen to her. Many of her friends were also working people, so they had little time to comfort her. She seemed lost and decided to see a mental health professional for direction and guidance. Her world had been turned upside down and she was looking for someone to help her put the pieces back together. 

Diagnosing for disruption 
As with the attachment stage, it may be necessary to determine the magnitude of the disruption that a person is going through when severed from an attachment. In some cases, the disruption may be minor and be perceived as an annoyance or inconvenience; in others, it may be perceived as a severe shock or deep-seated trauma. For example, Jean is shocked and somewhat incapacitated by the loss of her job. This shock goes beyond physically losing her work and extends to losing the social connections with her friends at work. Identifying what areas of one’s life have experienced disruption and to what degree gives meaning to such disruption. In the narrative, also checking if the current disruption is reminding Jean of past disruptions in her life seems timely at this point in the diagnosis. For example, some forms of PTSD may trigger past disruptions. If Jean has a history of experiencing other disruptions such as childhood trauma, parental rejection, or other lost jobs, the present disruption may be more severe. 

Treating for disruption 
Much in line with acute stress disorder or in PTSD severe cases of disruption, understanding triggers to past traumas and employing skills relating to early intervention strategies may be two effective first steps in facing disruptions in loss (Litz 2003). In cases of disruption, it may also be necessary to address the importance of self-care when experiencing emotional disruptions commonly experienced in loss (Rosenbloom and Williams 2010). In the narrative, Jean seems severely traumatized by the loss of her job, and the job loss may have triggered other losses such as loss of friends, economic freedom, or self-confidence. Treatment for loss may consider not only the major disruption in question but related or minor disruptions associated with the experienced loss. 

Disorientation or grieving 
Linda had finally gotten over being mad at her dog. She had spent days searching for Bandit, her eight-year-old blue tick hound, but to no avail. Bandit could not be located even though she posted a reward for his return. Linda kept hoping that he would show up, yet she was at the point where she was becoming more convinced that he would not come back. She knew it was time to let him go but the decision was difficult. Nevertheless, she pulled into herself and began the process of letting go of her loss. This was a difficult time where she felt out of focus with many of her other activities to the point that her friends knew to leave her alone. She seemed to go into herself and dwell on her loss. She went through the motions of her everyday life with little enthusiasm or commitment. When Bandit showed up at her door wagging his tail and wanting to get in, you might have thought that she would have welcomed him with open arms. It would take her several days before she could show him their previously shared affection. 

Diagnosing for disorientation or grieving 
How do clients respond to disruption following a loss? Are they using grieving to detach from former attachments, or are they focusing their disorientation, with the hope of regrouping or reorienting to a new beginning? For example, Linda begins a process of detachment from Bandit in order to let him go. This process causes her a period of disorientation. She is detaching from her loss, and experiences a temporary period of confusion where no grieving seems necessary. In experiences where a person is having difficulty detaching, it may be the grieving process that helps with detachment. Also, identifying how to focus one’s attention may be important. Is the process consisting of a natural disorientation, or, in more traumatic losses, is the process demanding a more formal grieving process? In the narrative, it makes little sense in helping Linda detach from her relationship with her dog or in helping her through a formal grieving process. She is doing this on her own. She has made a natural transition from feelings of disorientation to detachment, and has done it in her own way. It makes sense in recognizing that both disorientation and grieving have important differences where one is a natural process needing little attention while the other is a more complex process with formal stages and tasks attached to it. 

Treating for disorientation or grieving 
Knowing the difference between complicated and normal (uncomplicated) grief has relevance in the disorientation and grieving stage of loss (Worden 2008). In uncomplicated grief, a wide range of normal experiences designate going through the grieving process, such as anger, sadness, guilt, panic, fear, confusion, loneliness, listlessness, change in appetite, absent-mindedness, sleeplessness, forgetfulness, sudden or rash behavior, a desire to be alone or an increased need for companionship, and obsessive thinking about the loss (Dorchester 2004). In the narrative, Linda experienced normal (uncomplicated) grief, even in her response to Bandit’s return. It may be that the disorientation taking place in the experience of loss may have implications for some people’s natural resilience to loss (Konigsberg 2011). Linda does not need a formal grieving process to help her through her loss. It seems Linda’s disorientation may be more common for most people than other experiences of loss leading to grieving and especially complicated grieving. In complicated grieving, such disorders as major depression, adjustment disorder, PTSD, or a complete absence of grieving may require a mental health professional to treat for loss reactions and other disturbances triggered by loss. However, it must be said that formal grieving for uncomplicated grief remains an important part of many people’s lives whether for emotional, social, or cultural reasons. 

Detachment 
Months after the accident, Raphael still could not believe that he had lost a leg to a drunken driver who had hit his car by going through a red light. He was resisting the doctors who wanted to fit him for a prosthetic device, and he seemed depressed and angry. He kept running through his mind the night of the accident and what he could have done differently, or what he would do when he finally faced the person responsible for this tragedy. In many respects, he seemed to give up. He did not want to go back to work, though people were supportive and his job was not affected by the loss of a limb. He continued to act as though he still had his leg, despite his frustrations and limitations. He sought out a mental health professional at the request of his wife, though he had little desire to talk to anyone. 

Diagnosing for detachment 
Detachment from a more holistic perspective may help in this stage of loss. Detachment can also include emotional, cognitive, spiritual, behavioral, and social detachment. For example, Raphael is not only having problems with the loss of his leg. He is having a difficult time detaching emotionally and cognitively from the loss. He also struggles with behavioral issues surrounding detachment where he denies losing his leg, and this causes him more detachment problems. In his and in other cases, successful movement through prior stages of disruption and disorientation may determine whether lingering trauma hinders attempts at detachment. Rather than working on detachment, Raphael is preoccupied with details of the accident and counterfactual thinking that gets him stuck in the past. For example, “What could I have done, or could have been done, to prevent the accident?” In attempts at avoiding pain or the fear of change, certain people focus on the past rather than accepting the loss and starting the process of detachment. Raphael has unresolved trauma connected to the accident and this inhibits his ability to detach from the actual loss of his leg. Unsuccessful detachment may be influenced by unhealthy levels of attachment, the avoidance of detachment, or an overall discomfort with change, all exacerbating the disruption and disorientation associated with loss. 

Treating for detachment 
In treating for detachment in the experience of loss, therapists may face two different themes. The first is related to the motivation for detachment where issues of denial and ongoing trauma may inhibit successful detachment. For example Raphael’s lack of motivation to detach was related to issues of avoidance and denial. He wanted to remain attached to his leg, even though staying attached made him angry and resentful. Treatment for detachment may require understanding people’s reluctance to acknowledge what they have lost (Kubler-Ross 1997). Second, in order to detach, it may be important for some people to begin the process of grieving. The lines between detachment and grieving seem blurred for clients going through the detachment process. Some clients may need to temporarily detach in order to grieve, and others may need to grieve in order to detach. The connection between grieving and detachment can be a constant dynamic for some people (Bright 1996). In the narrative, Raphael invested his energy in avoiding detachment instead of using it to successfully grieve for his loss. 

Reorientation 
Maxine was slowly adjusting to her only son going off to college. As a single parent, this was quite an adjustment from doing almost everything together to limited telephone calls and emails. She was at the point where it was not so much that her son was gone, but that he was not with her. She had welcomed his acceptance into a prestigious school and she encouraged him to do his best. She was not concerned over his absence, but her future now that she was alone. Her son’s leaving changed the everyday activities in her life. She was looking for those activities that would give her life alone some meaning. She needed to understand how to get on with her new life and involve herself in new experiences that are important to someone living alone and outside the role of mother. She actually found starting a new life much harder than letting go of her son. It was her first try at starting something new. 

Diagnosing for reorientation 
An important consideration in the reorientation stage of loss is the concept of adjustment. The basic question is, “What is needed for someone going through loss to make a successful adjustment?” This becomes Maxine’s major issue. She welcomes her son leaving for college but now faces adjustment with his absence in her everyday experience. It may help to have clients describe what has changed since experiencing the loss. Loss happens within a social system that may shift after letting go of one’s attachment. In some cases of loss, detachment may be less difficult than the reorientation needed to get on with life. One may consider what plans or what changes are important considerations for a successful reorientation after detaching from loss. In the narrative, Maxine struggles with the issue of living alone. Reorientation means changing one’s focus on the past and reorienting it to the future. The ability to adapt and change seems more an issue of reorientation than of disorientation or grieving, especially with everyday losses. 

Treating for reorientation 
Listing coping strategies based on client preparedness regarding adaptation and change may require intense collaboration with your client (Forrest and Shapiro 1998; Rosenbloom and Williams 2010). Some possibilities include relationships with others, self-care and self-talk, knowing how to comfort oneself, anticipating consequences, and sorting facts from reactions. In the above narrative, Maxine is now in a position to develop new relationships beyond her relationship with her son. She has an opportunity to develop self-care strategies, where she can talk to herself about her needs. Instead of reacting to her son’s growth and change, she is in a better position to act on growth and change for herself. Another important treatment for reorientation after loss is in developing a belief system that looks toward the future and recognizes that from within crises come opportunities (Chinese proverb). At some point within the experience of loss for most people, one’s thinking changes from coping with loss to coping with the future. Helping people cope with a future after loss is found in such strategies as cognitive behavioral approaches to loss (Butler 2008) and, for younger children, art therapy (Thomas and Johnson 2007). (A secondary point at this stage of loss is that some people may develop forms of adjustment disorder based on unsuccessful reorientation [American Psychiatric Association 2000].) 

