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Emotion-focused therapy is a research-informed psychological therapy that to
date has mainly been studied in the context of depression, trauma, and couple
distress. The evidence suggests that this therapy has a lasting and transformative
effect. Ladislav Timulak presents EFT as a particular therapeutic approach that
addresses psychological human suffering, offering a view that puts more emphasis
on attending to the distress, rather than avoiding or suppressing it.

Focusing on the latest developments in EFT, Transforming Emotional Pain in
Psychotherapy presents a theory of human suffering and a model of therapy that
addresses that suffering. The model of suffering assumes that the experienced
emotional pain is a response to an injury that prevents or violates the fulfilment of
the basic human needs of being loved, safe, and acknowledged. This book focuses
on a particular way of transforming emotional pain in psychotherapy through:
helping the client to tolerate the pain; assisting the client to identify the core of the
difficult emotional experiences; identifying the needs connected to the core pain
which are unmet or being violated, and responding (with compassion and protec-
tive anger) to the underlying needs of the client that transforms the original pain.

Transforming Emotional Pain in Psychotherapy provides an account of how
emotional pain can be conceptualised and how it can be addressed in therapy. It
provides practical tips for therapists working with emotional pain and shows how
it can then be made more bearable and transformed allowing the client to be more
sensitive to the pain of others, and to seek support when needed. This book will
be essential reading for clinical and counselling psychologists, psychotherapists
and counsellors in practice and training, as well as for fully qualified professionals
undergoing further training in EFT.

Ladislav Timulak is Course Director of the Doctorate in Counselling Psychology
at Trinity College Dublin. He is the author of several books, and a number of book
chapters and research papers. He is involved in the training of psychologists and
psychotherapists, and maintains a part-time private practice.



‘With this book Ladislav Timulak shows his insightfulness into the therapeutic
change process and has made an original contribution, demonstrating how people
transform emotional pain.’

—Leslie S. Greenberg, PhD, Distinguished Research Professor Emeritus,
Department of Psychology, York University, Toronto, Canada

“This book provides a concise, clear, lively, compassionate, and personal introduc-
tion to contemporary emotion-focused therapy, touching on the latest theory, practice
and research. Timulak has developed an elegant, readable and useful formulation of
the nature and transformation of human emotional suffering. Highly recommended.’
—Robert Elliott, PhD, Professor of Counselling, University of Strathclyde,
Scotland, Professor Emeritus of Psychology, University of Toledo, USA

‘A bold new development in emotion focused therapy. This book is a rich reflection
on how human suffering is transformed. Delivered as an accessible guide that leaves
plenty of room for contemplation, Timulak distills a complex theory of change
which therapists will recognize from their practice.’

—Antonio Pascual-Leone, PhD, Associate Professor, Director of the Psycho-
logical Services and Research Centre, Department of Psychology, University of
Windsor, Windsor, Canada

‘This is a book that ... offers a coherent and research-informed theoretical frame-
work, practical principles and procedures for conducting therapy, and a wealth of
vividly-described case examples ... | warmly recommend this book to all students
and practitioners of counselling and psychotherapy ...’

—John McLeod, PhD, Emeritus Professor Counselling, University of Abertay,
Scotland, Adjunct Professor of Psychology, University of Oslo, Norway
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Foreword

It is with great pleasure that I write a preface to this volume on Transforming
Emotional Pain in Psychotherapy: An Emotion-Focused Approach. Emotion-
focused therapy is based on the notion that “I feel, therefore I am”, and that emo-
tions are not simply secondary to cognition. Rather emotions provide both colour
and meaning to life and are the constant companions of our lives, governing much
of what we do. As Vincent van Gogh (1889) wrote to his brother, “Don’t let’s
forget that the little emotions are the great captains of our lives, and that we obey
them without knowing it”.

With the advent of a view of emotion as an adaptive resource and a mean-
ing system, rather than as something that needs to be gotten rid of cathartically,
modified, down-regulated or corrected by reason, the understanding of emotion’s
role in human relationships and psychotherapy has produced a sea change in psy-
chotherapy. This “new look” has begun to set a new agenda for psychotherapy
research—to determine how we can best facilitate change in emotions, treating
emotions as independent variables that exist as such, rather than being secondary
to cognition. Key issues for clinicians now are how best to promote access to and
awareness of emotion and how to help the transformation of maladaptive emo-
tion. This book helps to improve understanding of how to facilitate this kind of
emotional change.

As the work in this book demonstrates, there is a duality in working with
emotions. This occurs because primary emotions are both carriers of knowledge
and givers of pleasure-pain. Feelings often provide us with immediate, intimate,
personally meaningful knowledge about ourselves and others in an unmediated
and personally specific manner. These feelings need attention and articulation in
language to sharpen and clarify what is felt and promote self-understanding. But
there comes a point when feelings as a result of past trauma or neglect can become
too painful to bear, and they then lose their meaning giving function and can
become overwhelming, destructive experiences. These feelings carry suffering
and pain at intensities that cannot be tolerated and can become a source of threat.
Then they produce intolerable experiences and can be a danger to psychological
existence. In these cases they need to be transformed or regulated to preserve a
sense of self-coherence.



xii  Foreword

Building on the basic tenet of the primacy of emotion and the importance of
its acceptance, EFT, over the past decades, has developed to stress the importance
of emotional transformation, suggesting that the best way to change emotion is
with another emotion (Greenberg 2002, 2010). Ladislav Timulak, as a second
generation emotion-focused therapist, theorist, trainer, and researcher, has been in
an excellent position to expand and develop the approach as he has done in this
book. This book makes a significant contribution to understanding the process of
emotional change in psychotherapy.

This book will enhance the practice of EFT and add to the training which is
taking place all over the world. In addition to the training program in Ireland
developed by Ladislav in which these ideas are implemented, there now are many
training programs in Europe, Asia, and the Americas. In these training programs
people learn that emotional suffering cannot be understood simply as caused by or
changed by cognitive or behavioural difficulties and that rather pain comes from
deep in the soul from implicit sources. They learn that people benefit by facing
avoided pain, transforming it and creating new meaning to change narratives.

With this book Ladislav Timulak shows his insightfulness into the therapeutic
change process and has made an original contribution, demonstrating how people
transform emotional pain.

Leslie Greenberg
Toronto
September 2014



1 Introduction

This book focuses on emotional pain and its transformation in psychotherapy
from the theoretical framework represented by emotion-focused therapy (EFT;
Elliott, Watson, Goldman, and Greenberg, 2004; Greenberg, 2002; Greenberg and
Johnson, 1988; Greenberg, Rice, and Elliott, 1993). While there are a number of
books, chapters, and papers written on the use of emotion-focused therapy with
a variety of client presenting issues, this book provides a unique framework that
builds on the model of emotional transformation first presented by Pascual-Leone
and Greenberg (2007; Pascual-Leone, 2009; see also work of Pascual-Leone and
his colleagues: Pascual-Leone, 2005; Kramer, Pascual-Leone, Despland & de
Roten, in press; Paivio and Pascual-Leone, 2010) and then further developed in
the research group I run in Trinity College Dublin (e.g., Crowley, Timulak, and
McElvaney, 2013; Dillon, Timulak, and Greenberg, 2014; Keogh, Timulak, and
McElvaney, 2013; Keogh, O’Brien, Timulak, and McElvaney, 2011; McNally,
Timulak, and Greenberg, 2014; O’Brien, Timulak, McElvaney and Greenberg,
2012; Timulak, Dillon, McNally, and Greenberg, 2012), and finally in the collab-
orative work of Timulak and Pascual-Leone (2014). The emotion transformation
model is used as a framework, organising a theory of psychopathology and theory
of psychotherapy (i.e., case conceptualisation and strategy for therapy).

Emotion-focused therapy (EFT; Greenberg et al., 1993; Greenberg, 2002;
Greenberg and Johnson, 1988) is a research-informed psychological therapy
that to date has mainly been studied in the context of depression, trauma, and
couple distress (Elliott, Greenberg, Watson, Timulak, and Freire, 2013). There
are also new developments in this therapy for a variety of client difficulties such
as eating disorders (Lafrance Robinson, Dolhanty, and Greenberg, 2013), social
anxiety (Elliott, 2013, Shahar, 2013), or generalised anxiety disorder (Timulak,
McElvaney, Martin, and Greenberg, 2014). The evidence suggests that this ther-
apy has a lasting and transformative effect (Elliott et al., 2013), and its popularity
is growing apace, particularly in North America. This is evidenced, for instance,
by the huge growth in published books on EFT such as Elliott et al. (2004),
Greenberg (2002; 2011), Greenberg et al. (1993), Greenberg and Goldman (2008),
Greenberg and Johnson (1988), Greenberg and Paivio (1997), Greenberg and
Watson (2006), Johnson (2004), Paivio and Pascual-Leone (2010), and Watson,
Goldman, and Greenberg (2007). The approach has a strong research base, some
of which will be presented in this book.



2 Introduction

This book presents a theory of human suffering (psychopathology in more tra-
ditional terms) and a model of therapy that addresses that suffering. The model of
suffering assumes that the experienced emotional pain is a response to an injury
that prevents or violates the fulfilment of the basic human needs of being loved,
safe, and acknowledged. The book is written for trainees in professional training
programmes (clinical and counselling psychology, counselling and psychotherapy)
as well as for fully qualified professionals undergoing further training in EFT or
having an interest in this approach. This book is most helpful for those people who
already have some background in EFT.

HUMAN SUFFERING—EMOTIONAL PAIN

As will be postulated later in the book, some psychotherapy research suggests that
the motivation which underlies the psychological world of clients is characterised
by a longing for safety, belonging, and creative actualisation. One can ecasily see
the parallels to the arguments suggested by a neuroscientist Damasio (2011), who
argues that motivational force in all living creatures is to flourish and to live to its
full potential and argues that this principle can be seen on a biological as well as
cultural and societal level.

On a psychological level, it has been shown that there is a correlation between
a fulfilment of internal needs and personal well-being, fulfilment, and contribution
to society (cf. also Deci and Ryan, 2000 on fulfilment of inner needs). However,
human experience is full of real and potential adversities that do not allow fulfil-
ment of our core fundamental needs and strivings and thus bring experiences of
psychological (emotional) pain. The human experience can bring both joy and
suffering. Joy comes when our fundamental needs are fulfilled, and suffering
comes when they are violated or not fulfilled. Some of us are luckier and encoun-
ter less pain and suffering than others, but to encounter pain is inevitable. This
book will focus on psychological pain, often described as emotional (Greenberg,
2002), or more recently, social pain (MacDonald and Jensen-Campbell, 2011)
and its transformation in psychotherapy. It will focus on how psychological pain
develops, how it is experienced, and how it can be transformed, leading to a fuller
and more mature living.

The psychological (emotional) pain can be defined as an unpleasant, over-
whelming, upsetting internal experience. It often presents itself in the form of
general distress, physiological tension in the middle part of the body (e.g., head,
throat, neck, shoulders, solar plexus, stomach), and a mixture of upsetting emo-
tions and thoughts. Psychological pain also shows itself in the form of symptoms
of anxiety and depression. People can be tormented by worries or obsessions that
do not allow them to sleep or tense and tire them during the day. They may have
panic attacks with unpleasant bodily symptoms, or they can feel hopelessness and
helplessness that shut them off from others and stop their joy in living.

It seems likely that both emotional and physical pain share a neural circuitry,
which is why we use the same word to describe the unpleasant consequences of
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distress in either the psychological or physical aspects of our being (Eisenberg,
2011). For instance, Eisenberg, in a review of her own and her colleagues’ studies,
suggests that individuals who are more sensitive to physical pain are also more
sensitive to social rejection. Additionally, she points out that pharmacological
studies have shown that regulating physical pain also regulates social pain.

Emotional pain also has physiological aspects that are uncomfortable and bring
a tangible, bodily experienced pain. The emotional pain impacts our breathing,
our muscular tensions, our digestion, our thinking (which may be narrower and
ruminative), our sleep, levels of tiredness, appetite, and physical aches (probably
linked to the muscle tension). The emotional pain also expresses itself through
changes in the cardiovascular, neuroendocrine, and immune systems that initially
mobilise and alert the organism, but from a longer-term perspective have nega-
tive effect on our overall health (e.g., levels of cortisol) (Dickerson, 2011). In its
more extreme form, the emotional pain can be characterised by a strong emotion
dysregulation (Bradley et al., 2011).

On the other hand, there are some significant dissimilarities between emotional
and physical pain. For example, the memories of emotional pain are more upset-
ting than the memories of physical pain, and the anticipation of emotional pain
is more easily pre-lived than the anticipation of physical pain (Chen & Williams,
2011). For instance, if we experienced humiliation, the memory of it will make
us cringe. Similarly, if I am to deliver a talk in a hostile environment, I will be
nervous and anxious, expecting rejection and fearing humiliation. My body will
make me feel this anxiety, and I will be able to imagine felt experience of shame
in the face of being criticised or ridiculed.

The scientific disciplines of medicine (psychiatry) and psychology often do
not speak about the emotional pain. When trying to capture psychological suf-
fering, these disciplines focus on the description of common symptoms such as
anxiety, behavioural avoidance, negative thinking, sleeplessness, irritation, mus-
cular tension, negative view of the future, obsessive thoughts, compulsory behav-
iour, and so on. They classify people according to the clusters of symptoms, and
the presence of some symptoms in the absence of some other symptoms serves
as a basis for a particular diagnosis. At the same time many of those symptoms
such as depression and apprehensive anxiety (focusing on potential triggers that
may bring or worsen the experienced pain) are often secondary to more primary
feelings (Greenberg, 2002), which can be present in the form of discreet emotions
such as loneliness and loss, shame, and a sense of being judged (Dickerson, 2011;
Greenberg and Watson, 2006; MacDonald, Borsook, and Spielman, 2011) and as
upsetting trauma, dread, and terror (Ford, 2009).

The mainstream diagnostic classifications, such as the DSM (American
Psychiatric Association, 2013), take very little account of the impact on these symp-
toms of the individual’s response to ‘stressors’ that may be involved in either the
present life situation or have historically been implicated in the formation of specific
symptoms. These classifications lack an emphasis for understanding the presenting
symptoms in the context of the suffering person’s life situation, life history, and
biological and developmentally shaped predispositions. Rather, the DSM-5 focuses
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on answering the question of whether the psychological presentation of the person
is more or less normative and whether it causes impairment in everyday function-
ing. The classification systems do not try to understand how the suffering relates to
the person’s overall sense of the self (including the biological level of functioning
such as tiredness, irritability, bodily pain expression, and tolerance), the person’s
sense of the self in the community, and the sense of self in the context of close fam-
ily or intimate relationships. The mainstream classifications do not try to understand
the psychological suffering in the context of the person’s life project, in the context
of the person’s life history, or in the context of the person’s needs and wishes.

To understand human suffering fully, however, we need to understand what
people strive for in their life. Along with psychology, many of the philosophi-
cal, scientific, and theological theories and approaches have attempted to provide
answers to this question. The question of what people strive for thus becomes
metaphysical, and various conceptualisations are provided. These conceptualisa-
tions are often shaped by personal persuasions, worldviews, and the preferences
of scientists, psychologists, and so on.. As a result, there has been much disagree-
ment both within and between the various disciplines as they are loaded with
values and their consequences. Most of the concepts are set a priori, on the basis
of the theoretician’s persuasions.

Each therapist is a theoretician, trying to understand what needs are not being
met when people are suffering and experiencing psychological and emotional pain.
Thus, considering what needs are unmet is a crucial part of the therapist’s work.
Whilst it is not possible to know fully what people strive for in their lives, we can
observe the principles that appear to capture the directions of these strivings.

RESPONDING TO EMOTIONAL PAIN

For centuries people have sought and offered both informal and formal help in
responding to emotional pain. Family members or caretakers in childhood, friends
and acquaintances, as well as formally trained doctors, priests, teachers, elders,
and more recently psychologists, counsellors, and psychotherapists were or are the
ones who offer this help. Caring others provided attentive presence and listening
as well as more active guidance. However, during the twentieth century, with the
development of psychology along with counselling and psychotherapy research, we
have developed a more scientific understanding of various forms of help through
psychological means. For instance, the recent neuroscientific evidence suggests
that the caring and empathic presence of the other has an analgesic impact on
the pain centres in the brain (Panksepp, 2011). A further line of research suggests
that providing social support increases the threshold of physical pain (Eisenberg,
2011; Master et al., 2009) or decreases the experience of threat as detected on a
neural basis (Coan et al., 2006). Much research evidence exists which documents
the positive role of social support (in its various forms) in increasing the capacity
to bear physical as well as emotional pain (see e.g., Brown, Sheffield, Leary, and
Robinson, 2003; Eisenberger, Taylor, Gable, Hilmert, and Lieberman, 2007).
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Nevertheless, despite the positive role of social support and our advancing under-
standing of how this social support alleviates (and sometimes transforms) emotional
pain, there are clear limitations to our capability of addressing emotional pain.
Although a lot of emotional suffering is transformed through informal social help or
through formal counselling or psychotherapy into safer, more sensitive, connected,
and more creative lives, it is also the case that a lot of suffering is not transformed due
to its complexity, the personal history of the suffering person, the level of adversity
the person experienced, along with possible genetic and biological predispositions
that may influence the biological resilience of the organism, and so on.

Psychotherapy research is attempting to distil and nuance the processes respon-
sible for transformation of emotional pain. We know quite a lot about what is help-
ful, but we want to know more about which actual psychological processes may
optimally respond to emotional processing. We want to understand what type of
emotional pain can be transformed through what kind of intervention processes
(Castonguay and Beutler, 2006). There are an infinite number of helping approaches
to emotional human suffering. These approaches are often similar or complemen-
tary, although occasionally they are following exactly the opposite steps.

This book is another contribution to the debate on how to address psychologi-
cal human suffering. It offers a view that places more emphasis on attending to the
distress, rather than avoiding or suppressing it. It focuses on the underlying pain
that informs the person about their unfulfilled needs. It focuses on responding to
those needs by generating an emotional response from the self as well as from the
other(s). This approach does not assume that people have irrational thoughts as
some approaches suggest, nor does it focus on an interpretation of how unresolved
conflicts are unconsciously and unsuccessfully played out in everyday function-
ing. Nonetheless, this approach agrees that people may not always fully under-
stand their own experiences and the resulting action tendencies.

The approach presented here assumes that there are strong genetic and environ-
mentally caused biological vulnerabilities (e.g., influencing neural substrate reac-
tivity; Caspi and Moffitt, 2006) that influence the level of human psychological
suffering. Indeed, a genetic predisposition may explain why some people are more
sensitive to physical as well as psychological pain (Way and Taylor, 2011). It may
even predispose some people to react to a social injury (in the form of rejection)
with more irritability and aggression (Way and Taylor, 2011). However, the research
also suggests (e.g., Ford, 2009) that it is the experience of emotional injuries, par-
ticularly if they are chronic in nature, that contributes to an enduring emotional
pain and further vulnerability and sensitivity to experiencing hurt. The experienced
emotional pain is then a response to an injury that prevents or violates the fulfilment
of the basic human needs, such as being loved, safe, and acknowledged.

The (interpersonal) injury may come in the form of exclusion, rejection,! or a
psychological and/or physical trauma/intrusive attack. All these forms of injury
are fundamental, direct, or indirect threats to healthy living and ultimately sur-
vival. For instance, the experience of a negative judgement may increase the cor-
tisol levels, which burdens the organism and so may contribute to a variety of
physical health problems (Dickerson, 2011). Exclusion leads to a psychological
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withdrawal, but also physiological resignation (DeWall, Pond, and Deckam,
2011). Traumatic attack brings an upsetting, uncontrollable experience that has an
immediate, as well as post-traumatic, effect (Ford, 2009).

Experienced emotional pain is always a result of the interaction of a harm-
ful trigger and the person’s need in the given situation. Indeed, any emotional
reaction is a reaction to a trigger in the context of the need related to the trigger
(Greenberg, 2011). We constantly appraise situations, whether they are meeting
our needs, and the result of that appraisal is present in our emotional experiences.
Each trigger is contextually specific, as is the need and thus also the resulting
emotional reaction. I will feel let down (emotional reaction) if my wife appears
unresponsive (trigger) to my need for comfort (need) while the unresponsiveness
of somebody who is not that emotionally relevant to me may be much less salient.

Our psychotherapy studies examining the emotional pain of clients with depres-
sion and anxiety problems (e.g., Crowley, Timulak, and McElvaney, 2013; Keogh,
Timulak, and McElvaney, 2013; Keogh, O’Brien, Timulak, and McElvaney,
2011; McNally, Timulak, & Greenberg, 2014; O’Brien, Timulak, McElvaney, and
Greenberg, 2012; Timulak, Dillon, McNally, and Greenberg, 2012) suggest that
the psychological needs that are violated or not responded to and thus bring an
experience of emotional pain cluster around (1) the need to be loved, understood,
and connected, (2) the need to be respected, acknowledged, appreciated, and vali-
dated in what the person does and who they are, and (3) the need for safety and
security. These appear to be the needs which, if not met or are violated, result in
the experiences of emotional pain that bring clients to therapy. These needs seem
to be connected to discreet clusters of emotions (emotional experiences) that are
at the core of emotional pain. These clusters involve: (1) The loneliness and loss-
(sadness) related cluster connected to the need to be loved and connected, (2) the
shame-related cluster connected to the need to be acknowledged as valuable, and
(3) terror/fear-related cluster that is connected to the need to be safe.

I would argue that conceptualisation of human distress in those underlying
emotional experiences is more meaningful than its conceptualisation in terms
of surface-level psychopathology, such as depression and anxiety. In EFT, these
symptoms are traditionally considered to be secondary emotional experiences
(Greenberg, 2011) as they are in general secondary to the underlying pain. If
I feel excluded or invalidated, I will not only feel sadness or shame, but if my need
in the sadness and shame, which is to be included and supported, is not responded
to, secondary hopelessness, helplessness, and depression will ensue. If I feel pro-
foundly alone and my need for being loved and close to somebody is not fulfilled,
I may resign myself to these feelings with no expectation that it will ever change.
With the resignation of my needs never being met comes overall depression, with-
drawal, sometimes also irritation and dismissal of my own attempts for closeness
and the attempts of others to approach me. A distressing picture of unhappiness,
despair, hopelessness, helplessness, and perhaps irritation with the self or others is
then presented around me; I may employ strategies in an attempt to avoid others.
Hopelessness, helplessness, and depression will then be secondary to my primary
sense of abandonment or shame.
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Similarly, since the trauma (terror), exclusion, and rejection are painful, it is
no wonder that I will feel debilitating apprehensive anxiety and fear that I may
be a subject of such adverse experiences again. The anxiety is experienced as
an uncomfortable emotion with an action tendency to flee. It focuses the person
to anticipate danger and thus keeps that person alert and mobilised, which from
a short-term perspective enhances the person’s response but from a longer-term
perspective has negative mental and physical health consequences. The anxiety of
further pain is uncomfortable on its own and thus mobilises a variety of avoidance
strategies that restrict the person’s functioning and restricts the fulfilment of the
basic psychological needs. Avoidance may be either behavioural or emotional. In
behavioural, we try to avoid any potential triggers of anxiety; for instance we may
avoid situations in which we could be evaluated or rejected. An extreme of such
behaviour would be agoraphobic behaviour that leads the person to avoid practi-
cally all situations. Emotional avoidance is characterised by strategies through
which we try not to feel the anxiety and especially the underlying painful emotions.

We employ many strategies in order to avoid pain. For instance, to avoid the
emotional pain of shame, abandonment, and terror, people may numb themselves,
dissociate, or overlook what they experience. Alternatively, they may lash out in
rage, attacking the source of pain and thus covering their underlying pain. Other
times the avoidance may be more deliberate, and people may attempt to use a
quick remedy such as numbness and relaxation induced by drugs or alcohol. We
also prepare ourselves for the impact of threat by worrying and imagining all
types of potentially dangerous scenarios. We may also overdo things in order to
minimise any potential threat.

This book focuses on particular ways of transforming emotional pain in psy-
chotherapy. Pain can be transformed by (1) helping to tolerate it and differentiate
its narrative and emotional components; (2) identifying the core of the pain; (3)
identifying the needs connected to the emotional pain that are not being met or are
violated; and (4) subsequent emotional response to those underlying needs. The
suffering, while still painful and sad, is then more tolerable for the individual; it
can inform the future life experience in a way that allows the person to be more
sensitive to the pain of others and enables him or her to provide a caring presence.
Additionally, the person is better able to seek support when needed and is more
able to stand up for his or her rights and those of vulnerable others. Paradoxically,
the suffering which has been so problematic for the person can be transformed
into a more emotionally mature way of living, which is characterised by a resolve
to leave a valuable stamp on the world and in the lives of others.

NOTE

1 The additive and independent effect of exclusion and rejection was demonstrated
experimentally (MacDonald, Borsook, and Spielmann, 2011).
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Part 1

Theoretical conceptualisation
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2 Emotional pain

To distil the core feelings at the centre of a client’s painful experience, the thera-
pist and client have to go/work through both the undifferentiated pain with which
the client presents (typically depression, hopelessness, and helplessness), and
the fear of that pain (apprehensive anxiety), which leads the client to engage in
avoiding behaviour. As the client is typically engaged in avoidance of anything
that could evoke core painful feelings, the client’s underlying pain may often be
masked or not readily visible. A warm, caring, security-providing, and validating
relationship has, on its own, been demonstrated to have an emotional pain-healing
propensity (Panskepp, 2011), and the patient, gentle unfolding of painful experi-
ences in the context of such a relationship can help the therapist and client access
the core of a client’s emotional pain.

As mentioned in the introduction, in-depth phenomenological analyses (e.g.,
Crowley et al., 2013; Dillon et al., 2014; Keogh et al., 2013; Keogh et al., 2011;
McNally et al., 2014; O’Brien et al., 2012; Timulak et al., 2012; but for similarity,
see also wishes reported in psychodynamic studies: Luborsky and Luborsky, 2006)
of the presentations in therapy of a sample of clients with depression, anxiety, and
traumatic experiences, suggest that emotional suffering concentrates around three
main clusters of unmet needs: (1) needs for safety and security (e.g., a sense of
calming, reassuring presence, a sense of being protected); (2) needs for love and
connection (e.g., care, understanding); and (3) needs for recognition of one’s own
value and agency (e.g., the space for own pursuits, autonomy, and their respect,
acknowledgment, appreciation, validation). It is the learning from our research
and clinical experience that the unmet needs embedded in these three domains
are typically articulated when clients touch on their most painful feelings. These
three domains of unmet needs also have corresponding core painful feelings that
signal that the needs are not met. For clients presenting with depression, anxiety,
and trauma, these could be clustered into three domains (1) traumatic fear/terror-
related feelings (I am insecure, invaded, I am experiencing terror); (2) sadness/
loneliness-related feelings (I am on my own, I do not feel loved); and (3) shame-
related feelings (I am worthless, I feel rejected) (e.g., O’Brien et al., 2012). Whilst
each client’s core painful experience is idiosyncratic to that individual, core pain-
ful feelings are typically a variation of these three clusters of emotions. Let us
have a look at these three clusters of emotional experiences.
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SAFETY VS. INSECURITY

We all want to be safe and avoid harm, both in the immediate present, and in the
longer term. We want to avoid feeling physical or emotional pain. Safety-seeking
guarantees our survival. If we were careless, we may not be at all. Anxiety informs
us about danger that could be fatal or harmful. That is why apprehensive anxiety
of future trauma can be so ingrained as an aftermath of a traumatic experience.
Traumatic experience brings a pain that we remember and, therefore, want to
avoid. We fear any potential pain that would resemble the trauma and become
fearful of any situation that matches the original traumatic situation in some way.
This avoidance can be so thorough that it may take place outside of our awareness.
We may apprehend without conscious awareness. Furthermore, we also find it
very difficult to ‘reason’ with our anxiety as the location of the fear network in the
brain, most of which is subcortical, makes it quite impenetrable to slow rational
cognitions (Ohman and Ruck, 2007).

Thus, with every terror/fear experience, we may develop fear of that type of
experience. We may become increasingly apprehensive of the traumatic, debilitat-
ing bodily reaction that will ensue from such experiences, and of the pain and dis-
organisation that such trauma and debilitation give rise to. Therefore, in addition
to the primary terror/fear itself, we are likely to develop secondary apprehensive
anxiety that fears the primary terror/fear bringing experiences. Such apprehensive
anxiety not only informs us of potential danger and pain but is, in its own right,
incredibly uncomfortable, unpleasant, and painful.

Primary terror and fear are typically experienced in response to traumatic dam-
age to our physiological or psychological self. It is worth noting that the word
‘trauma’ is often used to describe both the stressor—in other words, the trigger-
ing event giving rise to the reaction—as well as the strong, outside-of-regular-
experiencing reactions to that stressor (Ford and Courtois, 2009). Stressors giving
rise to a traumatic experience may be human or non-human (e.g., an accident),
and may be either a one-off, isolated event or repetitive/accumulative in nature.
The response to a traumatic stressor is a significantly upsetting, uncontrollable
experience that has an immediate, as well as post-traumatic, effect. The immedi-
ate effect may take the form of dissociation, profound panic, strong undifferenti-
ated emotional and bodily upset, a sense of uncontrollability, self-disintegration,
and an inability to self-regulate. The post-traumatic effect is most evident in the
manner by which triggers resembling the original traumatic situation can re-evoke
traumatic reaction and experiencing, further traumatising and upsetting the suf-
ferer. Whilst the resemblance between such triggers and the original traumatic
event may be clear or unclear, a defining feature of post-traumatic reaction is the
avoidance of potential threats or triggers that might re-evoke the traumatic state.

It is interesting to note that we respond to threats to our safety much quicker
than to any other stimuli. As a consequence of genetic predisposition, we are also
more likely to be conditioned to such stimuli (Ohman and Ruck, 2007). We may
fall from a height once and potentially die. Therefore, if we unexpectedly fall
from a height in some situation, we will not only be very terrified while we are
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falling, but we will also become extremely apprehensive of similar situations that
may lead to a fall in the future. As noted already, our apprehension may, to a great
extent, exist/occur outside of our awareness. For instance, there is strong research
evidence documenting autonomic anxious responses to masked dangerous stimuli
(visible also as brain activation in the amygdala), meaning that while we may not
know what we are seeing, we may already be reacting to it (Ohman and Ruck,
2007). Research also shows that there is variability in biological predisposition to
fear, with some subjects responding to potentially dangerous masked stimuli more
than others (see studies on masked stimuli such as Ohman and Soares, 1994).
Such studies indicate that we differ in our fear proneness. Most likely, this is an
inheritance of our evolution. Some of us are perhaps more evolutionary conserva-
tive, whilst some are perhaps more modern. Whilst some of us fear flying, as it is
not very natural for our bodies—and therefore dangerous—some do not, as it is
becoming more natural.

Once traumatic experiencing starts, the resulting terror and fear guide our
attention, increasing our engagement with what is possibly dangerous in a manner
which is difficult to disengage from (Ohman and Ruck, 2007; Petersen and Posner,
2012). The more of such engagement we have, the more problematic our experi-
encing can become. Fear circuits are not only easily activated, but once activated,
their survival-oriented functioning means that they can become very entrenched.
As Quirk (2007) points out, the experiencing of chronic anxiety enhances the
ability of the amygdala to learn fear associations, whilst simultaneously reduc-
ing the ability of the prefrontal cortex to control fear. This is further problem-
atic as changes to amygdala- and hippocampus-based circuits may be irreversible
(Quirk, 2007). So, while on a prefrontal level (where most of our rational think-
ing takes place) we can reason with our perceptions, such rational efforts may
be overpowered by more automatic and powerful impulses deeply ingrained in
lower parts of the brain. Whilst we can explain to somebody that flying is not that
dangerous, he or she may still have anxious reactions to any sign of turbulence on
the plane during the flight.

Experienced traumatic events are encoded in memory and serve as a basis
for the creation of emotion schemes, which may be activated when an individ-
ual encounters stimuli or triggers that resemble the remembered events. Within
emotion-focused therapy (EFT), emotion schemes are conceptualized as “emotion
memory structures that synthesize affective, motivational, cognitive, and behav-
ioral elements into internal organizations that are activated rapidly, out of aware-
ness, by relevant cues” (Greenberg, 2011, p. 38). With any problematic emotion
schemes that lead to maladaptive experiences and actions, it is important that we
are able to rework (or rewire on the neural level) the emotion scheme in such a
way that the client’s emotional processing once again serves an adaptive func-
tion, namely the rapid assessment of situations with regard the client’s needs in
those situations. Transformation of emotion schemes formed as results of trau-
matic events is quite complex, as the memory of the danger has an important
survival-oriented function. Thus, trauma-based emotion schemes are quite rigid
and lasting.
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It appears that traumatic memory can be ‘undone’ through an extinction pro-
cess (inhibitory learning). In such a process the individual learns to associate
memories of safety with benign situations that hitherto, due to their resemblance
to the traumatic situation, had triggered terror/trauma (Quirk, 2007). Such ‘safety
memories’ are most effective at undoing trauma when formed early after the trau-
matic link is developed (Myers, Ressler, and Davis, 2006). On the other hand,
inhibitory learning of this type is hindered by the fact that the conditioned fear
is very much environment dependent (Bouton, 2004). This means that it is very
difficult to ‘unlearn’ fear experience linked to a particular fearful trigger in an
environment that is not exactly the same (e.g., the therapist’s office) as the original
situation where the traumatic experience occurred.

Overall, it appears that the lack of balance between the traumatic experiences
and feelings of safety as well as chronicity of stressor memories can contribute
to chronic anxiety (Quirk, 2007). Chronic anxiety is furthermore known to con-
tribute to depression and resignation (Barlow, 2004). From a developmental per-
spective, traumas encountered in early life may impact neural development and
may result in functional changes within the developing brain (Ford, 2009). Most
obviously, traumatic experiences may prompt a change from ‘learning brain’ to
‘surviving brain’ functioning, the latter being characterised by harm avoidance
and a lack of openness to experience. Indeed, the developing brain impacted by
trauma may be affected by both biochemical and structural changes (Bateman and
Fonagy, 2004; De Bellis et al., 1999; Cohen et al., 2006). Particularly problematic
are continuous traumas caused by abusive or neglecting significant others who
are supposed to be providing a safe and emotion-regulating presence (Bateman
and Fonagy, 2004). Such traumas can lead to the development of both problem-
atic working models of interpersonal interaction and problematic pathways of
processing emotional experience. From an EFT perspective, such problematic
emotional processing is conceptualised in terms of maladaptive emotion schemes
centred on activating trauma/terror/fear evoked in response to triggers resembling
the original traumatisation.

LOVE AND CONNECTION VS. LONELINESS

Experiences of love and connection are not only pleasurable (on a biological level,
for instance, such experiences stimulate excretion of the ‘love’ hormone oxyto-
cin), but they also provide us with security. Put simply, we survive in communi-
ties. Experiences of closeness and caring are thus antidotes to scary aspects of life.
The experience of being cared for has a calming effect on many levels. It reduces
physical pain through the release of endogenous opioids (Panksepp, 2011). In
addition to alleviating the effect of physical pain, experiences of caring have also
been shown to developmentally shape tolerance of emotional pain and the capac-
ity for emotion regulation (Ford, 2009). Indeed, a social loss in childhood (e.g.,
the death of a parent) increases proneness to depression and brings neurobiologi-
cal changes to brain functioning (e.g., hyper-reactivity of some neural systems as
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well as alterations in some neurotransmitter systems, Heim and Nemeroff, 1999).
A caring and loving presence expressed in the form of empathy has an affect-
regulating impact on children as was powerfully demonstrated by Edward Tronick
(Tronick, Als, Adamson, Wise, and Brazelton, 1979; Tronick, 2005) in his still
face experiments. In these studies Tronick showed how emotionally dysregulated
a baby could become when encountering an unresponsive mother. Conversely,
the same studies showed how soothed a baby could be when experiencing a
responsive mother.

Similarly, studies on adult love and caring have shown how the presence of a
caring spouse can have an immediate, calming effect. James Coan and his col-
leagues (Coan et al., 2006) showed how a female participant, when anticipating
a mild electric shock in a fMRI study, could be calmed by holding her husband’s
hand. This calming effect was evident in lower levels of neural activation in those
parts of the brain related to threat processing. Furthermore, the calming effects
of the husband’s hand holding on neural activation levels was a function of the
quality of the couple’s marital relationship, with more satisfied participants being
more calmed by the hand holding. A similar study conducted by Master et al.
(2009) showed that holding a partner’s hand, even if that partner was behind a
curtain, led to attenuation of experienced pain (heat). The same study reported that
merely showing the subject a picture of the partner had a similar effect. Indeed,
some studies suggest (e.g., Holt-Lunstad, Birmingham, and Jones, 2008; Kiekolt-
Glaser and Newton, 2001) that marital satisfaction corresponds with health and
potentially longevity of married couples.

The opposite of love, care, and connection is loneliness; a lack of experienced
closeness, connection, and love corresponds with an experience of loneliness.
When lonely, one is organised by unmet needs such as longing for connection,
love, and closeness. To have these needs not met leads to emotionally painful
experiences of sadness and loss. It can also eventually lead to a secondary psy-
chological withdrawal, but also to physiological resignation (DeWall, Pond, and
Deckam, 2011). Loneliness can also be experienced by people who seemingly
do not lack social contact, as experiencing social contact without the intimacy of
belongingness can also lead to experiences of emotional isolation (Cacioppo and
Patrick, 2008).