Sense of balance 
Timothy was just beginning to feel a sense of normalcy in his life after the death of his wife. At 32, he was still a young man and realized that the possibility of loving another woman was more of a probability. Yet, he had loved his wife very much and spent a considerable amount of time grieving over her death. He decided to take one day at a time and not make any plans, but go where his heart told him to go. However, recently his perspective had changed. He seemed more interested in socializing and meeting other people. It was not that he had stopped missing his wife, but it was more a sense that it was time to get on with life. He would always cherish memories of the person he married, but was now looking for new experiences to grow and move on. In some respects, people would comment that he was back to his old self, yet he knew that it was his new self that remained important. 

Diagnosing for a sense of balance 
The term “balance” or “homeostasis” as applied to loss is based on a certain sense of normalcy returning after the experience of loss. From a holistic approach, normalcy and balance for people going through loss means different things for different people. For example, Timothy defined a sense of balance from a social perspective. He wanted to socialize and meet other people, and that indicated for him that he was regaining his balance. For others, it may mean balance in thinking or feeling, behaving differently, or a shift in beliefs. In helping people obtain a sense of balance, specifying why balance is important may give meaning to the experience. A discussion pointing out what has changed from being out of balance during the experience of loss and the new obtained balance can be an effective transitional conversation. In the narrative, Timothy stated that he felt back to his “old self”; however, he also realized the emergence of a “new self.” It may be important to describe what part of one’s “old self” still remains and what part of a “new self” is leading to a sense of balance. (Note: helping someone go through the experience of loss by understanding a sense of balance may be unnecessary if that person has successfully adapted and is more interested in living a new life rather than thinking about what happened in the old one.) 

Treating for a sense of balance 
Again it should be pointed out that people experiencing a new life may find little interest in how they obtained it. However, for those who are interested, there are motivational accounts that may reinforce a sense of balance, such as those found in existential counseling and therapy (Frankl 2006; Pattakos and Covey 2010). In the narrative, Timothy may relate to others who have “moved on” in their lives, and he may find comfort in knowing that a sense of balance can be a part of other people’s existential experience with loss. There are other strategies for finding balance. For example, proactive coping or prevention strategies for future loss create a safety factor in helping to move on. Also, forms of cognitive behavioral and constructivist strategies for future losses may be important (Humphrey 2009). For example, a client and professional treatment plan could use rational emotive imagery for avoidance, or mindfulness practices to avoid stress or a “loss experience time line” where mapping out major losses becomes beneficial. Another technique for regaining a sense of balance may be narrative therapy where one’s negative perception of loss is altered by rewriting the story of loss into a story of recovery and growth (Madigan 2010). 



Collaborative diagnosis 
• Discuss the areas of attachment, such as emotional, physical, and social. 
• Determine the depth of the attachment. (Establishing the expanse and depth of an attachment may help clarify the extent of the loss being experienced. It appears that all losses begin with some form of attachment.) 
• Determine the magnitude of the disruption that a person is going through after a severed attachment. 
• Discuss what areas of the person’s life have been disrupted and to what degree. 
• Discuss whether this particular disruption is bringing up past disruptions in life. 
• Determine how clients respond to detachment following a loss. (Are they using grieving to detach from former attachments and trauma, or are they focusing on their disorientation with the hope of regrouping or reorienting to a new beginning?) 
• Consider detachment from a more holistic perspective, not only physical detachment such as in a death. (Detachment also includes emotional, cognitive, spiritual, behavioral, and social detachment.) 
• Discuss what has changed after a loss beyond discussing the loss itself. (The ability to adapt and to change is more an issue of reorientation than of disorientation or grieving in many everyday losses.) 
• Discuss what is normal and balanced for your client going through the loss. 
• Discuss in a diagnosis what part of one’s “old self” still remains and what part of a “new self” has been added in obtaining a sense of balance. 



Collaborative treatment plan 
• Discuss the basic nature of attachment theory in obtaining a perspective of how attachment pertains to loss. (This also may pertain to attachment disorders where getting a perspective on unsuccessful attachments may help in understanding the experience with loss.) 
• Understand attachments from a social perspective, such as through attachment-focused family therapy. 
• Understanding triggers to past traumas, and employing skills relating to early intervention strategies, may be an effective first step in facing disruptions in loss. 
• In less severe cases of disruption, address such issues as pain, fear, anxiety, and anger, or the importance of self-care when experiencing emotional disruptions that seem common elements in the loss experience. 
• In treating for grieving, it may be important to discuss the difference between complicated and (normal) uncomplicated grief. (In complicated grieving such disorders as major depression, adjustment disorder, PTSD, or a complete absence of grieving for long periods of time may all require a mental health professional to treat for more than grieving.) 
• It may be important for people to begin the process of grieving in order to detach. 
• List coping strategies, and how prepared people are in adapting and changing with the loss. (Helping people cope with a future after loss can be found in such strategies as cognitive behavioral approaches to loss and, for younger children, art therapy.) 
• In treating for a sense of balance, it may be an important time to consider prevention strategies for future loss. 
• Forms of cognitive behavioral and constructivist strategies for future losses may be important. 
• Another technique for regaining a sense of balance may be narrative therapy where one’s perception of loss is altered by rewriting the story of loss. 



Discussion 
It appears that attachments in our lives contain holistic meaning where experiencing loss may affect us socially, emotionally, behaviorally, spiritually, cognitively, and possibly physically. We may empower clients by helping them understand their attachments and the meaning experienced when losing them. It may be the constant flow between attachment and detachment through loss that makes us either successful in finding new meaning in life or bogs us down and traps us in unresolved attachments we cannot seem to overcome. Mental health professionals have an opportunity in helping direct this flow of events whereby clients feel a sense of empowerment through their experiences with loss. In this respect, we can help people understand that loss is an inevitable experience, not a negative one. One of the indirect benefits of successfully experiencing loss is the possibility for future attachments. However, fear of loss and avoidance after loss inhibits new attachments. 
One issue that can be addressed with people going through loss is that some form of disruption seems inevitable. Instead of looking at disruption as a negative consequence of loss, it may be empowering to realize that any change, trauma, shock, or sudden transition in life has some form of disruption attached to it. Again, it is not that such disruptions are negative but, more importantly, they exist. Empowering clients to see that disruptions are a part of life may alter the perspective from dysfunction to successful transition. It may be more the intensity of the disruption or the length of time experiencing it that makes disruptions feel negative. Empowering clients to focus more on the depth and length of personal experience with the disruption connected to loss may be more beneficial than focusing on the disruption itself. 
The disorientation stage or grieving stage may be one of the more controversial in empowering clients going through loss. Some clients have become resilient with high levels of adaptation skills and a brief disorientation is all that is required, while others look for and demand a formal grieving process. Clients going through this experience speak to both of these realities. However, a period of disorientation seems more vital than the direction taken while being in it. The disorientation stage allows clients to regroup, to be left alone, or to be allowed a certain freedom in dealing with confusing emotions and behavior. More importantly, some clients, who are not allowed time for disorientation, find time through rebellion, anger, and isolation. In minor losses, this disorientation may take on the form of immediate shock or confusion, but it may be quickly remedied by the person regrouping and moving on. 
Many of the problems encountered in the experience of loss seem connected to the detachment stage where difficulties in letting go may develop into different problems. Some can be mental health problems such as depression, PTSD, and adjustment disorder. In cases where letting go is a problem but not at the level of creating a disorder, it may be beneficial to point out that letting go can have meaning in positive ways. For example, someone leaving a relationship may cause disruption and disorientation; however, letting go could be perceived as an opportunity to make new choices. Detachment can also create a sense of hope, while holding on to something that has ended may inhibit hope for the future. 
In helping to empower clients going through loss, the reorientation stage may be the most rewarding and the most creative. In reality, detachment from loss may be the beginning of reattachment to something new, and not necessarily to something similar to the former attachment. Reorientation may be the first stage in forming creative new beginnings that could not have happened without the experience of loss. Sometimes, loss can be viewed as a creative stage in human development rather than a desperate act of holding on to the past. The experience of reorientation is often the point where people move from despair to hope. 
Accepting a new sense of balance may be an opportunity for mental health professionals to point out growth and change in a client’s personal development. One area that can be addressed is that change is inevitable and that adaptation and balance make this experience more meaningful and dynamic. In the field of mental health, professionals are in a position to help others with their losses. Whether it is professional nurses comforting a family after the death of a loved one, or counselors being present for another who just lost a job, mental health professionals are in a position to help people successfully go through this inevitable experience. 


Client/practitioner collaboration form 
Client questions 
Please fill out the following questionnaire describing your involvement with loss. Answer the questions in your own words to help determine what loss means to you. 
• How does loss affect your life? 
• During feelings of loss, what happens when you begin to experience disruption? 
• During feelings of loss, what happens when you experience disorientation? 
• How do you cope with disruption during the experience of loss? 
• Describe those moments when you may grieve from feeling loss. 
• Can you remember a specific moment in loss when you began to reorient your thinking? 
• What solutions do you turn to when feeling loss? 
• Are there specific places or things that make your loss feel worse? 
• Who do you reach out for when experiencing loss? 
• Does your loss make you feel disoriented? If so, describe that experience. 
• Write any other meaningful information that would help describe your experience with loss. 


Mental health practitioner questions 
Please fill out the following questionnaire describing your client’s involvement with loss. Answer the questions from your observations and what you think loss means to your client. 
• How does loss affect your client’s life? 
• During feelings of loss, what happens when your client begins to experience disruption? 
• During feelings of loss, what happens when your client experiences disorientation? 
• How does your client cope with disruption during the experience of loss? 
• Describe those moments when your client may grieve from feeling loss. 
• Can you remember a specific moment in your client’s loss when he or she began to reorient thinking? 
• What solutions does your client turn to when feeling loss? 
• Are there specific places or things that make your client’s loss feel worse? 
• Who does your client reach out for when experiencing loss? 
• Does your client’s loss cause disorientation? If so, describe that experience. 
• Write any other meaningful information that would help describe your client’s experience with loss. 


Client’s personal schematic pattern of loss 
Fill out the following personal schematic pattern from your unique point of view. (This can be accomplished with the help of your mental health professional.) 
[image: ]
 
Figure 15.2 Client’s personal schematic pattern for loss 


Client/practitioner personal diagnosis 
•  
•  
•  
•  
•  
•  


Client/practitioner personal treatment plan 
•  
•  
•  
•  
•  
•  
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Chapter 16 
Pattern of Self-hatred 
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Figure 16.1 Clients’ phenomenological schematic pattern for self-hatred 

Clients describing the meaning found in a pattern of self-hatred reported that hating themselves was a long-standing pattern that probably had its roots in childhood, but seemed to continue into present-day living. These people found it difficult to accept the label of self-hatred but clearly understood the pattern it generated in their lives. Many of the clients contributing to the development of this pattern were being treated for other mental health disorders such as mood or anxiety disorders. However, they had no difficulty connecting these disorders to a pattern of self-hatred. The above pattern was their shared experience with self-hatred, and marks the basic structure of how self-hatred may be experienced among clients presenting for treatment. The following narrative may be important to mental health professionals who are diagnosing for a pattern of self-hatred and are interested in a client perspective. 
Clients’ phenomenological narrative with a pattern of self-hatred 
In order to become vulnerable to a pattern of self-hatred, some experience with another person or other people has taken place where being rejected by them had a significant impact on the way one perceives, oneself. The experience of rejection may come from any significant other person or from an accumulation of rejection from one or more people. Clients who feel rejected may lose their sense of belonging, leading to such experiences as low self-esteem, self-consciousness, and repression of hurtful feelings. Such an experience may form a pattern of retreating from others, making it difficult to form attachments. (Although there seems no genetic origin for self-hatred, personality tendencies such as biological sensitivity or cognitive style likely play a role in the development of self-hatred in the context of rejection.) 
In order to protect against feelings of low self-esteem, self-consciousness, and hurtful feelings, clients create distance emotionally and sometimes physically to avoid the rejection of others. Being emotionally distant from others can become a way of protecting oneself from rejection; however, withdrawing emotionally may lead to alienation from others and feelings of being unacceptable, isolated, and outside the circle of acceptance. Even when clients experiencing self-hatred are part of a group or family, they may still feel emotionally distant. This can be especially devastating for those clients who experienced separation in early life through events such as divorce, child abuse, or neglect. 
Feeling a sense of rejection and emotional distance from others, clients involved in a pattern of self-hatred may feel ashamed of their experiences. For example, children in alcoholic families may take on shame for the alcoholic behavior of their parents. Instead of blaming their parents for aberrant behavior, these children may blame themselves and feel shame. Developmentally, children naturally show egocentricities and may perceive early negative experiences through a self-referent lens, so that what happens to them or around them may seem their fault or responsibility. For many people, this pattern of self-blame and shame continues into adulthood and can dramatically influence self-image and behavior. 
One common reaction in a pattern of self-hatred is to invest in forms of self-destructive behavior. Rejection from others, followed by emotional distancing and shame, may leave clients in a self-destructive position. Even when trying to create positive experiences through help from a mental health practitioner, they seem vulnerable to self-destructive tendencies. For example, it is not uncommon for some clients experiencing self-hatred to destroy the positive work accomplished between client and mental health practitioner at the “eleventh hour” at the end of treatment. Feeling self-hatred may find more meaning in being self-destructive than in growth and change. This may be why clients experiencing self-hatred remark that they are seeking happiness but find it difficult being happy. Experiencing happiness may be in direct conflict with their pattern of self-destructive behavior. 
Being self-destructive as a way of coping with rejection, emotional distance, and shame has its consequences. Any time clients practice self-destructive behavior instead of creating positive experiences, the possibility for sabotage becomes a reality. In some respects, these clients are more afraid of success than failure. Ironically, clients may find meaning in self-destructive behavior and protect their investment by falling into a pattern of sabotaging any progress toward self-acceptance. The motivation for sabotaging success may be found in a client’s reluctance to experience feelings of acceptance, whether by others or in different forms of self-acceptance. For example, a mental health practitioner may give a client a compliment based on how they look or what they have accomplished; however, the client may be unable to accept the compliment because of a pattern of sabotage. Such clients are more inclined to reinforce self-destructive behavior by rejecting the compliment than to challenge a belief system of unworthiness that condones sabotage of any attempts at success. 
Feeling rejected, emotionally distant, ashamed, self-destructive, and sabotaging any attempts at success, clients may develop a sense of inferiority. They may want high self-esteem, confidence, and acceptance; however, a pattern of self-hatred may inhibit these feelings, making the label of inferior person a more realistic choice. Under these circumstances, being rejected, feeling emotionally distant, or experiencing shame may reinforce feelings of self-destructive behavior and sabotage. Practicing a pattern of self-hatred may lay the foundation for numerous mental health disorders. The possibility exists that experiencing self-hatred may be partially responsible for generating depression, anxiety disorders, and personality disorders such as borderline personality disorder or anti-social personality disorder. 


Collaborative diagnosis and treatment 
Rejection by others 
Melinda came from an alcoholic family where her father picked on her constantly. It seemed as though there was nothing that she could do right. Even in school where she was a top student, her father would find fault with her. He took every opportunity to reject her and put her down. It seemed that he was jealous of her success, and Melinda knew that pleasing him was going to be a difficult task. However, she continuously sought his acceptance, an acceptance that never came. When she entered counseling as a young woman, emotions from her past haunted her, especially those emotions pertaining to her father. 

Diagnosing for rejection by others 
The experience of rejection and where that rejection started may be a vital beginning in a diagnosis for self-hatred. Finding out where a pattern of rejection began may put the rejection in perspective. For example, Melinda had a history of seeking acceptance from her alcoholic father only to have him reject her at an early age. In the context of being a little girl and trying to obtain a father’s acceptance, the continual rejection despite her efforts to please him may have created a series of traumatic experiences. The diagnosis may want to reflect the investment that someone experiencing chronic rejection puts into trying to gain acceptance. Sometimes clients seek acceptance from people who have no investment in giving it to them. 

Treating for rejection by others 
Helping clients understand some of the consequences of constant feelings of rejection may put this pattern into perspective. For example, clients may develop habits based on rejection, they may experience severe limitations in growth and change because of rejection, or they may be negatively affected by the climate of rejection (Van Coops 2007). In the narrative, Melinda’s constant rejection from her father may create limitations in her experiences. For example, it may be difficult for her to form intimate relationships with others later on in life because of the rejection by her father. She may have difficulty forming relationships with people who will accept her when most of what she knows is rejection. She may develop a habit of rejection where being rejected seems normal, or at least tolerable. Keeping these possibilities in mind, and having an understanding of overt and covert rejection, may clarify the concept of feeling rejection from others (Lawrence and Littauer 1996). Clients may need to be treated for covert rejection such as found in the narrative where Melinda’s father did not openly announce that he was rejecting her, but it was implied in his behavior. On the other hand, overt rejection can be found in a pattern of self-hatred based on such experiences as prejudice, racism, economic elitism, and rejection from certain peer groups. 

Emotional distance 
Mac had difficulty being intimate in relationships. He seemed to be that person who could not connect at deeper levels of intimacy, no matter how much he desired that experience. He had numerous girlfriends but felt separated from all of them. He told his mental health provider that his goal was to have a long-standing relationship with another person. However, relationships with women were based more on sex than intimacy. Other professionals may have diagnosed Mac as having a sexual addiction, and that diagnosis may have been accurate. Yet, his mental health provider felt that something deeper was at the heart of his behavior. His inability to have intimate relationships seemed to stem from a past filled with rejection and shame. These were the themes that he and his provider pursued during their time together. 

Diagnosing for emotional distance 
Emotional distance experienced by clients in a pattern of self-hatred may contain subtleties that slowly allow clients to drift away from themselves. For example, Mac may be experiencing emotional distance because of his inability to have meaningful relationships with women, in spite of his success regarding sexuality in relationships. Even though he is not physically separated from women, his emotional detachment may emanate from past feelings of rejection. Such an experience may not only apply to emotional distance where a client feels detached from others. Self-hatred may also create feelings of detachment from oneself. Some clients going through a pattern of self-hatred may not realize how emotionally distant they have become from, for example, their own feelings or beliefs. In the narrative, Mac is not aware of these intrapersonal reasons for his feelings of emotional distance, but his mental health provider pursues a dialogue with him regarding these feelings. Both interpersonal and intrapersonal emotional distance may be important in describing a pattern of self-hatred. 

Treating for emotional distance 
Some form of existential therapy may be needed in obtaining the specifics found in a client’s feelings of emotional distance (Yalom 1980, 2009). Feeling emotionally distant can be connected to existential themes regarding loss of freedom, loss of intimacy, and alienation from others. For example, Mac may not understand the connection between experiences from his past and their impact on his inability to achieve intimacy with women. Through some form of existential therapy, a possible connection can be made between his past beliefs and his current feelings. It may also help to clarify how clients find meaning in emotionally distancing themselves from their past selves. Searching for meaning in the experience of emotional distance may be another existential form of therapy that can be explored in a self-hatred pattern (Frankl 2006). In the narrative, Mac has no idea that his feelings of emotional distance are connected to feelings of rejection or shame. Helping clients to understand their personal involvement with feelings of emotional distance may find new meaning for these experiences. 