As physical pain and emotional pain share neural regions, they also share some
attributes (Eisenberger, 2011). Interestingly, whilst mild emotional pain (e.g.,
exclusion by strangers) increases physical pain sensitivity (Eisenberger, 2011),
intense emotional pain (e.g., experimental manipulation suggesting that you end
up alone later in life) has been shown to result in social and physical analgesia
(Eisenberger, 2011; Chen and Williams, 2011; DeWall and Baumeister, 2006).
Furthermore, Baumeister et al. (2002) showed that when people were manipu-
lated and told that they would end up alone later in life, not only did they expe-
rience physical and social resignation, but their immediate complex cognitive
performance also deteriorated. Research studies suggest that experienced social
exclusion decreases self-regulation, increases aggression, and decreases proso-
cial behaviour such as empathic concern for others (DeWall, Pond, and Deckam,
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2011). This suggests that lonely people become more irritable and hostile, which
perhaps contributes to their further ostracisation.

The negative impact of loneliness is well-documented. People with high levels
of self-reported loneliness consume more alcohol, exercise less, sleep worse,
and perceive their psychological and social connection in a much worse light
(Cacioppo and Patrick, 2008). Experiences of loneliness, indeed, lead to a more
resigned style of behaving in which people may not appreciate dangers to their
health, for instance, when consuming comforting but unhealthy foods (Cacioppo
and Patrick, 2008). Experiences of loneliness may also prompt maladaptive self-
soothing behaviour in the form of addiction to narcotics (Panksepp, 2011). Such
self-soothing is both short-lived and counterproductive, as withdrawal symptoms,
when the narcotics leave the body, typically result in an increase in feelings of
sadness. Loneliness can also have other consequences for the person’s health.
It has been shown to impact adversely on cardiovascular- (Hawkley, Burleson,
Berntson, and Cacioppo, 2003), and immune-system functioning (Pressman et al.,
2005). Lonely subjects have been found to have higher levels of stress hormones
in their blood (Cacioppo and Patrick, 2008), and there are suggestions that loneli-
ness affects gene expression ability to shut off inflammatory response (Cacioppo
and Patrick, 2008). Experimental studies inducing a sense of loneliness in sub-
jects (e.g., through hypnosis) have also shown the adverse impact of loneliness
on subjects’ self-esteem, shyness, perceived social support, and fear of negative
evaluation (Cacioppo and Patrick, 2008).

To make the issue even more complicated, it would appear that people who
experience loneliness may also be less skilful at eliciting cooperation from others
(Cacioppo and Patrick, 2008). This may be partially due to the fact that lonely
people are more likely to withdraw from interaction (DeWall, Pond, and Deckam,
2011), as they may be less trusting and may expect abandonment (Jones, Freemon,
and Goswick, 1981). Indeed, research studies suggest that the greater the expe-
rienced loneliness, the less likely lonely people are to solicit support (Cacioppo
and Patrick, 2008). Furthermore, people who do not have high expectations with
regards closeness and intimacy may miss signs of the potential for intimacy
(MacDonald, Borsook, and Spielmann, 2011).

Although loneliness prompts a desire to affiliate, failure to fulfil this desire
can lead to depression, resignation, and apathy (Cacioppo et al., 2006). Thus,
experienced loneliness can lead to more loneliness and eventually to withdrawal,
shutting down, isolation, hopelessness, helplessness, and depression. The vicious
circle is thus complete and is very difficult to break. The unmet needs for close-
ness and connection are shut down (although the oxytocin levels during the expe-
rienced isolation are also elevated, suggesting that they signal the need for being
connected to, cuddled; Way and Taylor, 2011). For these reasons perhaps, it is
very difficult to bring a client’s experiences of loneliness to the fore and identify
what is being missed. It is also difficult to mobilise the client to reach out to oth-
ers, and to open up to the possibility of seeing and letting in any caring and loving
behaviour that may be expressed toward him or her. This latter is especially chal-
lenging, as in many cases, the unfortunate reality may be that there is very little of
such care and love available to the client.
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Research studies (often animal studies; see review in Way and Taylor, 2011)
also suggest that genetic predispositions to benefit or not benefit from the caring
behaviour of caregivers may be quite important in the developmental history of
individuals with experiences of loneliness. Genetic predisposition may be respon-
sible for a low tolerance of early adversity, but it might also influence how well
we can benefit from the social support that is available to us. For instance, it is
possible that the same genetic predisposition that makes us vulnerable to adversity
might make us particularly well-attuned to good and caring behaviour. This phe-
nomenon is visible in animal studies (reviewed by Way and Taylor, 2011), which
have shown that highly reactive monkeys who are fostered by nurturing mothers
develop good social skills, while monkeys of the same type, fostered in a non-
caring environment, are more likely to develop as unlikeable.

As with trauma/terror/fear, loneliness (and the sense of being abandoned or
overlooked) is often experienced very early in one’s life. The internal working
models (of interpersonal interaction) and emotion scheme-based self-organisations
that develop as a consequence of the experience of loneliness can therefore
become heavily ingrained, stable, and self-perpetuating. Animal studies suggest
that levels of the hormone oxytocin (the presence of which is stimulated by cud-
dling behaviour) during early development may have consequences for later social
behaviour. So for example, low levels of oxytocin during early development may
lead to higher levels of irritability and less interest in social interaction when older
(Way and Taylor, 2011).

The activation of historically formed emotion schemes centred around the
sense of loneliness by current triggers evokes a whole system of feeling pro-
foundly abandoned. Protection against this painful feeling often takes the form
of shutting down or avoiding emotional experience. Such avoidance can include
avoidance of social situations, which could potentially result in exclusion. Thus,
the most longed-for experience, to experience connection, closeness, and social
contact, is not even sought; rather, it is dreaded and avoided.

VALIDATION VS. SHAME

The third cluster of core painful emotional experiences relates to a lack of
acknowledgment, validation, and appreciation. Experiences of validation, as with
experiences of love, bring a sense of belonging, but they also bring an identity-
giving sense of the unique contribution the person is making to the community.
Ultimately, experiences of validation are linked to experiences of safety; when we
are seen and recognised by those close to us, by our peers, we know that we are
important to them. We feel we are part of the community that provides us with
relationships and safety.

The opposite of acknowledgment and validation is social or interpersonal rejec-
tion. Whereas an experience of rejection is similar to experiences of exclusion,
the additive and independent effect of rejection has been demonstrated experi-
mentally (MacDonald, Borsook, and Spielmann, 2001). Exclusion and abandon-
ment evoke feelings of sadness, loss, and ultimately, loneliness. Experiences of
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rejection and judgment however evoke shame-based emotions (e.g., shame, guilt).
In a series of experiments, MacDonald et al. (2011) poignantly showed that social
threat (negative, rejecting judgment) led to a more painful impact than just pure
non-inclusion. In reality, though, non-inclusion (exclusion) often goes hand-in-
hand with rejection. Thus it is not surprising that we often find both closely con-
nected in clients’ experiences of the most hurting events in their life. Nor is it
surprising that these events, and the memory of these events, evoke in the clients a
painful mixture of shame- and loneliness-based feelings (Greenberg and Watson,
2006; O’Brien et al., 2012).

Experienced rejection hurts physically as the neural circuitry of emotional and
physical pain is shared and activated in the face of social rejection (Eisenberger,
2011). Experiences of shame are not only excruciating (increasing felt pain and
rejection sensitivity; Eisenberger, 2011), but they also come with an action ten-
dency to shrink and disappear. Thus experiences of shame naturally lead to avoid-
ance of contact and to physical, physiological, and social withdrawal (MacDonald
etal., 2011). In some cases they may also lead to increased irritability and poten-
tially antisocial aggression (aggressive behaviour as a response to rejection and
humiliation seems to be genetically moderated; Caspi et al., 2002; Eisenberger,
2011; Leary, Twenge, and Quinlivan, 2006; Way and Taylor, 2011). Furthermore,
rejected individuals, can expect further rejection and thus appear hypervigilant.
Such behaviour may be seen as socially awkward by interacting peers and thus,
unfortunately, increases the likelihood of rejection (MacDonald et al., 2011). This
then leads to a vicious circle. Rejection brings painful experiences of shame and
isolation. This painful experience creates an apprehensive fear of rejection, which
manifests itself as awkwardness and tension, which then bring on further rejection
and humiliation.

The developmental experiences of bullying that often happen in psycholog-
ically decisive periods of life so prevalent among the clients of psychological
services are good examples of vicious circles of rejection and humiliation (e.g.,
Arseneault, Bowes, and Shakoor, 2010). Other sources of such shame-based pain-
ful experiences are the criticisms and judgments given by harsh, critical, unhappy,
or disappointed caregivers (e.g., parents who feel disappointed at the sight of their
children’s behaviour, performance, etc.). These sometimes subtle, other times
explicit, rejections and evaluative judgments often lead to an internalised sense of
shame, manifesting as self-doubt, self-rejection, and self-criticism (cf. McCranie
and Bass, 1984). Such people then come across as lacking in confidence, as vul-
nerable, and as socially apprehensive (anxious, fearing rejection), all of which can
make them vulnerable to further criticism and judgment.

The toll of experienced rejection and consequent shame, embarrassment, and
humiliation is significant, particularly if it is a chronic experience (Dickerson,
2011). Dickerson (2011) summarises research studies showing the negative impact
of chronic negative evaluation and rejection on the cardiovascular, neuroendo-
crine, and immune systems. For instance, chronic rejection leads to the increased
presence of cortisol, which has many negative health effects (cf. Dickerson &
Zoccola, 2013). The presence of high cortisol levels may be particularly specific
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for the situation of negative evaluation as opposed to other stressful situations.
Gunnar, Sebanc, Tout, Donzella, and van Dulmen (2003) showed that this applies
even in pre-school children, whose saliva indicated higher cortisol levels if the
sociometric measures indicated rejection by peers.

Shame is a complex emotion that starts to develop in the latter part of the sec-
ond and particularly in the third year of life (Lewis, 2008). As a self-conscious
emotion, its development corresponds with the development of a sense of the self.
As with the other core painful emotions of fear and loneliness/sadness, genetic
predisposition may make certain people more sensitive to rejection by others. On
a biological level, for instance, this can be seen in between subject variability in
the functioning of cortisol release, in the moderating function of serotonin levels,
or in the production of monoamine oxidase (a neurotransmitter degrading enzyme)
during the rejection event (Way and Taylor, 2011). Similarly, there may be vari-
ability in the biological/genetic predisposition to solicit and/or to benefit from
existing social support (a factor which has clearly been shown to have a blunting
effect on the experienced pain in social rejection; Way and Taylor, 2011), with
some people benefitting more and some less from this blunting effect. Genetic
and biological predisposition may also modulate the response to social rejection
with irritability and subsequent aggression being used as a defence to intolerable
shaming and shame (Way and Taylor, 2011; Leary, Twenge, and Quinlivan, 2006).

Biological proneness and early experiences of rejection provide a powerful
interplay that can lead to long-lasting biochemical and structural changes to the
developing brain (Bateman and Fonagy, 2004; De Bellis et al., 1999; Cohen et al.,
2006). Long-term traumatic experiences of abuse and neglect, as well as reject-
ing abandonments, also bring experiences of intolerable shame that may come
both from the shaming other, but also from the self-critical processes, by which
the child attributes the reasons for significant others’ behaviour to the self, in an
effort to have some control over it. For instance, a child with an unpredictable,
abusive, and neglecting parent may start to look at him- or herself and reason that
he or she has some flaws that are responsible for how the parent treats him or her.
This self-attribution of the problem can have a temporary adaptive function as it
may allow the child some small sense of control over an otherwise unpredictable
environment, and may engender hope that finding and changing flaws in the self
might potentially lead to a different response from the parent. Of course, with a
problematic parent this does not happen (the parent stays the same), which then
leads to further self-inspection on the child’s part and the vicious circle of self-
doubt and self-criticism begins—a vicious circle which may have a lasting effect
and which may be carried on further in life.

CHARACTERISTICS OF EMOTIONAL PAIN

Although our studies suggest that at the bottom of individuals’ unresolved emo-
tional pain are emotion schemes centring around terror/fear, loneliness, and
shame, it is also the case that these emotions are present in different ways for
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each individual, and furthermore that each individual experiences these emotions
idiosyncratically (e.g., Crowley et al., 2013; Dillon et al., 2014; Keogh et al.,
2013; Keogh et al., 2011; McNally et al., 2014; O’Brien et al., 2012). Sometimes,
particular emotions are explicitly to the fore, while others may be more implicit
and inferred. For instance, a client may primarily experience a sense of loneliness
and abandonment. Although implicit within these feelings of loneliness is a sense
of insecurity (e.g., the sense that / have no protection) and this may be inferred
from aspects of the client’s narrative, feelings of fear or insecurity may not be the
fore of the client’s experiencing. This does not cause any problem for the thera-
peutic work as the therapist is primarily led by the client’s experience and not the
theoretical construction.

The mixture of feelings of fear/terror, sadness/loneliness, shame/humiliation is
not the only characteristic of core painful emotion schemes. There are a number
of other characteristics which our studies (see above) showed to be helpful when
seeking to conceptualise a client’s core pain. Core painful feelings always sig-
nal unmet needs (e.g., [ feel abandoned—my need for connection and love is not
fulfilled; 1 feel ashamed—my need for validation and self-acceptance is not ful-
filled; I feel terrorised—my need for security is compromised.). There always exist
triggers and potential triggers which activate the emotion schemes incorporating
painful experience. There is always the person’s way of interacting with the trig-
gers through managing the self in the context of those triggers (e.g., self-criticism,
self-protection). There is typically fear of the triggers that bring the emotional
pain. This fear then leads to emotional avoidance of the pain or behavioural avoid-
ance of the triggers that would bring the pain. And finally, there will almost inevi-
tably be a chain of secondary emotional responses directly and indirectly related
to the core pain. Core painful emotions are not only so difficult to bear that the
person tries to avoid them, but they also do not lead to adaptive action. Further-
more, the needs implicit in core painful feelings are unfulfilled and the core pain-
ful emotions are too painful to be processed; therefore, clients typically present
with a chain of secondary emotions, such as hopelessness, helplessness, rejecting
(defensive) anger, depression, depletion, tension, frustration, and other forms of
(often poorly differentiated) distress.

We will now have a more detailed look at the aspects of painful emotion
scheme organisations.

TRIGGERS OF EMOTIONAL PAIN

Emotion schemes containing painful, unbearable feelings are activated or trig-
gered by interactions with the environment (most often social), which in adult life
often resemble the historical circumstances that led to unbearable past emotional
experiences. Emotional pain is typically activated by historical or current experi-
ences of (1) intrusion, danger, attack, (2) abandonment, betrayal, exclusion, and
(3) humiliation, rejection, condemnation. These triggers correspondingly bring
experiences of unbearable (1) terror/fear, (2) loneliness, and (3) shame that may
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be too painful for the individual to tolerate and that lead to profound avoidance
or collapse and, therefore, do not inform any adaptive action (Greenberg, 2011).
Experiences like these are particularly difficult and impactful if they occur dur-
ing developmentally sensitive periods of life. This is especially the case during
childhood when the person is most vulnerable and is dependent upon the support
of adults for protection, love, and validation. Traumatic experiences which hap-
pen early in life and continue for a long period of time, or which are particularly
devastating (even if they occur much later in life), can lead to the development
of maladaptive emotion schemes. Although these emotion schemes could have
been as functional as possible in adverse circumstances at the time of the original
traumatising experience, over the longer term, they may result in a maladaptive
functioning.

For instance, consider an individual who as a small boy experienced aggres-
sive attacks from an alcoholic father. Not only did the father beat the boy, but in
times of need, the father was never there for the boy, instead berating or criticis-
ing him at every opportunity. Given such experiences, the boy would most likely
be terrified, lonely, and ashamed. As the boy grows older, it is likely that similar
emotional experiences would be triggered by interpersonal situations where the
behaviour of others resembles the behaviour of the father. This would even be
the case as the boy enters his adult years. Furthermore, an individual with such
history would most likely come to dread such treatment and thus would try to pre-
vent the occurrence of similar triggers. It is also worth noting that these triggers
may not even be ones that concern the individual directly, as the individual may
begin to worry that the trauma which happened to them could happen to others
to whom they are close. As Chen and Williams (2011) powerfully showed using
fMRI-based research, emotional pain arising as a consequence of either remem-
bering painful events from the past, or anticipating painful events in the future,
activated the same part of neural circuitry as was activated during the actual expe-
rience of emotional pain in the present. I will talk about characteristics of the
triggers of emotional pain in Chapter 5 (which focuses on case conceptualisation
in psychotherapy).

SELF-TREATMENT

The person is not a passive recipient of the triggers of emotional pain. He or
she tries to actively respond to these triggers, often doing so by first addressing
their own emotional processes triggered by the difficult interactions. Thus, in
the context of a difficult trigger, the person can respond actively toward the
self in an adaptive way, by supporting the self, improving the self, or by being
compassionate toward the self. Alternatively, the person can respond to the self
in a maladaptive way, by criticising the self, worrying the self, or by the outright
blocking of emotional experience. I will now focus only on the maladaptive
forms of self-treatment, as it is maladaptive self-treatment that contributes to the
experienced emotional pain.
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Maladaptive self-treatment strategies develop gradually, coterminous with
the development of the self, and are shaped by interaction between the self and
the environment. Initially, they may serve an adaptive function in an otherwise
traumatic situation. For instance, I have already mentioned the example of an
aggressive and neglecting father who leaves his child feeling insecure, unloved,
and ashamed. In such a context, the child may attempt to control the unpredict-
able behaviour of the father by attributing the reasons for the father’s problematic
behaviour to the self. Such thinking may leave the child with the hope that if he
can in some way be different, the father may behave better. Of course, as outlined
above, such efforts on the child’s behalf will not change the behaviour of the par-
ent, and whilst the child gets into to a vicious circle of self-criticism resulting in
deepening, negative feelings of shame, the parent does not change.

Listening to clients’ stories, it appears that self-criticism is indeed one
of the main maladaptive strategies that people employ in order to control the
impact of social rejection or other types of social adversity (e.g., abuse, neglect,
exclusion). Mild forms of self-criticism that are focused on self-improvement
can naturally be healthy, as people can improve and thereby win social recogni-
tion, both from individuals they are close to but also on a broader social level.
However, self-criticism, where the tone is one of self-contempt, is almost never
healthy. Such forms of self-criticism are often also introjections resulting from
treatment by emotionally salient others, and they can be particularly debilitat-
ing, often ending up in profound self-loathing and a concordant sense of shame
and worthlessness. Indeed, the level of self-contempt, or self-disgust, appears to
be an important predictor of the client’s resignation and eventually depression
(Greenberg and Watson, 2006).

Sometimes self-criticism may have an explicitly self-protective function. In
such instances, the child (and later on, the adult) may brace him- or herself for
negative treatment by others. The person may enact self-criticism in order to
toughen him- or herself, so that he or she might cope with negative treatment by
others. For instance, the person may criticise him- or herself after delivering a
performance, so when then the anticipated criticism comes from the other person,
it is neither a surprise nor a disappointment. The function of the internal criticism
is then reinforced, as the person can see its positive function in preparing the self
for potential criticism and thus pre-empting disappointment. At other times, self-
criticism may take the form of self-punishment, or even self-harm. It may be an
expression of hopelessness, anger, or resignation. Once disappointment comes,
the person may need to ‘deal’ with it somehow, and self-punishment may serve as
a channel for anger. It may even indirectly reinforce a hope that if I beat myself
now, I might avoid similar disappointments in the future.

Another common self-treatment strategy engaged in by individuals in an attempt to
control the core pain elicited by painful triggers is self-interruption (Greenberg et al.,
1993). This self-treatment strategy essentially involves attempting to block emo-
tional experiencing and thus stop emotional pain. People can avoid feelings outright
by avoiding awareness of those feelings and the emotional pain that they give rise
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to. They can try to stop or limit feelings by almost physically shutting themselves
down or by physically tensing the self. In this way, distinct painful emotions can be
hidden in inchoate physical experiences of tension and tiredness, or in specific somatic
complaints such as headaches, neck tension, or chest pain. On a behavioural level, this
sort of self-interruption can lead to incongruity. The person may not be fully aware of
what he or she feels, so might, for instance, offer incongruous nervous smiles, when
in actual fact, he or she is terrified. O’Brien et al. (2012) observed that clients with
generalised anxiety disorder frequently resorted to a wide range of self-interruption
strategies. These included diminishing the extent of their emotional experience,
changing the subject of discussion when something painful was being touched on,
laughing off painful content, or engaging in behaviour that prevented the therapist
from focusing on something more personally or emotionally salient. Clients were also
observed as downplaying the emotional significance of important relationships. Early
on in therapy, a client may say something like: ‘I do not want to talk about my parents.
They are insignificant. I did not speak with them for eighteen years. I have no issues
with them’. Clearly, this signals that the issue is being avoided at almost any cost.

O’Brien et al. (2012), as well as others before them (see Greenberg et al., 1993)
also noted that some clients interrupt primary painful emotions by enacting sec-
ondary reactive emotions. A typical example is when an individual becomes angry
when humiliated and feeling shame, thus interrupting the experience of shame by
substituting it with reactive anger. Take the example of a male client who has an
argument with his boss. The client feels put down by his boss, who is also dis-
missive of him in front of other co-workers. The client is humiliated, but instead
of being in touch with and aware of his own humiliation, he jumps straight to
rage, expressing a wish to ‘strangle’ the boss. In this example, the experience and
expression of anger serves as an avoidance strategy by which the client avoids
unbearable feelings of humiliation.

At others times, self-interruption may take the form of suppressing anger when
feeling justifiable anger at mistreatment. So for example, a girl may feel angry
toward her neglecting mother. However, she may interrupt awareness or expres-
sion of such anger, as to allow such feelings might give rise to intolerable feelings
that she is indeed a bad, angry girl, deserving of her mother’s rejection.

Self-worrying is another self-treatment strategy that, whilst perhaps once func-
tional, has the potential to become very debilitating. A person engaging in self-
worrying anticipates certain triggers that might happen (e.g., I might be criticised
and rejected, as I used to be; I might be attacked as [ was before; or Somebody
close to me, my children, might get abusive treatment of the kind that I was not
able to cope with.). The person then tries to avoid such triggers, out of the fear
that the triggers will bring unbearable pain. The person may play out potentially
horrifying scenarios in their mind, and may try to prevent them from happen-
ing in reality, by means of their own behaviours. Such behaviours might include
over-checking for potential dangers, avoiding activities that could lead to poten-
tial dangers, or over-engaging in preparation for what to do in the event that the
anticipated dangerous scenarios actually take place.
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Individuals can become strongly attached to their self-worrying processes, and
worry can be seen as an important asset by many clients. They can view worry as
having a protective character. Worry can also prompt people to be very diligent
and responsible, which in turn can win them social recognition (O’Brien et al.,
2012). On the other hand, the toll of worry can be an overwhelming sense of
exhaustion (Murphy et al., 2014), leading eventually to physiological tension,
chronic anxiety, and in some cases to psychological and physical collapse.
Excessive worry can make all bad scenarios real in a person’s experience and
thus, can scare the person to an extent that limits the person’s capacity to respond
to their environment in a manner that is effective or healthy.

Worry can lead to behavioural avoidance, so that the person is not confronted
by the feared triggers (e.g., If I do everything to perfection, I will not be criticised
and rejected.). It can also induce the worrying person to engage in attempts to
control others (e.g., If my partner stays at home and does not go out this evening,
nothing bad will happen to her, plus it means [ will not have to spend the night
worrying about what might happen to her if she does go out.). Worry can also be
closely linked to self-criticism. The person may worry about what might happen,
whilst simultaneously blaming the self for what might happen. Thus the seem-
ingly protective function of the self-worry process, to be cautious in order to avoid
disaster, may overlap with the seemingly protective function of the self-critical
process, to be perfect in order to avoid disaster.

ANTICIPATORY (SECONDARY) ANXIETY

Worry, and in some cases also self-criticism, are often fuelled by a fear of core
emotional pain. A person with such fear scans his or her environment for signs
of triggers that could potentially bring the feared pain. As elaborated on above,
the worry process is an exemplary case of avoidance engaged in as a result of this
anticipatory fear of pain; the person first worries about potential triggers and their
impact, and then acts on this worry by avoiding identified potential triggers. It is
important to note that anticipatory anxiety is a fear of pain, but it is not itself the
core pain. It is a more surface-level fear (in EFT terms, a secondary emotional
response), which needs to be distinguished from the primary fear of terror/trauma,
that fear and terror which we feel while we are being violated. Primary fear is
sheer distress experienced in response to currently experienced trauma. As such,
it has a more specific and more painful quality than the anticipatory fear of pain
that we are talking about here.

Nonetheless, despite the fact that apprehensive fear is secondary to the core
pain, it still has a very debilitating quality. A good example is social anxiety.
Although the anticipatory anxiety with which socially anxious clients present is
typically secondary to a more primary unbearable sense of shame and humiliation
(I will be criticised, ridiculed, fooled, or rejected, and left with embarrassment,
shame, and humiliation.), it is this anticipatory anxiety which most sufferers,
and often also, most therapists, will focus on. Uncomfortable feelings of panic,
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tension, worry-induced apprehension, and stiffness will be what will preoccupy
the suffering person. However, these symptoms are the result of a process, the
function of which is to keep more fundamental and intolerable feelings of shame
out of awareness. The suffering person is likely to be very aware of his or her own
anxiety and is likely to be knowingly engaged in various strategies to avoid the
anxiety (e.g., using tablets, having rituals, using various props and crutches) or
avoid situations which might trigger it. Many psychological therapies (particu-
larly cognitive-behavioural therapies) indeed focus on this more secondary and
superficial, although very debilitating, anxiety. In fact, intervention at this level
may indeed be required, as panic and anxiety can overwhelm a client’s capacity
to function at the most basic level. A client’s level of anxiety or panic can also
sometimes increase to a point where it seems unrelated to any discernible triggers
in the environment. This is the case in the diagnosis of panic disorder, in which
panic attacks appear to occur spontaneously without any obvious triggers. Even
in these cases, however, it has been demonstrated (cf. Barlow, 2004) that people
are reacting to potential triggers; it is simply that they are not fully aware of what
it is that is triggering their responses.

Again, as with other aspects of painful emotion scheme self-organisations,
there are likely to be a variety of factors which contribute to the development of
anticipatory fear of pain. Much of the discussion outlined earlier in this chapter
in relation to the fear/trauma cluster of core painful emotions is relevant here.
It is worth noting that it has been empirically demonstrated that highly anxious
people are especially sensitive to social and physical pain (DeWall et al., 2011).
The obvious suggestion here is that there may be variability between people with
regards to how well individuals can tolerate emotional pain and the uncomfort-
able physical feelings that go with it (see also Barlow, 2004, for his exposition
of the view that intolerance of anxiety actually contributes to the development of
anxiety disorders). Such individual differences may have both biological/genetic
as well as psychogenetic roots. Again, | refer readers to the discussion on safety
vs. insecurity earlier in this chapter.

AVOIDANCE

Fear of emotional pain and of the triggers that activate it leads to emotional and
behavioural avoidance. For some clients (e.g., clients presenting with GAD), the
key process of emotional avoidance is worry (see also the discussion above under
self-treatment). However, and as already briefly discussed, although worry fulfils
these protective functions, it is rarely fully successful. First of all, the worry process
maintains apprehensive anxiety, the consequence of which is that the individual
sees potential danger everywhere. Furthermore, the worry process fails to provide
complete relief from emotional distress as aspects of feared painful emotional
experience (such as shame, terror, loneliness) inevitably filter through and are felt
as part of the individual’s lived experience. This experience of painful feelings,
however limited, leads to further fear and reinforces/fuels the need to avoid.



26  Part I: Theoretical conceptualisation

As already discussed, fear of pain and fear of the triggers that can bring pain
lead to behaviour whose purpose is to prevent those triggers from happening.
Worry about triggers further reinforces this process of behavioural avoidance. For
instance, the person may withdraw from situations that could lead to experiences
of insecurity, humiliation, or abandonment. The person may try to be a perfection-
ist in order to avoid experiences of criticism or rejection. The person may overpro-
tect others, for example their own children, so that those others do not experience
pain which resonates with or touches on the person’s own pain or fear of pain.
The person might also overprotect others from experiences which might result
in the person feeling at risk of criticism of responsibility or neglect. Emotional
and behavioural avoidance can also be present in the form of rituals performed
in order to prevent the dreaded trigger from occurring. It can also be evident in
the manner in which individuals use medication (e.g., anxiolytic), or simply keep
medication at hand ‘just in case it’s needed’.

A more subtle form of emotional avoidance is the interruption of already felt
emotions (see also the discussion above in relation to self-treatment). This process
is well-described as self-interruption in the EFT literature (Greenberg et al., 1993;
Elliott et al., 2004). Self-interruption within therapy can be evident in the manner
in which clients dismiss the significance of their emotional processes or in the
tendency to laugh off painful issues (O’Brien et al., 2012). Clients may also access
and express secondary emotion as a way to avoid or suppress primary emotional
experiences. For instance, as mentioned above, unbearable shame can be masked
by rage at being humiliated, while rightful, assertive anger can be suppressed by
guilt at being angry (e.g., [ cannot be angry at my parent.).

In the self-interrupting process, the client avoids pain by cutting it off. This
can occur consciously or without full awareness. With this interruption, how-
ever, the person also cuts him- or herself off from his or her emotional needs.
By cutting oneself off from painful feelings of abandonment, a person can also
bury awareness of the need for closeness and connection. When a person cuts
him- or herself off from the experience of shame, the person risks burying his or
her need for affirmation. Similarly, in avoiding feelings of fear, the person may
not experience the full extent of his or her terror, but the person also loses aware-
ness of his or her need and wish to live freely and to truly feel secure. Thus, out
of a fear of pain, the person can choose less pain, but may do so at the expense
of not living fully: 7 can hide in my shell, but I will miss contact, freedom, and
self-realisation.

GLOBAL (SECONDARY) DISTRESS

Although feelings of sadness/loneliness, shame, or terror/fear are likely to be at
the core of clients’ emotional pain, when clients present to mental health services,
they typically present with more ‘superficial’ feelings of depression, hopelessness,
helplessness, irritation, rejecting anger, or apprehensive anxiety. It is important
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to state that in describing these feelings as ‘superficial’ I am not dismissing the
possibility that the distress with which clients present is any less painful than the
core pain at the centre of their distress. Rather I am highlighting the fact that these
feelings (albeit distressing) are secondary to more primary, core emotional pains.

The concept of secondary emotional responses and the usefulness of the
concept to psychotherapy have been elaborated on in detail by Les Greenberg
and his colleagues (Greenberg and Paivio, 1997; Greenberg, Rice, and Elliott,
1993; Greenberg and Safran, 1987; 1989; Greenberg, 2002; Greenberg, 2011).
Secondary emotional experiences are most often emotional reactions to primary
emotions (but they can sometimes be also triggered by the cognitive processes
linked to those primary emotions). A person might first feel abandoned, but then
feel hopeless and helpless that this feeling of abandonment will never change.
In focusing on the secondary emotions, a person’s unmet need to be connected
or to be loved—implicit in the primary painful feeling of abandonment—can
become lost or ignored, with the result that the person falls into a depressing state
of hopelessness.

Global distress, a term introduced by Pascual-Leone and Greenberg in 2007, is
used to describe the emotionally distressing state in which clients typically pres-
ent when first attending for psychotherapy. Global distress is characterised by a
mixture of poorly differentiated, distressing emotions. It is typically characterised
by a high level of emotional arousal. Somatisation, itself a sign of unprocessed
emotional experiences, is also a defining feature of global distress. Clients
frequently present to therapy, reporting variations on the following: tension in
the body, sleeplessness, exhaustion, pressure in the shoulders, grinding teeth, jaw
clenching, a knot in the stomach, nausea, palpitations, chest pains, breathlessness,
a loss of appetite, feelings of suffocation, feelings of paralysis, headaches,
dizziness, and so on.

Often it is this secondary distress that mental health professionals focus on.
However, this is often an unsuccessful strategy because the meaning of the
hopelessness, depletion, or resignation experienced by clients is often unclear to
them. A related factor is that such secondary emotion does not inform adaptive
action. As Les Greenberg (2002; 2011) puts it, secondary emotions are by defini-
tion maladaptive as they do not directly contain the same quality of information
about the client’s interaction with the environment as is contained within primary
emotions. Secondary emotions do not inform us about primary unmet needs, nor
do they inform us about potential adaptive actions that could lead to the fulfilment
of those needs. Instead, and as already discussed, global distress is characterised
by a sense of being unclear. In this state, the client often feels stuck, overwhelmed,
and engulfed by their distress. When an individual feels depressed (a presenta-
tion typical of the state of global distress), it is often the case that they do not
know why they feel that way. It is difficult for them to discern specific wounds
and hurts that led to their feelings of resignation and shutting down. Therapeuti-
cally, focusing on these secondary, undifferentiated experiences is unlikely to be
a productive endeavour.
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CORE PAIN

As mentioned above, it appears that at the centre of core painful emotion schemes
are primary feelings of fear/terror, sadness/loneliness, and shame/humiliation
(e.g., Crowley et al., 2013; Dillon et al., 2014; Keogh et al., 2013; Keogh et al.,
2011; McNally et al., 2014; O’Brien et al., 2012; Timulak et al., 2012). Core
pain in a particular person is constituted by a unique mixture of these emotions.
Typically these emotions are intertwined. So, one can feel that one has never been
loved (sad/lonely); one can feel that this experience of not being loved is con-
nected to an essential inner flaw (shame); and as a consequence, one can feel pro-
foundly insecure (fear). Traditional EFT literature refers to core painful emotions
as primary maladaptive emotions (e.g., Greenberg et al., 1993). Primary maladap-
tive emotions are chronic emotions that the person is familiar with and dreads.
The person may try to avoid these emotions as they are unbearable, or because
touching on these emotions results in a collapse to secondary emotions (global
distress) such as hopelessness and helplessness (e.g., I will never be loved, I will
never be accepted, I will never be safe.). The therapist’s first goal, therefore, is to
help the client access painful primary emotions and then help the client stay with
these painful emotions without trying to avoid them or without collapsing into a
state of global distress.

UNMET NEEDS

Core painful emotions signal that a person’s needs are not being met. Each
emotional experience is a result of an interaction between the person’s needs and
the person’s environment (Greenberg, 2011). For instance, when we need to be
loved by the other and we perceive/experience the other as loving us, we feel
loved. When we want love or closeness and the other withdraws, we feel sad and
abandoned. When we want to be accepted and we are rejected and put down, we
feel abandoned and ashamed. The pain contained in core primary emotion signals,
therefore, that critical needs (Pascual-Leone [2009] refers to these as existential
needs) for security (e.g., being safe, protected), connection (e.g., being loved,
cared for) and/or acceptance (e.g., being acknowledged, respected) are not being
met. Unmet needs are often not fully articulated in a client’s awareness. As the
client may be unable to stay with core painful feelings, he or she may not have
the opportunity to clarify what it is deep down that he or she wants, what he or she
strives for, what he or she longs for. Usually during therapy, awareness of these
needs becomes felt and crystallised when the client becomes capable of staying
with his or her core painful feelings. So for example, when a client has become
capable of accessing and tolerating his or her core painful feelings of loneliness,
it becomes possible to prompt him or her to identify what need is being unmet,
perhaps by asking ‘What are you missing most as you feel that all-encompassing
loneliness?” While the primary therapeutic task concerning core pain is to help the
client access and bear it, the primary therapeutic task with regards to unmet needs
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is to facilitate the client’s articulation of those needs. In doing so, the possibility
of generating the longed-for response to those needs becomes real.

THE ROOTS OF EMOTIONAL PAIN

As already mentioned, phenomenological research (cited above) studying the core
emotional pain of clients presenting with depression, anxiety, and trauma, suggests
that the experienced emotional pain is a response to a—typically interpersonal—
injury, which prevented or violated the fulfilment of the individuals basic human
needs. This same research also suggests that remembered salient interpersonal
injuries typically come in the form of (1) exclusion and loss, (2) rejection and
negative judgment, or (3) psychological and/or physical trauma and/or intrusive
attack. It is possible that the earlier in a person’s development the violation comes,
the worse its impact is on that individual. Until adulthood, we are all quite vulner-
able beings, with relatively limited physical and psychological means to protect
ourselves. Even in adulthood this protection may often be dependent upon belong-
ing to a bigger community that can protect us. Thus, unprotected, we can be hurt,
and the more developmentally vulnerable we are, the less are our means of coping
with that hurt.

The violation and neglect of important psychological needs is typically a pro-
cess, not just a once-off incident. It usually takes the form of a series of incidents
and interactions. This often long-term process shapes the developing person’s
emotional experiencing, behaving, and thinking. Its impact thus influences the
ways in which we process our interactions with the environment in which we
find ourselves. EFT posits (Greenberg, 2011) that emotion schemes and the self-
organisations based on them are being formed through ‘emotion memory struc-
tures that synthesize’ experience. Emotion schemes set out the ways in which we
emotionally process our interaction with the environment. Problematic emotion
schemes, formed as a consequence of our interaction with pervasive problematic
triggers, hinder our capacity to adaptively process current interactions with the
environment. Thus, emotional processing shaped in the interaction with problem-
atic triggers develops limitations and vulnerabilities. These limitations and vul-
nerabilities then function as attractors for problematic processes (and problematic
self-organisations), which in turn further limit our capacity for healthy, resilient,
emotional processing. Our emotional schemes and the self-organisations they
give rise to are, therefore, not always adaptive.