Shame 
Donna was a beautiful woman who spent much of her life feeling shame. She felt ashamed for the psychological abuse she endured from her family as a child, and she felt abuse from men who seemed only interested in her looks. In consultation with a mental health professional, she admitted the shame she felt for a childhood where her “looks” were used against her through hurtful remarks such as “Who do you think you are? Don’t think you are better than the rest of us.” Her shame came from constantly being reminded that she was nothing special and that in fact she was a “loser.” She accepted this label and was ashamed of her beauty and her accomplishments. Her shame would not allow her to feel free or happy about her successes or her identity. 

Diagnosing for shame 
It is useful to diagnose for the level of humiliation and shame clients experience in a pattern of self-hatred. For example, Donna experienced constant humiliation from her family for being beautiful. Instead of being permitted to gain confidence from her beauty, her beauty was rejected and used against her. In such cases, the client is faced with the doubt such experiences create in a person going through self-hatred. Sometimes clients may go as far as believing they are defective or inadequate people. In the narrative, Donna feels ashamed of her beauty and ashamed that men only seek her out for her beauty. She experiences her beauty with humiliation and doubt, and as some form of inadequacy, adding to feelings of emotional distance and rejection by others. 

Treating for shame 
A narrative therapy point of view may be effective where shame is externalized and re-authored, regarding its association with a pattern of self-hatred (Potter-Efron and Potter-Efron 1989; White 2007). For example, Donna experiences humiliation and doubt that can be rescripted into something positive whereby she understands the meaning behind her family’s actions. By changing the narrative, she may limit the effects of her family’s behavior toward her during childhood, and limit carrying forward her childhood perceptions and beliefs. Another form of treatment can be found in understanding the connection between shame and one’s identity (Engel 2006; Pattison 2000). Shame goes beyond the experience of guilt that is concerned with client behavior. Shame seems more concerned with client identity, and the experience of shame becomes more about “who you are” than “what you have done.” In the narrative, Donna has done nothing that would warrant feelings of guilt, yet her family has been successful in making her experience a sense of shame. 

Self-destruction 
Marie described to her mental health provider a pattern of being a former alcoholic who practiced self-destructive behavior. Even though she had stopped drinking, she seemed to destroy anything that was near or dear to her. It was difficult for her to remember a truly constructive period in her life. As a young child, she took responsibility for destroying her parents’ relationship, even though it was her father who sexually molested her. As a teenager, her promiscuous behavior interfered with the formation of meaningful relationships. She knew her behavior was wrong, but all she seemed to know was self-destructive behavior. She had no idea how to create a different self. Most of her activities led her to behaviors that made things worse. She had developed a lifestyle of self-destructive behavior that included rejecting others, promiscuous behavior, not letting anyone get too close, and living with the shame of her father’s molestation. These destructive experiences were creating a sense of hopelessness and thoughts of suicide. 

Diagnosing for self-destruction 
Identifying acts that show disregard for oneself, and ensuring safety, may be the first steps to diagnosing for self-destruction. Locating the buried trauma that may underlie self-destructive patterns of behavior may help clients face the denial of these traumas. For example, the deep-seated trauma of Marie’s father molesting her may be one of the recurring patterns leading to her self-destructive behavior. Recording the sense of pain and powerlessness that is associated with feelings of self-destruction may indirectly lead back to past buried traumas. Patterns of self-hatred that include stages of rejection, emotional distance, and shame based on past traumas may create a rationale for being self-destructive. In the narrative, Marie may unconsciously believe that her pain, shame, and powerlessness are responsible for her promiscuous behavior, and that she deserves the consequences of the self-destructive behavior she has practiced over the years. She may have little understanding of the trauma related to her father’s molestation that reinforced this behavior. Even self-destructive acts can hold meaning for clients, regardless of how severe an impact these acts have on their lives. 

Treating for self-destruction 
When treating for self-destructive behavior, mental health practitioners may include an understanding of the self-destructive patterns emanating from childhood (Bertini 2009). This can be accompanied with some form of schema therapy whereby past patterns are connected to present behavior (Rafaeli, Bernstein and Young 2011). In the experience of self-hatred, self-destructive patterns may be learned and practiced in childhood, and these same patterns may influence self-destructive behavior in current experiences. For example, Marie may have developed a pattern of self-destructiveness, based on the molestation by her father, that is now reflected years later in her promiscuous behavior. Also, some form of drama therapy can help clients act out destructive behavior and externalize the deep-seated trauma from the past (Leveton 2010). In the narrative, Marie’s mental health practitioner may help her role-play the aftermath of her promiscuous behavior, and find meaning in the fallout from this behavior. The emotional experience of acting out self-destructive behavior may provide the clarity needed in understanding this behavior in a pattern of self-hatred. 

Sabotage 
This was the third time that Dean had returned to his mental health provider to treat his experiences of anxiety and depression. At face value, it did not make sense why he needed to come back. He had successfully developed coping skills that prevented bouts of depression and he had taken up a rigorous physical exercise program to balance out his anxiety. In other words, he had all the coping mechanisms needed to stay healthy. However, he was keenly aware that he was sabotaging his success by going back to those elements that had caused him anxiety and depression in the first place. For example, he was extremely self-critical and found fault in his accomplishments. On occasions he had anxiety about life being “too good.” He and his provider decided to go deeper into his history and find out when he started to sabotage successes in his life. 

Diagnosing for sabotage 
Discovering what underlying assumptions are causing people to sabotage their success can have serious implications for the future. People going through a pattern of self-hatred may have unspoken rules regarding how they are going to perceive themselves. For example, Dean sabotaged his successes not based on present accomplishments but on patterns from his past that did not allow him feelings of success. The diagnosis may point to what experience or experiences from a client’s past have formed unspoken guidelines for sabotaging positive experiences in the present. Dean may be holding on to a set of assumptions and rules established by his family that “No matter what you accomplish, you are still a failure.” The diagnosis may also describe his sabotaging behavior and the thought process that he attaches to this behavior. He is extremely self-critical and finds fault in his success, yet he has no idea why he acts this way. Diagnosing his irrational or distorted thinking may be helpful in understanding his sabotaging behavior. 

Treating for sabotage 
In treating for sabotaging behavior, mental health providers may explore those emotional wounds from the past that are causing sabotaging behavior in the present (Richo 2008). For example, Dean may be harboring some deep-seated wounds from his childhood that cause sabotage in present-day successes. He may be transferring these hurtful experiences from his past whenever a success seems imminent. Treatment may also want to consider some form of object relations therapy that clarifies fallacies and inaccuracies from past relationships, and helps form a more realistic understanding of these relationships (Frankland 2010). For instance, Dean may have unrealistic views of his relationships with his family. He may believe his family is all-knowing, and, if they view him as a failure, then he must be a failure. Such thinking can increase the possibility of sabotage from the past. 

Inferiority 
Mike was a middle-aged man who came to a mental health professional lacking confidence and with feelings of inferiority. This was in direct contrast to his accomplishments as a school counselor. Over the years, he had helped many students “find themselves” and begin lives filled with confidence and hopefulness. Unfortunately, he helped many people but had difficulty helping himself. He admitted that one of the reasons he became a counselor was to help develop in others what he could not develop in himself. For as long as he could remember, feelings of inferiority plagued his self-concept. He said, “I feel like Moses, helping people to the ‘promised land’ but not being allowed to go myself.” He told his provider of a past filled with rejection and shame based on physical and sexual abuse, and, no matter how hard he tried, he could not shake off feeling inferior to others in his personal and professional life. 

Diagnosing for inferiority 
Identifying the areas in which a client feels inferior may be a vital addition to a diagnosis. In a pattern of self-hatred, inferiority may be the fallout from experiences filled with rejection by others, emotional distance, shame, self-destruction, and sabotage. For example, Mike’s view of himself is different from his view of his students. He believes his students have the right to develop their potential, yet he does not believe that about himself. It may be beneficial to explore the belief system of clients and see if specific beliefs correspond to specific related behavior. In the narrative, it is obvious that what Mike believes and how he behaves toward himself is in stark contrast to his beliefs and behavior towards his students. His inferiority reinforces a pattern of self-hatred where his beliefs stop him from changing his behavior, even though he believes others have the right to change their behavior. 

Treating for inferiority 
In treating for inferiority, a strong therapeutic alliance with the client may be the first step to understanding this pattern. However, inferiority does not seem a topic that easily lends itself to discussion unless there is an established trust level between mental health practitioner and client (Corey 2008). In other words, most people do not want to talk about hating themselves and the inferiority that accompanies it, especially with someone they do not trust. In some cases, clients would rather accept a mental health disorder than admit to experiencing self-hatred (Ladd 2009). Keeping this in mind, it may make sense to treat inferiority from a more positive approach, such as found in solution-based therapy (Connie and Metcalf 2009). By focusing on positive experiences from a wellness perspective, a client may successfully approach a pattern of self-hatred and the inferiority that may emerge from it. For example, Mike’s mental health practitioner may redirect his thinking toward those moments where Mike did not feel inferior and did not feel rejected, separated, or self-destructive. 



Collaborative diagnosis 
• The theme of how a client is rejected and where that rejection started may be an important part of a discussion about self-hatred. 
• Reflect on the investment that someone experiencing a considerable amount of rejection puts into trying to gain acceptance. 
• Have a discussion on the emotional distance experienced by clients who admit feelings of self-hatred. 
• Point out any form of emotional distance where a client goes beyond feeling emotionally distant from others and feels personally distant. (Some clients going through a pattern of self-hatred may not realize how isolated they have become from their own feelings or their own beliefs.) 
• Discuss the level of humiliation that feeling ashamed has caused in a pattern of self-hatred. 
• Describe the doubt such experiences have on a person going through self-hatred. 
• Describe how people perceive themselves as defective or inadequate people. 
• Regarding self-destruction, locate the buried trauma that clients go through in forming self-destructive patterns of behavior. 
• Discuss the sense of pain and powerlessness that is associated with feelings of self-destruction. 
• Discover what underlying assumptions and rules are causing clients to sabotage their future success. (People going through a pattern of self-hatred may have past unspoken rules regarding how they view themselves.) 
• Pinpoint what experience or experiences from a client’s past have formed a belief that sabotages behavior in the present. 
• Discuss the areas in which a client feels inferior. 