The emotional injuries which we encounter in life can sometimes be quite sub-
tle. For instance, despite their best intentions, the people around us may directly
or indirectly invalidate our efforts to contribute, thereby undermining our sense of
feeling loved for who we are. Such interactions may lead us to experience subtle
but unpleasant feelings of shame (I have no worth) and loneliness (I feel on my
own, not really loved). Sometimes we may be actively attacked or put down, and
if this happens on a continuous basis, we may feel not only humiliated, worthless,
and ashamed, but also invaded, intruded upon and ultimately, insecure and unsafe.
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This type of experience may bring painful emotions which we cannot control or
usefully engage with. We may start to avoid situations which might lead to such
experiences out of fear of the pain that such experiences bring. We might give up
our efforts to have our needs for love, validation, or security responded to. Our
avoidance of different situations or scenarios might mean that we do not acquire
experiences of mastery in difficult situations.

Where such hurtful experiences are particularly painful and persistent, and
where the individual, perhaps as a child, feels stuck and helpless as to his or her
capacity to change the situation, the individual may begin to experience a sense
of chronic or traumatic emotional pain. Any future situations which give rise to
these types of experiences are likely to become particularly scary and painful. In
such instances, efforts to deal with the pain may become frantic and desperate,
and introspection as to the root cause of the pain may seem irrelevant or unim-
portant. What bubbles to the surface is most likely a mixture of poorly differenti-
ated emotions, often dominated by feelings of hopelessness and helplessness. At
other times, the pain may take the form of irritability, defensive hostility, or rage.
The sense of what needs have been unmet, however, is lost, and any sense of the
connection between the unfulfilment of those needs and the painful feelings that
those unmet needs gives rise to, lies buried in a global, undifferentiated sense of
distress.

The experiences of being impacted by an interpersonal injury may be very
painful even when the injuries themselves may not be that visible or apparent to
others. For example, parents consumed by their own busy, stressful lives might
casily fail to notice the disappointment of an overlooked child. The outward
signs of such disappointment may be quite subtle, so that even when parents
do notice such disappointment, they might easily underestimate the strength of
feeling behind it. The inner psychological pain of the child might be further dis-
guised by the child’s own efforts not to appear demanding. Whilst such efforts
may stem from an attempt to present as more lovable, the end result may be that
the child remains unnoticed. An inner sense of loneliness may set in, without
anybody noticing. Furthermore, as children do not have full control over their
own lives, they often try to increase their sense of control by attributing the cause
of others’ behaviour (e.g., overlooking behaviour by the parents) to themselves
(I must be doing something wrong, which explains why my parents are overlook-
ing me.). This gives children a rationale for what otherwise appears to be unin-
terpretable and, therefore, uncontrollable behaviour in others (Johnston and Lee,
2005). Whilst such thinking may increase the child’s sense of control, it also may
lead to negative self-judgment and self-scrutiny.

In many cases psychological injury can be so major and traumatic that its pres-
ence is clearly visible and its origins easily understood by all. Compassion will
be triggered in most of us, when we consider the plight of an eight-year-old child
who hides under the bed in order to avoid the angry outburst of her father. It is
clear to us that she most likely feels insecure (What will happen to me?), ashamed
(There must be something wrong with me, if my father is angry at me like this.),
and alone (I do not have anybody in the world who would reach out to me and
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soothe me now.). We would not be overly surprised if we learned that this girl
often feels anxious and apprehensive as to what might happen to her. Nor would
we feel overly surprised if we learned that she feels helpless as to her capacity to
protect herself, or hopeless that there is nothing good waiting for her in her future
life. To understand her emotional pain in terms of a real fear of traumatic physi-
ological pain—in terms of a real fear of painful experiences of all-consuming
shame and profound loneliness stemming from her lived experience of not having
her fundamental needs for security, love, and appreciation fulfilled—is empower-
ing and compassionate. Such a child deserves compassion and soothing, as well
as protection and being stood up for. She wants to feel loved and to give love. She
wants to strive and create and be acknowledged for her efforts. She wants to be
secure and safe, so she can live, grow, explore, and develop.

The above example is not untypical of the kind of painful experiences some
people and children go through in their life. The western world is relatively free
from wars and political instability. Thus, we can hardly imagine what it must be
like when one’s life is threatened on an everyday basis; when one can be invaded
and have no control over his or her own security. It would appear that the long-
term implications of such experiences depend upon when in the individual’s
development such traumatic experiences happen. The impact may be profound
and may hinder the future development of the child. Summarising the research
evidence, Ford (2009) talks about how in certain situations, the ‘survival brain’
can replace the ‘learning brain’. The survival brain is characterised by rigid neural
pathways centring around protection and harm avoidance, susceptibility to pain,
and narrowing of openness to experience (Ford, 2009). A lack of emotional matu-
rity when exposed to stressors can lead to experiences of helplessness and hope-
lessness, prompting fear of overwhelming, dysregulating emotions. The absence
of a soothing environment can also limit the development of emotion-regulation
capacities, further leaving the child vulnerable and unable to bear new situations,
which trigger difficult emotions. Impacted children are thus more susceptible to
experiences of painful emotion dysregulation (Ford, 2009). The impact of trau-
matic experiences during the important developmental phases can also be visible
in relational behaviour that may be increasingly disorganised, avoidant, and/or
dismissive (Ford, 2009).

Major traumas which threaten our own life or which threaten the lives of those
close to us, but which occur later in the life cycle, may also have a debilitating
impact (Ford and Courtois, 2009). Stressful events resulting from occupational or
family life often trigger prolonged psychological distress, and developmental vul-
nerabilities may exacerbate the person’s reaction to such stresses. A person’s prob-
lematic emotional schematic patterns are often triggered by current difficulties,
with the end result that emotional pain, stemming from current painful events,
becomes fused with the old, familiar pain of remembered experience.

Asalready discussed, emotional pain can also be triggered through identification
with the emotional pain of close ones, especially one’s own children or one’s own
parents. For instance, it may be particularly difficult and debilitating for me as a
parent to see my ten-year-old son being bullied, humiliated, and shamed. I will
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most likely feel his pain, his sense of exclusion, his sense of feeling alone and
ostracised. I might feel powerless as my attempts to improve the situation for
him have been ineffective. Thus, like him, I can start to feel hopeless and help-
less. Fortunately, however, I can do something about it, as I can provide him with
compassion and love, and I can validate him and his rights by expressing healthy
anger, clearly stating that he does not deserve this type of treatment.

This type of identification with the pain of those whom we are close to is
potentially complicated. We are empathic and sense the distress of others, but we
can also project onto them our own vulnerabilities and our own pain. If our own
past experiences have been too painful, and if those experiences have left us with
a sense of hopelessness, helplessness, and dread at the possibility of encountering
such experience again, then our reaction to the pain of individuals close to us, will
be stronger. Our pain will become fused with the pain which we see our close ones
experiencing. Our past pain will be reactivated and re-enacted.

In this chapter, I talked about emotional pain based on what we know about
it from reviewing therapy sessions and from basic psychological research. In the
next chapter, [ will look at a particular theory outlining how the underlying emo-
tional pain at the core of psychological suffering can be transformed in therapy,
thereby increasing the person’s maturity, resilience, and adaptive sensitivity to the
complexities and difficulties of life.



3 Transforming emotional pain

How should the therapist approach emotional pain? First of all, we have plenty
of evidence that even in the face of adversity, many people fulfil their strivings to
belong, develop, and create (Rutter, 1985). The support of another human being
would seem to play an important part in overcoming adversity. Such support may
have a healing physiological impact as it can produce a lowering of the physi-
ological aspects of pain (cf. Panksepp, 2011; Hyde, Gorka, Manuck, and Hariri,
2011), but it also provides psychological support, breaking isolation and helping
the individual in his or her concerted effort to overcome the situation causing
emotional pain.

Each of us has a different capacity to tolerate emotional pain. We are each
shaped by genetic predispositions that influence not only our sensitivity to emo-
tional pain (Way and Taylor, 2011), but also our physiological capacity to bear
distress. Furthermore, we each have had a different developmental history of
being supported or not being supported by important caregivers. Whilst one per-
son may have had a history of nurturing experiences that led to the building of
emotional resilience (Feder, Nestler, & Charney, 2009), another person may have
had a history of neglect, invalidation, or abuse (Keyes et al., 2012) leading to quite
the opposite. One path resources the person, better equipping him or her to meet
adversity; the other path leaves the person vulnerable to such encounters. People
also vary as to their degree of exposure to traumatic experiences, the emotional
pain of which may have left them emotionally bruised, apprehensive, hopeless,
or helpless. Thus, the capacity to process and transform experiences triggered by
adverse situations such as rejection, abandonment, or attack, differs widely from
one person to another, and is to a significant extent the result of each individual’s
unique constellation of lived experiences.

This unique constellation of past experiences impacts then on the manner in
which each person processes stressful, difficult emotion-triggering situations in
the here and now. The unique mix of biological predisposition and a particular
developmental pathway explains the unique individualised responses people have
to adverse situations. This also means that any form of social support (such as
psychotherapy) has to be fine-tuned to the individual’s manner of dealing with
pain and pain-bringing situations.
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So how does emotional pain transform into resilience, maturity, and increased
sensitive attunement to others? The model presented here is based on work exam-
ining and refining a model of emotion transformation in therapy first proposed
by Pascual-Leone and Greenberg (2007). Pascual-Leone and Greenberg (2007;
Pascual-Leone, 2009) studied good sessions of emotion-focused and client-centred
therapy and observed that the sequence of emotions within these sessions fol-
lowed a particular pattern. They observed that in good outcome events, clients
first showed global distress (characterised by an undifferentiated emotional pain,
hopelessness, helplessness, etc.). This was then followed by a stage whereby the
client displayed chronic primary painful feelings such as fear and/or shame. These
chronic painful feelings were typically accompanied by negative self-evaluation
(e.g., self-criticism, I do not like myself) juxtaposed with a statement of existential
need (e.g., I need to be accepted). Chronic painful feelings were then transformed
by the experience and expression of assertive anger (I deserve to be accepted)
and/or self-soothing (I feel accepted). These transformatory experiences were
followed by a stage of grief/hurt in which clients grieved missing experiences
(e.g., of acceptance). The emotional processing pathway culminated in a sense of
acceptance and agency. Pascual-Leone and Greenberg also observed an alterna-
tive pathway by which emotional processing occurred in ‘good outcome’ sessions.
In this pathway, global distress was followed by a rejecting anger stage (typically
targeting the hurtful other). This rejecting anger was then transformed into asser-
tive anger before continuing on the above-outlined pathway through self~soothing
and grieving stages, before culminating in acceptance and agency.

Pascual-Leone (2009) further showed that clients” emotional processing pro-
gressed along the outlined stages in a ‘two steps forward, one step back’ manner.
So for example, clients might reach a higher level of emotional processing but
might then fall back to a lower level. However, over time the duration or degree
of regression shortened. Thus, successful in-session emotional events showed
signs of clients building both emotional resilience and emotional flexibility, with
clients becoming increasingly capable of generating more adaptive and healthy
emotional experiences.

Pascual-Leone’s studies led the Trinity Emotion-Focused Therapy Research
Group (a collaborative group of my students) to a series of studies (Crowley et al.,
2013; Dillon et al., 2014; Keogh et al., 2011; Keogh et al., 2013; McNally et al.,
2014; Timulak et al., 2012) that used the model of within-session emotional process-
ing developed by Pascual-Leone and Greenberg (2007) as a basis for observing emo-
tional processing in psychotherapy, across sessions. In these studies, we observed
similar phenomena as were described in Pascual-Leone’s papers. However, we also
observed some discrepancies and variations that led us to reconceptualise some
aspects of Pascual-Leone and Greeneberg’s original work (see also Timulak and
Pascual-Leone, 2014). What follows is a summary of the processes we observed
through the lens of the client and therapist’s interaction. First, we will look at how
client suffering showed in therapy sessions; second, we will look at the process by
which suffering was transformed across therapy.
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THE INITIAL DISTRESS PRESENT IN THERAPY

As already mentioned, clients present to therapy often in a form of undifferenti-
ated emotional pain—or global distress that I described in the previous chapter
(here I offer a very brief recap of the description of the initial distress). Global
distress usually shows in the form of a variety of psychopathological symptoms
such as hopelessness, helplessness, low mood, irritation, anxiety, and so on.
Global distress is typically characterised by high emotional arousal (cf. Warwar
and Greenberg, 1999), but in controlled and emotionally avoidant clients, it may
show more subtly, for instance, in the form of somatic complaints.

Often in the context of pain-provoking interpersonal triggers, clients displayed
a tendency to treat themselves negatively, holding themselves somehow respon-
sible for the pain that was triggered. It would seem that clients often did this out of
an attempt to control the pain (If I am responsible, than it is in my hands), which
often appeared to be a strategy that they learnt in childhood (e.g., The only way
1 can understand why I am being attacked by my alcoholic father, and therefore the
only way I can become capable of doing something about it is to have a sense that
somehow I provoke his responses by simply being who I am.). In other instances
clients simply appeared to have internalised how they perceived the salient other
as viewing them (e.g., flawed, not deserving [full] love; You are just not smart
enough, you are just not good enough, you are just not strong enough.). In these
instances, it appeared that the salient other was so important for the client that the
client took the other’s reality and allowed it to define him or her.

While negative self-treatment can be seen as a way of coping with the trig-
gered emotional pain, it can also in itself become a source of additional pain.
Furthermore, it contributes to the confusion often experienced in global distress.
In other words a client may be in pain whilst also beating him- or herself up for
being in pain (Why am I so weak?). With distress initially triggered by the experi-
ences or perceptions of others’ actions, but then further prolonged by negative
self-treatment in the context of those triggering situations, clients can feel over-
whelmed by inner turmoil. They can also collapse into hopelessness and help-
lessness, feeling that the pain is simply too much, and that any effort to shift the
pain is failing. Whilst this is happening, the actual core of the painful experiences
(What is it in fact that hurts so much?) is often obscured, lost under layers of
avoidance, fear of pain, hopelessness, and helplessness.

Classic EFT (e.g., Greenberg et al., 1993) literature refers to the emotional
experiences present in global distress as secondary emotions, because they
are usually secondary responses to more primary, underlying emotions. For
instance, the client may feel desperate and hopeless (secondary emotions)
because of feeling abandoned and lonely/sad (primary emotions). As proposed
in the previous chapter, the underlying pain is typically constituted by feelings
of loneliness/sadness (I am on my own), shame (I am flawed), or traumatic
terror (I am falling apart). These feelings signal that important needs for love,
validation, and safety are not being met.
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As mentioned above, one of the reasons why underlying primary painful emo-
tions are obscured is that they are unbearable, and thus feared. Fear of feeling
pain, and fear of encountering triggers that might provoke pain, motivates the
clients’ efforts to avoid both the pain and the triggers that might give rise to it
or provoke it. Both within therapy and in their lives outside of therapy, clients
engage in a variety of emotional and behavioural strategies to avoid primary pain-
ful emotions. By numbing themselves, distracting themselves, or tensing their
muscles, clients can emotionally avoid otherwise overpowering, all-consuming
feelings of shame, loneliness, or terror/fear. By avoiding situations in which they
might encounter rejection, exclusion, humiliation; by not standing up for them-
selves; or by managing situations in such a way that the likelihood of conflict or
judgement is reduced, clients seek through their behaviour to avoid the triggers of
painful experience. Such behaviours can even be engaged in so as to avoid pain
triggered by one’s own self-critical processes.

The consequences of such avoidance are that the client’s feared, painful,
unresolved, emotional experiences are not processed, and therefore are not
transformed. A chance to see underlying pain as a natural reaction to adversities
encountered in life is thus missed. The unmet needs embedded in painful emo-
tions are not recognised or owned. Without access to what it is that would allow
him or her to feel better, the client becomes stuck in a mixture of painful, upset-
ting, and undifferentiated experiences. The client may seek to fight against these
feelings, or may seek to avoid them, but more often than not, the sense of stuck-
ness and helplessness does not shift. The core emotional pain, the discrete painful
emotions of sadness/loneliness, shame and/or fear/terror, are not attended to and
in that absence, needs for love, validation, and safety are not responded to. The
client falls into helplessness, resigned to the unlikelihood of present suffering ever
lessening, and apprehensive of any further pain which might make things worse.

THE PROCESS OF TRANSFORMING EMOTIONAL
PAIN IN PSYCHOTHERAPY

Successful therapy interrupts the above-described pattern of distress and avoid-
ance. It helps the client first to become capable of overcoming avoidance; then to
bear emotional pain; and thereafter to differentiate the core aspects of that emo-
tional pain. Such a process leads naturally to the articulation of unmet needs, and
once articulated, these needs can be responded to within sessions, through the
generation of healing emotional experiences of compassion and protective anger.
Healing experiences are typically followed by a spontaneous grieving process,
whereby the individual grieves the hurts that gave rise to the emotional pain and
which left fundamental needs unmet. Healing experiences also typically lead to
spontancous feelings of relief and give rise to a sense of empowerment and per-
sonal agency. This process has been described and documented across a range of
successful experiential therapy cases (e.g., Pascual-Leone and Greenberg, 2007,
McNally et al., 2014). Let us have a look how it actually happens.
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ACCESSING THE CORE EMOTIONAL PAIN AND
ARTICULATING UNMET NEEDS

Theories of psychotherapy variously assume that change has to come through an
understanding of the causes of psychopathological problems and their maintaining
factors; through the learning of a variety of powerful coping strategies; through
a corrective (interpersonal) experience; through altering one’s thinking about the
experience; or through altering one’s behaviour. Many of these theoretical models
seek to deal with the client’s presenting, secondary distress (see above; typically
undifferentiated painful emotions, hopelessness and helplessness, depression and
anxiety, etc.). In contrast with the above processes, the model of change proposed
here posits that long-lasting psychotherapeutic change is the result of accessing,
processing, and transforming idiosyncratically formed core emotion schemes and
self-organisation. Indeed from our own position, some of the approaches briefly
alluded to above may be viewed as inadvertently supporting the avoidance of
underlying pain rather than its processing and transformation. For instance, when
we intellectualise around the causes of suffering, we may in turn be trying to avoid
actual felt pain.

The model of transformation, based on the studies of successful emotional
processes in therapy, assumes that transformation is a sequential process, and
proposes that it consists of several steps. The very first step is to acknowledge
the client’s global sense of suffering; the individual’s idiosyncratically experi-
enced sense of unhappiness, hopelessness, despair, helplessness, fused sadness
and anger, and/or reactive anger at being wronged. In psychotherapy, the therapist
provides acknowledgement through empathic and compassionate communication,
actively trying to understand the person’s emotional suffering but also actively
sharing this understanding with the person. It is important that this understand-
ing is provided by a therapist who is not overwhelmed by the client’s emotional
distress, and who can therefore hold on to his or her own sense of being as a solid,
firm, helping presence. The therapist has to have confidence that the emotional
pain and suffering experienced by the client can be borne by the client; that the
client can be helped to regulate their level of distress where necessary; and that
this emotional pain, in itself, contains important information.

The therapist has to understand the desire of the client to avoid his or her dis-
tress and that that emotional and behavioural avoidance of pain is driven by fear
of further pain. The therapist has to acknowledge both the avoidance, and the fear
which drives it, and communicate through his or her presence and understanding,
compassion for the client’s position. At the same time, however, the therapist has
to focus on the client’s underlying pain, on that which is at the core of the client’s
pain; ultimately, on that which is unbearable for the client.

As mentioned in the previous chapter and above, the psychotherapy process
research studies indicate that with clients presenting with depression or anxiety,
core emotional pain is constituted by idiosyncratic variations of a triad of clus-
ters of painful primary emotions. The first cluster of emotions contains experi-
ences of sadness, loneliness, abandonment, loss, and other such similar emotions.
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The second cluster of core underlying primary emotions contains experiences of
shame, humiliation, embarrassment, failure, and worthlessness. Finally, the third
cluster of core primary painful emotional experiences includes experiences of
basic insecurity, terror, physiological upset, physical injury, and trauma. These
experiences are typically the consequence of violation of our attachment- and
identity-related needs (Greenberg and Goldman, 2007), such as to be safe, loved,
and acknowledged. Developmentally, crucial interpersonal injuries can contribute
to the development of emotion schemes centred around unbearable and feared
core pain. Current situations containing aspects similar to the original injuries
can then trigger these emotion schemes and self-organisations. Although shame-
based, sadness/loneliness-based, and fear/terror-based painful emotions can be
understood as discrete clusters, they may often be associatively linked (see Green-
berg and Watson, 2000).

Core emotional pain is also linked to the unique personal narrative by which
the individual summarises the developmentally significant cornerstones which
shaped how he or she experiences current pain-provoking situations. Each indi-
vidual has their own unique patterns of underlying emotional experience and their
own idiosyncratic needs embedded in that experience. The pain they experience
has a flavour and quality that is unique to them. The manner in which unfulfilment
of needs triggers secondary distress, resignation, or fear of pain is idiosyncratic to
each client, as are the particular ways each client seeks to avoid pain, or responds
to it with a problematic self-treatment.

In therapy, core pain is first accessed in its unproductive form (Greenberg,
Auszra, and Hermann, 2007). Core painful emotions are chronic (classical EFT
literature refers to them as primary maladaptive emotions; Greenberg et al., 1993)
and are experienced as too overwhelming. In addition, (or alternatively), core
painful feelings may be truncated as a consequence of the client’s attempts to
avoid or interrupt them. It is the therapist’s role to support the client’s emotion-
regulation capacity. The therapist does this by helping the client stay with painful
emotions rather than avoid them; by facilitating the client’s differentiation and
articulation of these painful experiences in language and narrative (putting experi-
ence to words helps to regulate arousal; Lieberman, Eisenberger, Crockett et al.,
2004); and eventually by helping the client articulate the unmet needs those pain-
ful emotions point to. Expression of the unmet needs embedded in core emotional
pain mobilises the suffering person to have those needs met.

THE RESPONSE TO THE UNMET NEEDS: COMPASSION
AND PROTECTIVE ANGER

The above-mentioned studies of transformative processes in therapy (e.g., Crowley
et al., 2013; Dillon et al., 2014; Keogh et al., 2011; Keogh et al., 2013; McNally
etal., 2014; Timulak et al., 2012) suggest that once unmet needs have been articu-
lated, it is important that they are responded to with compassion and protective
anger. Experiences of compassion provide a sense of being loved, acknowledged,
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and soothed, while experiences of protective (as opposed to reactive) anger pro-
vide a sense of entitlement to be loved, acknowledged, and secure.

For the healing and curative potential of compassion and protective anger to
be truly felt and appreciated, it is important that the clients experience these emo-
tions and their impact whilst they are in touch with their core pain, and whilst they
are aware of the unmet needs at the root of that pain. The therapist plays a crucial
role in generating these emotions. First, the therapist can directly express compas-
sion toward the client, and can express rightful anger on behalf of the client. The
therapist’s compassionate presence and understanding reaches out to the client,
breaking the client’s existential isolation. Furthermore, the therapist’s interper-
sonal affirmation can strengthen the client’s sense of entitlement and worth.

The aforementioned studies also indicate that healing experiences of compas-
sion and protective anger can be facilitated by a skilful therapist in a more techni-
cal manner by the use of specific therapeutic interventions. For instance, after first
facilitating the client’s accessing of core pain, and then facilitating the articula-
tion of unmet needs, the therapist may ask the client to remember and enact the
compassionate presence of a caring person from the client’s own life. Thus, for
instance, a male client might be encouraged to enact his caring father who, when
the client was a child, woke him up every morning, made breakfast for him every
morning, and went with him to the doctor when he felt sick. In an imaginary
dialogue, the client can enact the father’s presence, and, as his imagined father,
respond to his son’s unmet need for closeness and connection. The therapist facili-
tates this dialogue, encouraging ‘the father’ to speak from how he feels in the
moment when he sees his son (i.c., the client himself) feeling so profoundly alone.
Alternatively, the therapist may facilitate the expression of compassion from the
client to his or her younger self imagined in the empty chair. Take for example
the case of a female client who, after entering into an episodic memory of what it
was like to be her ten-year-old self, expresses the profound sense of loneliness felt
as a result of her alcohol-dependent mother’s unavailability. In such an instance,
the therapist might ask the client to imagine her child self sitting in another chair,
feeling lonely, lost, and desperately in need of a caring presence. The therapist
might encourage the client to respond as her adult self to the needs of that small
child, thereby facilitating the expression of compassion from the adult client to
her younger, hurting self.

The experience of compassion in response to need has a healing quality. Hear-
ing, saying, and feeling that I am loved, that I do matter, and that somebody wants
to protect me, fulfils unmet needs. It is a soothing, calming experience, and it is
important that such exchanges are savoured experientially. Experiences of com-
passion also contribute to the re-scripting of problematic emotion schemes as
emotional processing does not end up in a global sense of distress, but rather at the
mixture of distress and subsequent pain and need articulation that is responded to
by balancing adaptive emotions. This process is thus increasing the person’s emo-
tional flexibility and consolidating access to compassionate self-organisations.

Of course, it may not be that straightforward to access, experience, express,
and accept experiences of compassion in therapy. In some instances the degree of
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injury and hurt experienced by clients throughout their life can have an irreparable,
or difficult to repair, impact. Therefore, the therapist has to be patient. He or she
needs to have a profound understanding of how the client’s pain feels; how the
loneliness, shame, or terror feels; what can make these feelings more bearable;
when it is important to attend inward and feel, but equally so, when it is important
to have a break from paying attention inwards; when it is important to put things to
words and make sense of them; when it is important to focus on the need; how to
help the client access, articulate, and express that need; and how to generate com-
passionate responses, and so on. While negative self-treatment can interfere with
client’s accessing and acceptance of compassion, it also appears to be the case that
self-compassion is best generated by the witnessing of one’s own pain. In EFT such
experiences are facilitated by the use of imaginary dialogues. We will look at these
complex processes in the following chapters.

Experiences of healthy, protective anger also validate and support the client
and thus are effective responses to unmet needs. Although it is likely that expe-
riences of both compassion and protective anger are necessary in order to feel
secure, belonging, and purposeful, our studies suggest that for some clients, the
experience of protective anger may be even more fundamental than the expe-
rience of receiving compassion. Protective anger allows the suffering client to
recover his or her agency and control. This is because experiences of felt entitle-
ment energise the client and encourage him or her to look after unmet needs. The
felt entitlement is affirming and provides a sense of personal power, thus essen-
tially counterbalancing the fear, withdrawal, hopelessness, and helplessness pres-
ent in the suffering and pain. Take the example of a male client who was terrified
in childhood, in part as a consequence of his parents often leaving him alone at
home for extended periods of time. Experiencing protective anger in therapy helps
such a client develop the sense that as a seven-year-old boy, he did not deserve to
be unsupported and left alone; that instead, he deserved to be better looked after.
He can gain a sense that as a seven-year-old boy he was entitled to a feel a sense
of security. Thus empowered, he can, as an adult, access a sense of entitlement
to have people around him now, people who are more responsive at times when
he feels isolated and unsupported. The experience of such entitlement is likely
to fill him with a sense of power and strength that, experientially, balances the
overwhelming vulnerability he used to feel as a child, and sometimes feels now
as an adult.

The experience of feeling protective anger is enlivening for the person. It
brings a felt sense of energy, personal resilience, personal power, and agency.
It differentiates the person from others. It mobilises the person to stand up for
what he or she is entitled to. All of this implies a tendency to thrust forward, a
tendency which is very different to the withdrawal which characterises the col-
lapse into hopelessness and helplessness. Protective anger thus, not only lifts the
person’s mood, but also counterbalances the sense of pain experienced by the per-
son. The person is less consumed by feelings of loneliness, shame, and fear, and
thus does not need to be so avoidant of these feelings. The more a client accesses
protective anger in therapy, the more likely he or she is capable of accessing
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appropriate protective anger when necessary in real-world situations. Thus the
client’s emotional flexibility develops.

In our studies, we observed that for some clients it was difficult to feel an
entitlement to have their needs met, or to express this entitlement in the form of
healthy anger. In some instances, this difficulty appeared to stem from a fear that
such anger would carry them to situations where they would lose control over
themselves and act in a way that might be hurtful to others. In other instances,
the difficulty appeared to originate in a fear that assertions of anger would not be
accepted by people around them. Such fears appeared to be rooted in develop-
mentally significant events where efforts to stand up for the self were suppressed
and turned against the person trying to assert him- or herself. In these encounters,
efforts by the individual to assert him- or herself were also often labelled by the
significant others as unacceptable. For instance, a female client who felt suffo-
cated by her mother’s over-controlling anxious behaviour had difficulty standing
up to the controlling mother in an imaginary dialogue, out of fear that mother
would get hurt and imply that the client is an ungrateful daughter.

Fear of anger and the negative evaluation of anger are also natural phenomena.
From an evolutionary perspective, it makes sense that cooperation and harmony,
and not conflict, are what allow a community to grow and to look after all its
members. Thus, caution around anger is understandable and reasonable. On the
other hand, a point can be reached whereby expression of anger is the only way
to ensure justice is served. In such instances, the expression of appropriate anger
can be viewed as promoting growth and security. Striking that balance and facili-
tating access to, ownership of, and expression of adaptive anger is at the core of
the transformation of core emotional pain. Thus in therapy, the therapist validates
the client when he or she recognises and acknowledges a sense of entitlement to
have the client’s needs met. The therapist does so especially when this recognition
on behalf of the client arises naturally in response to a sense of being wronged
(e.g., excluded, rejected, intruded upon, etc.). The therapist acknowledges such
an entitlement, validates it, affirms it, and encourages the client to both feel it and
express it in enactments during therapy sessions. The therapist’s support thus aims
to give the client permission both to generate anger and to accept it once it occurs.

The above-mentioned studies observed that the experiencing and expression of
protective anger is best facilitated when the client is confronted with a live, heart-
breaking, non-responsiveness in the other. For instance, in the example above
the female client who cannot stand up to her mother may access the anger after
the therapist asks her to sit in the opposite chair and be her controlling mother in
her most controlling and suffocating way. Once this behaviour is escalated, the
client may be asked to go back to her chair and observe the controlling behaviour
and its impact, and see whether she wants her mother to control her in this way.
Often when a client experiences the imagined other responding to the client’s own
vulnerable, hurting self with harsh non-responsiveness, hurtful behaviour, and/or
rejection, client anger spontaneously emerges. The client’s capability to stand up
for him- or herself, and fight for his or her own needs, is naturally mobilised. For
instance, if the client expresses vulnerability and a need to be loved and accepted,
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and the other person (e.g., the imagined mother) responds with ridicule, the client
is likely to either collapse into despair and hopelessness, or stand up for him- or
herself with empowering anger (I do deserve love and acceptance and not to be
ridiculed.). It is the therapist’s role in these instances to help the client be assertive
rather than collapse into despair (see Chapters 7 and 8).

There are several other ways by which the therapist might do this. One option
available to the therapist is to coach the client to express protective anger. For
instance, a male client who was bullied may be instructed to look at an imagined/
remembered bully, adopt a firm posture, and firmly express to the bully what was
not right about the bullying behaviour. Additionally, he might be encouraged to
express to the bully what the client as a child was entitled to (e.g., safety and
respect). Another option for the therapist might be to emphasise the client’s col-
lapsed, non-assertive state through a paradoxical intervention, for example, by
instructing the client to look at the bully and state: ‘I will be scared of you for the
rest of my life’. Such an intervention typically provokes rebellion in the client,
leading him or her to state something like ‘I will not be scared of you anymore’.
A number of other intervention strategies useful for helping clients access and
express healthy anger will be looked at in Chapter 7.

Emotion-focused therapy typically gives a central role to enactments of inter-
actions with hurtful, significant others, with such enactments typically taking the
form of imaginary dialogues. Such dialogues evoke intense emotions in clients,
and thus have been found to be powerful strategies by which existing problem-
atic schemes and self-organisations can be activated within the therapy session
and eventually transformed (cf. Greenberg and Foerster, 1996; Greenberg and
Malcolm, 2002). Where the client has memories of times when the significant
other was more responsive to their needs, these memories typically feed into
enacted dialogues in the form of a remembered compassionate presence of the
other, that can also be responsive to the client’s unmet needs in the here and now
of the session (cf. Greenberg and Foerster, 1996; Greenberg et al., 1993). If such
memories do not exist, and the imagined significant other is remembered only as
non-responsive, abusive, or neglectful, then enactments of that significant other
usually trigger a collapse into hopelessness and helplessness (i.e., that the unmet
needs will never be responded to: I am not loved and accepted and it will stay
like that) or they provoke the emergence of protective anger. Which of these two
options prevail is dependent upon a variety of factors, including the nurturing and
affirming presence of caregivers or important people in the client’s developmen-
tal history; the presence of assertive role models; biological predispositions; and
perhaps also the level of adversity. Taken together, the client’s experiencing of a
compassionate response to core pain and assertive affirmation of his or her right
to stand up for the self result in the creation of a facilitative environment within
which it becomes possible for despair to be transformed. In turn, the client can be
transformed into a vulnerable yet powerful and engaged person, following his or
her natural and healthy needs.

Genuine pain signals that the natural needs of a person are being violated or
overlooked. The natural consequence of witnessing such pain is to feel genuine
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compassion and to endeavour to respond affirmatively. This is why we get such
a boost from watching films or listening to stories in which injustice is overcome
by the bravery of heroes. We like such victories, especially in cases which ini-
tially looked hopeless or impossible to change. We are happy when once-wronged
people win, and until their moment of victory, we are moved to the core of our
heart by their suffering and pain. Paradoxically, we are moved even more so when
the turning point is reached and they start to win (see crying at happy ending
phenomenon; Weiss, 1993).

THE IMPACT OF EMOTIONAL TRANSFORMATION
EXPERIENCES

Primary maladaptive emotions, such as maladaptive shame, loneliness, or fear,
are transformed in therapy by primary adaptive emotions such as compassion
and adaptive anger (Greenberg, 2011). The client’s experiencing is thus no longer
solely organised around hopelessness, helplessness, fear, despair, rage, or avoid-
ance. These latter experiences are balanced by a sense of being understood, cared
for, looked after, supported, affirmed, and entitled. These new experiences not
only balance the pain, but increase the likelihood that the client will be able to
generate such adaptive emotional responses when feeling painful maladaptive
emotions. Problematic emotion schemes are thus changed and re-scripted (one can
hypothesise that this includes changes in neural connections), and new emotional
processing patterns start to develop. Emotional processing is no longer stuck in
painful primary maladaptive emotions and in the avoidance of such experiences.
Rather it now also contains adaptive emotions such as self-compassion and pro-
tective anger, as well as experiences and behaviours which elicit compassion and
supportive anger from others.

The studies mentioned throughout this chapter suggest that as a consequence
of accessing and differentiating emotional pain, and eventually transforming it,
clients also learn to be more tolerant of, and more capable of bearing, difficult feel-
ings. Clients can also become aware of important emotions, reflect on them, and
put them into personally meaningful narratives. Clients may also become more
aware of the needs embedded in salient emotions and can generate the emotional
responses and actions required to respond to these needs. Thus the person can be
more adept at pursuing the meeting of their own needs. The in-session experiences
of being able to bounce back from despair also leads to personal maturity and a
developing sense of one’s own agency in life. These experiences also bring about
learning to face adversity and the pain which such adversity can bring. Taken
together, these experiences ultimately contribute to a broadening of emotional
flexibility and a greater accessibility to a variety of self-organisations (Paivio and
Pascual-Leone, 2010; Pascual-Leone and Greenberg, 2007).

The experiences of bouncing back from adversity, combined with the experi-
ences of transforming painful feelings into a richer palette of emotional responses,
ultimately makes the clients more resilient in the face of future adversity. Clients
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learn a subtle but powerful skill—a way of being—that helps them face future dif-
ficulties and adversities in their lives. This way of being can be supported through
other nurturing and supportive relationships, such as responsive parenting (in case
of children), transformative education, or community and/or peer support.

The experiences of an empowered sense of self, supported by experiences of
compassion, and bolstered by experiences of protective anger, do not, in and of
itself, mean that past hurts are healed and overcome. In a sense, the client remains
sad and pained by the memory of these experiences. However, once the debilitat-
ing power of these memories has been overcome, the client can properly grieve,
a process which has been clearly seen in the studied cases (e.g., Pascual-Leone
and Greenberg, 2007; Crowley et al., 2013; Keogh et al., 2013; McNally et al.,
2014; Dillon et al., 2014). Clients become capable of experiencing and express-
ing sadness and grief at those adversities, difficulties, and hurts which met them
in the distant or more recent past. Clients become capable of grieving these hurts
in a less upsetting manner and with more of a letting-go flavour. Whereas once
these memories of hurt brought only unbearable pain and hopelessness, now novel
experiences of compassion and protective anger allow for the hurts to be grieved
without the client becoming overwhelmed. They can be grieved in a way that
allows the client to be fully aware of what happened to him or her without being
immobilised and tortured by that awareness. Thus, clients’ emotional maturity
may increase, and they may become more sensitive to the pain of others. The
transformation of emotional pain not only makes the clients more resilient, but it
also makes them more sensitive and more human, more capable of connecting with
others, and more willing to stick out their neck and offer others a compassionate
presence or firm affirmation and determined support if needed.
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Practical applications
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4 Therapeutic relationship promoting
emotional transformation

People are social beings, and we live our lives in supportive social networks.
Relationships help us to overcome adversity; they have the potential to calm emo-
tional pain (Panksepp, 2011), regulate affect (particularly in childhood; Schore,
2001), help to bear physical pain (Coan et al., 2006), break existential isola-
tion, provide protection, and offer affirmation. From the perspective of Damasio
(2012), functional social networks provide opportunities for people (including at
an organic and cellular level) to fully live to their potential. Therefore, it is not sur-
prising that psychotherapy researchers, developers, and practitioners noticed early
on the powerful potential of a caring and supportive relationship (Rogers, 1942).
Indeed, it is now widely accepted that the fundamental bedrock for any psycho-
logical therapy is a good therapeutic relationship (Horvath, Del Re, Fluckinger,
and Symonds, 2011).

The EFT therapist attempts to create a therapeutic relationship with his or her
clients that has a healing quality and can serve as a base for emotion transformation
work. The main feature of the therapist’s contribution to the development of a heal-
ing relationship is his or her offer of a transparently authentic relationship in which
the therapist openly shows his or her caring intentions and warmth (cf. Rogers,
1957). The therapist is not hiding behind any facades and may be quite tentative
and somewhat vulnerable in the presence of the client (cf. Timulak, 2014).

PERSONAL ACCOUNT

Recently, I described my own experiences of providing emotion-focused therapy
(Timulak, 2014). Early on in therapy I am quite anxious, as | am a naturally shy
person as to meet a new person on an intimate basis requires a level of engagement
that is challenging. I am also anxious because even though I will use all my exper-
tise when working with the new client, I cannot guarantee that the therapy will
work as the transformation of emotional pain and suffering is always a very com-
plex process. I am, however, using my experience and confidence based on that
experience to instil hope in the client that I will do my best to successfully help
the client to meaningfully change his or her life. From early on in therapy, despite
my position as an expert who is visited by the vulnerable client, I am trying to
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form a relationship that will promote equality. I am attempting to build trust in the
relationship with the client by being open about how I work and what is happening
inside of me during the therapeutic work (obviously without burdening the client,
but with an openness to reveal what is happening in me if asked by the client).
I am open with my commitment to the client in terms of using all my skills and
knowledge. Additionally, I am very open about my understandings of the client’s
difficulties throughout the therapy, and I share and collaboratively develop con-
ceptualisation of the client’s difficulties with the client (see Chapter 5).

From the first moments of therapy I am seeking to generate warmth inside
of me and show caring in my posture, my voice quality, and in my concentrated
focus on the client’s experience, in particular its painful aspects. My focus is on
the client and his or her presenting issues, bracketing off those things which are
not relevant to the client and consciously attempting to be of help to the client
(cf. Geller and Greenberg, 2012).

In the session, particularly in those moments when we are touching on the raw
painful feelings in the client, I often feel a very strong connection. As we touch
on the client’s pain I am always genuinely moved when witnessing the client’s
struggles and vulnerabilities. I believe it brings out the best in me, the most car-
ing and facilitative qualities I possess. I am deeply touched by the client’s pain
and I am not trying to hide it, but on the contrary I share with the client that I
am being moved, touched, angry at what he or she went through and so on. I am
trying to be relational and state my support and validation openly. Together with
Les Greenberg (Welling and Greenberg, 2011), I can say that witnessing the cli-
ent’s pain evokes a lot of compassion in me (indeed I say to my students that the
signal for them that they have accessed their client’s core pain is that they are
being moved by their clients and feel very gentle, protective, and compassionate
toward them). In those moments, I am identifying with aspects of the client’s pain
and feel particularly tender and caring toward the client’s raw primary emotional
pain (cf. Geller and Greenberg, 2012). In such moments, I am aware that I need
to proactively show my warmth and presence in the language I use and in the
interventions I employ, so the client can sense my presence and connection. On a
technical level, as the client’s core pain is accessed in therapy, my aim is to bring
clarity, to name the different aspects of the pain, and to shed light on the unmet
needs that are present in that pain. Additionally, I am working to facilitate an
emotional experience that brings a response to those unmet needs and as a result
transforms the pain.

I am supporting the client in the moments of fundamental vulnerability and its
transformation. Witnessing the client’s suffering in its rawness, as well as seeing
the client battle the pain through caring self-compassion and protective assertion,
inspire and change me. This is what is most rewarding in my profession. The
moments of transformation, those moments when the client shows the resolve
to protect the self and to recognize the importance and validity of his or her own
needs and responds to them through caring or validation, inspire me in dealing
with my own aches and fears. These experiences with the client are changing
me. In such moments, I have a sense that I can connect with my own hurts and
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vulnerabilities better and connect to people around me who can offer support. I am
also determined to be braver and address injustice.

As therapy ends, it is often experienced as a loss for clients; this can often be
my experience too. It may be filled with sadness, but also with celebration and
recognition of important achievements. If therapy was not particularly success-
ful or if it is finished prematurely, it may fill me with disappointment and I may
find myself asking questions of what I could have done differently. However,
those difficult moments can be balanced by memories of successes with other
clients (for more about my experience of providing emotion-focused therapy, see
Timulak, 2014).

THEORETICAL PERSPECTIVE

Apart from being a very human and impactful experience, the relational provi-
sion of emotion-focused therapy requires it to be an intentional, theoretically and
empirically informed, professional activity. The entire work of transforming emo-
tional suffering is taking place within the context of a therapeutic relationship.
This relationship is the central vehicle for conditions conducive to transformative
work as well a central agent of transformation itself. The therapeutic relationship
in emotion-focused therapy has several functions. Here I will focus on three of
the major functions: the provision of safety, emotion regulation, and corrective
emotional experience.

Safety

The first function of the therapeutic relationship in emotion-focused therapy that
I will discuss is its provision of safety. The clients come to therapy vulnerable
and apprehensive of what will happen in therapy. They are in pain, but they are
also anxious about the possibility of experiencing further pain in therapy. They
also have concerns regarding whether the therapist will be knowledgeable and
skilful enough to help them. Occasionally, they may have their own experiences
with psychologists or other health professionals that may sometimes make them
doubtful of the professional’s ability to help them. Furthermore, they may also
have concerns regarding judgement by the professional and whether they will be
liked or not. Particularly, they may fear that the professional may concur with
people in their life who did not like them or criticised them or were not sym-
pathetic toward them. This may be specifically the case for those clients who
are filled with self-doubt and who do not have a very positive sense of the self.
They may fear that the therapist will see through them and will view them as
weak, unintelligent, responsible for their own problems, not having nice per-
sonal qualities, and so on. Therefore, it comes as no surprise that the clients in
therapy are very vigilant and scrutinise the therapist (see Rennie, 1990; 1994;
Timulak & Lietaer, 2001) and his or her actions from early on until they feel more
comfortable and safe with the therapist.
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How can the therapist respond to the client’s understandable vigilance and vul-
nerability? First of all, the therapist should be aware of the possibility of these
feelings and also be aware of the fact that the client may not communicate what
he or she finds difficult (see the studies on clients’ deference by Rennie, 1990;
1994). Furthermore, the therapist should be forthcoming and explain how he or
she operates (cf. Timulak & Lietaer, 2001), so the client does not have phantasies
about what is happening in the therapist’s mind. The therapist may decide early
on to provide a rationale for the therapy that fits idiosyncratically with the client’s
presenting issues as they are unfolding (e.g., I see that those issues with your
mom bring up a lot of things for you emotionally. We will be trying to look at it
so it would perhaps be somewhat less upsetting.). Concurrently, the therapist also
works with the client to agree on the goals of therapy (e.g., which issues need to be
worked on) and the tasks of therapy (e.g., by providing the rationale that the emo-
tionally painful issues will have to be accessed and experienced in the sessions
in order to be transformed), and provides a warm presence that can hopefully
contribute to a firm bond between the therapist and the client (cf. Bordin, 1979;
Horvath, Del Re, Fluckiger, and Symonds, 2012).

The process of agreeing on the goals and tasks of therapy is typical of the first
therapy sessions, in which the client is still discovering what the therapy is about.
When the client has had a prior therapy (a phenomenon that is becoming increas-
ingly common as people are attending therapy at an increasing level), it is prudent
for the therapist to inquire about the client’s prior experiences of therapy. These
experiences are likely to inform the client’s current perspective and expectations
from therapy. In some cases, these experiences may not have been positive or may
have been very different to what the client can expect in emotion-focused therapy.

The main focus then in early sessions, as well as in the overall therapy, is
encouragement given to the client to bring the issues that are most painful, trou-
blesome, and upsetting to the session. As the client shares what troubles him or
her, the therapist ’s empathic stance allows the client to unfold the story (cf. Angus
and Greenberg, 2011) and feel the emotional tone of it. The therapist s empathic
responding is aimed at communicating understanding and also to facilitate the cli-
ent’s exploration of his or her experience. The therapist’s empathy is embedded
in the attitudinal qualities that convey acceptance of the client ’s emotional experi-
ence and the therapist’s authentic presence (Rogers, 1957). It is important that the
therapist’s empathic presence, which focuses on the exploration of the client’s
difficulties, is embedded in the therapist’s non-defensive presence that allows the
therapist to stay relational (open and transparent about own experience) with the
client even in situations when the therapeutic relationship may be rocky or very
tentative (see Timulak, 2011). As I expressed previously (Timulak, 2011, p. 30):
‘a non-defensive therapist is not withdrawing or hiding things from the client. He
or she is open to share his or her experience if it is important for the therapeutic
relationship or therapy. This openness and transparency may be a model for the
client’s engagement in therapy .

The therapist’s non-judgmental stance is another defining feature of the EFT
therapist. The non-judgmental stance refers to valuing the client and welcoming
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every aspect of their experience (Barrett-Lennard, 1998). Importantly, the thera-
pist should not only have an open attitude toward the client’s feelings, thoughts,
and actions, but also he or she should not be afraid of the client’s emotional world.
As clients are generally fearful of their painful emotions, it is imperative for build-
ing the clients’ emotional safety that they have a sense that no matter what they
experience, the therapist is not scared of that experience, but rather welcomes it
and is confident in working with it. Indeed, this is often a problem with junior
therapists in training, who can be ambivalent about the EFT focus on pursuing
emotional pain throughout the therapy sessions. Some therapists in training are
afraid of these painful emotions and may feel that they are arousing pain in the
client that they do not feel confident to deal with (e.g., soothe or transform into
an empowering experience). They may also fear their own emotional vulnera-
bilities, which may leave them feeling hopeless to address the pain in the other,
particularly if the client’s painful feelings and experiences are similar to their
own. Therefore, it is an important aspect of training that therapist’s emotional
tolerance, emotion recognition, and understanding—alongside developing their
emotional work skills—are focused on in order that they become confident to
guide their clients through the pain.

For some clients emotional expression can be difficult as they may see it as
socially embarrassing to get emotional or upset in front of the therapist. This
may particularly be the case for clients who received subtle or direct messages
throughout their development, suggesting that emotional experiences should not
be expressed openly, because they are difficult to bear by others, or are signs of
vulnerability that may attract abuse, and so on. In this situation, the EFT therapist
is accepting of the client’s hesitation, but also directly encourages the client to
access and experience emotions as this is the only way they can be worked with
and eventually transformed.

Regardless of the therapist’s efforts to be warm, present, caring, and skillful
in working with the client, the possibility of strain in the therapeutic relationship
remains high due to clients’ natural vulnerabilities and sensitivities. When clients
engage in therapy, they are likely to come in a state of vulnerability and may
be particularly sensitive to a less-than-optimal response to their emotional needs
within the session. It is, therefore, important for the therapist to detect any reser-
vations on the client’s part and then focus on them in the session. The therapist
should try to encourage the client to share what is difficult while remaining mind-
ful that client may avoid expressing these feelings directly out of the fear that they
may cause tension in the relationship with the therapist (Safran and Muran, 2000).
The therapist should be tentative and facilitative in order to help the client express
what he or she has experienced and to encourage the client, through empathic
exploration, to give voice to the difficulties perceived in the relationship (see the
work of Safran and Muran, 2000, on the ruptures in the therapeutic relationship).

The therapist’s humility and courage to explore the client’s reservations about
the therapy or therapist, as well as an openness to admit their own part in any
constraints that can appear in the therapeutic relationship, seem to be important
components in successfully overcoming ruptures in the therapeutic relationship
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(Rhodes, Hill, Thompson, and Elliott, 1994; Safran and Muran, 2000; Safran,
Muran, and Eubanks-Carter, 2012; Timulak, 1999). Overcoming such ruptures
may be crucial for forging a solid relationship that is experienced as safe by the
client.

Emotional regulation

The therapeutic relationship in which the therapist conveys a non-defensive,
open, non-judgmental, and accepting interest in the client’s emotional world and
in which the therapist conveys these attitudes through empathic understanding
and exploration, has the potential to calm the client’s upset and the pain. Similar
results were found in terms of a calming impact in the presence of a caring per-
son (Panksepp, 2011), the effect of a good quality romantic relationship, and the
presence of a caring other to alleviate physical pain (Coan et al., 2006). The EFT
therapist aims to develop such a relationship which provides that potent emotion-
calming presence. In this calming presence the therapist conveys empathy and
genuine caring (Timulak, 2011). Research provides solid evidence that the thera-
pist’s empathy contributes to therapeutic outcomes (Elliott, Bohart, Watson, and
Greenberg, 2011).

Of course, the regulating presence of the therapist is a complex issue. The
therapist’s activity does not only focus on the delivery of compassionate empathic
soothing responses. An EFT therapist is promoting access to the most painful
emotional experiences so that they can be transformed. The therapist typically
achieves this through focusing on the pain and actively evoking it in the session
through the use of evocative responses. Additionally, active experiential interven-
tions such as imaginary dialogues (see Chapters 6, 7, and 8) are used to elicit the
particular emotional pain. It is important to be mindful that all evocative work
takes place within the context of the caring empathic relationship in which the
therapist actively conveys his or her caring presence.

The therapist contributes to emotion regulation and soothing by helping the
client to have an experience whereby they can stay with the core painful emo-
tions. The therapist models this by welcoming (rather than fearing) all emotional
experiences, even those that are scary and painful at the core of the client’s
emotional pain. The therapist’s consistent approach in accessing such emotions
encourages the client to stay with them and thus to build the capacity to be able to
tolerate them. Furthermore, the therapist is actively helping the client to articulate
the experience by finding a language to name the various aspects of the emo-
tional experience (e.g., And it brings this profound sense of loneliness inside.).
The most poignant aspects of the client’s emotional experiences are focused on
by the therapist inviting the client to stay with the experience. The therapist is
aiming to facilitate the client to not only savour and feel the experience, but also
to articulate it in appropriate language. Another important part of this articulation
is exploring which needs are not being met in the painful experience (e.g., the
need for connection, acceptance, and or safety). The therapist also encourages
the client through tentative empathic responses as well as through active inviting
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questions to articulate the emotional experience in the client’s own words (e.g.,
See what is happening inside. How does it feel inside when you get that?). The
research evidence suggests that naming the feelings can have a regulating effect
(Lieberman et al., 2007). Indeed, some experiential therapeutic approaches (and
some of the EFT interventions presented in Chapters 6 and 8) are built around
that concept (Gendlin, 1996). It is further hypothesised that as the client and the
therapist are forging their relationship, the regulating function of the relationship
is strengthened and internalised by the client who can then mirror the therapist’s
attentive, caring, and understanding presence in the treatment of self. The client
thus internalises the therapist’s function and fulfils it even without the presence
of the therapist. The regulating function of the therapist is thus gradually replaced
with self-regulation.

Corrective interpersonal emotional experience

Apart from the regulating function of the therapist’s caring presence and
empathic responding, the therapist often enacts the type of relating that provides
an antidote to the treatment provided by hurtful others whom have contributed
to the client’s interpersonal injury and consequent emotional pain. Thus, the
therapist’s compassionate attentive responses, such as empathic understanding,
affirmation of unmet needs, or acknowledgment of being moved by the client’s
painful story, are providing the client with direct experiences that contradict
prior abusive or neglectful actions of the hurtful others. The client’s loneliness
can thus be broken by the therapist’s reaching out and being with the client. The
client’s shame is being undone by the therapist’s validation and affirmation.
The client’s fear and insecurity is met with the therapist’s protecting presence.
Such interpersonal experiences in therapy are not planned, but rather authentic
spontaneous responses of the relationally oriented EFT therapist. The therapist
is non-defensively present and prepared to share his or her humanity (e.g., that
he or she is moved by the client’s suffering or perhaps angry at maltreatment on
behalf of the client). The therapist’s spontancous compassionate responses are
typically elicited by the client’s raw pain; the client’s vulnerability thus calls
for a caring presence that is actively expressed by the EFT therapist. In such
circumstances the EFT therapist does not hide behind the professional mask, but
shows compassion toward the client’s pain and unmet needs entailed in it. The
therapist also affirms the protective and self-affirming, assertive stance that is an
antidote to feelings of abandonment, invalidation or abuse, and similar types of
hurtful experiences in the client’s past and present. The impact of such a thera-
pist’s actions is then seen as one of the important transformative mechanisms
of change in EFT. In such instances, new corrective emotional experiences are
transforming the existing self-organisation centred around the core problematic
emotion schemes (Greenberg and Elliott, 2012). These corrective, interpersonal,
emotional experiences are supplemented by corrective emotional experiences
generated from within the client (see Chapters 6 and 7; see also Greenberg, 2011;
Greenberg and Elliott, 2012).
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Existential meeting

The experience of conducting EFT also leaves the therapist somewhat vulnerable
as he or she is always very transparent and takes the risk of revealing his or her
caring presence to the client. This is particularly so at moments of intense vulner-
ability for the client, in which the therapist stays active and genuinely reaches
out to the client through empathic responses, but also through genuine relational
disclosures that are attempting to show the therapist’s compassion and/or justified
anger on behalf of the client. For some clients their vulnerability may increase
their sensitivity to any misattunements they may experience emanating from the
therapist. Thus the therapist’s caring presence also leaves him or her more open
to the client’s rejection. The EFT therapist purposefully differs from some people
clients may encounter who, out of the fear of not knowing how to respond to them
when they are in pain, consequently hesitate to provide comfort when it is needed.

I mentioned in the beginning of this chapter that I am often directly affected
by emotion-focused work. I am moved, inspired, challenged, saddened, wanting
to fight for the client, and impacted in many ways when working with clients
who are in pain. I believe that this is the case for many therapists in a variety of
therapeutic approaches. In EFT, with its focus on the most vulnerable areas of the
clients’ experiences, it is very likely that work will be impactful on the therapist.
The impact often comes in an unexpected way and may change how the therapist
experiences his or her own vulnerability and how he or she addresses it (for more,
see Timulak, 2014).

Case vignette

Throughout the rest of the chapters, I will be presenting various vignettes. The
transcripts and vignettes in the book are based on actual clients and therapy ses-
sions of individuals who underwent therapy as part of my research group. All
material used was provided by clients who gave consent to take part in various
studies. They allowed their material to be analysed and published while preserv-
ing their privacy and personal details. Therefore, the vignettes and transcripts are
altered to protect the clients’ confidentiality and identity. They have also been
edited for communication purposes in order that they would depict the main
points that are to be illustrated.

Here, I would like to present a brief segment from a therapy session which
aims to illustrate moments in which the client touches on the core painful emo-
tions which are also very moving for the therapist. They require the therapist to be
very active and convey a compassionate presence and verbal empathic responses
aimed at the core of the pain and unmet needs in that pain. This segment illustrates
a poignant moment in which the client Ann (who will be described in more detail
in the next chapter) expresses her experiences of loneliness and her unmet need
for a caring and present mother in her childhood. Ann’s core painful emotional
issues covered several areas, one of the main ones being an experience of neglect
by her mother (who also died quite early in her life) that left Ann with a profound
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sense of loneliness and feeling unsupported. The excerpt comes from one of the
early therapy sessions where, in an empty-chair dialogue with her mother, she
touches for the first time in therapy in a very emotionally aroused way on this
core pain of loneliness and abandonment. The therapist provides a caring pres-
ence that hopefully breaks Ann’s existential isolation. The therapist, attempting to
help Ann to access the pain, puts it to a narrative that potentially helps to regulate

the pain.

In the beginning of the segment, Ann compares her childhood to that of her

own children:

Ann:

Therapist:

Ann:

Therapist:

Ann:

Therapist:

Ann:

Therapist:

Ann:

Therapist:

Ann:

Therapist:

Ann:

Therapist:

Ann:

Therapist:

Ann:

But I know, from my kids growing up that we should have had
that childhood. And we didn t (choking quality).

1 gave it to my children.

1 gave it to my kids (voice strained with emotion, words are
almost inaudible).

Yeah.

You should have given it to me (almost a whisper, crying).
[This is directed to her imagined mother sitting in the empty
chair. Ann is engaged in an empty-chair dialogue, an EFT
task described more fully in Chapter 6; see also Greenberg et
al., 1993; Elliott et al., 2004].

There s pain in it, and anger, yes? It’s painful what's missing
yes when it was like this. [The therapist is naming the experi-
ence and also points to the unmet need through highlighting
that there is something missing, ]

My kids would never see what you put us through (crying).
We'd tell them sometimes (sniff) but they can laugh about it,
because they never had to live with it, and they never will.
Yes, but it s not laugh, laughing for me yes.

It was never laughing for me.

Yea, yea ... It like full of pain. The pain that I can feel
now, I can stay with it. [The therapist speaking on behalf the
client.] Yea ... So I need you, what would you need from her?
[The therapist is trying to help to articulate the unmet need. ]
(sniff) Not an apology, but an explanation (voice collapses
with emotion). And back then when we were kids, I needed a
mother (tearful).

Ok.

1 didn't know it at the time. Cos I thought life would be better
without you.

Yeah.

And it was. God forbid me for saying it but it was.

Yea yea... this is how it felt. I just wanted you not to be there,
so I have, I can achieve some peace or something yea?

Yeah (crying) but I was still not getting the peace from her.
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Therapist:

Ann:
Therapist:
Ann:
Therapist:
Ann:

Therapist:
Ann:
Therapist:
Ann:
Therapist:
Ann:

Therapist:
Ann:

Therapist:

Ann:

Therapist:

Ann:
Therapist:

Ann:

Therapist:
Ann:

But I know that I needed real mother, yea? For you to be there
as a mother.

Yeah, and I'd nobody to turn to (very tearful).

So there was nobody for me there, yea?

No (crying).

It just aches.

With things like that, when me kids are sick. I know I have
[a husband] and I know he's there and he does everything
he needs to do for me. But then I would have liked my own
mother to be there (choking with tearfulness). Just to go and
say Mum ‘I need a cup of tea, sit and talk to me.’ Try and help
me deal with it. Instead of having to let me deal with it myself.
Which I'm gonna have to keep on doing.

Yeah.

But it would have been nice just to have her there.

Yea ‘I needed you there’.

Yea (crying).

I was so on my own just to deal with all of it.

It’s not even that. Its every now and then a girl needs her
Mum.

Yea. Just to have you there.

The boys mightn 't need them. But every now and again a girl
does need her Mum (crying heavily).

Yea. Every girl needs it and I needed it as well. I needed you
so much yes in my life. [The therapist actively speaks on
behalf of the client.]

1 did (crying) and it'’s only now that my own kids are growing
up. 1 realise that because I'm there for them, and they know
I am, and they know I always will be ... It’s very annoying,
and it is very hurtful that she wasn't there for us, or for me.
She could have been there for the others I don t know.

Yea, you were not there for me.

She wasn t there for me.

You weren't there for me. Yea and this is just so painful. And
it’s just such a loss yea? And such a sense of being on my own
in my life.

(nodding) Yea. Even though I have [a husband] and I have
the kids, you still do feel lonely. You'd love to just go up to
them and say I'm going to me Mum (crying).

Every girl needs it, and I need it and I needed it.

Yeah (sniff). (A portion of the dialogue taken from Witnessing cli-
ent’s emotional change in psychotherapy: An emotion-focused
therapists experience of providing therapy. Timulak, L. Journal
of Clinical Psychology, 70, 741-752. © 2014 John Wiley and
Sons doi: 10.1002/jclp.22109)
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This excerpt poignantly shows how the EFT therapist empathically follows
but also guides Ann to the core of her painful experience and how he stays with
the Ann’s pain and articulates it in an appropriate language. He also focuses
on the unmet need in the painful experience (the client missing a caring mother).
The therapist is caring, compassionate, and actively communicating empathic
understanding, but is also evoking various aspects of Ann’s experience. The thera-
pist is moved in the segment, his voice quality conveys how fragile the client’s
process is and how the therapist sensitively tries to attune to it. The therapist also
offers a calming and regulating presence as he does not shy away from the experi-
ences that are at times overwhelming for the client. Ann (in one of the later ses-
sions) spontaneously comments that she has a sense that the therapist ‘gets her’ like
nobody else in her life. This just points to the strength and unique quality of the
bond that is being developed through the work demonstrated in the above segment.
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Case conceptualisation is a defining feature of any psychological therapy. Each
therapist attempts to understand the presenting issues of his or her clients using a
particular theoretical framework, in order that he or she can apply a therapeutic
strategy aimed at overcoming the client’s difficulties. Humanistic and experiential
approaches to psychotherapy (amongst which EFT belongs) traditionally did not
pay much attention to the therapist’s conceptualisation of client difficulties. Con-
ceptualisation was seen as impeding the therapist from having an authentic rela-
tional encounter with the client (e.g., Rogers, 1951). In line with this tradition, the
developers of emotion-focused therapy were initially reluctant to formulate a firm
conceptual framework that would guide therapeutic strategy. Rather, in its earliest
incarnations (Greenberg et al., 1993), in-session markers were used within EFT to
identify specific tasks that the client was engaged in within the session, and which
the therapist could respond to, or collaborate on, with the use of specific experi-
ential techniques. As the development of EFT progressed, a more complex and
multi-layered approach to case conceptualisation evolved (Greenberg and Gold-
man, 2007; Greenberg and Watson, 2006; Watson, 2010). The conceptualisation
approach proposed by Greenberg and colleagues contained eight steps that were
to be understood as following fluidly across therapy sessions (at the time of the
writing of this book, Goldman and Greenberg [forthcoming] have further refined
those eight steps, however, their new book on EFT case conceptualisation was
not available at time of writing so below I describe the original eight steps). They
focused on (Greenberg and Goldman, 2007; Greenberg and Watson, 2006):

1 Identification of the presenting problem. Here the EFT therapist not only
focuses on what brought the client to therapy, but also, as initial sessions
progress, reframes the presenting problem in terms of problematic emotion
schemes and problematic self-organisations centred around those schemes.

2 Exploration of the client’s narrative about the presenting problem. As the
EFT therapist empathically explores the client’s presenting issues, he or she
pays attention to certain characteristics of the client’s narrative (Angus and
Greenberg, 2011). The therapist tries to facilitate optimal interplay between
the client’s emotional experience and personal narrative in the session. Opti-
mal interplay is understood as being one in which there is a balance between
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access to emotional experiencing, the expression of that emotional experi-
encing in narrative, and subsequent reflection on it.

Gathering of information about past and current identity and attach-
ment experiences. The EFT therapist expects that the problematic emotion
schemes, on which therapy needs to focus, will be centred around current,
and developmentally significant, relational and personal identity experiences.
It is assumed that specific significant experiences are responsible for the
development and maintenance of problematic emotion schemes (Greenberg
and Goldman, 2008). The therapist collaboratively gathers relevant informa-
tion from the client in order to understand the origin and maintenance of the
core painful emotion schemes.

Identifying the core pain. Greenberg (2002) describes the EFT therapist as
following a ‘pain compass’. According to Greenberg and colleagues, by
focusing on the most painful and poignant experiences that the client presents
with, the therapist is led almost inevitably toward the client’s chronic endur-
ing emotional pain. This pain represents maladaptive emotional experiences,
and identification of the ‘core pain’ thus helps to develop the main focus of
therapy.

Observation and attention to the clients style of processing emotions.
Apart from following poignant narrative, the EFT therapist also observes,
from the initial moments of therapy, whether the client is over-regulating or
under-regulating his or her emotions. The therapist, for instance, assesses the
client’s voice quality (Rice and Kerr, 1986) and level of experiencing (Klein,
Mathieu, Gendlin, and Kiesler, 1969). Narrative style is also taken into consid-
eration (Angus and Greenberg, 2011). Furthermore, according to Greenberg
and colleagues, the therapist distinguishes whether the experienced and
expressed emotions are primary, secondary, or instrumental (cf. Greenberg
and Safran, 1989). Emotions are assessed as to their adaptive or maladaptive
potential, and also, as to their productivity in terms of whether they serve
productive emotional processing (Greenberg, Auszra, and Herrmann, 2007).
By being attentive to the client’s core pain, the therapist essentially focuses
on primary emotions, typically primary maladaptive emotion. The therapist
tries to increase the productivity of primary emotions, and tries to generate
adaptive primary emotions in order to counteract and transform the present-
ing primary maladaptive emotions.

Identification of thematic interpersonal and intrapersonal processes. The cli-
ent’s presentation in therapy centres around particular interpersonal and/or
intrapersonal themes (see also step 3) that the therapist and the client explore
and work with experientially.

Identification of markers informing the choice of therapeutic tasks. EFT,
in its attention to moment-to-moment process, utilises a number of thera-
peutic tasks that address the thematic and emotional aspects of the client’s
presentation (see Elliott et al., 2004; Greenberg et al., 1993). The therapist
initiates such tasks on the basis of an appropriate marker, in other words, an
in-session indicator of a particular emotional processing problem. Tasks in
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EFT are research-informed experiential techniques that promote activation
of the problematic emotion schemes and their subsequent transformation.
In other words, problematic emotion schemes are worked with by the use
of experiential enactments (e.g., two-chair dialogue for identity-related self-
critical process, empty-chair dialogue for an unresolved interpersonal injury,
etc.; for details, see Elliott et al., 2004, and Greenberg et al., 1993); first to
activate maladaptive emotions; and second to transform those maladaptive
emotions via the generation of adaptive emotional responses.

8 Attending to moment-to-moment process within the session and tasks. The
EFT therapist does not set an agenda early in therapy. Rather the therapist
responds to the ever-changing in-session experiencing of the client. For
instance, when a client is involved in a specific experiential task, the therapist
uses micro-markers (e.g., emotional arousal, voice quality, self-interruptions)
to inform the adjustment of a given task and its direction.

This traditional form of EFT case conceptualisation (Greenberg and Watson,
2006; Greenberg and Goldman, 2007) presents a clear framework that informs
the therapist as to what he or she should pay attention to in therapy. It is important
to emphasise that while this model of case conceptualisation guides the therapist
to pay attention to particular aspects of the client’s experience and presentation
in the therapy session, conceptual understanding of the client’s difficulties does
not take precedence over the constant moment-by-moment tracking of the client’s
in-session experiencing. The same is true for the case conceptualisation approach
presented below.

This book presents a somewhat different approach to case conceptualisation.
While it is informed by the work of the above-mentioned authors, it is particularly
influenced by the recent research on sequential steps in emotional processing and
emotion transformation in EFT already presented in Chapters 2 and 3 (i.e., the
initial work of Pascual-Leone and Greenberg, 2007 and Pascual-Leone, 2009; and
further work building on that initial research; Keogh et al., 2011; Timulak et al.,
2012; O’Brien et al., 2012).

As we (in the Trinity College Dublin emotion-focused therapy lab) started to
examine videotapes of therapy cases and track the process of emotion transforma-
tion, we also noticed that the emotion transformation model helped us to under-
stand clients and their progress. We (myself and my students), therefore, started
to develop a case conceptualisation framework that could be used in our thinking
about clients and our strategies for therapy. My thinking was then further influ-
enced by a collaboration with Antonio Pascual-Leone where we tried to come up
with a shared view on case conceptualisation that might be useful for EFT thera-
pists (see Timulak and Pascual-Leone, 14). Also very influential were my discus-
sions about clients, and about the nature of client change, with Les Greenberg on
his many trips to Ireland. What follows is a conceptualisation framework that has
already been presented in a recent paper by Timulak and Pascual-Leone (2014).
Here I offer a somewhat elaborated version of our thinking.
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EMOTION-FOCUSED CASE CONCEPTUALISATION
BASED ON EMOTIONAL TRANSFORMATION MODEL

The research studies inspired by the original work of Pascual-Leone and Greenberg
(2007) carried out at the Trinity EFT lab led to the development of a conceptual
framework that can be used as a guide by the therapist in his or her understand-
ing of the client (Timulak and Pascual-Leone, 2014). Such an understanding can
inform the therapist’s overall strategy for therapy. It can also increase therapist
sensitivity to the client’s moment-to-moment therapeutic process. The frame-
work assumes that through the observation of regularities in the client’s narrative
and emotional processing, the therapist can tentatively determine the core pain-
ful emotion scheme self-organisations that are central to the presenting issues
that the therapist and the client have agreed to work on in therapy. The tentative
conceptualising framework pays attention to the underlying core pain (primary
maladaptive emotions in the traditional EFT language; cf. Greenberg et al., 1993);
the unmet needs embedded in core painful feelings; the interpersonal and situ-
ational triggers that bring about the pain; the client’s self-treatment in the con-
text of triggers, and the manner in which that self-treatment contributes to pain.
The framework further captures the global distress into which the client collapses
out of an inability to process underlying pain; and the fear (of emotional pain)
that drives avoidance and emotional interruption strategies (see the first part of
Figure 1—until the need [out of interest I include also Figure 2 (page 74) that is a
variation of Figure 1 conceptually clearly outlining its similarity with the original
work of Pascual-Leone and Greenberg, 2007; however, throughout the rest of the
text I will be referring to Figure 1 only]). This conceptual framework then guides
the therapist to facilitate emerging self-organisations (e.g., compassion and pro-
tective anger), the presence of which transforms core pain and responds to unmet
needs (cf. the second part of Figure 1, from need to the transformed feelings of
relief and empowerment).

As already emphasised, any case conceptualisation framework has to be seen
as hypothetical and tentative. It should not override the therapist’s continuous
observation of, and empathic responding to, the client’s ever-unfolding presenta-
tion in therapy. However, observing clients in clinical practice and in detailed case
studies (using video tapes of the sessions), we observed some shared features that
clients with mood and anxiety disorders (and interpersonal or personality difficul-
ties) frequently presented with. We found the model presented in Figure 1 helpful
as a means to visually represent the dynamic present in the client’s core painful
emotion scheme self-organisations. It helped us to think about the cases when we
wanted to conceptualise them, but also helped us to orient ourselves toward what
needed to happen in therapy.

It has been our observation that when initially presenting to therapy, clients
typically present in a state of distress, and furthermore that this distress (which
using Pascual-Leone and Greenberg’s terminology I refer to as global distress; see
Chapters 2 and 3) often shows in the form of undifferentiated painful emotions.
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Global distress is often characterised by hopelessness and helplessness (but some-
times also rage and reactive anger) and is a response to current and past (typi-
cally interpersonal) triggers. These triggers represent (interpersonal) situations, in
which the client’s needs were, or continue to be, violated or not responded to. This
leaves the client with painful emotions (core pain) which signal that these needs
are not being met. The aforementioned studies of the presentation of depressed
and anxious clients (e.g., Crowley et al., 2013; Dillon et al., in press; Keogh et al.,
2011; Keogh et al., 2013; McNally et al., in press; Pascual-Leone, 2009; Pascual-
Leone and Greenberg, 2007; Timulak et al., 2012) suggest that the core painful
emotions are shame-based, loneliness/sadness-based and/or terror/fear-based (see
Chapters 2 and 3), and that these core painful emotions correspond with unmet
needs for approval, closeness, and safety.

Core painful emotions are difficult for the client to bear, a difficulty further
compounded by the fact that clients often find it unimaginable that the needs
embedded in that pain will ever be fulfilled. Core painful emotions are therefore
also scary for clients, and clients often engage in emotional avoidance strategies
in order to mitigate those painful feelings. Clients may also avoid situations or
interactions that might trigger that pain (Behavioural Avoidance in Figure 1); for
instance, they may be trying to avoid situations where they experience rejection.
Core pain can also be reflected in the manner in which clients, aware of their
difficulties, and seeking some way to make sense of and manage those difficul-
ties, assume responsibility for their own pain and/or blame themselves for their
own pain.

We will now look in more detail at the individual aspects of this case concep-
tualisation framework. Whilst a variation of the framework has already been pre-
sented in Chapters 2 and 3, here the focus will be on how the framework informs
the therapist’s treatment strategy.

Triggers/Perceptions

The triggers of emotional pain (see also Figure 1) are typically evident from a
client’s narrative about what is most painful and difficult for him or her. The thera-
pist listens for triggers such as current and/or past interpersonal situations which
evoke in the client difficult-to-tolerate feelings. These triggers are often actions or
perceived actions of important others that leave the client with feelings of rejec-
tion, exclusion, invalidation, humiliation, intrusion, terror, and so forth. Impor-
tant others are seen and experienced as invading, rejecting, blaming, neglecting,
invalidating, humiliating, or harsh. Interestingly, in some instances the perceived
other may trigger distress, not because he or she is abusive in some way, but rather
because he or she is too vulnerable or fragile, thereby evoking in the client guilt
that the client is in some way responsible for the other’s fragility or for any pain
that the other might feel.

Often the triggers of emotional pain are current events or situations that are
happening in the client’s life (e.g., the hurtful behaviour of a spouse). The client
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may report several of these current triggers in early sessions, corresponding
to a variety of difficult interactions in the client’s day-to-day life. However,
as therapy progresses, the therapist is likely to observe that some of these cur-
rent interpersonal difficulties (and their attendant triggers) contain features that
resemble developmentally salient interpersonal events during which the client
experienced emotional injuries. These original hurtful interactions typically
occurred at times when the client was particularly vulnerable, for instance not
yet fully matured (e.g., in childhood, adolescence). Thus these hurtful inter-
actions typically occurred at times when the client did not have the internal
resources to process the pain caused, stand up for him- or herself and/or seek
appropriate external support. Take for instance, a hypothetical client who is
socially anxious, and is fearful of criticism, and the subsequently felt humili-
ation, in situations where as a part of his job, he has to speak in front of an
audience. Such a client may have had regular experiences of being undermined
and ‘put down’ by ‘friends’ during adolescence. Furthermore, such experiences
in adolescence may have been preceded by experiences of being undermined,
humiliated and/or doubted by his father during childhood. Situations where the
client, as an adult, anticipates or fears criticism, therefore evoke anxiety, and
this anxiety, propels the client into avoidance of such situations. The client fears
humiliation and shame, and thus seeks to avoid situations which will trigger
such humiliation and shame. However, these efforts to avoid being shamed stem
from an intrinsic sense of being someone who should be (self-criticism; see
below) shamed. Despite efforts to avoid these situations, the client often intrin-
sically experiences a sense of shame that is self-defining; that is felt as a central
trait of the self (/ am flawed.).