Collaborative treatment plan 
• Help clients understand some of the consequences of constant feelings of rejection. (For example, understanding a habit of rejection, the limitations of rejection, and the negative climate surrounding rejection may improve one’s understanding of this pattern.) 
• Help clients understand the difference between overt and covert rejection. 
• Some form of existential therapy may be needed in getting to the specifics of a client’s feelings of emotional distance. (Exploring the meaning found in feeling distant can be connected to existential themes regarding loss, death, and individual identity.) 
• Treat the shame found in a pattern of self-hatred from a narrative therapy point of view, whereby shame is externalized and re-authored regarding its history and its association with self-hatred. 
• In treating for self-destructive behavior, it may be beneficial to discuss an understanding of the self-destructive patterns emanating from childhood. 
• This may be accompanied by some form of schema therapy where past patterns are affecting present behavior. 
• Some form of drama therapy may help clients act out their destructive behavior and externalize deep-seated trauma from the past. 
• In treatment for sabotage, discuss those emotional wounds from the past that are causing sabotaging behavior in the present. 
• Treatment may also consider some form of object relations therapy that clarifies fallacies and dysfunctional attachments. 



Discussion 
Feelings of rejection are a common theme for clients and can be a part of many mental health patterns and disorders. In a pattern of self-hatred, rejection by others becomes the starting point for an accumulating series of events that draws clients away from self-acceptance, self-love, and the ability to be intimate with others. Losing a sense of belonging can have devastating implications especially when experienced at an early age. This may require mental health providers to explore the experiences from the past that are responsible for these feelings. As professionals, we have an opportunity to help clients realize the danger in remaining victims of rejections from the past. We can help these clients turn their feelings of rejection into forms of self-acceptance and develop the ability to enjoy their lives. 
Maybe one of the most important experiences that we can share with clients feeling a sense of emotional distance from others is in taking the time to establish a firm therapeutic alliance in mental health treatment. From a medical model perspective, feelings of emotional distance may be misdiagnosed as depression or possibly dysthymic disorder, rather than the existential nuances of feeling separated and isolated from others. It may be that feelings of emotional distance are better addressed through treating for a pattern of self-hatred rather than for mental health disorders. In thoroughly understanding feelings of emotional distance, mental health professionals may differentiate between changes in mood associated with anxiety and depression, and mood changes associated with emotional distance from others. For example, mental health providers can help clients understand that feelings of emotional distance are common when being rejected in one’s childhood, and that anxiety and depression may be symptomatic of a deeper pattern based on feeling emotionally distant. 
In a pattern of self-hatred, feelings of shame associated with rejection and emotional distance may have permeated a client’s self-concept. Unlike guilt, shame is not based on how one feels about doing something wrong. Feeling shame is attached to one’s identity. With shame, you may do nothing wrong but feel wrong as a person. In a pattern of self-hatred, this identity can come from rejection by others. Mental health providers have an opportunity to address this phenomenon by helping clients understand the origins of their shame. For example, the origin of a client’s shame may be found in the constant rejection by an alcoholic father as opposed to any wrongdoing by the client that would warrant shame. In a pattern of self-hatred, the experience of shame can set the stage for future self-destructive behavior whereby shame serves as a reason for self-harm and, in its extreme, suicide. 
For mental health professionals, the connection between shame and self-destructive behavior may be an obvious one. Feeling shame becomes a mind-set that may create momentum toward self-destruction and away from self-acceptance. It may be important for professionals to understand that, in a pattern of self-hatred, shame may justify self-destructive behavior. For example, an alcoholic may realize that abstaining from alcohol is not enough in treating a problem with alcoholism. Surviving the shame of being an alcoholic may be the bigger obstacle to overcome (Ladd 2009). Therefore, we sometimes see alcoholics practicing self-destructive behavior even after abstaining from alcohol. 
Mental health providers may experience the frustration of having clients sabotaging their growth and change. Empowering clients may require more than making initial changes. It may require continued growth and change to combat chronic sabotage. Mental health providers may need an awareness of the connection between sabotage and a pattern of self-hatred. Constant rejection and emotional distancing, combined with feelings of shame and acts of self-destruction, can be strong adversaries for clients and professionals when trying to resolve mental health problems. Usually, sabotage is a long-standing problem from early childhood. Sabotage may be an ingrained pattern that has created a tolerance for “waiting out” professional help or specific empowering moments in a client’s life. 
Inferiority seems one of the most devastating experiences found in a pattern of self-hatred. It robs clients of true and accurate evaluations of themselves and their experiences in the world. It is difficult for clients to make an accurate self-evaluation when rejection, feelings of emotional distance, experiences of shame, self-destructive behavior, and the opportunity for sabotage may interfere with this evaluation. It may be the mental health provider’s role to remove roadblocks to accurate self-evaluation, so that clients have an opportunity to empower themselves and break out of a pattern of self-hatred. 


Client/practitioner collaboration form 
Client questions 
Please fill out the following questionnaire describing your involvement with self-hatred. Answer the questions in your own words to help determine what self-hatred means to you. 
• How has a history of self-hatred affected your life? 
• When feeling rejection, how do you act toward others? 
• How much shame do you experience when feeling rejected by others? 
• Do you have feelings of detachment when around others? 
• Describe those moments when you practice self-destructive behavior. 
• Can you remember a specific moment when you sabotaged a healthy situation? 
• Are there personal activities you have done to control your feelings of self-hatred? 
• Are there specific places, things, or people that make you hate yourself even more? 
• Who would you like to reach out for, when experiencing self-hatred? 
• Do your feelings of inferiority seem ongoing or do you have bouts with them? 
• Write any other meaningful information that would help describe your experience with self-hatred. 


Mental health practitioner questions 
Please fill out the following questionnaire describing your client’s involvement with self-hatred. Answer the questions from your observations and what you think self-hatred means to your client. 
• How has your client’s history of self-hatred affected her or his life? 
• When your client feels rejection, how does he or she act toward others? 
• How much shame does your client experience when feeling rejected by others? 
• Does your client have feelings of detachment when around others? 
• Describe those moments when your client practices self-destructive behavior. 
• Can you remember a specific moment when your client sabotaged a healthy situation? 
• Are there personal activities your client has done to control her or his feelings of self-hatred? 
• Are there specific places, things, or people that makes your client practice self-hatred even more? 
• Who would your client like to reach out for, when experiencing self-hatred? 
• Does your client’s feelings of inferiority seem ongoing or does he or she have bouts with them? 
• Write any other meaningful information that would help describe your client’s experience with self-hatred. 


Client’s personal schematic pattern 
Fill out the following personal schematic pattern from your unique point of view. (This can be accomplished with the help of your mental health professional.) 
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Figure 16.2 Client’s personal schematic pattern for self-hatred 


Client/practitioner personal diagnosis 
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Client/practitioner personal treatment plan 
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Resources 
The following are included as resources for a more in-depth understanding of a pattern of self-hatred. 
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Lawrence, G.L. and Littauer, F. (1996) Rejection Junkies—The Hidden Addiction Everyone Suffers. Phoenix, AZ: Gary Lawrence Seminars. 
Van Coops, M.R. (2007) The Rejection Syndrome. Bloomington, IN: AuthorHouse. 


Emotional distance 
Frankl, V.E. (2006) Man’s Search for Meaning. Boston: Beacon Press. 
Yalom, I.D. (1980) Existential Therapy. New York: Basic Books. 
Yalom, I.D. (2009) The Gift of Therapy: An Open Letter to a New Generation of Therapists. New York: Harper Perennial. 


Shame 
Engel, B. (2006) Healing your Emotional Self: A Powerful Program to Help Raise your Self-Esteem, Quiet your Inner Critic, and Overcome your Shame. Hoboken, NJ: John Wiley & Sons Inc. 
Pattison, S. (2000) Shame: Theory, Therapy, Theology. Cambridge, UK: Cambridge University Press. 
Potter-Efron, R. and Potter-Efron, P. (1989) Letting Go of Shame: Understanding how Shame Affects your Life. Center City, MN: Hazeldon Publishing. 
White, M. (2007) Maps of Narrative Practice (Norton Professional Series). New York: W.W. Norton & Company. 


Self-destruction 
Bertini, K. (2009) Understanding and Preventing Suicide: The Development of Self-Destructive Patterns and Ways to Alter Them. Santa Barbara, CA: Praeger Publishing. 
Rafaeli, E., Bernstein, D.P. and Young, J. (2011) Schema Therapy (CBT Distinctive Features Series). London: Routledge. 


Sabotage 
Frankland, A. (2010) The Little Psychotherapy Book: Object Relationships in Practice. Oxford: Oxford University Press. 
Richo, D. (2008) When the Past is Present: Healing the Emotional Wounds that Sabotage. Boston, MA: Shambhala Press. 


Inferiority 
Connie, E. and Metcalf, L. (2009) The Art of Solution Focused Therapy. New York: Springer Publishing. 
Corey, G. (2008) Theory and Practice of Counseling and Psychotherapy. Pacific Grove, CA: Thomson Brooks/Cole. 
Ladd, P.D. (2009) Emotional Addictions: A Reference Book for Addictions and Mental Health Counseling. Lanham, MD: University Press of America. 