The therapist’s strategy with regards to the triggers of the client’s emotional
pain is to observe these triggers and bring them into the client’s awareness.
The therapist observes and highlights nuances of the triggers that are often
non-verbal (e.g., being looked down upon). The therapist brings the triggers
to the client’s awareness often by facilitating the client’s enactment of the trig-
gers in imaginary dialogues (typical EFT tasks; see Elliott et al., 2004, and next
chapters) in which the client is asked to enact the hurtful behaviour of others
toward the imagined self. The implicit messages contained in the other’s behav-
iour are unfolded and the idiosyncratic impact on the client experienced and
further worked with (see more in Chapter 6). In other cases, triggers are accessed
through the use of the systematic evocative unfolding task (Greenberg et al.,
1993; Elliott et al., 2004), in which the client reconstructs perceptual aspects
of situations in which he or she experienced puzzling emotional reactions. In
some instances, problematic self-treatment (e.g., self-critical or self-worrying
processes) triggers emotional pain. The nature and function of these triggers can
be explored using self-imaginary dialogue tasks (see the following chapters).
Since EFT is an experiential therapy, the therapist is not focused on discovering
the triggers through theoretically based speculations, but rather seeks to identify
triggers by exploring and unfolding the client’s perceptual field (the remembered
triggers) and aspects of those triggers that evoke painful feelings.
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Global distress/secondary emotions

As already mentioned, global distress (see Figure 1) is a label used to describe an
aroused emotional state in which the client expresses an undifferentiated form of
emotional pain (see Pascual-Leone and Greenberg, 2007; see Chapters 2 and 3).
Global distress is what is typically seen when a client attempts to talk about what
brought him or her to therapy, and it is a type of distress characterised by what EFT
literature terms ‘secondary emotions’ (Greenberg and Safran, 1989; Greenberg
et al., 1993). Since the EFT therapist is trying to facilitate the client’s access to
emotion in the session, global distress often shows in an aroused form. Another
feature of this emotional state is its low differentiation with regard to the felt emo-
tions, but also with regard to the personal meaning of these emotions. The client
simply feels the pain and is overwhelmed by it, fears it, and wants to avoid it. He
or she is rarely able to say why they feel this way.

While the feelings in global distress are not well differentiated, there are
some emotions (and some distinct combinations of emotions) which occur
with enough frequency as to be almost characteristic of global-distress—type
presentations. These are often feelings of hopelessness and helplessness at
the impossibility of ever having unmet needs met (This will never change.
I am just unhappy). Hopelessness and helplessness are typically secondary
to more primary feelings of loneliness/sadness, shame, or terror. Apart from
hopelessness and helplessness, clients often present with irritability, anger, and
frustration at not having needs met (How could you do it? I hate you [directed
at the person causing hurt and distress]). Global distress often takes the form
of a mixture of anger and sadness (Why did you hurt me?). Whilst the anger
points at the violation of need, the sadness is a response to what is actually
being missed. Clients with anxiety disorders also often show a lot of secondary
(apprehensive) anxiety, which is an anticipatory response to potentially painful
triggers. Anxiety and a constant expectation of further pain or attack, leads
almost inevitably to exhaustion. Thus, global distress can show also in the form
of physical exhaustion.

Whilst the above presentations are common, the distress each client presents
with has its own unique, idiosyncratic form. This presentation, this mixture of
secondary and poorly differentiated emotion, obscures more primary, core emo-
tional response to triggers. The therapist tries to acknowledge and empathise with
the experienced distress. He or she responds to and communicates an understand-
ing of it. This in and of itself can have a soothing, regulating impact on the client.
However, the therapist’s primary goal is to try to access the core of the client’s
painful emotional experience, those underlying primary feelings which point to
the unmet needs. The therapist, therefore, focuses on what is the most painful
in the client’s experience; on what is the most hurtful in the triggering situation.
The therapist also encourages the client to pay attention to painful emotional
experience, to allow emotional experience to come to the surface, and to speak
from that emotional experience. As already mentioned, the therapist attempts to
follow a ‘pain compass’ (Greenberg and Goldman, 2007; Greenberg and Watson,
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2006), following what is most painful, in order that both the client and therapist
can arrive at the underlying painful emotions at the core of the painful emotion
scheme self-organisation.

Problematic self-treatment

The therapist not only observes the client’s perceptions of triggers and the pain
that those triggers bring; he or she also notices how the client treats him- or
herself in the context of those hurtful triggers. People respond to such triggers
in a wide variety of ways. Some may, for instance, calm themselves, offer them-
selves support, or fight for themselves. For a majority of emotionally suffering
clients, however, such supportive self-treatments are often limited or missing.
What comes instead is a problematic self-treatment. It has been our observa-
tion and of other EFT authors (see, for instance, the original work of Greenberg
et al., 1993) that problematic self-treatment typically takes one of two forms.
The first of these are a variety of self-treatments the function of which appears
to be to try to avoid painful feelings (e.g., emotional avoidance, self-worrying,
self-scarring, etc.). I will address this form of self-treatment separately below.
The second are a variety of negative self-treatments which are essentially
self-attacking in nature; for example, self-judgment, self-contempt, self-
dissatisfaction, and especially self-criticism (see also Chapters 2 and 3). Whilst
this latter self-critical/attacking treatment appears to be central for clients pre-
senting with depression (Greenberg and Watson, 2006), socially anxious clients
also typically present with the former, either in the form of an anxiety split (e.g.,
scaring themselves with regard to upcoming social interaction; Elliott, 2013) or
in the form of worry (Timulak and McElvaney, 2012).

The therapist may notice that problematic self-treatment can show in many
forms. Some are more superficial than others. For instance, the client may be criti-
cal of him- or herself for being depressed (I should not be depressed). However, this
superficial criticism is typically an expression of a more core negative self-attitude
(I am flawed). Case observations reveal processes indicating that to some extent
problematic self-treatments may be rooted in the introjection of criticisms coming
from significant others. However, there are also indications that it might be a coping
process, a functional response to neglectful and/or abusive treatment by others dur-
ing childhood and adolescence. For instance, a child experiencing abuse or neglect
may attribute the reason for this treatment to aspects of their own intrapersonal
character that might merit others treating them in this way (I deserve rejection,
humiliation, exclusion, judgment—something in me is flawed, unlovable, etc.).
Although this self-attribution of negative characteristics is painful, it may offer the
child some rationale for what is happening, and therefore a perceived (and perhaps
felt) control over the otherwise unpredictable and hurtful behaviour of the other.
It also offers hope in so far as it holds out the possibility that if I improve, I can
become more lovable. The fallacy in this self-treatment is that the other does not
change, and thus the child continues to blame him- or herself.
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It is not surprising therefore that a client’s attempts to deal with problematic
triggers ultimately contribute to the client’s pain. Indeed, a lot of shame and lone-
liness related painful emotions are also representations of negative self-attitudes
(e.g., I am unlovable, I am worthless, I am weak.). The problem of negative self-
treatment is further compounded by the fact that clients may have experiences of
problematic self-treatment actually serving them well. For instance, if the client
constantly criticises him- or herself and wants to do everything perfectly, such
a client can actually be praised by others for being perfect and reliable. Such
examples further confirm the idea that the function of self-attacking behaviour is
often to help the client, in this instance, giving the client the longed-for approval.

The therapist observes the client’s problematic self-treatment and seeks to
bring it into the client’s awareness. In bringing this process to the client’s aware-
ness, the therapist proposes the possibility of working on this process. Subse-
quently, when appropriate markers of self-critical processes present themselves in
session, the therapist proposes the use of an experiential task, a two-chair dialogue
for a conflict split (Greenberg et al., 1993; Elliott et al., 2004); first to explore
the self-critical process; then to transform it. In a two-chair dialogue, the client
is guided first to enact the criticism toward the self; then to see the impact or toll
of this criticism on the self; and then to see what needs are not being met, or are
being neglected or violated by such self-treatments. The work then focuses on
how the client can access a more self-compassionate and more self-protective
stance in order to counterbalance the negative self-treatment. In other words the
therapist is trying to help the client have experiences of love and protective anger
that will counterbalance experiences of shame and exclusion (see Chapter 6 and
particularly Chapter 7).

Emotional and behavioural avoidance

Another form of problematic self-treatment (arising in the context of triggers
which evoke painful emotions) is self-interruption (cf. Greenberg et al., 1993),
which can be understood as a process of emotional avoidance of evoked pain-
ful feelings (see Figure 1). This process of avoiding uncomfortable emotions is
driven by both the felt emotional pain, and apprehensive fear of further pain. It can
also prompt behavioural avoidance of the triggering situations that could bring
further pain (see Figure 1).

Emotional avoidance can take many forms, all of which can be seen in session;
deliberate numbing of feelings; intellectualising; dissociation; changing the topic
of conversation; diverting attention by using humour, and so on (O’Brien et al.,
2012). It can also show in the form of physical symptoms, such as a tightening
of the muscles, as if the client is bracing for emotional pain by controlling bodily
responses. In the case of clients presenting with generalised anxiety disorder
and similar anxiety problems, emotional avoidance may take the form of worry.
Anxious clients worry about triggering situations that might elicit emotional pain
(e.g., being blamed, criticised, rejected, attacked, etc.). Worry is typically also
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intertwined with behavioural avoidance, in other words, behaviours in which the
client engages (or not) with the hope that doing so will reduce the likelihood of
being confronted with the feared triggers. For instance, a client may be over-
compliant in order to prevent criticism. Alternatively, a client may be avoidant,
refusing to take responsibility, in order to prevent evaluation by others. A very
good example of emotional avoidance is the agoraphobic behaviour so prevalent
in panic disorder. Clients with panic disorder avoid any situations in which they
previously experienced feelings of panic, but they also avoid situations in which,
were the panic to come on, they would not have any access to a safe, private
space where they could calm down without being observed. Emotional and behav-
ioural avoidance, and the underlying fear which drives such avoidance, all play an
important role in the individual clients’ problematic emotion schemes. Although
the ultimate motivation in these processes is to avoid felt emotional pain, these
processes ultimately fail to achieve their goal. In the short term, pain is rarely kept
fully away, and in the longer term, avoidance is counterproductive as engaging in
such avoidance actually lowers the client’s pain tolerance threshold. Furthermore,
avoidance does not allow the client to process painful emotions in a way that
would facilitate the generation of adaptive emotional responses to counterbalance
the felt pain (e.g., soothing or protection). Avoidance thus paradoxically contrib-
utes to global distress, leading to tiredness and fearfulness, and contributing to a
sense of limited control focused solely on unsuccessful self-protection.

The therapist observes the client’s avoidant processes and brings them
into the client’s awareness. The therapist may help the client to see the role
the avoidant processes have in the overall dynamic of his or her problematic
schemes and self-organisations. As with any other part of the conceptualisation
framework presented here, the therapist’s observation are collaboratively shared
with the client and discussed at points in therapy when the conversation has
a direct relevance for what is being explored and experienced by the client at
that point in time. Avoidance and self-interruption processes can also serve as
markers for specific experiential tasks, most notably the two-chair dialogue for
self-interruption (Greenberg et al., 1993; Elliott, 2004). In this experiential task
the client is instructed to enact the interruptive processes in one chair, i.c., to do
what the interrupter is doing to the imagined self in the other chair (How do you
make sure that he (or she) does not feel? Please do it.). This is done in order
to help bring this self-interrupting/avoiding process more fully into the client’s
awareness, and thereby help the client take ownership of what he or she is doing
to him- or herself. It is also done, however, to elicit the impact this self-treatment
has on the client. After enacting the interruption, the client is asked to sit in the
other chair, and describe what it is like to be the object of the interruptive process
(e.g., What happens inside when you get this?). The therapist helps the client
feel the toll of the self-interruption, and guides his or her focus to what is being
missed (e.g., which needs are not fulfilled), in order that a more compassionate or
self-protective stance be evoked. Similar dialogues are focused also on the worry
process (Murphy et al., 2014). We will look at the details of work on overcoming
avoidance in Chapter 6.
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Anticipatory anxiety

Anticipatory fear (see Figure 1) of situations that might evoke painful emotions,
combined with fear of those actual painful emotions, drives emotional and behav-
ioural avoidance. It is important for the therapist to remember that this fear needs
to be distinguished from a more basal, core fear felt as a primary response to some
triggering situation, e.g., the fear that a client might experience when attacked.
While apprehensive fear is characterised by an apprehensive anxiety, primary fear
is characterised by a quality of terror. A good example is fear of flying. If I am
scared to fly, my fear can be understood as an apprehensive anxiety of what could
happen. On the other hand, were the plane to actually start falling from the sky, and
were I to feel physical upset in response to the free fall, this primary fear has a qual-
ity of terror. The actual fall is scary, intrusive, and upsetting to my body as a whole.

Another distinction that can be helpful for the therapist is the understanding
that apprehensive fear (anxiety) is actually the fear of triggers and the correspond-
ing underlying core, painful emotions that, as I have already elaborated on, appear
to be predominantly shame-based (e.g., I am worthless), loneliness/sadness-based
(e.g., I am not loved) and terror/fear-based (e.g., [ am weak to face intrusion.).
Again, the terror/fear-based emotions here need to be distinguished from appre-
hensive fear. In this case it is a fear (apprehensive anxiety) of the fear (the core
primary response to intrusion).

Anticipatory fear is a defining feature of clients with anxiety disorders dif-
ficulties. For instance, this type of fear (anxiety) is the main presenting feature of
social anxiety. While what is most visible is the client’s fear of social situations,
the core underlying emotion is the feeling of shame that would be triggered in
those situations. It is this shame that the person wants to avoid and cannot bear.
Thus the client fears the triggers (e.g., criticism) and own uncomfortable feelings
of shame. The anticipation of shame (of being ridiculed, negatively evaluated,
and humiliated) shows on the surface in the form of apprehensive anxiety. This
anxiety is then at the fore, while shame may not be at the centre of attention, and
may in fact be missed. This anxiety then also leads to behavioural avoidance of
social situations.

The distinction of primary vs. secondary (anticipatory) fear is crucial for the sub-
sequent treatment strategy. For instance, EFT, in contrast to cognitive-behavioural
therapy, does not focus primarily on anticipatory anxiety but rather focuses on the
underlying shame. The therapeutic work focuses on helping the client to be able
to access and regulate this shame, to be able to articulate the need embedded in
shame (e.g., to be valued, appreciated) and eventually to access self-organisations
of self-compassion and protective anger that would validate and respond to the
natural need for appreciation. It is then assumed that the fear of social judgement
will not be that strong as the client will have a sense of inner confidence in him- or
herself, as well as the sense that he or she will be able to bear potential criticism.

In therapy sessions, the therapist pays attention to anticipatory fear as it can
help the therapist in sharing his or her understanding of the dynamic at the core
of the client’s problematic emotion scheme-based self-organisations. Again, the
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therapist shares this understanding at appropriate times in the session when the
apprehensive anxiety is activated. There is one important feature of apprehensive
anxiety that we observed in our studies (O’Brien et al., 2012, Murphy et al., 2013).
We noticed that anticipatory anxiety is seen by clients as having a protective func-
tion, in that they can be aware that it prevents them from encountering triggers and
triggered painful feelings. However, as already argued, this protective function
is outweighed by the cost of the ensuing avoidance, in other words, avoidance
prevents healthy, flexible emotional processing that would successfully help trans-
form the feared underlying emotions. Clients are thus crippled by apprehensive
fear and do not develop a strong sense of their own resilience and personal agency.

Core emotional pain

The core emotional pain (see Figure 1 and Chapter 2) is the underlying painful
emotional response to the triggering situations or perceptions. For instance, the
client may perceive somebody as humiliating him or her, and he or she can expe-
rience painful feelings of humiliation and shame. Compared to undifferentiated
global distress, core emotional pain is typically present in the form of discreet
emotions that quite clearly provide information about the client’s unmet needs in
the particular triggering situation. While these core emotions have the potential to
be clear and differentiated, in early therapy sessions, core pain is typically obfus-
cated by client states of global distress. Since core primary emotions are scary
and difficult to bear, they essentially become buried in secondary emotions such
as hopelessness and helplessness, irritation, pain, hurt, unspecified sadness, anger,
anxiety, and so forth. The predominance of secondary emotions represents the
client’s collapse into a hopelessness that the needs embedded in core painful emo-
tions will never be met. Global distress is further compounded by client avoidance
strategies, the function of which is to avoid primary core painful feelings.

The core emotional pain contains primary emotions that are painful and which
do not give rise to any adaptive action on the client’s part (Greenberg and Safran,
1987; 1989). They are usually familiar, well-known, and dreaded feelings that are
in the centre of the problematic emotion schemes self-organisations (Greenberg,
2002; 2011). They are uncomfortable feelings, and the client typically feels over-
whelmed by them. The client is not able to stay with the pain they contain, nor
is he or she able to process and counterbalance these feelings. Instead, secondary
emotions, which are responses to those primary maladaptive emotions or to the
cognitive processes accompanying primary emotions, come to the fore. What the
therapist initially sees in fact is the consequence of the client’s emotional pro-
cessing collapsing into global distress, secondary hopelessness, helplessness, and
other form of distress. The client’s effort to avoid feelings may also come to the
fore. Various EFTs studies of mood, trauma, and anxiety disorders (e.g., Greenberg
and Watson, 2006; O’Brien et al., 2012, Paivio and Pascual-Leone, 2010) suggest
that the feelings that I refer to here as core emotional pain, centre around shame,
loneliness/sadness, and terror/fear experiences. These are the emotions that the
therapist is then most sensitised to hear in the client’s presentation.
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Shame-related primary maladaptive emotions (shame, guilt, embarrassment,
humiliation, etc.) can be simple or complex emotional experiences that prompt
an action tendency to hide, shrink, disappear, stop existing, and so on. Verbally
(narratively) they are expressed in self-statements alluding to characterological
deficiency such as I am flawed, I am worthless, or Something s wrong with me.
They are typically experienced in the context of interpersonal situations (trig-
gers), in which the client sees others as rejecting, judging, humiliating, bully-
ing, putting the client down, or conversely when the client views others as being
harmed by the client’s own actions. It seems that in the context of these situ-
ational triggers, the client treats him- or herself negatively (e.g., I deserved to
be bullied, because I was weak,; I am selfish.) (see the section on negative self-
treatment above). The experienced shame and its variations point to embedded
unmet needs to be valued, appreciated, recognised, accepted, and so on. These
unmet needs may relate to either past experience or to the present.

Loneliness-related primary maladaptive emotions are variations of emotional
experiences of profound isolation, abandonment, and/or loss. The typical emotional
quality these experiences bring is sadness. It may be a sense of missed connection
or the missed presence of a caring other. Or, it may be the sense of loss accompa-
nying the loss of a loved one, which can be particularly difficult if the loss is of a
defenceless dependant other such as the client’s own child. Client verbal expres-
sions (narrative) that point to this type of experience can include expressions that
refer to a sense of emptiness, such as, [ feel empty, on my own, alone, lonely or to
what it is that is missed, for example, [ miss my mom, child, partner, friend. The
triggering situations in which the client can experience variations of loneliness may
be situations where there are elements of neglect, exclusion, or loss. The experi-
enced sadness may speak to unmet needs, such as the need for closeness, support,
love, or connection. Again these might be needs that are not being met in the client’s
current life, or the pain may relate primarily to needs that were not met in the past.

Terror/fear-related primary maladaptive emotions are responses to a traumatic
trigger that intrudes on either the physical or psychological world of the client
(e.g., physical attack, verbal attack, an accident, etc.). These triggers provoke a
variety of primary, painful fear-based emotional responses such as intense ter-
ror, horror, dissociations, and so on. They evoke physiological and psychological
upset over which the client may have limited or no control. The experienced pain
causes significant physical upset in the body. The action tendency is typically to
stop the upset (either by fleeing or fighting). In therapy sessions, these emotions
typically appear when memories of traumatic experiences are activated. The obvi-
ously inferred unmet needs in these types of experiences are needs for safety and
predictability, in place of the experienced significant discomfort.

The core emotional pain often consists of a unique mixture of shame-based,
loneliness/sadness-based, and terror/fear-based emotions. For each client the core
emotional pain may contain an idiosyncratic variation of the particularly defining
painful primary maladaptive emotions that serve as attractors for a particular prob-
lematic self-organisation (or self-organisations). These central painful emotions
and the dynamic whereby they are triggered by particular situations and by own
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self-treatment in those situations, are embedded in emotional schematic struc-
tures (and it is hypothesised, represented in neural pathways—structural as well as
functional) that are based on emotional memory of developmentally and currently
salient difficult experiences. The core emotional pain as it manifests itself in the
present is thus typically an activation of, and a representation of, an underly-
ing vulnerability, built through a dynamic interaction between past injuries and
unbearable experiences in the client’s currently lived life. The roots of emotional
pain can often be found early on in the client’s life, when the client was limited in
his or her resources to process adversity. However, traumatic/adverse experiences
later in life can also be responsible for the development of particular emotional
vulnerabilities. Furthermore, in many instances biological and genetic predisposi-
tions can potentially limit a client’s resources to cope with adversity (see Chapter 2
for the discussion of the roots of emotional pain).

The therapist’s primary focus in therapy is to access and transform the core
emotional pain (see Chapters 6 and 7). The therapist seeks to help the client access
core painful feelings, which also means that he or she seeks to help the client refrain
from engaging in avoidance of their emotional experience. The therapist aims to
help the client to stay with their core painful feelings, to feel them, to reflect on them
and articulate the unmet needs in them, and eventually to be able to process them
through transforming them by activating balancing emotional experiences (e.g.,
compassion, care, protective anger). The core emotional pain is typically activated
through enactment of the painful situations, either through imaginary dialogues
with the pain eliciting others or through the self-self dialogues which activate pain-
ful self-treatments. In some cases the core pain is accessed through a vivid entering
of the painful situation in imagination. Sometimes the experienced core emotional
pain can be accessed through imagining vulnerable others, whose painful experi-
ence is in some way similar to that of the client (for details of this type of work see
the next chapter and also Greenberg et al., 1993; Elliott et al., 2004).

Through such experiential work, the therapist discovers, together with the cli-
ent, what it is that is at the centre of the client’s difficulty. The development of
such a shared understanding, a shared conceptualisation, is important for good
client—therapist agreement on the tasks and goals of therapy, and for this reason,
the therapist is quite transparent with his or her own observations. He or she seeks
to share observations with the client in a bit-by-bit manner that does not distract
the client from engagement in the actual, experiential emotion-focused work in
therapy. The manner in which the therapist shares his or her evolving case concep-
tualisation can be thought of as similar to what Greenberg (2002) describes as ‘hot
(experience close) teaching’; the therapist reflects on and shares those parts of the
case conceptualisation that resonate with, and are pertinent to, what it is that the
client is feeling at that point in the session.

Unmet needs

It is very important for the therapist’s understanding of why some emotional
experiences are particularly painful, to be aware that those painful emotional
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experiences signal that the client’s needs in some difficult situations were not or
are not being met (see Figure 1 and the discussions in Chapters 2 and 3). The fact
that the client’s lived experience of interaction with his or her environment did
not, or does not, bring an adequate response to these needs, is the root cause of the
unbearable pain which the client experiences, and it is this in turn that can lead to
feelings of resignation (global distress, secondary hopelessness, helplessness—
depression) or apprehension of further pain (emotional avoidance—anxiety).
A focus on the unmet needs of the client is the central aspect of both case concep-
tualisation and the ensuing transformative therapeutic strategy, as it is the unmet
needs that have to be emotionally responded to in therapy in order to bring about
emotional transformation.

Studying clients’ painful emotions as they show in the course of emotion-
focused therapy (for instance, studies on depression, anxiety and trauma; Green-
berg and Watson, 2006; O’Brien et al., 2012; Paivio and Pascual-Leone, 2010)
offers some light on what type of needs are not being met. These unmet needs
can be discerned from closely observing the core primary maladaptive emotions
at the centre of clients’ suffering. Unsurprisingly, each type of need is closely
linked to a type of primary painful emotion. Thus the unmet needs embedded in
shame-based emotions include needs to be valued, seen, accepted, appreciated,
respected, acknowledged, recognised, or validated. The unmet needs embedded in
loneliness-related emotions include needs to be loved, connected to, reached out
to, hugged, cared for, included, but also the need to love, to connect to, to reach
out to, to care for, and so forth. Finally, the unmet needs embedded in primary
fear-related emotions include the need for protection, for safety, and for control.

The therapist focuses on distilling the unmet needs. Unmet needs cannot be
accessed through an intellectual exercise or exploration. They can be accessed
only when the client is fully feeling the core primary painful emotions. When the
client is feeling rejected, abandoned, or scared and is prompted by the therapist to
reveal what is he or she is missing most (or what he or she needs) at the moment
of this intense pain, the client is able to access what is missing (or needed) most;
the unmet need. The articulation of unmet need by the client happens typically in
moments of high emotional arousal and vulnerability. Such articulation is central
to the emotional transformation that ensues. In transformation, adaptive experi-
ences provide an emotional response to those unmet needs (both inside and out-
side of the session). We will focus on this in Chapters 6 and 7.

Case Example

The case presented here is an extended version of the case presented in Timulak
and Pascual-Leone’s paper (2014). The client, Ann, was a female in her early fif-
ties who struggled with generalised anxiety, self-criticism, and low mood. To pro-
tect the anonymity of the client, some facts about her are altered. I also incorporate
some facts from other clients with similar experiences, thus the case can be seen
as a composite example. Visually, case conceptualisation is presented in Figure 2
(it will be referred to also in Chapters 6 and 7).
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NEGATIVE
SELE-TREATMENT

I do not deserve love/
Something is wrong with me/I
should not be distressed/
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Historical: non-responsive AVOIDANCE
mother and her loss; trauma I have to make sure

of sudden death | that nobody would get
Current: children suffering upset—I could be
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Worry/Something will as she did, potential loss or rightly judged and
happen and I am responsible. trauma to loved ones. rejected. PHASE 1
{} * Acknowledging
EMOTIONAL secondary
SECONDARY EMOTION: AVOIDANCE distress and

GLOBAL DISTRESS &
REJECTING ANGER

Worry; Something bad
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will happen. My
feelings & needs are
not important. Feelings
will never end & will
be unbearable.
ANXIETY/APPREHENSION *
Triggers/core pain will be unbearable.
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Hopelessness, helplessness, upset,
overwhelmed, anxious, tense, rage, irritated,
frustrated.

CORE PAIN—primary and painful emotion

Loncliness—I do not feel loved. PHA_SE 2

Shame—I am fundamentally flawed, I do not deserve love. Acc#ssmgl and

Fear/ Terror—Something terrible will happen that will find me. artlc.ulatmg

unprotected. — primary
maladaptive

~~

NEED
To be loved (connected).
To be accepted.

emotions and
unmet needs
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To be safe.
COMPASSION PROTECTIVE
Enacted compassion ANGER
from self, from Standing up for self
‘imagined’ salient GRIEVING/ against dismissive
others. LETTING GO salient others

it should not have happen, PHASE 3

it is remembered, it pains, Fac1htagng

but it is in the past. cmerging

‘ adaptive emotions

RELIEF
I feel calm and light.

AGENCY—EMPOWERMENT
I feel strong and confident.

—/

Figure 2 A Variation of case Conceptualisation Framework (adapted from New develo-
pments for case conceptualization in emotion-focused therapy. Timulak, L., &
Pascual-Leone, A. Clinical Psychology & Psychotherapy. Advanced online
publication. © 2014 John Wiley and Sons. doi: : 10.1002/cpp.1922)

Global distress

Ann was referred for counselling by her GP as she was highly distressed. She was not
interested in using an antidepressant medication; however, she occasionally took
valium when she was not capable of calming herself. In the first few sessions, she
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showed a very significant level of global distress that caused the therapist to wonder
whether she should not be referred onwards for a more intensive treatment. She worried
constantly. She particularly worried about the well-being of her children, but also other
close ones. For instance, she would worry that her adult children would make a mis-
take if they went to the doctor without her (I'm afraid they wont say the right thing.
They won t ask the right questions. And then they’ll make a mistake.). She also could
not sleep well (/¢ feels like if I go to bed and go to sleep, I'm not being the responsible
person that I should be.). Her worries often led her to protect and check on others,
so that she could prevent anything bad from happening to them. She could get casily
agitated about things that needed to be done. This over-commitment exhausted her.

Ann was also worried about her own physical health and her own mental
health; her mother had a mental illness, depression, and alcohol abuse, and she
died suddenly when the client was only nine years old. Ann also experienced a
number of physical symptoms such as tension across the back of her shoulders
and a tense stomach. She presented as overwhelmed and confused by her current
levels of anxiety and distress, and described the significant impact this distress
had on the quality of her life: ‘Sometimes I just want scream at the top of my lungs
and for what I don’t know’, and ‘It’s just not being able to cope with things when
it’s happening to me that’s freaking me out more or less’. She presented with high
levels of emotional arousal, getting easily upset and often crying. For instance, as
one of the early sessions was ending, Ann started to cry and sob, saying that she
just wanted to ‘Walk and walk and walk and walk and walk ...". She expressed a
lot of hopelessness and stated that she could not see how anything could help her.
She was also very negative about herself, blaming the self for her own difficulties
(see more in the part on the problematic self-treatment below).

Triggers

The current triggering situations were mainly situations relating to health (e.g.,
potential health issues affecting her son; her own health issues, etc.) and situa-
tions in which she witnessed suffering of others who were close to her (e.g., an
extended family). An exploration of poignant and salient memories showed that
those current triggers were firmly embedded in past hurtful life experiences. As a
child Ann experienced a lot of neglect from her mother, and the sense of not being
loved was familiar to her (She didn t love me.). Therefore, she could easily iden-
tify with the abandonment felt by children who were secluded from mum (/¢ hurts
because I know what its like ... I know what its like to grow up without a mother
and it’s not very nice.). Ann relayed anecdotes of times when she had felt very
ashamed; for example, she spoke about the time when her mom became drunk on
Ann’s birthday and fell down on the street: ‘All these relatives ... and the smell of
drink on her ... and she fell twice. ... So that’s my memory. ... Other kids’ moth-
ers aren’t like that’. Ann not only experienced neglect and a sense of abandonment
but often spoke about times when her mother had attacked her. In one of the very
first sessions she said, ‘I was worried when I was a kid going home and seeing
what humour my Ma was in ... if she’s going to be ranting and raving or what.
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You just didn’t know what was going to happen when you walked in through the
hall door ...". She always hoped that her mother would change; ‘Every day there
was hope that she would, she wouldn’t be drinking’, but her pleas to her mother
requesting her to change, instead led to her mother blaming Ann for her drinking:
‘I asked you to stop and then you made it out that it was all my fault’.

Nevertheless, Ann longed to have a better relationship with her mother. She felt
profound loneliness and craved her mother’s love (I never had motherly love.). In
one of the early sessions she admitted, ‘not to have the love and affection of your
mother ... it’s a very big hole’. Her longing for a better relationship showed in
her wish for her mother to be around: ‘I always had the recurring dream that she
was missing ... and that one day she’s going to come back’. When she compared
what she was missing in her childhood with what she gave to her own children,
she shared the realization that ‘it’s heart-breaking, when I know what it could have
been ... what we should have had’. Her sense of loneliness and lack of love was
further deepened when her mother died suddenly when Ann was just nine (You
died and left me.). She was not only traumatised and shocked by this, but was also
scared that something similar could happen to others in her family; that they might
die suddenly and leave her even more alone. Ann used to check at night whether
her close ones were still breathing. This fear continued right into the present, and
she reported worrying that she would not survive death of anybody in her family
(I would die with them.).

The trauma of her mother’s sudden death most likely played a significant role
in Ann’s anticipatory fear of physical illness or of the death of close ones. Interest-
ingly, she reported how although forty years had passed since her mother’s death,
she continued to have imaginary dialogues with her mother in her head almost
every day. Worries around other current potential triggers also appeared to be
linked to these historical triggers that were still quite alive. For instance, Ann’s
current worries and overprotective behaviour focused mainly on her children not
having to undergo situations in which they would be alone and unsupported. She
also did not want her close ones to be harmed by somebody and unprotected.

A lot of information on the historical and current triggers was shared by the
client in an early empathic interview led by the therapist. However, their most poi-
gnant aspects were disclosed during imaginary dialogues (e.g., with her mother,
and other close people in her life such as father, partner, children, siblings, etc.).
The potency of those triggers showed in early dialogues. For instance, in ini-
tial empty-chair imaginary dialogues with her mother, Ann would easily fall into
undifferentiated upset or she would experience a highly reactive (secondary)
anger that masked the experienced hurt. She would criticise herself for still being
upset about the past and for getting angry at her mother. She would feel hopeless
that her experiencing of past hurts would never change, and that the profound loss
of not being loved and looked after, could never be resolved.

Self-treatment

In the midst of difficult triggers and the upset that they evoked, Ann was often
quite self-reproachful and self-contemptuous. She blamed herself for difficulties.
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She recalled that early on in her life, she had a sense that if her mother treated her as
she did, then there must be something wrong with her. As an adult, she accused herself
of being moany and weak, the very qualities she did not like in her mother, whom she
reported would always present herself as a victim. Ann somehow had a sense that she
deserved harsh treatment. In initial imaginary chair dialogues, she clearly indicated
that she did not deserve any compassion and indeed had a huge difficulty in express-
ing anything resembling self-compassion. She hated her own vulnerability (/ just need
to cop on.) and her need for more compassionate and supportive treatment from the
self and others (Stop feeling so flaming sorry for yourself. ... There’s no point in feel-
ing like this.). She also put herself under a lot of pressure, assuming responsibility for
any suffering that might befall those close to her (If { fail to look after others ... I will
be responsible.). It was her job to prevent any harm from coming to those close to her
(e.g., children, father, husband). She also displayed a tendency to make herself feel
incredibly guilty if anything did go wrong. She always suspected that because she had
somehow let go, the bad thing had happened. She then would be unforgiving toward
herself. The depth of her harsh self-treatment showed in early, but also later, experien-
tial therapy dialogues (for more on this, see later chapters) when she could not soften
even toward her own vulnerability (e.g., when she was enacting how she felt as a small
girl). Her harsh self-treatment visibly resembled the treatment she described getting
from her mother. For instance, when she drew on memories to enact her mother, she
enacted almost solely her mother’s punitive, dismissive, rejecting treatment of her. As
the following excerpts illustrate, when enacting her own critical self, Ann responded
to her own vulnerability and needs with a harsh, dismissive contempt.

Ann (in the critic chair);  Right. You 've had your whinge. Give it over.
it is a chair in the two- Get ... Get yourself together and start getting
chair dialogue in which  your head around it.

the client enacts the part

of the self that is critical

and dialogues with the

imagined self in the other

chair—the experiencer

chair; cf. Elliott et al., 2004):

Ann (in the critic chair): ... You're like a big over grown forty-eight-
year-old cry bag.

Ann (in the critic chair): ... it 5 just get over it now. Like you know come on.
You ... You're almost hitting fifty so start behav-
ing and doing and going like you re fifiy and not
twelve again and like a scared little kid ...

Ann (in the critic chair):  No. You, you haven't got the right to even think
about having a day off.

Ann (in the critic chair):  You are weak ...
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In addition to the harsh verbal content, Ann’s critical self also displayed strong
non-verbal contempt and rejection toward her vulnerable self.

Emotional and behavioural avoidance

The main feature of Ann’s emotional avoidance was, as would be expected from a
client presenting with GAD, her worry process. Ann had reported that worry was
one of the main difficulties that brought her to therapy (see previous discussion on
global distress). She felt that worries were constantly overcoming her and that she
had no control over them. Within sessions, Ann worried about her own physical and
psychological health. She worried that something bad would happen to her children
(e.g., they would be sick or hurt), or to other close ones (e.g., that they would die).
She worried that she would ‘not be able to help’ them. Furthermore, the worry led
Ann to engage in behavioural avoidance, to act in such a way as to prevent any
potential disaster. For instance, she reported going to all her children’s doctor’s
appointments, even though they were now adults. This served to prevent scenarios
arising whereby she might feel responsible if anything went wrong at an appoint-
ment and she had not been present to prevent it. Ann was particularly sensitive to,
and worried about the possibility that anyone close to her might feel neglected,
unsupported, or on their own, in other words that anyone close to her might experi-
ence the type of suffering which she had experienced as a child. She also dreaded
any potential traumatic loss (e.g., sudden death of her close one) and worried about
such possibilities. The worrying process is depicted in this brief transcript:

Therapist: [ see. But the thing is also that you almost feel the pain or
complications that will happen in future. I mean that you ...
almost see what your daughter or partner will have to go
through and you so much feel for them in it.

Ann: I know ... I know ... The way I see things then ‘If I can do
everything possible in my own power’ ...

Therapist:  Yeah.

Ann: to make things right, well then if it goes wrong ...
Therapist:  Then at least ...
Ann: It’s, it’s not my fault.

Anticipatory anxiety

Generalised anxiety was a defining feature of Ann’s presentation. She feared many
potential triggers. She feared triggers that threatened to bring pain to her or to those
close to her. She also feared triggers that might evoke painful feelings of traumatic
loss; of physical upset; of isolation or shame; of failing others; or of being weak.
Anxiety was also present with regard to triggers of an older origin. Ann was scared
to engage with the memories of her mother as she found these memories too upset-
ting. However, she reported fear not only of the upsetting memories themselves
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but also fear with regards to her own anticipated emotional reaction to those mem-
ories. She anticipated feelings of loneliness, shame, and terror, and reported feel-
ing dread in relation to these feelings, a sense that she would not be able to bear
them. This primarily manifested as Ann’s stated fear that she would end up like her
mother (e.g., profoundly unhappy and depressed), but it also showed in her fear of
expressing anger toward her imagined mother. To do so would be upsetting, as it
would evoke and further confirm the shameful sense that she was somehow ‘bad’
for being so angry at the mother she had missed throughout her life.