Appendix 1 
Personalizing Diagnosis and Treatment 
This appendix is given as an example of how to personalize the schematic patterns, diagnoses, and treatments for all the disorders and patterns found in this manual. However, this is only an example. Feel free to create your own collaborative effort with your client. 
Client/practitioner collaboration form: An example 
Client questions 
Please fill out the following questionnaire describing your involvement with attention deficit hyperactive disorder (ADHD). Answer the questions in your own words to help determine what ADHD means to you (an example). 
How has a history of ADHD affected your life? 
My problems are mostly at school where I am told to keep things organized but I cannot seem to pull it off. Most of my teachers punish me for this problem. 
When feeling restless, how do you act toward others? 
I like to joke around with others when I get restless. It seems to take away my moving around a lot. I think others find me funny. 
How much humiliation do you experience when feeling misunderstood by others? 
Could you help me understand the word humiliation? I guess it does bother me a little. 
Do you have feelings of frustration when around others? 
I do not know what you call it, but I feel stupid when others are getting the school work and I am not getting it. 
Describe those moments when you could not focus. 
I look out the window at home and at school. For some reason it calms me down. My parents and teachers say that I am daydreaming. 
Can you remember a specific moment when you went out of control? 
I seem to be late for class a lot. When the teacher sent me to the office for being late, I lost it. That got me in more trouble. 
Are there personal activities you have done to help you organize your life? 
I try to clean my room but it still looks messy to my parents. I guess being messy is the way I am. 
Are there specific places or things or people that make it difficult to change your behavior? 
When I am in school my behavior gets worse. My parents cannot believe the teachers because at home I am not a problem. 
Who would you like to reach out for, when experiencing control issues? 
My mother is at the school defending me to the teachers. 
Do your feelings of frustration seem ongoing or do you have bouts with it? 
I don’t know the answer to this question. I know at times I feel really mad. 
Write any other meaningful information that would help describe your experience with ADHD. 
My parents say I might have to take drugs for this but I really do not want to take drugs. 

Mental health practitioner questions 
Please fill out the following questionnaire describing your client’s involvement with attention deficit hyperative disorder (ADHD). Answer the questions from your observations and what you think ADHD means to your client. 
How has a history of ADHD affected your client’s life? 
My client is a highly articulate, 14-year-old male who can hold intelligent conversations with adults but cannot organize material in his present school environment. 
When your client is feeling restless, how does he or she act toward others? 
My client is in constant movement. When I see him for counseling, he is allowed to move around in my office and play with his cell phone. This seems to calm him down. 
How much humiliation do you believe your client has experienced when feeling misunderstood by others? 
I think my client is extremely humiliated. He acts like none of the failures at school bother him, but he subtly expresses his humiliation. 
Does your client have feelings of frustration when around others? 
My client feels frustrated around others in structured environments but he loves to socialize in unstructured environments. 
Describe those moments when your client has trouble focusing. 
My client has trouble focusing when he is given a task that requires him to list, sequence, or organize material. Many of his assignments in school are packaged worksheets where he has the most trouble. The more standardized the material, the more trouble he has fulfilling the task. 
Can you remember a specific moment when your client went out of control? 
He has been called into the principal’s office numerous times for being late. We are working on informing the school that being late is a part of this disorder. 
Are there personal activities your client has done to help organize her or his life? 
Presently, we are working on time management skills to deal with the immediate problem. I would like to practice mindfulness training with him later on in counseling. 
Are there specific places or things or people that make it difficult for your client to change his or her behavior? 
The structured environment at school is the biggest obstacle to him changing his environment. I have had limited success with the school altering their rules on his behalf. 
Who does your client reach out for, when experiencing control issues? 
My client has a strong connection to his mother, who is highly intelligent, committed, and assertive. She is by far his strongest advocate. 
Does your client’s feeling of frustration seem ongoing or does he or she have bouts with it? 
I think his frustration is ongoing but he hides it well through joking around and acting in many humorous ways. We have not, at this time, discussed his frustration specifically. 
Write any other meaningful information that would help describe your client’s experience with ADHD. 
My client did try a drug primarily for ADHD for a week, but found that it did not help him calm down or focus more effectively. The parents are open for such drugs but not at this time. 

An example of a client’s personal schematic pattern 
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Client’s personal schematic pattern for ADHD 


An example of a client/practitioner personal diagnosis 
• Client has trouble focusing in school and needs to ask for help from the teacher. 
• Client does not seem to have enough time to complete the assignments. 
• Is has become important to give client a biological explanation for ADHD. 
• Client’s control problems seem to be based on resentment. 
• Client believes others do not understand the problem with control. 
• Client has trouble making transitions from one class to another. 


An example of a client/practitioner personal treatment plan 
• Basic assertiveness skills will be addressed to help the client ask for important considerations in the classroom, in order to create awareness for the organizational needs of the client. 
• Client will learn mindfulness training to slow down the constant movement in the classroom. 
• Client will be given a biological explanation for the daydreaming that goes on. 
• The client will learn sensory integration therapy with an occupational therapist to combat punishment by teachers. 
• Person-centered therapy will be used to work through feelings of being put down. 
• Time management will be used to help client return to subject matter. 




Appendix 2 
Glossary 
This appendix is a glossary of terms found in the previous chapters. It is provided to increase clarity and give a more in-depth description of the mental health practices. 
Acceptance and commitment therapy 
Acceptance and commitment therapy (ACT) is an empirically-based psychological strategy that relies on acceptance and mindfulness strategies, and combines them with commitment and behavior change strategies to increase a person’s ability to be more flexible. Psychological flexibility means living in the present moment more fully, and, based on what the situation requires, changing or sustaining behavior that a person has chosen as valuable. Clients gain the skills to change and accept events in their lives by developing greater clarity about personal values and committing to needed behavior change (Hayes et al. 2003). 

Adlerian therapy 
In Adlerian therapy, people take responsibility for creating their own destiny and finding meaning and goals to give their lives a purpose and direction. This allows people to control direction in their lives. The assumption is based on individuals developing a distinctive lifestyle in early childhood, rather than being shaped by childhood experiences. Adlerian therapy practices a growth model of therapy. It stresses a positive view of human nature that we can control. People start at an early age in creating their own unique style of living, and that style stays relatively constant through the remainder of their lives. People are motivated by social interests and how they set goals in order to face different life tasks (Ferguson 2009). 

Art therapy 
Art therapy is the therapeutic use of art making, within a therapeutic relationship, by people who experience illness, trauma, or challenges in living, and by people who seek personal development. Through creating art and reflecting on the art products and processes, people can increase awareness and be more aware of others. Such awareness helps people enjoy the life-affirming pleasures of making art while coping with symptoms, stress, and traumatic experiences (Burt 2011). 

Attachment-focused family therapy 
The goal of attachment-focused family therapy is to provide families with an opportunity to safely become engaged with their therapist, along with the possibility of a primary attachment figure, across a full range of experiences. By therapeutically connecting with families, the therapist’s goal is for each family member to become more aware of self, which was previously not open to them. The inter-subjective experiences with the family allows them to explore the traumatic and shameful events of the past. The therapist provides family members with new meaning to events so that they can more fully understand the narrative of their family history (Hughes 2011). 

Behavioral therapy 
Behavioral therapy is based on the assumption that emotional problems are learned responses to the environment, and that these dysfunctional behaviors can be unlearned. From the perspective of behavioral therapists, the reasons behind behaviors are not as important as that we can change these behaviors. Some examples of behavioral therapy techniques include systematic desensitization and operant conditioning (Herkov 2006). 

Cognitive therapy 
Cognitive therapy is based on the belief that the way we think about things affects how we feel emotionally. Cognitive therapy focuses on present thinking, behavior, and communication rather than on past experiences, and it is oriented toward problem solving. Cognitive therapy is sometimes called cognitive behavioral therapy (CBT) because it aims to help people in the ways they think (the cognitive) and in the ways they act (the behavior) (Leahy 2003). 

Cognitive behavioral therapy 
A form of psychotherapy that integrates theories of cognition and learning with treatment techniques derived from cognitive therapy and behavioral therapy, cognitive behavioral therapy (CBT) assumes that cognitive, emotional, and behavioral variables are functionally interrelated. Treatment is aimed at identifying and modifying problematic behaviors through cognitive restructuring and behavioral techniques to achieve change (Beck 1995). 

Compassion-focused therapy 
Compassion-focused therapy is a form of psychotherapy that emphasizes the development of self-compassion in people who are prone to feelings of shame and self-criticism. This therapy has strong roots in Mahayana Buddhist psychology, which considers compassion and mindfulness to be central to healing the mind. It develops four skills: compassionate attention, compassionate thinking, compassionate behavior, and compassionate feeling. This therapy has been proven effective for the treatment of eating disorders, depression, anxiety, and other mental health conditions (Gilbert 2011). 

Conciliation training 
Traditionally, conciliation has meant the process by which disputing people are brought together to talk about their conflict. This concept of “bringing together” includes not only the process by which people are literally brought together in the same room, but also the way they are brought together psychologically so that they can move beyond hostility, suspicion, and avoidance to address the disputes that divide them. The primary focus of conciliation is building or rebuilding a relationship so that the disputing people themselves can agree to address their differences (Ladd 2005). 

Critical incident stress debriefing 
Critical incident stress debriefing is a process that prevents or limits the development of post-traumatic stress in people exposed to critical incidents. Professionally conducted debriefings help people cope with, and recover from, an incident’s after-effects. It enables participants to understand that they are not alone in their reactions to a distressing event, and it provides them with an opportunity to discuss their thoughts and feelings in a controlled, safe environment. Optimally, it occurs within 24 to 72 hours of an incident. However, it must be noted that telling one’s traumatic story should be preceded by some form of trauma stabilization (Kinchin 2007). 