This secondary, anticipatory anxiety (as distinguished from a more primary
terror that she could feel when she did not avoid the triggers) visibly drove Ann’s
emotional and behavioural avoidance. However, despite her efforts to reduce this
anxiety by avoiding the potentially dangerous situations and the feelings they
evoked, her anxiety was unavoidable. It continued to seep out, and clearly consti-
tuted part of the global distress that Ann continually experienced (/ expect turmoil.
My head is going ninety to a dozen.).

Core emotional pain

Loneliness. Ann’s underlying, primary, core painful feelings centred around a pro-
found sense of loneliness, shame, and terror. She often felt profoundly on her own.
She reported feeling very much alone, particularly with regard to developmentally
significant points in her life (such as when she was a small girl, or when her chil-
dren were born and she missed having the female support of her mother to help
with them). For instance, in session 3 when Ann explored her own upset at seeing
her neighbour’s children without their mother, she would get very emotionally
distraught and in an imaginary dialogue broke down crying, stating, ‘I know what
it’s like to grow up without a mother. And it’s not very nice. It’s not’. Ann further
stated how she would have wanted her children to meet her mother. ‘I wanted ...
I always said when my children were born. I would have loved them to meet my
mum’. She also said how she was missing the support of her mom ‘to help me
to look after them [kids] ... and guide me to help me guide them’. The following
excerpts illustrate the profound extent to which Ann missed her mother (parts of
the transcript were used in Chapter 4):

Ann:  With things like that, when me kids are sick. I know I have
[a partner] and I know he's there and he does everything he needs
to do for me. But then I would have liked my own mother to be there
[choking with tearfulness]. Just to go and say Mum ‘I need a cup of
tea, sit and talk to me.’ Try and help me deal with it ...

Ann:  The boys mightnt need them. But every now and again a girl does
need her Mum [crying heavily].

Ann: ... [crying] and it’s only now that me own kids are growing up. 1
realise that because I'm there for them, and they know I am, and
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they know I always will be ... it is very hurtful that she wasn t there
for us, or for me.

Ann:  [nodding] Yea. Even though I have <husband> and I have the kids,
you still do feel lonely ... [crying].

Ann’s vulnerability to feeling overwhelming loneliness also showed in her fear
of her elderly father (with whom she was always close) dying. In an imaginary
dialogue with her father, she reported how she would profoundly miss him, even
when he just went away on holiday.

Ann: ‘Nobody goes near the sitting room. The curtains aren t even
open’.

Therapist:  Yeah.

Ann: ‘Nobody turns on the light’.

Therapist:  Ok.

Ann: ‘So the sitting room is just left now’.

Therapist:  Yeah.

Ann: Because you re not there’.

Therapist:  Yeah.

Ann: ‘And then I'm waiting for you to get out of the bed and you 're

not getting out of the bed. Then I have to remind myself that
you 're on holiday’.
Therapist:  Yeah.

Ann: ‘It was the same the last time you were away’.

Therapist:  Yeah. So it’s just huge emptiness. Yes? Huge.

Ann: Yeah.

Therapist:  ‘Kind of loss or hole almost?’ Yes? ‘In me’. Yeah?

Ann: ... 1t like somebody took him and put him somewhere else.

And then half the time I do say ‘Where'’s my dad?’ and I do
forget where he is.

Therapist:  Yeah. ‘You were everything that [ was missing in Mam’. Yeah?
‘That I didn't have from her but I had it all in you’.

Ann’s loneliness is closely linked to her sense of being overwhelmed, of being
intruded upon, and of not being able to manage. Indeed, being unsupported was
a pervasive feature of her personal history. She married when she was young and
had children when she was young. As is evident from the transcripts above, she
felt very unsupported and overwhelmed by the responsibility of looking after her
children, and exhausted by her anxious efforts to prevent them being harmed in
the manner that she had been.

Shame. Another distinct emotional quality at the centre of Ann’s core emo-
tional pain is the sense of shame. She reported how as a small child she somehow



Conceptualising core emotional pain 81

had a sense that she was to be blamed for the lack of love showed to her by her
mother. This sense that there was something wrong with her persisted into her
adult life. ‘I feel like I am doing something wrong’. Ann’s mother contributed to
this sense by blaming Ann not only for both her own, but also for Ann’s upset. In
an imaginary dialogue Ann told her mother how ‘You always made me feel like
I wasn’t worth it ...”. It is possible that Ann attributed the blame for her mother’s
behavior to herself when she was small, because it provided her with some sense
of control in this otherwise hopeless situation (If I’d just be a bit better, she may
love me.). Unfortunately, if this was the case, it did not help to get the response
from her mother that she hoped for.

Shame for Ann was also connected to embarrassment about being neglected
(e.g., not having clean clothes for school), but also embarrassment about her
mother’s drinking and emotional instability. She particularly remembered how her
mother caused embarrassment when she fell in a public place witnessed by a lot
of people who knew the family: ‘... and the smell of drink on her ... and she fell
twice. ... So that’s my earliest memory. ... Other kids’ mothers aren’t like that’.
Ann also talked about how she wished for her mother to be different when she was
small: ‘every day there was hope that she would, she wouldn’t be drinking’. How-
ever, Ann was also often criticised by her mother whenever she expressed upset at
her mother’s drinking and asked her mother to stop drinking. In these instances,
Ann’s mother blamed Ann for her own drinking, inevitably sowing seeds of self-
doubt in the young child (/you] made it out that it was all my fault.).

Ann’s felt sense of shame also showed in the responsibility she assumed for
her children. Her taking responsibility for everything was driven by an expecta-
tion that she would be blamed (in others as well as her own eyes) for anything
that went wrong. She thus sought to prevent that familiar sense that there was
something wrong with her, by ensuring that she did not let others down, and by
ensuring that others close to her came to no harm.

Terror/fear. The primary fear (as opposed to a more superficial anticipatory
anxiety of the core pain) aspects of Ann’s core pain related to experiences when
Ann was not able to avoid scary, intruding situations, for example, when her rela-
tive died or was suffering. These primary fear experiences mixed with the sense
of shame and profound unsupported loneliness. The origins of this fear were most
likely in traumatic experiences such as the intrusive and invalidating criticism
of her mother. The impact of her mother’s attacks were powerfully illustrated in
Ann’s reported memories of ‘[being] worried when I was a kid going home and
seeing what humour my Ma was in ... if she’s going to be ranting and raving
or what. You just didn’t know what was going to happen when you walked in
through the hall door ... nine times out of ten it would be anger’.

The sense of an unpredictable, terrifying event to happen was further worsened
by the sudden death of Ann’s mother. This was experienced as an unbearable trauma.
Its overwhelming nature continued to impact Ann in her fifties, filling her with the
dread of experiencing something similar in relation to her children or others close
to her. The experience of death was something so unnatural that it was terrifying,
bringing physical pain. This fear of death was coupled with a fear of witnessing
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the suffering of those close to her, pain she herself (over) identified with and could
feel. Furthermore, for Ann the death of a close one could lead to her feeling alone
and missing the other. Another aspect of Ann’s primary fear was her being scared
of losing control, a fear stemming from her experience of seeing her mother being
hospitalised. When she experienced upset, Ann experienced it as uncontrollable and
scary; as such it was understandable that her fear precluded her from being able stay
with painful, upsetting feelings.

As can be seen, the sadness/loneliness-based, shame-based, and terror/
fear-based aspects of Ann’s core pain were intertwined. Ann was terrorised by
her upset at experiencing the death of a close one. Such loss deepened her sense
of loneliness and contributed to her fear that she was on her own, she was unsup-
ported and unprotected. In such traumas she also was prone to feelings of shame
and guilt, stemming from a sense that she in some way failed the other by not
protecting them. The three aspects of Ann’s core pain (loneliness, shame, terror/
fear), however, could also be felt relatively independently. The profound sense
of being on her own was always present. The terror felt when something bad
(e.g., death) happened could be felt quite distinctly. And her shameful sense that
there was something wrong with her was ever present. On the other hand, the
interconnections of those vulnerable emotion-schemes were also evident. For
instance, Ann’s experience of not feeling loved (abandonment—Iloneliness), was
closely linked to feelings of rejection, shame, and humiliation, and to an atten-
dant feeling that she deserved such treatment.

In summary, a unique mixture of loneliness/sadness-based, shame-based, and
terror/fear-based emotions was at the centre of the Ann’s painful emotion-scheme
self-organisations. These emotion schemes clearly had their origin in Ann’s per-
sonal history, but they were easily activated by a variety of triggers that somehow
(perhaps through sharing similar characteristics with the original painful triggers)
evoked senses of loneliness, shame, or fear in Ann’s current life.

Unmet needs

As Ann was able to access her core painful emotions, with the help of the
therapist, she was also able to articulate unmet needs. This happened later in
therapy. Needs are most productively accessed in the context of painful emotions
that are not avoided but actually felt in the session, and it took a certain amount
of time before Ann developed a capacity to stay with, rather than avoid, her
emotions. Furthermore, Ann had great difficulty expressing and owning what
her vulnerable experiences suggested she needed. Her initial tendencies were to
harshly and contemptuously judge any need as selfish. However, as the therapy
progressed, she was eventually able, in heart-breaking dialogues with her
imagined mother, children, father, and husband, to articulate and express what
she needed most, what was missing, either in the past or in the present, and what
it was she continued to long for.

The unmet needs embedded in Ann’s experience of loneliness showed in imag-
ined dialogues, where she expressed a craving for closeness, love, and caring
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from her mother. At the time of therapy, Ann still needed this closeness, love,
and caring from her father, husband, and children, as she often felt lonely in their
presence. We can see Ann’s first expression of need in this transcript from an early
session, where with a heart-breaking emotional quality, Ann expressed how she
missed and needed her mother (fuller version is in Chapter 4):

Ann: But it would have been nice just to have her there.

Therapist:  Yea ‘I needed you there’.

Ann: Yea [crying].

Therapist: [ was so on my own just to deal with all of it.

Ann: It’s not even that. Its every now and then a girl needs her
Mum.

With regard to her experiences of shame, Ann needed to hear that there was noth-
ing wrong with her, and that she deserved validation and acknowledgment. The
articulation of this need occurred to a limited extent in imagined dialogues with
Ann’s mother; predominantly, however, it occurred in imagined dialogues with
her own inner critic, where Ann expressed clearly that she needed a break from
the criticism, more freedom to be herself, and the right to feel OK about it. The
following is an example of such a dialogue:

Ann: (expressing her perspective to the critic from her own experi-
ence [experiencer] chair): Yeah. And instead of ... Instead of
giving out to me just let me have the whinge [still quite critical
of self even in the experiencer chair as she sees herself as not
being in pain but rather whinging].

Therapist: ~ Yeah. It’s like, ‘I need a space ...". Yes?

Ann: Yeah. I need a space.

Therapist: ... ‘And I need you to give me that space’. Yes? ‘And then I'll
put myself together and I need your support’ or something?
Yeah?

Ann: ‘Show me another way to do it’ ...

With regard to her primary fear and experiences of terror, Ann was able to articu-
late her need for safety and protection. She expressed the need to be in the pres-
ence of a caring and protective other. She also expressed the need to have the
strength to face debilitating and fear provoking situations. She expressed a wish to
not always have to be worrying, running away, hiding, or focusing on just getting
through. She expressed a strong need to feel free and powerful, and to have the
support around her that she needed to make this possible. A poignant expression
of the need for safety is given here. The extract is taken from an imaginary dia-
logue between Ann, as her younger, vulnerable self in one chair, and as her adult
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self, offering care and comfort in the other chair. The exchange begins with Ann
speaking as a small girl, and follows an exchange where her adult self in the other
chair communicated a protective, caring presence.

Ann [enacting herself as a small girl to her current adult self in the other
chair]:  ‘I'd still have to go back to the madness’ [of her mother s

attacks].
Therapist:  Yeah.
Ann: ‘1'd still have to go back to them’.

Therapist: ~ Yeah. ‘I can't stay here forever’ or something? Yeah?

Therapist: ~ ‘So I need ...". What would you need from her? From that
adult Ann? Yes? That you see here. ‘I need from you ... ' what?
“To have understanding how difficult it really is for ...".

Ann: ‘Probably understanding. Yeah. And to make it go away’
[make madness of her situation to go away].

Therapist:  Ok.

Ann: “To make it stop happening. And to ... When I ... When you 're
talking ... When ... When I was a kid for people to listen’.

As is perhaps also visible in the sample therapy excerpts the core painful emo-
tions and the needs embedded in them were always close to each other. Similarly
close to each other are the different processes that have been highlighted in this
case conceptualisation framework. Triggers evoke the core pain, the vulnerability
toward which, is based on past injuries and unbearable experiences. Since the
triggers bring painful emotions that are not possible to process, the client col-
lapses to global distress. The client, although collapsed into global distress, has
to also attempt to deal with the core painful feeling, and these efforts often result
in coping strategies (self-treatment) that actually hinder the processing of the
core painful feelings (self-criticism, emotional avoidance). The core underlying
painful feelings are thus unprocessed and obscure the unmet needs embedded in
those feelings. All of these processes while presented separately here happen very
quickly and are experienced by the client as a whole. The therapist slows down the
process and deconstructs the client emotion schematic process, while still help-
ing the client to feel different aspects of the holistic experience and reflect on it.
How this process leads to emotion transformation will be illustrated in the next
two chapters, which focus on how emotional pain is processed and transformed.



6 Strategy for therapy—accessing
core emotional pain

The case conceptualisation approach presented in the previous chapter informs the
therapist’s strategy for therapy. The traditional EFT strategy for therapy has been
to offer an empathic therapeutic stance, promote the client’s exploration of prob-
lematic experiences, and wait for particular in-session markers such as unfinished
business or harsh self-criticism. The therapist then responds to such markers by
initiating particular research-informed therapeutic tasks such as an empty-chair dia-
logue task for unfinished business or a two-chair dialogue task for conflict splits
(cf. Greenberg et al., 1993; Elliott et al., 2004). From this traditional perspective,
these experiential tasks are considered to be decisive for resolving (transforming)
problematic emotion schemes (see research overview in Elliott et al., 2013, and
Greenberg, 2010). The important role of these experiential tasks is recognised in the
following pages. However, the following discussion will consider these tasks, not
as standalone tasks to be engaged in when appropriate markers present, but rather as
key therapeutic interventions that can be utilised within a broader therapeutic pro-
cess (i.e., the conceptual framework already presented in previous chapters). From
the perspective presented in this book, the experiential tasks described in the land-
mark books on EFT such Greenberg et al.’s (1993) Facilitating Emotional Change
or Elliott et al.’s (2004) Learning Emotion-Focused Therapy, can be viewed as
building material that the therapist uses creatively while following a number of key
overarching therapeutic goals and principles. These principles and goals will be
described in the chapter that follows.

The fact that the therapist is working from his or her conceptualisation, and
utilising specific tasks, does not mean that the therapist prescribes what the client
should feel. The therapist’s strategy is firmly anchored in a collaborative client-
centred relationship. It constantly refers to the client’s emotional experiencing
and to the client’s needs in that moment. Therefore, the framework for emotion
scheme transformation presented below should be seen as a framework that offers
guiding principles but should not be adhered to rigidly. It is conceived as some-
thing to be followed flexibly, in such a manner that the therapist never loses sight
of the quality of the alliance and the bond, the client’s needs at any moment in
therapy, or the client’s overall goals for therapy.

The therapist’s higher-order therapeutic strategy is grounded in an under-
standing that particular problematic self-organisations are rooted in specific
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problematic emotion schemes that need to be transformed. Core painful emotions
(shame, loneliness, terror/fear) need to be accessed; the unmet needs in these pain-
ful emotions must be articulated; and these needs then have to be emotionally
responded to from self-organisations characterised by compassion and protective
anger. Within this framework, the focus on particular markers and tasks (so well
developed in EFT, cf. Elliott et al., 2004) becomes a lower-order strategy that is
used flexibly to promote the healthy emotional processing of unprocessed pain
and to facilitate the restructuring of emotion schemes centred around that pain.
In this conceptualisation, the overall aim of therapy is not the resolution of prob-
lematic emotional experiences or tasks (as is traditionally conceptualised in EFT;
cf. Elliott et al., 2004), but rather, the transformation of emotional experiencing,
emotion schemes, and self-organisations. Emotion transformation is characterised
by increased emotional flexibility and by increased emotional resilience (Pascual-
Leone, 2009) rather than by a particular state-bound task resolution (Greenberg
etal., 1993).

This chapter focuses on steps that a therapist can use as a conceptual map,
orienting him or her to what needs to happen in therapy in order to promote the
chances of a successful outcome. The steps are presented here sequentially; how-
ever, they should not be seen as always occurring in a linear sequence. Whilst
in well-proceeding therapies, the sequence presented here can be visible, even
within an individual session or across therapy sessions, there can often be slips
backward (see Pascual-Leone Greenberg, 2007; two steps forward, one step back
nature of progression in successful emotion processing transformation). The steps
presented here are typically repeated again and again in therapy. What should be
visible in successful cases of therapy, however, is progress with regards the ease in
which a client moves through this sequence of steps (e.g., from painful emotions
to more healing and expansive experiences), in later sessions as compared to early
sessions of therapy. In other words, the client’s emotional flexibility and resilience
should be growing as therapy progresses (Pascual-Leone, 2009).

ACCESSING CORE PAIN

In general, clients initially present in therapy in a state of global distress charac-
terised by hopelessness, helplessness, general upset, irritability, or rejecting anger
(e.g., I am unhappy, all I feel is a darkness, nothing brings joy). This presenta-
tion of global distress also tends to be accompanied by various avoidance strate-
gies, which can be conceptualised as attempts on the client’s behalf to regulate
emotional distress. The EFT therapist meets this distress with empathic caring
responses that focus on the client’s emotional experiencing. If the client is so
overwhelmed by global distress that he or she actually cannot engage in self-
exploration of emotional experiencing, the therapist responds to the client where
he or she is at in that particular moment. For example, the therapist might focus on
helping the client regulate his or her emotion, in order that the client can develop
an appropriate capacity to stay with, rather than run from, his or her own distress.
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An original task was developed in EFT for dealing with the experience of being
emotionally overwhelmed. The task is known as ‘clearing a space’ (Elliott et al.,
2004) and is based on Eugene Gendlin’s work on focusing (Gendlin, 1996). In
this task the therapist first helps the client to identify where distress is felt in the
body. The client is then instructed to name the felt experience of the distress and
to imagine putting the felt experience aside to a comfortable distance. The client
is then instructed to check inside to see how he or she now feels now; if he or
she is still too distressed, the process is repeated until there is a sufficient level of
relief for the client to take a pause and appreciate relief or to proceed with further
therapeutic work. We will return to this task in Chapter 8, where I discuss working
with various difficulties that can arise in the therapeutic process.

Once the client has been helped to regulate his or her level of emotional dis-
tress sufficiently for him or her to proceed, the therapist’s next goal is to access
the client’s core underlying, painful emotions. The therapist listens attentively
and focuses on what is at the core of the client’s suffering. The therapist balances
focused exploration and evocation of emotional experiencing with the communi-
cation of an empathic understanding that he or she is aware of the impact of the
felt pain, and the difficulty it brings the client. The therapist also acknowledges
that the self-exploration of painful emotions and the sharing of vulnerability with
a complete stranger is a challenging and anxiety-provoking activity. With this
acknowledgement and with offers to support the client through the process, the
therapist maintains an enquiring focus on what is the most painful aspect of the
client’s self-exploration. The therapist may simply ask questions such as ‘What
is the most difficult thing? What is the most painful?’ or more elaborately, he or
she might enquire, ‘If you stayed with those tears and if you spoke from them,
what would they say? (see Greenberg, 2007). Again, such questions are inter-
spersed with responses communicating empathic understanding, and the process
as a whole is supported by the therapist maintaining a warm therapeutic stance.

Despite therapist efforts to help clients clarify the painful aspects of their expe-
rience, it is often the case that clients struggle to fully know what it is that is actu-
ally at the core of their distress. Often, clients have been chronically suffering for
such a long time, and/or have been struggling to such an extent, that the second-
ary level distress with which they are living is all that they are aware of. In early
therapy sessions, therefore, we often see exchanges such as the following:

Therapist:  Ok. So [you are saying] [ feel this tension ... because if [
let go of the tension, what would happen? What would be
the bad thing that would happen? ‘I would just cry forever’.
Or ‘I don't know what ..."

Client: 1 don 't know really what would happen. I, I just feel so wound
up all the time (crying).

Therapist:  Ok. Ok. ‘Just the sense that I feel so unhappy ...’

As already stated, the therapist must balance two tasks. On the one hand, the
therapist empathically acknowledges and validates the client’s distress; on the
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other hand, he or she seeks to achieve the first step in processing undifferentiated
distress by accessing underlying, though not readily accessible, primary painful
feelings. The therapist attempts to access these underlying feelings by focusing
the client’s awareness and exploration on those aspects of the client’s internal
emotional experiencing that are the most difficult to stay with. To access painful
underlying feelings, the therapist may also use evocative language, focusing on
the inner emotional experience of the client. The therapist may focus on person-
alised or specific aspects of the client’s narrative in relation to their difficulties.
He or she may ask what was happening inside for the client at a given moment
in a described, difficult situation. He or she might promote the accessing of core
emotional pain by focusing on the client’s sense of unmet needs in recent or past
situations described by the client. In essence, the therapist gently focuses on that
which is most painful for the client; that which aches the most; that which he or
she is most missing. The therapist’s gentle focus on the client’s inner emotional
world can be seen in segments such as the following:

Client: I've nothing, well you would know probably better than me,
but I've nothing ... I've a nice enough life and not any worries
or anything. I don 't know why I'm like this ... I kind of feel like
I shouldn 't be, I'm ashamed of being like this because there
are people a lot worse off than me, I've nothing to be like this.

Client: 1 think I'm a great actress, you know.

Therapist:  But inside ... it s really ...
Client: Yeah, fighting with myself all the time.

Here, the therapist gently focuses the client on her inner experience, with the hope
that it will lead her to focus her attention inwards and elaborate on aspects of her
felt experience.

Accessing the core pain through evocative unfolding

In some cases, the client’s core painful feelings can be accessed by employing
aspects of the systematic evocative unfolding task (Elliott et al., 2004; Greenberg
et al., 1993; Rice & Saperia, 1984), a task which was originally developed in
EFT as a therapeutic response to instances when a client presented in the session
with a puzzling, emotional experience. Aspects of this task can, however, also be
used for a general exploration of a client’s emotional experience. Clients often
describe situations in which they felt uncomfortable, scared, or particularly dis-
tressed. In order to process and transform these painful emotions, it is necessary
that they are brought into the therapy session and felt in the present. The therapist
may, therefore, invite the client to re-create vividly the memory of the difficult
situation.

For instance, a male client tells the therapist how he came home during
the week and found his wife sitting behind the computer. She did not pay
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any attention to his arrival home, and this led him to feel ‘down’. In such an
instance, the therapist may ask the client to revisit the event in question. He
may ask the client to imagine that he is reliving the event again, to slow it
down, to describe what he sees, and to try and notice how it makes him feel.
For example, the therapist may say something like ‘Take me through that event
as if through a slow motion movie. First of all, how do you feel inside as you
are going home? What are you noticing around yourself?’ (It is worth noting
that when giving such directions, the use of the present tense can be especially
evocative, helping make the reimagined experience more vivid and real.) The
client’s response to these instructions might be that he feels exhausted after the
long day but also that he feels a bit vulnerable as several people were critical
of him during the day. As he imagines walking home, he describes how he is
walking along a dark street in a part of the city where he did not grow up, and
that this leaves him feeling quite sad and alienated. At this point, the therapist
may enquire, ‘So what is the expectation inside as you are approaching your
house? What is it that you need in your sadness and alienation? What do you
see in your house?’ The client responds to this by observing that he ‘sort of
hopes’ to come home and be comforted by his wife. He describes how, as he
enters the house, everything is silent. He describes how, when he enters the
room where his wife is, she does not even raise her head from her engagement
on the computer. The therapist asks, “What do you see?’ The client continues:
‘Her interest is elsewhere, she does not register me’. The therapist asks, “What
happens inside as you see her non interest? Stay with that picture of her not
registering you and looking to the computer and see what is happening inside’.
The client describes feeling upset in response to this. He describes feeling
profoundly sad and alone, and reports wanting to just withdraw, lie down, and
cry. This type of sadness and loneliness is a primary maladaptive, painful, and
chronic emotion that the client is familiar with, and knows. This is the type of
emotional experience that needs to be accessed in therapy in order for it to be
transformed.

Accessing the core pain through imaginary dialogues

Perhaps the best way to access underlying painful emotions is via an enactment
of the triggers that bring about those painful emotions. This is typically a hurt-
ful behaviour by another (e.g., rejection, exclusion, or abuse), though in some
cases, it can be a negative self-treatment which happens in the context of situ-
ational or interpersonal triggers. In order to enact the triggers and problematic
self-treatment which evoke a client’s underlying pain, EFT utilises a number of
specifically developed and intensively researched chair dialogues (Elliott et al.,
2004; Greenberg et al., 1993). The two most frequently utilised chair dialogues are
an empty-chair dialogue, in which the trigger (e.g., the hurtful other) is enacted by
the client in a way that highlights the hurtful aspects of the other’s behaviour; and
a two-chair dialogue, in which the client re-enacts the self-attacking behaviour that
triggers a painful emotion response.
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Enacting the core pain in an empty-chair task

The empty-chair dialogue for an interpersonal injury (or unfinished business) is
an EFT task initiated when the client in session refers to either lingering (Elliott
et al., 2004; Greenberg et al., 1993) or strong adverse feelings toward another
person (typically a significant other). As the therapist and the client explore the
client’s difficulties, they often find that a lot of the client’s experienced pain
is linked to interpersonal situations or problematic relationships. The therapist
and the client can then focus on those interpersonal situations/relationships
which provoke the most distress. These interpersonal situations/relationships
are therefore seen as triggers (see Figure 1) of the underlying primary core pain-
ful emotions that need to be accessed and transformed in therapy.

The therapist seeks to bring a focus onto these underlying feelings by initiat-
ing the empty-chair task for interpersonal injuries. The therapist asks the client
to imagine the identified person in the other (empty) chair. The therapist asks the
client to focus internally and notice what happens inside as he or she imagines the
person sitting in the other chair. After checking how the client feels, the therapist
empathically responds to the client’s experience, and asks the client to express
these feelings to the imagined other.

For instance, in the third session of therapy, the aim of which was to treat her anxiety
and depression, Mary, a female client in her mid-forties, spoke about her now deceased
mother, describing how her mother had always been very contemptuous, rejecting, and
dismissive of her as a child. The therapist decided to further Mary’s exploration of the
pain she felt as a consequence of her mother’s treatment of her, by suggesting the use
of an empty-chair task. The therapist suggested that Mary picture her mother in the
other chair, asking, “What is the feeling if you stay with the picture of her?’ Beginning
the process in this manner increases the likelihood that the client can get in touch
with his or her internal experiencing, with his or her feelings. The following excerpt
shows how the therapist initiated Mary’s first experiential dialogue with her mother.

Therapist:  Ok. So if you imagine her here. Yes? See what happens inside?
I mean what is the feeling like when you picture her? ... What
is the feeling if you stay with the picture of her?

Mary: Sadness.

Therapist:  Ok. And we will actually try to talk to her ... So it is like ‘Mam
I am sad’ and I am sad for what? What is the sadness for?
‘For what we didn t have in life’? Tell her.

Mary: Em. Why you were always hurtful?. ... She would look at me
and just look at me and shrug and. ...

Therapist: ~ Yeah. Yeah so this is what was painful, yeah? So I would go
like "Mam this is why it was so painful to get those shrugs’
and so on, yeah?

The distress in this edited example is still undifferentiated, but the goal at this
point is to orient the client to the task itself and to facilitate her initial engagement
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with the task. As the dialogue progresses, the client will be encouraged to pay
attention to different aspects of her hurt feelings, to name these feelings, and to
express them to her imagined mother. This ‘dance’, whereby the client focuses
attention inwards, names the felt experience, and expresses it to the person to
whom the feelings refer, makes the empty-chair dialogue a powerful experiential
intervention (Greenberg, 2002). Clients quickly start to feel as if the dialogue is
happening in reality. As such, the dialogue becomes an emotional reality for the
client, and as a consequence, the felt emotions are real. This allows the client to
fully feel various aspects of their painful experience, to explore these various
aspects, to pay attention to them, to symbolize them (e.g., to name them in narra-
tive), and to express them.

The therapist facilitates this exploration and further deepens access to painful
emotional experience by asking the client to enact the particularly hurtful aspect
of the other (i.e., those aspects of the other which function as a trigger for the cli-
ent’s pain). The therapist asks the client to come to the other’s chair and be that
part of the other that they found particularly painful. This is done to highlight the
perceived triggers that are painful and bring them thus into awareness, but also to
help the client deepen the presence and experience of the painful emotional expe-
rience in the original chair from which they engaged the imagined other (in EFT
referred to as the experiencer chair). The change of chairs usually happens as the
client expresses the perceived aspects of the other’s behaviour that were difficult
to bear in the experiencer chair. For the dialogue to flow smoothly, the therapist
has to ensure that the client is fully in contact with the other chair; that he or she
is expressing his or her own feelings directly to the imagined other; or after the
change of chairs, that he or she is communicating directly from the enacted imag-
ined other to the now imagined self (in the experiencer chair).

The following excerpt illustrates what this looked like in Mary’s first empty-
chair dialogue with her mother:

Therapist:  Could you come here? [pointing to the empty chair]. And if
you could be the rude mother that you remember for a moment,
yes, it is just to convey the message what she was doing. Yes?
[Mary changes chairs.] ...

Therapist: ~ So how would she behave? How would she deliver this rude-
ness to you and to others?

Mary: She would look at you and then she would go ‘ththth’.

Therapist:  Ok. Do it ... And the message of it is almost like as if she is say-
ing what? Like ‘I don't care about you'? [Therapist brings to
awareness the most painful aspects of the mother s behavior.]

Mary: She would say ‘come’ and you would go over to her, and she ...
then she would grab me hand, and she would be pulling at me
and everything, but couldnt ...

Therapist: Ok so I am really angry. So do it for a moment, convey to it
Mary. But is it ‘I am really pissed off with you’ or?

Client: Yeah. Absolutely, all the time. I want to insult you.



92 Part II: Practical application

Therapist:  Yeah and what would be the insult? What would be an example?

Mary: Em. You're very fat’. ‘You re getting fatter’.

Therapist:  You are fat. Tell her again. [Therapist emphasises the painful
message that should help in accessing the hurt afresh when
Mary will be asked to sit in the experiencer chair again.]

The client is thus encouraged to convey the hurtful behaviour of the other. As
the therapist is trying to distil the essence of what it is that the client perceives
as hurtful, he or she instructs the client to focus on identifying and enacting the
implicit message in the other’s behaviour. The therapist may also highlight what is
most emotionally salient and hurtful by asking the client to repeat the most hurtful
statements or behaviours. This type of intervention highlights and brings to the
client’s awareness both what they see in the other’s behaviour, and how they react
to it. After the client has enacted fully the hurtful behaviour of the other (i.e., the
trigger), the therapist instructs the client to move back to the experiencer chair,
and to notice the impact of such hurtful behaviour on the self. So for example, as
the client sits back down in the experiencer chair, the therapist might say, ‘See
what happens inside when you get that’. In the example already discussed, the
dialogue proceeded in the following manner:

Therapist:  Could you come here? Yeah? [Pointing to the experiencer
chair; Mary moves chairs.] ... This is what we see [The ther-
apist highlights the perceived hurtful trigger.]. This behav-
ior of her, yes? So what happens inside when you get this?
You're fat’. “You are getting fatter’?

Mary: Go straight out and stuff me face. Go straight out and eat like
there is no tomorrow. [The client highlights the devastation she
feels and how she attempts to protect herself by overeating.]

Therapist: ~ What happens for you inside? It's like? [The therapist wants
to focus client on the felt emotional experience.]

Mary: I just think “You're vicious’. [The client goes to defensive
secondary anger, the underlying shame and rejection is not
revealed.]

Therapist: ~ Could you try to tell it to her? [Although it would be better for
the process if the client came with the primary painful feel-
ings, the therapist respects where the client is and promotes
emotional expression anyway—this helps to get the client
engaged in the task.]

Mary: Vicious horrible old cow, I would actually think.

[a bit later]

Therapist: ~ Ok. ‘And I mean it is so painful and hurtful because I so much
would like to have a mother-daughter relationship with you
and all I get is this vicious horrible attacking me, targeting
me’. [The therapist is probing for underlying painful feelings.]
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Therapist: ‘It is just so sad to see that you behaved like this to me and to
others’. Yeah? [The therapist conjectures the client's underly-
ing feelings.]

Mary: Absolutely, yeah ... and always a big influence in me life. Even
at fifty years of age you are still controlling me in a way’.

Therapist: Ok so it is like I am scared of your anger, or what is it? What?

Mary: 1 did always feel afraid of her, you know? Always.

Therapist: ~ Could you tell her? [The therapist is encouraging the clients
expression and the client staying in contact with the imagined

other.]
Mary: 1 always felt afraid of you all my life.
Therapist: ~ ‘Because like this was so scary but what I really needed was’?

What was that you really needed? [The therapist facilitates
differentiation of the underlying feelings through asking after
the unmet needs.]

Mary: Didn t have a childhood at all. It was all work.

Therapist: ‘I needed you to be there for me’?

Mary: Mmm. I did. I needed you to be there.

Therapist: ‘I needed you to show me affection’?

Mary: Show me affection. You never even took us out to the park or

anything. You never did anything with us as children, any of us.

Therapist: ~ Yeah. Could you tell her what you missed? ‘I missed’. [Ask-
ing after what is missing helps to get access to the underlying
primary sadness.]

Mary: 1 missed the affection, the love, just what a mother should be
doing. You did nothing. The only thing you did do was you
always kept us lovely and you did keep your house nice and
everything but that was ... there was no love whatsoever from
you. [The client expresses the mixture of anger and sadness.]

The above excerpt demonstrates the therapist’s constant focus on unfolding the
underlying experiences of fear of being attacked and shamed, and sadness at being
rejected and missing the care of a loving mother. The therapist helps the client to
unfold the primary painful feelings by focusing on what needs were not met; by
focusing on what was most missing. The client is now moving more toward under-
lying painful emotions and implicit maladaptive emotion scheme self-organizations
centring around a sense of self as unloved, rejected, scared, and ashamed. This,
however, needs to be further unfolded and differentiated. Core painful feelings have
their nuances. They have to be attended to, and named, and underlying unfulfilled
needs have to be articulated. This is the focus of the next step of the therapeutic
process and will be elaborated on below. Before that, we will explore the accessing
of core pain through the use of two-chair self-self dialogues.
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Enacting the core pain in a two-chair self-self dialogue

The two-chair self-self dialogue is another chair intervention which can be used
effectively in order to access underlying core painful emotions. The purpose of
this task is to enact negative self-treatment. Within EFT, the task is traditionally
referred to as a two-chair dialogue for conflict split (as one part of the self criti-
cises the other, leaving the person feeling ashamed, worthless, etc.; see Greenberg
et al., 1993; Elliott et al., 2004).

As with other experiential tasks, it is important that self-self dialogues be
introduced when the intervention is an appropriate response to that which is most
emotionally salient for the client at that point in time. The marker for a two-chair
self-self dialogue is the presence of negative self-treatment within the session.
Once this marker is present and the therapist judges the process of negative self-
treatment to be sufficiently emotionally salient, both for the client at that moment,
but also in relation to what is being addressed in therapy (what the client and the
therapist agreed to work on in therapy), the therapist may suggest engagement
in a two-chair task. Whilst one purpose of initiating this task is to highlight the
way in which the client treats him- or herself, the primary purpose of the inter-
vention is accessing the underlying core painful emotions which the problematic
self-treatment evokes, in order that these core painful emotions can eventually be
transformed.

Problematic self-treatment is normally enacted in the context of some other
triggering situation, often difficult interpersonal treatment by the other. Therefore,
it is not surprising that empty-chair dialogues with significant others (e.g., with a
significant other who is experienced as rejecting the client) often lead to the client
engaging in negative self-treatments (e.g., the client becomes self-rejecting). For
this reason, it is often the case that empty-chair dialogue tasks are closely related
to two-chair dialogue tasks and can overlap in therapy. For example, a client may
have been demeaned by his or her parent and this treatment might have left him
or her feeling rejected and ashamed. At the same time the client, at least in part,
may doubt him- or herself, believing that rejection by others was merited (/ am
angry with myself, as I must be doing something wrong if my mum treats me so
badly.). Alternatively, what appears initially to be sheer self-criticism may unfold
in such a manner that it is clear that the self-treatment has an important interper-
sonal context (e.g., I am angry at myself for disappointing my father who put so
much hope in me, and put so much effort into helping me, and I cannot live with
the shame of letting him down.). In such instances self-self dialogues may give
rise to self-other dialogue.

In the case of Tina, a client in her forties struggling with low mood and anxiety
who was very self-critical, the therapist’s invitation to engage in a negative self-
treatment dialogue looked as follows:

Therapist:  If you come here? Yes? You can come. So you will be that
critical, eh, critical, Tina because it seems like a part of you is
always not happy with yourself. [The therapist is inviting the
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client into a chair that is traditionally in EFT referred to as
the critic chair or the critic; cf. Elliott et al., 2004, Greenberg
et al., 1993. The chair that the client is normally sitting in is
referred to as the experiencer chair or the experiencer.]