Dialectical behavioral therapy 
Dialectical behavioral therapy (DBT) provides training in mindfulness meditation to foster improvements in tolerating one’s feelings. It has been successfully demonstrated to reduce self-mutilation and suicidal behavior in chronically suicidal patients with borderline personality disorder (BPD). DBT aims to help people to validate their emotions and behaviors, examine those behaviors and emotions that have a negative impact on their lives, and make a conscious effort to bring about positive changes (McKay et al. 2007). 

Dietary restraint theory 
The concept of dietary restraint has recently been used to give awareness to binge-eating in dieters. It makes the statement that one’s inability to show restraint typically leads to binging behavior. Dietary restraint may be defined as a self-initiated attempt to restrict intake for the purpose of weight control. Restraint theory proposes that restrained eaters impose a “diet boundary” on themselves by aligning their food intake with their weight-control aspirations (Stice et al. 2005). 

Existential therapy 
Existential therapy is a kind of psychotherapy that promotes self-awareness and personal growth by stressing current reality and by analyzing and altering specific patterns of response to help a person realize his or her potential. The existential psychotherapist is generally not concerned with the client’s past; instead, the emphasis is on the choices to be made in the present and future. The counselor and the client may reflect upon how the client has answered life’s questions in the past, but attention ultimately shifts to searching for a new and increased awareness in the present and enabling a new freedom and responsibility to act (May 1994). 

Exposure/response therapy 
Exposure therapy is an effective behavioral treatment for a variety of anxiety disorders including obsessive compulsive disorder (OCD). It works by taking advantage of a natural process called habituation. Habituation is a form of learning whereby a person will stop responding or paying attention to a stimulus such as a thought, object, place, person, or action with repeated exposure. Exposure therapy is effective in that it creates opportunities for a client to unlearn dangerous or threatening associations (Rosqvist 2005). 

Eye movement desensitization and reprocessing 
Eye movement desensitization and reprocessing (EMDR) uses a patient’s own rapid, rhythmic eye movements. These eye movements dampen the power of emotionally charged memories of past traumatic events. In EMDR, a patient brings to mind emotionally unpleasant images and beliefs about themselves related to their traumatic event. With these thoughts and images in mind, patients are asked to also pay attention to an outside stimulus, such as eye movements or finger tapping guided by the therapist (Mailberger 2009). 

Family therapy 
Family therapy is a type of psychotherapy designed to identify family patterns that contribute to a behavior disorder or mental illness, and to help family members break those habits. It involves discussion and problem-solving sessions with the family. Some of these sessions may be as a group, in couples, or one on one. A therapist or team of therapists conducts multiple sessions to help families deal with important issues that may interfere with the functioning of the family and the home environment (Dattilio 2010). 

Group therapy 
Group therapy is a form of psychosocial treatment whereby a small group of patients meet regularly to talk, interact, and discuss problems with each other and the group leader (therapist). Group therapy attempts to give individuals a safe and comfortable place where they can work out problems and emotional issues. Clients gain insight into their own thoughts and behavior, and offer suggestions and support to others. In addition, clients who have a difficult time with interpersonal relationships can benefit from the social interactions that are a basic part of the group therapy experience (Brabender, Smolar and Fallon 2004). 

Mediation 
Mediation is a process in which parties to a dispute, with the assistance of a neutral third party (the mediator), identify the disputed issues, develop options, consider alternatives, and endeavor to reach an agreement. The mediator has no advisory or determinative role in regard to the content of the dispute or the outcome of the resolution, but may advise on or determine the process of mediation for attempted resolution. Mediation is attempting to resolve immediate conflicts. If greater understanding occurs and communication is improved, which is desirable, this is viewed as a by-product (Ladd 2005). 

Mentalization-based therapy 
Mentalization-based therapy for borderline personality disorder (BPD) is a type of psychotherapy that focuses on an ability to “mentalize,” or recognize thoughts, feelings, wishes, and desires, and to see how these internal states are linked to behavior. Mentalization refers to the ability to recognize personal and others’ mental states, and to see these mental states as separate from behavior. It includes being able to think about thoughts, emotions, wishes, desires, and needs in oneself and other people, and to see that these internal events may have an impact on the actions that an individual and others take, but are separate from those actions (Bateman and Fonagy 2006). 

Mindfulness therapy 
Mindfulness in contemporary psychology is an approach to increasing awareness and skillful responding to mental processes that contribute to emotional distress and maladaptive behavior. Mindfulness approaches are not considered relaxation or mood management techniques, but a form of mental training to reduce cognitive vulnerability to reactive modes of mind that might otherwise heighten stress and emotional distress, or perpetuate psychopathology (Siegel 2010). 

Narrative therapy 
The basic concept of narrative therapy is that personal identities are formed by the accounts of life experiences that are found in the personal narratives or stories that people tell about themselves. The responsibility of the narrative therapist involves being interested in assisting clients with their lifestyles and stories, as well as any possibilities that are associated with those experiences. At the same time, the therapist will investigate the clients’ problems and how they have influenced their lives. Narrative therapy approaches contend that people’s identity is primarily shaped by these narratives or stories of their lives, whether they are culturally genuine or uniquely personal in nature (Madigan 2010). 

Neurolinguistic programming 
Neurolinguistic programming explores the relationships between how people think (neuro), how they communicate (linguistic), and their patterns of behavior and emotion (programs). It is aimed at enhancing the healing process by changing the conscious and subconscious beliefs of patients about themselves, their illnesses, and the world. These limiting beliefs are “reprogrammed” using a variety of techniques drawn from other disciplines including hypnotherapy and psychotherapy (Burton and Ready 2010). 

Object relations brief therapy 
Psychoanalytic object relations theories may be defined as those in which professionals place the internalization, structuralization, and clinical reactivation (in the transference and counter-transference) of the earliest dyadic object relations at the center of their motivational (structural, clinical, and genetic and developmental) formulations. Internalization of object relations refers to the concept that, in all interactions of the infant and child with the significant parental figures, what the infant internalizes is not an image or representation of the other (“the object”), but the relationship between the self and the other, in the form of a self-image or self-representation interacting with an object image or object representation (Frankland 2010). 

Parent management training 
Parent management training (PMT) is an adjunct to treatment that involves educating and coaching parents to change their child’s problem behaviors using principles of learning theory and behavior modification. The aim of PMT is to decrease or eliminate a child’s disruptive or inappropriate behaviors at home or school, and to replace problematic ways of acting with positive interactions with peers, parents, and such authority figures as teachers. In order to accomplish this goal, PMT focuses on enhancing parenting skills. The PMT therapist coaches parents in applying such strategies as rewarding positive behavior and responding to negative behavior by removing rewards or enforcing undesirable consequences (punishments) (Kazdin 2008). 

Person-centered therapy 
Person-centered therapy, which is also known as client-centered, non-directive, or Rogerian therapy, is an approach to counseling and psychotherapy that places much of the responsibility for the treatment process on the client, with the therapist taking a non-directive role. It is a non-directive approach to therapy—“directive” meaning any therapist behavior that deliberately steers the client’s behavior, instead of letting the client find direction for his or her own behavior (Rogers and Kramer 1995). 

Psychodynamic therapy 
Psychodynamic therapy is a type of psychotherapy that draws on psychoanalytic theory to help people understand the roots of emotional distress, often by exploring unconscious motives, needs, and defenses. It is a therapeutic approach that assumes dysfunctional or unwanted behavior is caused by unconscious, internal conflicts, and it focuses on gaining insight into these motivations. The approach assumes everyone has an unconscious/subconscious mind that often holds on to feelings that are too difficult to face (McWilliams, 2004). 

Psychotropic drug therapy 
Psycho-pharmacotherapy (psychotropic drug therapy) is the use of medications in the treatment of psychiatric disorders. These medications are frequently referred to as psychoactive or psychotropic medications. The medications used in psycho-pharmacotherapy are usually prescription medications. There are five major classifications of therapeutic psychoactive/psychotropic medications commonly used in the treatment of psychiatric disorders: antipsychotic, anxiolytic sedatives (anxiety reduction), antimanic agents (mania reduction), antidepressants, and psychostimulants (alertness—for example, for ADHD) (Mrazek 2010). 

Rational emotive behavior therapy 
Rational emotive behavior therapy’s (REBT) central premise is that events alone do not cause a person to feel depressed, enraged, or highly anxious. Rather, it is one’s beliefs about the events that contribute to unhealthy feelings and self-defeating behaviors. REBT teaches clients to identify, evaluate, dispute, and act against their irrational self-defeating beliefs, thus helping them to not only feel better but get better. It is an active-directive, solution-oriented therapy that focuses on resolving emotional, cognitive, and behavioral problems in clients (Ellis and Dryden 2007). 

Reality therapy (choice theory) 
Reality therapy attempts to help people control the world around them more effectively so that they are better able to satisfy their needs. Clients seek to discover what they really want and whether what they are currently doing (how they are choosing to behave) is actually bringing them nearer to, or further away from, that goal. Reality therapy is considered a cognitive behavioral approach to therapy—that is, it focuses on facilitating clients to become aware of, and if necessary change, their thoughts and actions (Glasser 2001). 

Schema therapy 
Schema therapy integrates elements of cognitive therapy, behavioral therapy, object relations, and gestalt therapy into one unified, systematic approach to treatment. Schema therapy has recently been blended with mindfulness meditation for clients who want to add a spiritual dimension to their lives. It addresses lifelong, self-defeating patterns called early maladaptive schemas. Schemas are broad pervasive themes or patterns regarding oneself and one’s relationship with others, developed during childhood, elaborated throughout one’s lifetime, and dysfunctional to a significant degree (Young et al. 2006). 

Sensory integration therapy 
“Sensory” pertains to our senses (hearing, sight, smell, touch, taste, perception of motion/movement, and gravity). “Integration” is the process of making whole, unifying, and allowing the brain to use the information that the senses take in. Sensory integration is used for all activities, but is especially concerned about organization of sensory information for use in the classroom, the playground, activities of daily living and, lastly, relationships and interactions with others (Berger 2002). 

Solution-based therapy 
Solution-based therapy targets what works rather than what’s wrong. It is based on a non-pathology model that emphasizes the strengths and resources of clients in a collaborative effort to reach goals and resolve problems rapidly. It focuses on treatment directed to the active resolution of personality or behavioral problems rather than to the speculative analysis of the unconscious. It usually concentrates on a specific problem or symptom and is limited to a specified number of sessions with the therapist (Bertolino, 2009). 

Stress reduction techniques 
Stress is the body’s normal response to anything that disturbs its natural physical, emotional, or mental balance. Secondary biochemical stress comes from an imbalance in the body that occurs because of prolonged mental stress. Stress reduction refers to various strategies that counteract this response and produce a sense of relaxation and tranquility. Meditation and other forms of relaxation such as yoga are recommended as stress reduction techniques (Davis et al. 2008). 
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of related interest 
Mental Health, Service User Involvement and Recovery 
Edited by Jenny Weinstein 
ISBN 978 1 84310 688 3 
eISBN 978 0 85700 212 9 
As the momentum for personalisation and recovery approaches grows, service users are increasingly participating as partners in all aspects of health and social care delivery, policy-making and professional training. This book provides an overview of service user involvement in mental health, its origins and current practice and policy. 
Written cooperatively by service users and academics, this book conveys a vital connection between recovery and involvement, offering a framework of values and helpful strategies to promote meaningful user participation. By sharing their personal narratives and contributing their views, service user authors demonstrate how taking control of their own care facilitates a swifter and more satisfying recovery. The book further acknowledges the bilateral value of user involvement in the development of mental health services, student learning, collaborative research and challenging social stigma, providing examples and critical appraisal of how this is currently being implemented. 
With a strong, positive emphasis on the benefits to all stakeholders, Service User Involvement and Recovery in Mental Health offers guidelines for good practice that will be relevant to health and social care practitioners, service users, students, researchers and educators. 
Developmental Assessment of the School-Aged Child with Developmental Disabilities 
A Clinician’s Guide 
M.S. Thambirajah 
ISBN 978 1 84905 181 1 
eISBN 978 0 85700 325 6 
Children and adolescents with emotional and behavioural problems who are referred to mental health services for assessment often have undiagnosed mild learning disabilities, and this guide is written for clinicians involved in making such assessments. 
It provides full guidance on common developmental disorders and their assessment, focusing on mild to moderate disabilities in the school-aged child. It covers intellectual disabilities, dyslexia, dyscalculia (mathematical disability), autism spectrum disorders, speech and language impairment, developmental coordination disorder, and emotional and personality development. Each chapter includes an account of normal development, including developmental milestones, an overview of the disorder, and its clinical assessment. 
This important professional guide will be invaluable for all child health and mental health professionals and trainees, including paediatricians, psychiatrists, mental health workers, clinical psychologists and educational psychologists. 
Reflective Practice in Mental Health 
Advanced Psychosocial Practice with Children, Adolescents and Adults 
Edited by Martin Webber and Jack Nathan 
Foreword by Alan Rushton 
ISBN 978 1 84905 029 6 
eISBN 978 0 85700 396 6 
Reflective Practice in Social Care series 
Reflective Practice in Mental Health is the authoritative, definitive guide to psycho-social theory and practice in mental health. 
Featuring contributions from eminent experts, the book uses case studies to illustrate and address the complexities and dilemmas faced by practitioners involved in mental health care, and enables the reader to reflect on their understanding. Case studies from a variety of theoretical perspectives are included, covering psychodynamic theory, cognitive behavioural therapy, systemic family therapy, attachment therapy and therapeutic group-work. They also cover practice across a range of settings, including inpatient, community and children and family services. 
This book will be a crucial and invaluable text for social work practitioners and social work students aiming to ensure the very best practice in mental health social work, and aims to be the seminal text for mental health psychosocial practice. 
A Comprehensive Guide to Suicidal Behaviours 
Working with Individuals at Risk and their Families 
David Aldridge and Sergio Pérez Barrero 
ISBN 978 1 84905 025 8 
eISBN 978 0 85700 515 1 
Over a million people commit suicide worldwide every year. Taking an interdisciplinary approach that looks at the person at risk, the family and personal relationships they have and the communities in which they are embedded, this book will help anyone working with suicidal individuals to prevent this major cause of death. 
Backed up by research and clinical expertise the book clarifies the facts about suicide and debunks the many unfounded myths surrounding the subject. It covers the classifications and manifestations of suicide, as well as the major risk factors, at-risk groups and warning signs. Advice on effective communication and a repertoire of strategies for distress management are offered, not only for supporting at-risk individuals and those who have survived a suicide attempt, but also families coping with bereavement. A final chapter explores the impact of the internet and the digital age on both the propagation and prevention of suicide. 
This book will be essential reading for anybody working with people at risk of suicide, including clinicians, therapists, psychologists, social and healthcare workers and volunteers working in suicide prevention. 
Working with Suicidal Individuals 
A Guide to Providing Understanding, Assessment and Support 
Tony White 
ISBN 978 1 84905 115 6 
eISBN 978 0 85700 224 2 
*Highly Commended in the Psychiatry Category of the 2011 BMA Book Awards* 
Working with Suicidal Individuals provides a comprehensive guide to understanding suicide, the assessment of risk, and the treatment and management of suicidal individuals. 
It begins by covering the theory behind suicidal behaviour, using Transactional Analysis to explore the personality types of suicidal individuals and to understand their motivations. Factors that contribute to an individual becoming suicidal, such as mental illness, are also explored. A comprehensive system for the assessment of suicide risk is provided, including both quantitative and qualitative approaches. Finally, the author discusses different ways suicidal and pseudo-suicidal individuals can be managed and treated, including the ‘no suicide contract’ and redecision therapy. Case studies are included throughout to demonstrate the theory and practice. 
This book will be essential reading for all those working with a suicidal or at-risk individual, including practitioners in health, social work, psychotherapy, psychology and counselling. 
Autism Spectrum Disorders Through the Life Span 
Digby Tantam 
ISBN 978 1 84310 993 8 
eISBN 978 0 85700 511 3 
This professional text covers every aspect of Autistic Spectrum Disorders (ASD), from science to services, from the most disabling Kanner’s syndrome to the most high-functioning Asperger syndrome, and from birth to old age.  
The book contains the latest research on the assessment, diagnosis, treatment, intervention and support of individuals with ASD, and examines their implications at various stages of life. A wide range of neurological, genetic, psychological, developmental, social, and emotional issues are covered, and the author also includes less accessible information on the diagnosis and treatment of associated psychiatric and medical conditions, the overlap between the ASDs and attention deficit hyperactivity disorder, and the management of behavioural and forensic problems. The author does not presume existing technical knowledge and the background to new methods of assessment, such as functional magnetic resonance imaging, standardized clinical and psychological assessment, and genetic testing, is explained. 
This book will be an indispensable primary resource for paediatricians, psychiatrists, clinical and educational psychologists, specialist nurses, counsellors, psychotherapists, legal professionals and others working with individuals of all ages who are on the autism spectrum. It will also be of interest to any carers and people with an ASD who want to know about the up to date research into the causes and treatment of the disorder. 
Mutual Support and Mental Health 
A Route to Recovery 
Maddy Loat 
ISBN 978 1 84310 530 5 
eISBN 978 0 85700 508 3 
Community, Culture and Change series 
Mental health services tend to view and treat mental health problems in an individual-centric way. This book argues for an alternative route to recovery that is cognizant of our social nature, needs and difficulties. Focusing on the therapeutic value of meeting others with similar experiences, it explores how mutual support can help ease the distress of mental health problems and foster emotional and psychological wellbeing. 
The author provides an overview of the theory, history and processes of mutual support, including how it can be understood from a developmental perspective and its importance in normalising and validating experiences and lessening feelings of isolation. She provides in-depth summaries of various approaches that harness mutual support including group therapy and therapeutic communities. Clear guidance is given on how to access, set up and facilitate mutual support groups, along with detailed information on services and organisations that utilise mutual support in the UK and beyond. 
This book will provide both mental health professionals and those experiencing mental health difficulties with essential information on mutual support, and the positive impact it can have on people’s lives. 
Recovery from Depression Using the Narrative Approach 
A Guide for Doctors, Complementary Therapists and Mental Health Professionals 
Damien Ridge 
ISBN 978 1 84310 575 6 
eISBN 978 1 84642 878 4 
Recovery from Depression Using the Narrative Approach explores people’s experiences of depression, recovery and available treatments. The author explains how, by selecting a variety of ‘narrative tools’, such as talking therapies, yoga and complementary therapies, as well as conventional medical approaches, people can take control of their condition. By choosing more helpful narratives, they can gain a greater insight into depression, self-management and long-term recovery. 
Written with a range of professionals in mind, including doctors, psychologists, psychiatrists, social workers, complementary therapists, community psychiatric nurses and talking therapists, this evidence-based book offers guidance on how to be an ‘ally’ in promoting patients’ recovery. 
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