So what do you do not like about yourself? Yes? What do you
not like about Tina or what's your ...

Don 't like, em, the moodiness and ...

Ok, so you'll say to her. Yes? ‘I don't like your moodiness’.
[The therapist wants the client to enact the criticism to
increase emotional salience and arousal.]

1 don't like you being moody and making other people in your
family, em, unhappy. Probably doing similar things to what was
done to me and ... You should be able to snap out of it and not
be doing it. [The last sentence is an expression of a more super-
ficial level of self-criticism in which the client is angry at the
presence of secondary depressive emotions that were likely pre-
ceded by more primary painful emotions. The therapists goal
will be to differentiate this more superficial criticism to a more
core targeted self-criticism aimed at particular personal quali-
ties that are being criticised, see below, cf. Greenberg, 2011.]
Ok.

If there are any problems, it’d be down to you.

Ok. Ok. So it s like ...

Down to you.

Ok. So “It’s like all your fault’. Yeah?

Yeah. It is all your fault.

Once initiated, this self-criticism can then be further differentiated, with the thera-
pist searching for what is at the core of the negative self-treatment. In other words,
the therapist explores for those qualities in the self that the client does not like,
cannot accept, or hates.

Therapist:
Tina: Yeah.
Therapist:

Tina:
Therapist:

Tina:

‘Because I am not happy with you?’ Yeah?

‘I think it'’s all your fault’? [The therapist is amplifying nega-
tive self-treatment in order to increase the likelihood of access-
ing the core pain that it springs in the experiencer chair.]
Yeah. That's right.

‘And it’s almost like I can't accept you'. Yes? ‘I can t take you
for who you are’. Yes?

1don t like your weakness. You re very weak ... you just give in.
You give in with people for ... [Here the negative self-treatment
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is much more specific. The client dislikes her weakness, which
is a personal, self-defining quality.]
Therapist:  Yeah.

Tina: 1o suit other people because ... you feel you should.
Therapist:  Yeah. So “You re not adult enough’, or something like that?
Tina: No. Exactly.

Therapist:  Yeah.

Tina: Don't feel grown up at all.

Therapist:  Yeah.

The therapist highlights the nature and the manner of negative self-treatment in
order to bring it fully to the client’s awareness. The therapist may, for instance,
highlight the level of self-disgust present or reflect a particular nonverbal behav-
iour that captures the level of self-hostility (e.g., and you clench your fist and bite
your teeth). Typically, in the later stages of such dialogues, attention can also be
focused on the function of negative self-treatment, as even seemingly negative
self-treatments may have a protective function (e.g., I am tough on you, so you
can cope better and thus prevent experiences of further pain at being rejected by
people who matter to you.). The following excerpt illustrates what a focus on the
nature and the manner of negative self-treatment can look like:

Client: You should be much more mature that you are.

Therapist: Yeah and the feeling is like, like unforgiving, non-acceptance ...
Client: That s right.

Therapist:  And kind of attitude of rejection or negative ...

Client: Yeah. Like a ...

Therapist:  Judgment or something?

Client: Yeah. Rejection really. Yeah.

Once the negative self-treatment is highlighted and enacted fully, in particular its
core message, the therapist can check for the impact of this criticism on the self,
focusing on unfolding the pain it brings. So for example, the therapist might ask
the client to come back to the experiencer chair and see “What happens inside,
when you get this criticism?’ The underlying core pain needs to be systematically
focused on and teased out by the therapist in a manner that balances empathic
exploration with the communication of empathic understanding. The client’s nat-
ural tendency may be to avoid the pain, as it is too uncomfortable. Alternatively,
rather than access the core underlying pain, the client may collapse into secondary
global distress, for example, hopelessness. When this global distress is worked
through, however, it is almost invariably the case that the pain triggered by the
self-attack and self-criticism is some form of maladaptive, unbearable shame.
Rather than disregard secondary emotions, the therapist facilitates access to the
client’s core pain by acknowledging these secondary feelings, by empathising with
them, and by acknowledging the client’s desire to avoid the pain. However, whilst
empathising in this way, the therapist also maintains a focus on what lies beneath
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these secondary emotions, in other words on what it is that is so particularly pain-
ful and difficult that the client seeks ways to avoid it. The therapist enables the
client to stay with the dreaded underlying feelings by naming these feelings and
empathising with them, by facilitating the client’s capacity to differentiate these
varying feelings, and by helping the client put these feelings into language. Put-
ting painful experience into words has been shown to have a regulatory function,
which in turn helps the client stay with painful emotions (Lieberman et al., 2007).

With Tina, the work of assessing the core pain triggered by negative self-
treatment (as enacted in the critic chair) took the following form:

Tina:
Therapist:

Tina:

Therapist:

Tina:

Therapist:

Tina:
Therapist:
Tina:
Therapist:

Tina:
Therapist:

I’'m not happy with you. [The client here is still in the critic chair.]
Yeah. Ok. Could you come here [pointing to the experiencer
chair]? See what impact it has on you? ... this is kind of part
of you ... saying, ‘I don't accept you. Too moody. Too weak.
Behaving badly to your children’. Yes? ‘Bringing all this ten-
sion that you have to them’. Yeah? ... Ok. So what's the sense
like when you get this? How does, how does it feel inside?
Take a breath and see how it feels.

It doesn t really feel, it doesn't feel good being like that. It
doesn t feel good but, it releases something in me but it’s not
a good feeling but I have to lose my temper or give out about
something. You know?

What would you say to her? [The therapist is trying to keep the
contact between the chairs—dialogue—so the client s engage-
ment stays vivid and experiential.] How does it feel to get it?
1t’s like ‘I feel like I deserve it’ or something? You re saying.

1 feel, yeah, like I deserve to be ... I deserve not to be happy
or something ... Thats all that I've known all, really else ...
1 realise that now. I didn t realise it. But I realise it. Thats
the way I've lived.

It'’s almost like ‘I'm used to it ... . [The therapist is capturing
secondary resignation here.]

It’s coming back to what I was like. Yeah.

‘But I'm used to it. I expect it’.

That’s all I expect [secondary hopelessness].

Yeah. And how does it feel? Yes? You say that ‘I got use to it.
I almost feel like I deserve it’. But I assume that it must be
also unpleasant. Yes? [The therapist is trying to unfold the
experience and invites the client to stay with the felt quality
of it.]

It is very unpleasant.

It must be bringing this tension constantly. Yes? This is like
constantly being slapped ... [The therapist is trying to build
the experiential impact of the self-criticism.]
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Tina:
Therapist:
Tina:

Therapist:
Tina:

It is. Constantly. And now I see my own children doing similar.
Em ... Well yeah because like, me poor daughter like, she can t
show any affection to anybody and I think that's terrible ...
Yeah.

Cos I see her and that’s coming from me I would say.

So yes ‘It'’s all your fault’. Yes? [aiming at the primary shame].
Yeah. Yeah.

In another self-self dialogue, Tina was able to access her underlying core painful
experiences of shame:

Therapist:
Tina:
Therapist:
Tina:
Therapist:
Tina:
Therapist:
Tina:
Therapist:
Tina:
Therapist:
Tina:

Therapist:
Tina:

Therapist:

Tina:

Therapist:
Tina:

Can you sense what that rejection does to you?

1t just makes me feel very low and down and ...

Ok. Could you tell it to her?

Yeah you put me down.

As if you ...

You make me feel low.

Yeah.

Worthless. [Worthlessness is typical label for shameful feelings.]
Yeah.

Not able to just get on with anything.

‘So also when you do it? When you kind of criticise me ...’
When you criticize me ...

‘I feel like soft, or an e¢jit’. [Using the client s earlier words.]
1 just yeah, I just feel worthless, stupid ... I've felt like that for
so long you see. I suppose. [This points at the chronic nature
of painful feelings.]

Yeah and if you stay with this feeling stupid, worthless yes?
Is it like that you even, I don't know, physically feel smaller
almost or something? You know when you say like? [The
therapist is trying to help the client to be able to stay with the
experience without it taking control over the client.]

1 just do whatever to keep the peace, to suit everybody but not
me. I never sort of do what I really want to do ... I'm always
trying to appease other people, you know? Just because I'm
afraid of eh ...

The ...

Confrontation, yet I'm getting all the confrontation.

As mentioned in previous chapters, it is possible that negative self-treatment
might historically in some way have fulfilled an adaptive function for the client.
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For instance, children may attribute the reason for their negative treatment at the
hands of caregivers, to own flaws or weaknesses, in order that they might have
some perceived control over the other’s behaviour (e.g., If I improve, she will love
me more.). To a limited extent this makes sense, as the alternative may be even
more intolerable (e.g., to have to live with the hopelessness that my treatment at
the hand of others is beyond my control).

Negative self-treatment may also be an expression of care; for example, the
self-critic may be attempting to ensure that the self does not get into situations
where experiences of failure or rejection would be difficult to bear. For instance,
a client might push him- or herself to be perfect in order to not be exposed to
unbearable experiences of failure or rejection. The critic in such instances pushes
the self in order to prevent an undesirable outcome. An EFT therapist may col-
laborate with the client to highlight this dynamic, and to bring it more fully into
the client’s awareness. However, the acquisition of insight is not seen as a central
therapeutic goal; rather the core work from an EFT perspective is to access the
underlying, unbearable emotional pain that the critic manages or contributes to, in
order that this pain can be further worked on and eventually transformed through
the generation of adaptive emotional responses.

Overcoming avoidance

Accessing the client’s core painful feelings is also made difficult by a variety
of client-idiosyncratic emotional and behavioural avoidance processes. Clients
avoid underlying feelings because they are simply too painful to tolerate. Avoid-
ance of such feelings thus serves a protective function. These processes need to
be empathised with by the therapist. The protective function they serve needs
to be highlighted and brought to the client’s awareness. By helping the client to
recognise that he or she is actively involved in such avoiding processes, the cli-
ent is helped to develop a sense of his or her own agency in these processes. The
therapist also helps (e.g., mostly through the use of imaginary chair dialogues)
the client to feel the toll of these avoidance processes; typically tiredness, tension,
resignation, or fearfulness. One important aspect of that toll which is brought to
client awareness is that avoidance obscures the client’s identification of, and pur-
suit of, own needs.

By focusing the client on the toll of avoidance processes, and on the unmet
needs that avoidance obscures, the therapist facilitates a mobilisation of
the client’s resolve both to overcome avoidance and to seek to have his or
her needs met. The client is coached to stand up to the avoidance; to take
risks both in feeling difficult feelings and in engaging in previously avoided
situations. In EFT, clients are typically aided in overcoming emotional and
behavioural avoidance via, at first, enactments of the avoidance processes in
self-interruption (Greenberg et al., 1993) or self-worry dialogues (Murphy
etal., 2014; Timulak et al., 2012). We will now have a brief look at what these
dialogues look like (for more details see Elliott et al., 2004; Greenberg et al.,
1993; Murphy et al., 2014).
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Markers of avoidance

Once avoidance is present in the session, the therapist has the option to make it
a focus of the therapy. This may happen for instance, when the client engages in
the worry process or complains about worry being one of the major problems he
or she struggles with (a marker of worry). Alternatively, it may happen when the
client, in the middle of an experiential exploration, suddenly feels stuck, tense, or
unable to stay with emerging difficult feelings (a marker of self-interruption). The
client might pull back from emotional expression, so for instance, in an imaginary
dialogue where the client was about to stand up to the other and express protec-
tive anger, he or she might instead suddenly pull back, and be overcome with fear,
panic, or tension (again, a marker of self-interruption).

Enacting the avoidance

Once the therapist and the client agree that they want to focus on the avoidance
process, the therapist may suggest the use of one of a number of experiential chair
dialogue tasks. The therapist may ask the client to first come to the other chair
and enact either the interrupter (in the case of self-interruption) or the worrier
(in the case of worry). The therapist will encourage the client to enact the particu-
lar avoiding process by saying something like ‘How do you stop yourself from
feeling?’ or ‘How do you worry yourself? Please do it’.

The following excerpt illustrates what the start of a chair dialogue in which the
client enacts worry might look like:

Therapist: ~ So I'm going to ask you to be that part of you that worries ...
to see how it impacts on you ... to see what happens ... You'll
almost have a dialogue between the part of you that worries ...
and the part that is then kind of scared.

Client: Yeah.
Therapist: ... the part that of you that feels what it is like to be worried ...
Client: Yeah. [The client moves to the worrier chair.]

Therapist:  So this is the part of you that worries ... is like ... almost say-
ing ‘You have to be ready’ or something? Yes? ‘You have to
do this ... or do that ... or think about so and so ... You have
to not to forget to do all these things’. Yes? So if you were that
part? And you'll talk to you, to yourself? Yes? What do you
say to him? How do you worry him?

By enacting the worry (or interrupter in the case of self-interrupter work),
the client is helped to become more aware of his or her own agency in the
worry or interruption process. The client can see that it is not simply that worry
just comes, or that emotions just disappear, but rather, that it is him or her
who actively worries him- or herself, or interrupts his or her own emotional
experiencing.
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Highlighting the function of avoidance

At this stage the therapist can also point to the function of the worry or interrup-
tion. The therapist might simply ask, ‘And what is the function of what you are
doing? What do you want to achieve by it?’; “What do you want to achieve by
worrying?’; or ‘What do you want achieve by making sure that he [you] does
not stand up for the self and does not express any anger?’ What typically comes
to the surface at this point (and therefore into the client’s awareness) is that the
client’s avoidance is motivated by an anticipatory fear. This might be a fear that
something unbearable could happen; or it might be a fear in relation to the emo-
tional experiencing which is starting to seep out to the surface. It is important that
the therapist validate both this fear and the motivation it creates to avoid harm
and pain. As the avoidance is essentially an effort to protect the self, the therapist
empathises with this effort. Such empathic validation might look something like
the following:

Therapist: ~ But it’s almost like a sense that something bad will happen?

Yeah?
Client: 1t has to happen.
Therapist: ~ So you better be ready?
Client: Yeah.
Therapist: ~ Or something? Yeah?
Client: Prepare yourself for it ... kind of ...

Therapist: ~ Ok. Soits very ... kind of eh ... Yeah. I mean it s to, to prevent
anything bad from happening.
Client: Yeah.

This type of intervention shows the client that they not only have agency in their
own avoidance processes, but that these processes are fundamentally both inten-
tional and meaningful. It helps the client to become more aware of their avoidance
processes, and to become more aware of their own role within those processes.
Sometimes clients may spontaneously explore and reflect on the origins of their
avoidance strategies. For instance, they may report that it is a behaviour learned
from a significant other. Alternatively, they may report that it is a strategy they
learned as a way to cope with a feared significant other; or a strategy that was
developed after experiences of being traumatised, in an effort to avoid similar
traumatic experiences.

Checking in for the impact of worrying or interrupting

Once the client enacts the worry or interruption process, the therapist asks
the client to come back and sit in the experiencer chair. The therapist asks the
client to see what impact the worrying or interrupting has on him or her, for
instance, enquiring ‘What is happening inside when you get that (referring the
worrier/interrupter chair)? What does it do to you?’ It is common for clients
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to struggle with this task, especially in early dialogues, and in such instances
it is the therapist’s task to help the client focus on his or her inner experience,
and how this is impacted by the worry or interruption process. When the task
is going well, however, clients are able to see how they feel obstructed, tense,
or tired (in the case of self-interrupting processes); or tense, scared, and tired
(in case of self-worrying processes). The therapist then helps the client to stay
with these unpleasant feelings, in order that the client can feel the toll the
avoidance processes has on the self. At this stage, the client may experience
contact with hitherto avoided primary painful feelings (loneliness, shame, ter-
ror) as they begin to seep out into awareness (Murphy et al., 2014). When this
is the case, the work of therapy will be to focus on these underlying, painful
feelings.

If the client does not get in touch with underlying, primary painful feelings, the
therapist simply stays with the client where he or she is at, and helps the client to
fully feel the toll of the enacted worry or interruption on the self:

Therapist: It must take a lot of energy. Yes? To be getting it [take the
worry message constantly]. Yes? It must be tiring. Yeah?

Client: Exhausting. [The client expresses the toll of the worry.]

Therapist: ~ Yeah.

Client: It s tiring.

Therapist: ~ Yeah.

Client: And it’s ... Sometimes you don't always get the head to stop
rambling.

Therapist: ~ But if you go to that tiredness. Yes? [The therapist facilitates
the client to stay with the experiential impact of the worry.]

Client: If I go to that tiredness, I'll go asleep.

Therapist: ~ For the moment here. I mean it feels like you wouldn 't wake
up. Yes?

Client: Yeah.

Therapist: It feels like it s just never, never-ending tiredness. [The thera-
pist empathizes with and evokes the felt tiredness.]

Client: Yeah.
Therapist: ~ Yeah. Ok.
Client: 1t s just twenty-four hours a day.

Therapist:  Just try it for ten seconds to feel that tiredness. Yes? Don t run
away from it. [The therapist facilitates the client to sense fully
the impact of the worry—tiredness.]

Client: Don 't have to try ... I feel it.
Therapist:  Ok. It’s there. Ok.
Client: It’s here.

This type of therapeutic process makes the toll of the avoidance process very
tangible, allowing it to be fully felt by the client. The therapist then focuses on
moving beyond the tiredness.
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Identifying the obstructed need

Avoidance not only protects the client from feeling the core pain; it also prevents
the client from meeting his or her need to live a freer life. At the moment when the
client is able to feel the negative impact of the worry or interruption process, the
therapist asks the client what it is he or she needs in place of the tiring, scaring,
tensing worry or interruption. Typically, clients express a need to be more free, to
be less obstructed, and to be less scared. The expression of such need is mobilis-
ing and prompts the client to challenge both the worry/interruption/avoidance, and
the fear fueling those processes. The client may mobilise an inner determination
to be less fearful and to live more freely. He or she might express an eagerness to
take more risks, to feel his or her own feelings, and to pursue his or her own needs
without fear, worry, interruption, or other forms of avoidance. As successful therapy
progresses across sessions, accessing this agentic stance in the face of avoidance
processes becomes increasingly easier for the client. In overcoming avoidance via
the mobilising of unmet needs, fearfulness is transformed into a more free access
to own emotions, to emotion-informed needs, and to adaptive action based on an
awareness of those needs. The following excerpt illustrates the manner in which one
client’s mobilisation against the worry process unfolded.

Client: Be quiet. [This is expressed toward the worrier chair. The cli-
ent is standing up to the worrying part of the self.]
Therapist:  Ok.

Client: Just be ...
Therapist: ~ Ok. ‘Let me be’. Yes?
Client: Give my brain a break.

Therapist:  Yes ... ‘Give my brain a break’. Yes? Tell her. [The therapist
encourages expression that consolidates the protective anger
felt by the client.]

Client: Give my brain a break. [The client expresses a need to be free
of the worries.]

Therapist:  Yeah.

Client: Be quiet.

Therapist: ~ Yeah. ‘Be quiet’. Yeah. And you stop yourself. Yes? There is
some anger in ‘Be quiet’. [The therapist is picking up on the
client’s anger becoming weaker.]

Client: Yeah.

Therapist:  Tell her that you mean it. You know you’re too nice almost.
Because it costs energy to be nice. Yes? [The therapist is mak-
ing sure that the client resolutely stands behind her needs,
and coaches the client to express the anger.]

Client: Yeah.

Therapist:  That anger is very important as well. It s like ‘Be quiet. Let me
be. Let me take a breath’. Yeah? [The therapist coaches the
client to express the anger.]
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Client: Yeah. Just be quiet. Just stop talking. Leave me ... On my days
off let me have a day off. [The client is able to harness the
anger more. ]

Therapist:  Ok. Ok. “So this is what I need’. Yes?

This mobilisation of the need to be free from worry and tiredness helps the cli-
ent to overcome his or her fearfulness, thereby allowing him or her to become
more ready to explore and work on the problematic and painful aspects of their
emotional experiencing. The client’s emerging emotional freedom is also typi-
cally reflected in an increased capability to overcome behavioural avoidance. The
client may thus, for instance, become less fearful of entering situations in which
he or she may be criticised, situations in which he or she was historically afraid of
entering for fear of feeling unbearable shame.

The more compassionate interrupter/worrier

Sometimes, when worry and/or self-interruption processes are central to a client’s
difficulties (e.g., in anxiety disorders), the worry or interruption is addressed more
centrally in therapy, and dialogues between the worrier or interrupter on the one
hand, and the experiencer on the other, are enacted more often. In such cases the
therapist may check how the client responds in the worrier chair to seeing the
impact or toll of the self-initiated worry process on the self (i.e., the felt experi-
ence in the experiencer chair). The therapist may, for instance, ask, ‘So how is it
to see her feeling tired, tense, scared, etc.?’ If the toll and pain caused by the worry
or interruption process has been acutely felt and expressed by the client in the
experiencer chair, the client in the worrier chair may soften in their self-treatment/
stance. Sometimes, this can be a prolonged process, and the therapist may need
to use a variety of skilled interventions to facilitate it happening. (See Chapter 8
for a discussion on how therapists can work with the difficulty in experiencing
compassion.)

Eventually, however, clients in well-progressing therapy do become more
compassionate toward that part of their self, which suffers as a result of the avoid-
ance process. This softening or self-compassion can take a number of forms. The
client may express understanding of the pain he or she experiences as a conse-
quence of worry and/or self-interruption. The client may express understanding
for the needs (such as freedom from the worry) that he or she wishes to pursue.
The client may also express in the worrier (interrupter) chair a willingness to not
worry the self to the extent that he or she previously did; he or she might make a
commitment to try to be less controlling; and he or she may directly express com-
passion to the experiencing self. Alternatively, the worrier/interrupter may ask the
experiencer to ignore him/her as he/she is incapable of stopping the worry. Or the
worrier/interrupter may simply acknowledge that he/she is weak and afraid, and
reach out for, and seek some level of connection and support from the experiencer.
This, in turn, can bring experiences of connecting sadness that is often somehow
linked to the core pain, for example, to core painful feelings of loneliness.
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As the client’s avoidance processes are gradually overcome, the client has
increased access to the underlying painful feelings which become the main focus
of therapy. This process can be visible both within individual sessions, but also
across a number of sessions. As already stated above, in successfully progressing
EFT, clients become increasingly capable of accessing those hurts in need of
healing and transformation. Again, this is not a straightforward or linear process;
rather it is a two steps forward, one step back process, characterised as much by
frequent setbacks as by its incremental gains (cf. Pascual-Leone, 2009).

EXPERIENCING THE CORE EMOTIONAL PAIN AND
IDENTIFYING THE UNMET NEEDS

Once the core painful emotions are accessed in the session (e.g., with the help of
the experiential tasks described above), it is important for the therapist to help the
client become capable of staying with the accessed painful emotions. It is impor-
tant to help the client tolerate painful emotions and differentiate their various
facets and associated meanings, without succumbing to emotional avoidance or
collapsing into secondary emotions such as hopelessness or helplessness. Differ-
entiation of the painful core emotions can be helped primarily through a sensitive
empathic responding that promotes emotional regulation (Greenberg, 2011). The
therapist’s sensitive empathic responding also counters feelings of shame, loneli-
ness, and/or fear by promoting feelings of acceptance, safety, and an isolation-
breaking connection and caring.

The therapist’s empathic presence, however, may also need to be supple-
mented by guiding instructions and psychoeducation. Such interventions are
important in order to explain to the client why it is good to stay with painful
experiences; that painful feelings can be regulated and modulated via an
exploration of their nuances and their symbolisation in narrative (Angus and
Greenberg, 2011). Clients can be explicitly instructed to observe how the feel-
ings feel. They can be encouraged to recognise that they are more than their
felt uncomfortable feelings, even when those uncomfortable feelings feel all-
encompassing and self-defining (as evidenced for instance, in the verbalised
felt-sense [ am worthless.). The therapist may encourage the client to stay with
painful feelings (e.g., shame) and observe how those painful emotions feel,
what action tendencies are in them (e.g., to shrink or hide), and what thought
processes accompany them (e.g., thoughts such as I am worthless, flawed.).
The therapist may encourage the client to observe that although those painful
feelings are powerful, they are not all that there is to the client, that the client
is more than those feelings, and that those feelings do not define who the cli-
ent is, but rather contain important information for the client about his or her
unmet needs. The client may also be taught that it is possible to change these
feelings (see the next chapter), and the client can be taught that feelings can
shift and be followed by other, differing emotional experiences that may be
more comforting for the client.
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At the moment of felt core pain, the therapist may also use psychoeducation
and may point out to the client how certain feelings feel (e.g., the shrinking feeling
of shame), why they are so difficult to bear (e.g., evolutionarily, they meant exclu-
sion and thus lower chances for survival), or what are they informing us of (which
needs are not being fulfilled—e.g., to be accepted). As the client accesses core
painful feelings repeatedly in therapy, it is hoped that his or her capacity to bear
difficult emotions increases. Correspondingly, it is hoped that there is a decrease
in both the client’s need to avoid these painful feelings and in the client’s fragility
with regards bearing them.

The differentiation of felt pain is emotionally very powerful and difficult for
the client as in essence they are touching on what is the most painful in their expe-
riencing. In Chapter 4 we looked at an example of a client first touching on core
emotional pain (I needed mum.) in the context of a supporting and empathic thera-
peutic relationship. In the excerpt below we look at the same process from the
perspective of how pain can be differentiated in an empty-chair dialogue between
the client and her imagined mother:

Client: But I know, from my kids growing up that we should have had
that childhood. And we didn 't (choking quality). [The client is
in touch with her sadness.]

Therapist: I gave it to my children. [ The therapist is empathic and evoca-
tive through highlighting the contrast between the client’s car-
ing for her children and how she was cared for by her mom.]

Client: I gave it to my kids (voice strained with emotion, words are
almost inaudible). [The client is overwhelmed by emotion
here, showing that the experience is too painful and difficult

to be with.]
Therapist:  Yeah.
Client: You should have given it to me (almost a whisper, crying). [This
is directed to her imagined mother sitting in the empty chair.]
Therapist:  There's pain in it, and anger, yes? It’s painful what's missing

yes when it was like this. [The therapist is picking on the dif-
ferent aspects of the hurt (pain/sadness and anger) and thus
attempts to differentiate it.]

Client: My kids would never see what you put us through (crying).
We'd tell them sometimes (sniff) but they can laugh about it,
because they never had to live with it, and they never will.
[The client is unfolding the experience in further narrative.]

Therapist:  Yes, but it’s not laugh, laughing for me yes.

Client: It was never laughing for me.

Once the core primary emotions are accessed, differentiated, and stayed with,
the therapist facilitates the client to focus on the unmet needs embedded in those
core painful emotions. As explained in the introductory chapters, painful emotion
informs the clients about unmet needs. The felt emotions reflect an interaction
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between the need and the individual’s perceived response to that need (e.g.,
need—/ want to be accepted; perception—I am being put down; emotion—/ feel
deflated). The unmet needs (e.g., to be accepted, loved, or protected) embedded
in core primary painful feelings are articulated most easily when the client is fully
experiencing the painful emotion. Therefore, when the core painful emotions are
accessed by a client in therapy, when they are fully savoured by the client, dif-
ferentiated, and put to narrative, the therapist moves his or her focus with the
client on to what it is that the client needs, what is most missing, and so on. Such
interventions facilitate the client to articulate what is needed as the felt experience
will be guiding him or her. If the client, for instance, feels shame in the face of
judgement and is guided to attend to what the felt shame indicates he or she most
needs, the likely response from the client will be that he or she needs acceptance
and approval.

The articulation of unmet needs helps to further differentiate the client’s pain-
ful emotions as the articulated needs capture another aspect of the felt experience.
Thus even a formulation of a sense of need contributes to the client’s regulation of
painful, dreaded emotions. The interplay between an unfolding differentiation of
unmet needs and further differentiation of the felt pain is visible in the following
example. (In Chapter 4, we looked at how the client Ann accessed core pain. Here,
we look at a later section from that same dialogue, focusing on Ann’s articulation
of unmet needs and further differentiation of painful emotion.)

Therapist: ~ Yeah, yeah ... It'’s like full of pain. The pain that I can feel
now, I can stay with it. [ The therapist is speaking on behalf of
the client.] Yeah ... So I need you, what would you need from
her? [The therapist is explicitly focusing on facilitating the
client’s articulation of an unmet need. ]

Ann: (sniff) Not an apology, but an explanation (voice collapses
with emotion). And back then when we were kids, I needed a
mother (tearful). [The expression of need to have a mother—
one can infer needs to be loved, protected, cared for, etc.]

Therapist:  Ok.

Ann: I didn't know it at the time. Cos I thought life would be better
without you.

Therapist:  Yeah.

Ann: And it was. God forbid me for saying it but it was.

Therapist: ~ Yeah, yeah ... this is how it felt. I just wanted you not to be
there, so I have, I can achieve some peace or something
yeah? [The therapist capturing different aspects of the cli-
ent’s experience in an empathic responding.]

Ann: Yeah (crying) but I was still not getting the peace from her.
Therapist: ~ But I know that I needed a real mother, yeah? For you to be
there as a mother. [ Again, focus on the need.]

Ann: Yeah, and I'd nobody to turn to (very tearful).

Therapist:  So there was nobody for me there, yeah?
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Ann:
Therapist:

Ann:

Therapist:
Ann:
Therapist:

Ann:
Therapist:

Ann:

Therapist:

Ann:

Therapist:

Ann:

Therapist:

Ann:
Therapist:

Ann:

Therapist:
Ann:

No (crying).

It just aches. [The therapist focusing on the experiential
aspect of the painful emotional experience.]

With things like that, when my kids are sick. I know I have [my
husband] and I know he s there and he does everything he needs
to do for me. But then I would have liked my own mother to be
there (choking with tearfulness). Just to go and say, ‘Ma, I need
a cup of tea, sit and talk to me.’ Try and help me deal with it.
Instead of having to let me deal with it myself. Which I'm gonna
have to keep on doing (with a lot sadness and sobing).

Yeah.

But it would have been nice just to have her there.

Yeah ‘I needed you there’. [Focusing on the unmet need and
expressed sadness. |

Yeah (crying).

I was so on my own just to deal with all of it.

It'’s not even that. Its every now and then a girl needs her
Mum. [The client expressing her need.]

Yeah. Just to have you there.

The boys mightn't need them. But every now and again a
girl does need her Mum (crying heavily). [The client here is
clearly accessing her core painful feelings of abandonment,
rejection, and not feeling loved and articulates her unmet
need for her mother’s love.]

Yeah. Every girl needs it and I needed it as well. I needed you
so much yes in my life. [The therapist is empathically echoing
the client’s experience. |

1 did (crying) and it'’s only now that my own kids are growing
up. 1 realise that because I'm there for them, and they know
I am, and they know I always will be ... It's very annoying,
and it is very hurtful that she wasn't there for us, or for me.
[More elaboration of the aspects of the pain.]

Yeah, you were not there for me.

She wasn t there for me.

You weren t there for me. Yeah and this is just so painful. And it §
Just such a loss yea? And such a sense of being on my own in my
life. [The therapist is offering more empathic differentiation. ]
(nodding) Yeah. Even though I have [my husband] and I have
the kids, I still feel lonely. You'd love to just go up to them and
say ‘I'm going to me Mam’ (crying).

Every girl needs it, and I need it and I needed it.

Yeah (sniff).

An articulated need, in the context of a salient and powerful emotion, is a heartfelt
need that naturally triggers compassion in the therapist, as was naturally the case
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in the therapy session described above. It increases the chance of the client being
able to experience self-compassion (for instance, in a chair dialogue when the cli-
ent is instructed to look from the other chair at their own self in pain), and it also
increases the chances of the client experiencing a sense of entitlement to have his
or her needs met.

It is envisaged that the accessed painful emotions are at the centre of problem-
atic emotion schemes and self-organisations. These painful emotions and associ-
ated unmet needs have their origin in past or current salient emotional injuries.
It is envisaged that the work on any particular powerful emotional experience
is also work on the overall schematic structure and thus also on the dominating
self-organisations (cf. Greenberg, 2011). In the next chapter we will look at how
accessed core painful emotions can be transformed through the accessing, expe-
riencing, and expressing of (self) compassion and protective anger. Before we
move on to exploring this transformation work, however, we will first briefly look
at how the core pain was accessed in the case of Ann, the case conceptualisation
for whom was presented in Chapter 5.

Case of Ann—strategy for therapy

In the previous chapter we looked at the case of Ann. We could see her core sense
of loneliness, her sense of not feeling loved, and her terror that those close to her
might be hurt. We identified a core sense of shame that somehow her qualities
were responsible for the lack of love from her mother. We could see her negative
self-treatment and also her profound avoidance of felt experience, fuelled by a
fear of potential triggers that could bring on pain. We will look now at how Ann’s
core pain and unmet needs were accessed in therapy. In the next chapter we will
focus on how this core pain was transformed in therapy.

The therapist’s first task in therapy, after building an alliance with Ann and after
trying to help her to regulate the strong emotional arousal present in the session,
was to distil Ann’s core underlying pain. This aim was pursued by actively evok-
ing and exploring painful situations. In the first instance, current pain-provoking
situations were explored; later exploration moved on to memories of events that
were formative in creating Ann’s core pain and which resembled current pain-
provoking situations. The link between the currently felt pain and historic similar
experiences was established, for instance, by asking Ann at points when she felt
feelings of profound loneliness in the session: “When do you remember feeling
like this earlier on in your life?’

Accessing core pain was difficult mainly because Ann often collapsed into states
of global distress whenever core pain was touched on. The therapist responded to
such collapses with a compassionate presence, but also with calming interventions
such as clearing a space (Elliott et al., 2004), an intervention that tries to put upset-
ting and overwhelming issues aside for the moment (see above; also Chapter 8).
The therapist also spent a lot of time at the end of the early sessions making sure
that when leaving his office, Ann was emotionally regulated, and not overwhelmed
with distress. The therapist also explored with Ann things she could do outside of
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sessions in order to support her developing capacity to regulate feelings of over-
whelming distress (e.g., going for a walk). For some clients who collapse easily
into global distress, the facilitation of protective anger may serve as a sort of steer-
ing rod; however, this was a limited option for Ann, as her experiences of anger
typically came in the form of maladaptive, secondary reactive anger. Expressions
of anger were also followed by feelings of shame at having become angry, thereby
precipitating further collapses into the global distress.

Access to core pain was also obstructed by Ann’s self-interruptive and avoid-
ance processes. The emotional avoidance processes were mainly visible through
a constant worry process that caused Ann to become emotionally flooded and
exhausted. This process was eventually counteracted by asserting Ann’s need
for rest, and by increasing Ann’s awareness of the impact of her worry process
on herself (e.g., tiredness) as well as her attendant need to be free and playful.
Eventually Ann became capable of accessing a protective anger that countered
and opposed her self-worrying process (I 've had enough of you.). In one worry
dialogue, she imagined the worry-producing part of herself as a bush that was
growing inside her, and she enacted throwing it away from her. She then prac-
ticed this standing-up-to-the-worry process at home and noticed that she became
increasingly capable of stopping her worry.

Ann’s core painful feelings were accessed mainly through the use of chair dia-
logues. For instance, Ann engaged in imaginary dialogues with her neighbour’s
children, who were growing up without their mother. She identified with the pain
they believed they must have felt, openly admitting that she herself knew how they
felt. She also engaged in imaginary dialogues with her father, whose potential loss
she believed she would not be able to tolerate. Mainly however, Ann dialogued
with her mother (see the excerpt above) and through these empty-chair dialogues,
accessed her sense of abandonment, loss, feeling unloved, and craving for her
mother’s love. She also accessed core painful feelings of shame (something in me
is flawed and unlovable) not only in imaginary dialogues with her mum but also
in self-self dialogues, in which she attacked herself for who she was (in a manner
similar to how her mother used to attack her). Enactment of self-attacks evoked
feelings of shame and a sense of being flawed and unlovable. She also articulated
hate for her own distress, anxiety, vulnerability, controlling behaviour, and the
anger that came with memories of being neglected.

Once Ann’s core pain was accessed, it was important to put it into language.
This involved both consistently empathic responding, as well as a sustained effort
to help Ann stay with her painful feelings. The therapist coached Ann both to stay
with her painful feelings and to put them into a narrative that would allow her to
make meaning from them (e.g., Breath. Just see how loneliness feels. Try not to
run away from it. You are more than that empty sense inside. It is just a powerful
feeling. This is how the loneliness feels. If you were to put it to words how does it
feel? Speak to you mum [imagined in the other chair] from that loneliness. What
do you say to her?). The most decisive task was, however, to help Ann articulate
the needs embedded in her core painful emotions (cf. the description in the excerpt
quoted above, e.g., ‘I needed mum’.).
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Ann’s core painful feelings were regularly accessed in the middle part of
therapy, where they were differentiated, put to language, and expressed in the
context of imaginary dialogues. This usually happened in the natural flow format,
when the feelings were first attended to, then labelled and finally expressed, so
the emotion would be fully present in the room (Greenberg, 2002). Ann’s unmet
needs were similarly attended to, named, and expressed. Together, these thera-
peutic processes laid the ground for the transformation work outlined in the next
chapter.



7 Strategy for therapy—transforming
core emotional pain

The accessing of underlying pain (i.e., primary maladaptive emotions) in the
session and the articulation of unmet needs leads naturally to a point where the
work of therapy is to facilitate a response to that felt pain, and to those needs
associated with it. This response is facilitated by the therapist when he or she
compassionately responds to the client and justifies the client’s entitlement to
have unmet needs met. Even more importantly in EFT, the client is facilitated
to enact compassionate and protective responses in imaginary dialogues with
salient others and with the self. These enactments are important because the
client is then not only the object of compassion or validation, but is also a subject,
an active agent capable of generating self-compassion and a healthy anger-based
self-protection.

The accessing and generation of these two (self-compassion and protective
anger) primary adaptive emotional stances is transformative; alleviating pain, and
countering and reducing the overwhelming and all-consuming nature of maladap-
tive emotional states such as sadness/loneliness/loss, shame and terror/fear. As
these maladaptive emotions are increasingly followed, very closely in session, by
experiences of compassion and protective anger, maladaptive emotions become
less dominant and less central to the client’s self-organisation. As compassion and
protective anger are generated more regularly in the therapy process, the client
becomes more emotionally resilient and flexible (Pascual-Leone, 2009) and learns
to go swiftly from felt pain to a more soothing and protective, compassionate, and
assertive stance. Analyses of successful cases of therapy show that as therapy pro-
gresses, successful clients become increasingly capable of accessing core painful
feelings; articulating the unmet needs in those painful feelings; and responding to
those painful feelings with self-compassion and protective anger (Crowley et al.,
2013; Dillon et al., 2014; Keogh et al., 2013; McNally et al., 2014). The client’s
dominant and problematic self-organisations are thus transformed, becoming
more flexible and resilient as the client gains increased access to primary adaptive
emotions.

In therapy, both the enactment of compassion and protective anger, and the
‘letting in’ (i.e., the experience of being the beneficiary) of such experiences is
important. For this reason, both need to be fully savoured by the client. Doing so
contributes to the transformation of emotion scheme configurations as a significant
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amount of time is spent with the client feeling new experiences which are correc-
tive and which balance painful experiences. Interestingly, research has shown that
time spent in these healing experiences often leads to the client spontaneously
grieving past hurts (Pascual-Leone and Greenberg, 2007; Timulak et al., 2012,
etc.). Although such grieving is painful, it is not as hurtful or overwhelming as the
distress previously experienced by the client. Rather it tends to contain a letting-
go quality; while the client still feels sad, the grieving also brings a sense of relief.

This type of healthy, adaptive grieving appears in particular to be a response to
expressions of compassion, whether from the therapist to the client, or from the
client to him- or herself. On the other hand, validation provided by the therapist to
the client and expressions of protective anger by the client, have both been shown
to bring about experiences of empowerment. The experience of empowerment is
a very resourceful emotional state, and such experiences are particularly visible in
successful cases (e.g., Crowley et al., 2013; Keogh et al., 2013).

We will now have a detailed look at how transformation is facilitated in the
context of both the therapeutic relationship and imaginary dialogues. Again, such
dialogues can take place both with emotionally salient others who are linked to the
client’s pain, as well as with pain inducing parts of the client’s own self.

TRANSFORMING EMOTIONAL PAIN IN IMAGINARY
DIALOGUES WITH EMOTIONALLY SALIENT OTHERS

The basis of therapeutic change in EFT is the presence of a caring, compassionate,
and validating therapeutic relationship. The therapist acknowledges the client’s
pain, communicating compassion and empathy toward the client. The therapist
also provides validation for the client, both by the fact that he or she is a witness
to the client’s pain, and by communicating the belief that the client deserves to
have his or her needs met. This therapeutic relationship in turn facilitates the emo-
tional transformation work in EFT. This transformation work mostly occurs dur-
ing experiential empty-chair and two-chair tasks: imaginary dialogues in which
the client enacts painful triggers in order to access painful emotions, experience
these emotions, and respond to the unmet needs contained in those painful emo-
tions. The main difference between the compassion and validation provided by
the therapist, and that enacted by the client, is that in imaginary dialogues, the
client not only receives compassion, but becomes an agent capable of generating
and expressing compassion and protective anger. The client thus learns to initiate
internal self-processes that increase his or her emotional resilience and flexibility
(cf. Pascual-Leone, 2009).

The most significant roles in imaginary dialogues are often those played by
salient figures, either from the client’s past or present, who in some way shaped
the client’s emotional injuries (for an overview of EFT work with imaginary dia-
logues, see Elliott et al., 2004; Greenberg et al., 1993; for an overview of the
empirical work which led to the development of the model of working with the
salient other, see Greenberg and Foerster, 1996; Greenberg and Malcolm, 2002;
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Paivio and Greenberg, 1995). Inevitably, the salient other is evoked in the other
chair because for some reason, features of that salient other trigger the client’s
pain. The previous chapter elaborated on how one client accessed feelings of
loneliness in a dialogue with an unresponsive mother (/ feel so much on my own,
I needed mum to be there for me.). Once the evoked painful feelings are fully
experienced by the client in a dialogue, and once the unmet needs are articulated
and expressed to the other, the therapist typically checks whether the witnessing
of such pain brings any softening in the stance of the enacted imagined other (i.e.,
whether the enacted other can in any way communicate a compassionate response
to the present pain).

The manner in which the enacted imagined other responds to the pain expressed
by the self in the experiencer chair varies greatly from client to client, and often
can be dependent upon what the imagined other was like in real life. So for exam-
ple, if in real life the imagined other was an individual who on some occasions
was capable of being responsive to the client’s needs, there is a chance that within
the imaginary dialogue, the client may spontaneously enact the imagined other
responding compassionately to expressions of pain and need. In other words, once
the client in the role of the other sees the hurt expressed in the experiencer chair
and the unmet needs contained in that hurt, he or she, enacting the other, is more
likely to respond in a compassionate manner, if such a response was within the
repertoire of the enacted significant person in real life. Therefore, while the thera-
pist wants to access core pain, and thus instructs the client to enact the hurtful
other (trigger) in order to evoke that pain, once this hurt is accessed, the therapist
is also interested in checking for the client’s response to that pain when he or she
is in the role of the other. For example, the therapist can say, ‘Can you see her
hurt? She needs you to be a mum for her. What is your response to her? How
do you feel like responding to her from inside?’ In general, it has been observed
that the greater the quality of the expressed raw hurt in the context of the heart-
felt expressed need (e.g., poignancy; intensity), the greater the likelihood that the
client will spontaneously enact caring or compassionate aspects of the imagined
other (cf. Hughes, Timulak, and McElvaney, 2014).

It is important to note that EFT is an experiential therapy. Therefore, while the
therapist checks to see whether the client in the role of the other is moved by the
expressed pain to a spontaneous expression of compassion, when this is not the case,
the therapist respects where the client is at, and respects what he or she is currently
capable of. So if after being prompted for a compassionate response, the client as
the imagined other instead responds with more rejection, the therapist acknowledges
this. When the client as the imagined other says, ‘I do not care about what you need’,
the therapist asks the client as the imagined other to express this directly to the expe-
riencer chair. In such instances, however, the therapist also seeks to bring into the
client’s awareness what it is that is driving such rejection. The therapist may even
ask directly, for example, ‘So what is driving you to be so harsh on her? What are
you trying to do by rejecting her?’ Such enquiry can sometimes help to bring into
awareness what it is that lies behind such a harsh stance. For instance, the imagined
other might reply, ‘I am unhappy in my life and just cannot care about anybody else;
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I do not have any capacity for it; I cannot care’. When such rejection is expressed
(although now perhaps somewhat more meaningfully), the therapist asks the client
to change chairs. Once the client is sitting in the experiencer chair, the therapist
asks the client to attend to the impact of this treatment on the self. The client is
asked how it feels to be rejected in this way after expressing such vulnerability and
need; for example, ‘What happens inside when you get that rejection “I don’t care”?
What does that do to you inside? Leaving aside the fact that you understand she was
unhappy and had no capacity to care, what does it do to you, inside, when she says
“I don’t care™?” At this stage, we have observed that clients typically respond in one
of two ways. Either the client collapses into unbearable global distress, expressing
feelings of hopelessness and helplessness (e.g., She never loved me and she never
will. There will never be anybody who would really care and love me.) or, more
adaptively, he or she can respond spontaneously with protective anger (e.g., It is not
acceptable what you are saying. I deserve love and care. I always deserved it. Your
problems are your problems, but I was just a child, and I deserved to have my mom.).

If the client spontaneously expresses protective anger, the therapist validates
this, and checks with the client what it feels like inside to be assertive in this way.
Typically, clients report feeling a sense of relief and a sense of empowerment.
This is a markedly different experience to the rejecting anger felt and expressed
by clients during experiences of global distress, when anger is typically mixed
with sadness and hurt, and when the client is more likely to feel desperate and
angry for not being loved. Protective anger is subtler. It is self-defining, providing
the client with a sense of his or her own self; a sense of his or her own value; and
a sense of his or her own strength. It is the opposite of the upset and despair typi-
cally present in states of global distress.

Although some clients respond spontaneously to further rejection by the other
with anger, this is not always the case, and even with those clients who do, it can
often take a substantial period of time before the client is able to generate a good
quality of protective anger. Rather than being able to hold onto protective anger,
clients often collapse back into a state of global distress characterised by hopeless-
ness, helplessness, and despair (She never loved me and she never will. Nobody
will.). Such collapses are an indication of the level of the client’s distress and
vulnerability. In such instances, the therapist is compassionate and empathic. He
or she tries to enable the client to get back in contact with their hurt in order that
they can again express the core pain and the related unmet needs. The therapist
seeks to help the client articulate fresh aspects of the pain. Once this pain is again
articulated in a poignant manner, the therapist may ask the client who would have
responded to that pain and need (e.g., the client’s father), and then asks the client
to enact this imagined, more compassionate other. Alternatively, the therapist may
suggest to the client that he or she simply be his or her present self. The therapist
then invites the client as his or her present self to the other chair and asks him
or her: “What do you feel toward that girl who feels so uncared for, and who so
much wants to be loved?’ If the client is then capable of generating compassion,
the therapist asks him or her to enact and express it to the imagined vulnerable
self in the experiencer chair. In such instances, compassion often comes with a lot
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of sadness, as the client is impacted by witnessing the pain of the self in the other
chair. Both sadness and compassion are very connecting, and experiences of both
contribute to breaking the felt sense of isolation and rejection. The client may be
very upset and say something like: ‘I see your pain, and I love you so much. I want
to protect you, and care for you’. The therapist may capitalise on these emerging
feelings by asking the client how it feels inside as he or she says these things,
doing so in order that the client can fully savour the feelings of compassion. The
client may then perhaps respond: ‘Very caring and very sad to see her like this’.

The therapist’s next task is to help the client let in these feelings of compassion.
Clients with emotional difficulties often do not allow themselves accept compas-
sionate experiences as they often, as a consequence of negative self-treatment (see
below). have the sense that they do not deserve love or care. In order to facilitate
the client’s letting in of compassion, the therapist may say something like: ‘Come
here [back to the experiencer chair]. How does it feel inside to get that carrying
response? Can you let it in?” As already noted, the client may not be able to let
the compassion in and may say: ‘I do not feel anything’. The therapist then has
to respect the client. He or she reflects the client’s experience as it is: ‘Nothing
comes through, nothing gets to the despair you feel inside. Certainly not an imagi-
nary response. Can you tell her, “I do not feel anything”?’ As the client enacts
this non-acceptance of compassion and as the therapist accepts and validates it,
the therapist may also gently suggest to the client that he or she tries to let the
compassion in, for example, ‘I know nothing came in, but could you just for the
moment imagine letting it in? Could you try it? (pause) What does it do to you?
How does it feel inside?” We have observed that as therapy and sessions progress,
even clients who initially struggle to allow in experiences of compassion eventu-
ally become able to do so (cf. Crowley et al., 2013; Keogh et al., 2013). Once this
happens, the therapist wants to further capitalise on it, and seeks to bathe the cli-
ent in the compassion and its impact. He or she may ask the client: ‘So how is it
inside when you let it in?’ Clients usually respond by reporting that they observe a
variation of relief, for example, ‘I feel relieved’. The therapist may want to further
expand the client’s experience, so he or she might ask the client to express these
feelings to the other chair: ‘Can you tell her, “I feel relieved”?” When clients fol-
low this suggestion, they often report feeling even more relieved. Once again, the
therapist checks with the client as to how it feels to express what they are experi-
encing, in order that these changed and emerging feelings are further brought into
the client’s awareness.

Once compassion is generated and its acceptance facilitated, the therapist can
focus on the development of protective anger. With the client, the therapist might
revisit the rejecting other’s behaviour (trigger) in order to explore how the client
might protect him- or herself against it: ‘So when she says “I don’t care”, what
will you do with it? Will you let it destroy you inside? What do you want to do
with it now at this moment [stressing the present moment of strength rather than
returning when the client was not able to stand up for the self]?” The therapist
asks questions like this with the hope that the client will be better able to support
him- or herself. The therapist is hoping that the client will speak from a stronger
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inner sense, in other words, that a more assertive self will emerge. Such a position
might be represented in statements such as ‘I deserved to have a caring mum, but
if I get this type of treatment, I will not allow it to destroy me’; or ‘I am a good
person inside and I deserve(d) love’. Once the client is able to generate some
anger (if therapy progresses well), the therapist facilitates the client to embody
and enact this anger fully, for instance, by asking the client to express this anger
to the imagined other: ‘Tell it to her’. Again, as the client does so, the therapist
checks: ‘And how does it feel?’ Clients typically respond by describing some
variation on a sense of empowerment, for example, ‘I feel strong’. The therapist
can further consolidate this emerging sense of empowerment by asking the client
to enact that sense of empowerment, and to express it to the other: ‘Tell her, I feel
strong’. As the client does so, the therapist once again checks how it feels inside
to express this sense of strength, and once again, doing so usually brings about an
even more solid feeling of empowerment. To consolidate this emerging sense, the
therapist may ask the client to say ‘I am strong’ directly to the therapist: ‘Could
you say it to me?’ This is often quite difficult for clients who are not typically very
assertive in their day-to-day lives. Expressing one’s own sense of strength directly
to the therapist—a living, breathing human being who is present in the room—is a
qualitatively different exercise to expressing such feelings to an imaginary other.
The client may, therefore, first express the words ‘I feel strong’ with some shaki-
ness, but after more encouragement and coaching from the therapist (who may ask
the client to repeat the expression a few times), the client is usually able to own the
solid sense of self more and more.

While the generation of compassion and protective anger becomes progres-
sively easier for clients in successful therapies (Crowley et al., 2013; Keogh et al.,
2013), the facilitation of such processes is a very complex task that occurs across
multiple sessions. Indeed, it is most evident in long-term therapies, in which con-
trast and change across time are more visible. Initially, it may be very difficult for
the client to access any compassion or protective anger, and the therapist has to
work hard to get at least some of these experiences during the session. However,
in successful therapy, as sessions progress, clients become capable of generating
more and more of these experiences. Such experiences are also generated more
quickly in response to experiences of distress, and as therapy progresses, they also
improve in terms of quality of their presence.

What may also happen is that the client in some cases may be able to get com-
passion from the ‘imagined’ person who triggered the injury. This usually happens
if in reality the relationship with the person also had positive aspects to it. Whilst
the reasons for this are not fully established, we can speculate that as hitherto
avoided aspects of the other’s hurtful behaviour are expressed, eventually, caring
memories of the other that were inaccessible due to emotional avoidance of the
injury-related issues also spontaneously come to the surface.

Whilst compassion is elicited through expressing and witnessing one’s pain,
protective anger is stimulated by highlighting the hurtful aspects of the other’s
behaviour. Once accessed, protective anger requires repeated validation from the
therapist and repeated experiencing by the client, in order that he or she becomes
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capable of generating a resolve to protect him- or herself. As experiences of pro-
tective anger emerge in therapy, and as the client learns to stand up for the self,
without fear of being attacked or without collapsing into self-judgment (e.g.,
self-criticism; that assertiveness is not acceptable), this part of the client’s self
becomes increasingly available to the client when needed outside of the therapy
session. One must, however, be aware that building self-compassion and protec-
tive anger often depends on resolving the negative self-treatment processes that
block or hinder the easy generation of such adaptive emotional experiences (see
section on negative self-treatment transformation below).

Let us have a look at an example of how self-compassion and protective anger
can be built in a therapy session in the context of an imaginary dialogue of the
client Laura, who fought her depression and anxiety with an emotionally salient
hurtful other (her unresponsive and often blaming mother):

Laura: Well she never loved me.

Therapist:  Try to say it. Yes? I mean it's very hurtful. Yes? ‘But you never
really loved me’. [ The therapist encouraging ownership of the
core pain, its experience and expression. |

Laura: She never did.

Therapist: ... was sense inside. Yes? ‘You never really loved me’. [The
therapist using evocative empathic responses. ]

Laura: You always made me feel like I wasn't ...

Therapist:  Yeah.

Laura: .. Iwasntworth it. Or I wasnt ... [The client touching on

primary shame.]
Therapist:  Yeah.

Laura: [ was an inconvenience.
Therapist:  Yeah.
Laura: You always made me feel like that.

Therapist: ~ Yeah. But it’s almost like: ‘What's there to life?’ Yes? “If my
Mum doesn't love me.’ or something? Yes? It like, ‘I just
want some small thing’. Yes?

Laura: All I ever wanted when I was a kid was for her to stop.

Therapist:  Because this is how it felt. This is how I saw it. Yes? And it’s
almost ... And it'’s almost like ‘I will ... I hold you accountable
forit’. Yes? ‘It was all your responsibility’. [ The therapist fos-
tering protective anger.]

Laura: Yeah.
Therapist: ‘It wasn t ok. I shouldn t have gone through it’. Yes?
Laura: Mmmm.

Therapist:  ‘Regardless of how you suffered or how bad it was for you.
You shouldn t have ..."
Laura: Yeah.
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Therapist: ... take me through it. To take me ...’

Laura: She ... She ... You were ... She ... You were the mother ... you
should have done it. You should have been there for me. [The
expression of need in the context of protective anger. ]

Therapist: ~ Could you switch now? So now, as Mum in your head. Yes?
Just ... It's just in your head. Yes? What does she say to this?
‘I shouldn 't have gone through it’.

Laura [as the imagined mother]:  ‘I'm sick. You ... You have to get up
and do these things for yourselves. I'm not able to be doing
it. You re going to have to get up and look after yourself now’.
[The client enacts the imagined mother and as she does so, she
can connect with her mother’s unresponsive behaviour. The
enacted mother stays unresponsive, although she is not directly
attacking anymore, which can be seen as a slight softening.]

Therapist:  But is it really like ‘I'm unresponsive’. Yes? [The therapist
highlighting the manner of remembered mother’s treatment. ]

Laura: Yeah.

Therapist: ‘I can't understand what you 're talking about’. Yes? ‘I have
no energy. I have no willingness’. [The therapist respects
where the client is and goes with the enactment of mother as
unresponsive. |

Laura (as mum):  Yeah. ‘I'm not able’.

Therapist: ~ ‘I'm not able’.

Laura (as mum):  ‘Go down and get me cigarettes’.

Therapist: ~ Yeah. Yeah. ‘So you're just here to serve me’ or something
‘and I really can't be bothered by you'.

Laura (as mum):  ‘And don 't lose the money’.

Therapist:  Yeah. Ok. Could you swap now? What do you say to her when
she says ‘Don t lose the money. Don't ...~

Laura: ‘Get up off your arse and go yourself’. [Rejecting anger
mixed with protective anger appears. |

Laura: And I know I make mistakes with me own kids and I know I'm
not perfect. But I wasn't ... I wasn't as bad as her.
Therapist:  Yeah.

Laura: ITwasnt.
Therapist:  Tell her. ‘I wasn't as bad as you'. Yeah?
Laura: ‘I wasn't as bad as you’. [This is a self-worth supporting

expression that contains a flavour of protective anger and
empowerment. |
Therapist: ~ ‘And I know [ was’. Yeah?
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And it gets me down that I get so angry at her. [This is a
good example of self-criticism that stops the experience and
expression of adaptive anger. This now needs to be focused
on in the work. We will have a look at working with negative
self-treatment later in this chapter.]

Laura:

After a digression into self-criticism for feeling angry at her mother (which we will
focus on further below), the therapist and the client manage to get back in contact
with the client’s vulnerable experiences of not feeling loved and being rejected.
The therapist can then probe for a compassionate response to the witnessed pain.

Therapist: So it’s like ... ‘I was so lonely that I, I became a loner’
or something? Yes? ‘Because they [siblings], kind of
withdrew further’ or something?

Laura: Mmm. So that's the way its always been.

Therapist: Yeah. ‘I had to deal with the big world immediately ... .

Laura: ... deal with the big bad world since I was about ten.

Therapist: Yeah. Yeah. Could you swap now? Yes? We'll try first

Laura (as mum):

Therapist:

Laura (as mum):

as her. We'll see. Whats the response from within her
[mum]? Yes? I mean her in your head. Now. Yes? ‘I
stayed on my own’. Yes? ‘I had nobody. No one’.
‘Iwas here. I was sitting in the chair. [ was here’. [The
client says this in a dismissive tone.]

... It’s still ‘I’'m not taking it’. [The therapist highlights
and respects that the client when enacting the mother
can connect only with this dismissive, uncaring part.]
‘Twas here’.

Therapist: Yeah. But it’s really ‘I don't hear you'. Yeah? I mean
what is the real message? ... ‘I, I'm not listening’. Yes?
Or I ... Idont take anything ...". [The therapist is
highlighting the message given to the client.]

Therapist: Could you come here now? So what do you say to that dis-
missive attitude? It s like, ‘It not a big deal. You should
... I'was here. Whatever’. [The therapist is probing for
protective anger by highlighting the mistreatment.]

Laura: You only hear, hear what you wanted to hear. [More
protective anger is emerging.]

Therapist: Yeah.

Laura: And you only seen what you wanted to see.

Therapist: Yeah.

Laura: And if it wasn t about you ...

Therapist:

Yeah.
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Laura: ... it didn t happen.

Therapist: So itk like ... Its almost like ‘Its no ... There’s no
worth in pouring my heart out because you 're just not
listening’. Yes?

Laura: No.

A short while later, the therapist again probes for compassion toward the vulner-
able experiences of not feeling loved and being rejected. This time the therapist
tries to employ the current self and probes for whether the client as her adult self
can be more caring toward her younger self that was so hurt.

Therapist: ~ Yeah. Ok. Could you come here? And I'll ... As you. Yes? Now
as you. As adult you now. Yes? If you see yourself, I don t know,
this ten year old. And she's saying: ‘Alone in the world’. Yes?
What would you say to her? What would you want to say to
her? As an adult. Yeah? Or if you even imagine if it wasnt
you but somebody else in that situation. Yes? A girl in that
situation. Yes? What do you feel toward her? What would you
tell her? [This client is very self-reproaching; therefore, the
therapist suggests that she imagine some other girl in order to
mitigate for a potential self-rejection. The client is very caring
to her children in real life, which suggests that she should be
able to show that care to somebody who is vulnerable. She
might also be less harsh toward a stranger than she might be to
herself.]

Laura (as an adult self speaking to her younger self):  Now. I'd say ‘Go
tell the teachers’. [Self-compassion starts to seep in.]

Therapist: ~ Yeah. ‘You'll find somebody’. Yes? You'll ...~

Laura: ‘... tell my Dad’.

Therapist: ~ Yeah. ‘Tell your father. Tell the teachers’. Yes? ‘It’s not ok to
stay alone with it’. Yeah?

Laura: No. It s not alright.
Therapist:  Yeah.
Laura: You need to ... stand up or try and ... Try your best to make

yourself be heard. Try your best to ...’
Therapist: ~ Yeah. ‘Somebody will hear it’. Yeah?

Laura: ‘Someone eventually will hear it’. Yeah.

Therapist: ~ Yeah.

Laura: ‘Or make ... Try and make them listen even though you're
only a kid’.

Therapist: ~ But it’s like what? ‘I wouldn't leave you alone in it. Or
I would make sure that somebody listens. I'll make sure



122 Part II: Practical application

Laura:
Therapist:
Laura:
Therapist:
Laura:

Therapist:
Laura:
Therapist:

Laura:
Therapist:
Laura:
Therapist:
Laura:
Therapist:
Laura:
Therapist:
Laura:

Therapist:
Laura:

... '[The therapist tries to promote agency and ownership
in the client’s compassion.]

And I'll be there for you to just come and talk or just ...

Ok.

... come and have a cry or just come and ....

Yeah. ‘I would be there for you'. Yes?

Mmm. Just come and I give you a couple of hours’peace. [The
client now experiences compassion toward own wounded,
vulnerable self.]

‘So I would create a safe haven for you’. Yes?

Yeah.

‘I would protect you’. Yes? ‘From it’. [The therapist further
promotes the client’s compassionate experience. The thera-
pist wants the client to fully savour it.]

Mmm.

‘As much as I could have’. Yeah. Because ...

As much as I was ...

Yeah.

... able to. I would just ...

Yeah.

Stay, sit there. And just be a kid.

Ok. Tell her. Yes? ‘Come and stay with me’.

Come and stay with me. Just be a kid and have a childhood
and not have to worry for a few hours ...

Ok.

... before you had to go back to the madness.

At this point, the therapist could also focus the client on how it feels when she
provides a caring, compassionate, and protective presence to her imagined vul-
nerable younger self. The therapist could say: ‘And how does it feel inside when
you are there for her?’ This would be done so that the client could become more
fully aware of the experience, could savour it, and might therefore more readily
consolidate it. This is the type of experience the therapist wants the client to be
capable of spontancously generating after therapy ends.

As discussed above, many clients find it difficult to accept compassionate
responses. Therefore, as the therapist helps the client to access compassion, he or
she also checks with the client how it feels to receive compassion.

Therapist:
Laura:
Therapist:

Laura:

Yeah. Yeah. Ok. Ok. Could you swap now. Yeah?

Mmm.

See how it feels inside. Yes? Be the kid. Yeah? ‘I have a safe
place here. Don't worry about anything. Do whatever you
want’. Yes? How does it feel?

1'd still have to go back to the madness. [The client has a
difficulty letting in compassion. It could perhaps undermine



Therapist:
Client:
Therapist:

Therapist:

Client:
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the full acknowledgment of adversity she went through if
she admitted that an imagined caring other would heal the
hurt.]

Yeah.

‘1'd still have to go back to them’.

Yeah. ‘I can't stay here forever’ or something? Yeah? [ Thera-
pist validates the client’s despair.]

‘I will have to go home there’. Yeah? ‘And nothing will be
good enough’ or something? Yeah?
Yeah. ‘No matter what we do, it won t be good enough’.

A minute later the therapist probes again to see whether the client can let in the

compassion:
Therapist:

Laura:

Therapist:

Laura:
Therapist:

Laura:

Therapist:
Laura:
Therapist:

Yeah. Yeah. And how is it to hear ‘Be a kid’. Yeah? ‘Stay with
me as much as you can’. How is it to hear it?

‘Is it possible?’ ‘She’ll come and get me’. [The client is still
not capable of letting compassion in, and instead hopelessness
sets in.]

It’s like: "My life is so desperate that it won t be possible’ or
something? Yes? ‘It won't be possible to get that safe space
here’. Yeah.

Yeah.

‘So I need ...". What would you need from her? From that
adult self? Yes? That you see here. ‘I need from you ... what?
“To have understanding for how difficult it really is for ...".
[The therapist mobilises the unmet need.]

Probably understanding. Yeah. And to make it go away. To
make it stop happening. And to ... When I ... When [ was a
kid, for people to listen.

‘Make it safe for me. [ need you to make it safe for me’. Yeah?
Yeah.

Ok. Could you swap? Yeah? As an adult, yes, how do you
respond to it? Yes? ‘Make it safe. I will need you to make it
safe for me. I will need you to listen’. Yes? ‘Make the others
listen’. What's your response from inside to her? [The thera-
pist wants to further facilitate any compassionate presence
that the client can provide for herself.]

Laura (as an adult self speaking to her younger self):  Powerless. [The

Therapist:

client is not capable of being agentic and compassionate in
the face of her own despair and suffering. |

Ok. Ok. But just see her need. Yeah. I mean its heart-breaking
in a way. Yes? Tell her, Yeah? ‘I feel so powerless but if [ had
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Laura:

Therapist:

Laura:

Therapist:

Laura:

Therapist:

Laura:

Therapist:

Laura:

Therapist:

Laura:

Therapist:

Laura:

Therapist:

Laura:

Therapist:

a power what would it be?’ [The therapist acknowledges
powerlessness, but also probes for potential compassion. ]

1'd take her and run away.

Ok. Tell her. Yes? ‘I will take you and run away with you'.
Yes?

LI'll take you and run away and you wouldn't have to go
through it.

Yeah. ‘So I would make a new life for you'. Yes? ‘Somewhere
Yeah.

... in family. New school. New friends. Somewhere safe.
Make you happy.

Yeah. But it's like: ‘I'm powerless but this is in my heart, yes,
that I would do for you'. Yes? ‘If  wasnt powerless. But [ am
powerless. This is what I wish for you’. Yes?

Yeah.

“This is what you deserve’. Yeah? Yeah?

This is what I think you deserve. [The client here is validating
herself.]

Yeah.

This is what it should be like.

Yeah. Yeah. ‘It’s really heart-breaking that I'm so powerless
to do anything about it’. Yes? ‘Because I would so much want
to do it’. Yeah?

Iwould ...

Yeah. No. I know. I know. But now this is the part that would
do it for her. Yes? Ok. Could you come here? Yes? So how is it
to hear it? Yes? It's like ‘I would do, in my heart, yes, [ would
want a different life for you. I would run away’. [The therapist
is again probing the client to let in the compassion.]

Laura (in the experiencer chair where she was speaking as small her):

Therapist:

Laura:

Therapist:

Laura:

Therapist:

Laura:

Impossible. [The client still cannot let in any of the
compassion. |

I know. But how is to hear it? Yes? I mean this is power-
less but how is it to hear it? Yeah? [The therapist persistently
probes whether the client can let in the compassion.]
Hopeful. [The client starts tentatively let in some of the
compassion. ]

Ok. Ok. “So it’s ... It brings hope to hear it from you’. Yes?
Yeah.

So it feels: I can feel it. I can feel what you 're saying’.

Kind of. [The client is still hesitant but lets some of the
compassion in.]
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Therapist: I know it’s difficult to let it in. Yes? But it’s almost like ‘I don't
want to invalidate how difficult it was’ or something? Yes?
1 mean how difficult it was at home. That’s why its so dif-
ficult to bring, to let anything like this in. [ The therapist high-
lights the struggle of letting the compassion in and guesses
that the hopelessness experienced in reality makes it diffi-
cult to believe in the effects of an imaginary compassionate
response. |

Laura: Yeah. And I didn 't want to get anybody into trouble. [The cli-
ent spontaneously reveals that she also expects that she could
be blamed if she accepted some compassionate treatment—
perhaps this is based on memories from childhood.]

Therapist:  Ok. Tell her. ‘I don't want to get you in trouble’.

Laura: I don 't want to get anybody into trouble.
Therapist: ~ Yes? ‘I don't want to burden and bother anybody’.
Laura: No. I don t want to get anybody into trouble. I don't even want

to get me Mum into trouble.

Therapist: ~ Yeah. But ultimately it shouldn t have happened. Yeah? [EFT
is a relational therapy, and the therapist now speaks authenti-
cally for himself as he is moved by the client’s suffering and
wants to express his caring. |

Laura: No.
Therapist:  I'm telling you. Yes?
Laura: Yeah.

Therapist: I see and I hear it. Yeah? And I'm powerless to go back in
time. Yes? [The therapist authentically responds from inside
of him. He is genuinely moved and feels very caring toward
the client].

Laura: Mmm.

Therapist:  But you shouldn t have gone through it. Yeah? Nobody should.
Not a girl, small girl.

Laura: No one should have.

Therapist: ~ Yeah.

Laura: No one should have. And I'd love to be able to turn back the
clock ...

Therapist:  Yeah.

Laura: 1t’ll never happen.

Therapist: ~ Yeah. But you have it in your heart. Yes? When you sit here.
You gave it to your children as well. Yes?

Laura: 1 hope so.
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After an exchange like this, the therapist helps the client to savour the experience
of relief (e.g., the emerging hopefulness that can be seen in the above example).
The client is, therefore, helped to access and experience his or her core painful
emotions (e.g., being rejected, unloved, worthless), adaptive emotional responses
to those painful feelings (e.g., feelings of being protected, cared for, or loved), and
the feelings of relief that these adaptive emotional responses give rise to. Simi-
larly, experiences of protective anger are important to savour, as they offer a firm
anchor against feelings of self-deprecation, and lead to a sense of empowerment.
In general both of those processes, (1) the transformation of core pain through
compassion, and (2) the transformation of core pain through protective anger,
are equally important. Clients vary in their capacity to engage in these processes.
Some clients have difficulty accessing self-compassion whilst others may struggle
more with allowing themselves to be angry at mistreatment they have experi-
enced. Generally speaking, the therapist seeks to balance both processes, within
the overall therapy, and also within individual sessions.

Hurt and unmet needs are the opposite sides of the same coin, and both need
to be responded to with validation and the sense of deservedness that is explicit in
protective, empowering anger. Although imaginary dialogues are pivotal in this
process, as they allow the client to experience painful and transformative emotions
more fully and realistically, hurt and need can also be accessed and responded to
through other forms of enactment, and through the real relationship between the
therapist and the client. In the family and couple versions of EFT, these goals are
achieved through enactments between the actual client participants in the session
(cf. Greenberg and Goldman, 2008; Johnson, 2004).

The process outlined above, namely a compassionate responding to need
backed by protective anger, has been observed to lead, naturally, to a process of
grieving (cf. McNally et al., 2014; Pascual-Leone and Greenberg, 2007). Clients
typically proceed to recount the difficulties and adversities that they encountered;
however, while this recounting brings sadness, the sadness is rarely upsetting or
overwhelming. Instead, it has typically been observed to have a calm, letting-go
quality, the client often speaking in a manner indicating a degree of reconciliation
with what has happened. In the case of Laura, the exchange detailed above was
followed by a period of reflection where Laura compared her and her children’s
childhood, and expressed thankfulness that her children did not fully understand
what she had gone through in her own childhood. Again, whilst Laura’s sadness
and grief were evident as she spoke, her emotional expression was much calmer
and composed than during initial stages of therapy.

Transformative emotional experiences in EFT are typically experienced in dia-
logues with emotionally salient others, or in dialogues with parts of the self. If
core painful feelings, like in the example above, stem from a specific relationship
with a significant other, it is often particularly powerful if the enactment of care
and validation comes from the imagined other. However, in EFT such dialogues
are never scripted; rather, the therapist checks for spontaneous emotional expe-
rience and expression of that experience. That said, it should be evident at this
stage that the EFT therapist does intentionally facilitate the imaginary dialogue
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and does seek to facilitate specific processes. For instance, the therapist actively
probes for compassion by helping the client to witness their own accessed and
expressed pain in the other chair; he or she encourages the client’s protective
anger by highlighting the mistreatment that the client is getting from the hurt-
ful person, now imagined in the other chair; or he or she probes for the client’s
resilience through the use of paradoxical interventions. (In this last instance, for
example, a client who cannot stand up for the self might be instructed, ‘So tell
him I will be your slave forever’ with the hope that the client will reject such
subjugation, and instead stands up for the self by saying, ‘I do not want to be your
slave, I will not be your slave’.).

Clinical experience suggests that people who in reality, had a mixture of both
negative and positive experiences with the salient other can, as therapy pro-
gresses, often access a more positive other in the later stages of imaginary dia-
logues. This typically happens after the core hurt has been fully expressed and
unmet needs articulated (cf. Greenberg and Malcolm, 2002). It appears that many
clients can then enact the imagined significant other as compassionate, protective,
and/or validating. Hughes et al.’s (2014) small study showed that a sequence of
several dialogues can be decisive in this respect, and the ‘softening’ of the imag-
ined (remembered) significant other can come, not in the first, but rather in later
dialogues/sessions. In the above quoted excerpt for example, Laura was not capa-
ble of enacting a compassionate response from her imagined mother. Enacted in
the other chair, Laura’s imagined mother remained dismissive and unresponsive.
The therapist, therefore, asked Laura to respond from her current adult self to her
small, younger, hurt self (thus eliciting and enacting the compassionate response
Laura’s hurt needed.)

As EFT is an experiential therapy, it is the experience of compassion that is of
primary importance; not who the compassion is expressed by. In this sense it is
not that important which role the client enacts the compassionate response from.
For this reason, the compassion expressed by Laura as her adult self in the excerpt
above is as effective as if this compassion was expressed by Laura’s enacted
mother. That said, when the pain-provoking other is enacted in as powerful a way
as in Laura’s case, any compassion enacted as coming from that imagined other
will perhaps be especially powerful and persuasive at undoing experiences of hurt
triggered by perceptions of that other (e.g., see the dialogue between Tina and her
imagined mother in Box 1). Indeed, although she was not capable of doing so in
the therapy session quoted above, in one of her later sessions, Laura did become
capable of spontaneously expressing compassion in the role of her mother. Our
observation has been that the likelihood of this happening increases as successful
therapy progresses, and this may perhaps be explained by a corresponding increase
in emotional flexibility as therapy progresses. Greater emotional flexibility across
therapy is visible in the manner in which successful clients become more capable
of achieving higher-level emotional processing of problematic experiences, for
example, achieving more easily and for longer periods of time, experiences of
compassion, protective anger, relief, and empowerment (Pascual-Leone, 2009).
Our studies have also shown that clients in successful therapies collapse into
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global distress less and less, can tolerate core pain more and more, and can more
casily access compassion and protective anger (e.g., Crowley et al., 2013; Dillon
et al., 2014; Keogh et al., 2013; McNally et al., 2014, see also original in-session
work of Pascual-Leone and Greenberg, 2007; Pascual-Leone, 2009).

BOX1 AN EXAMPLE OF A DIALOGUE IN WHICH THE
CLIENT ENACTS REPARATORY EXCHANGE WITH THE
IMAGINED SIGNIFICANT OTHER

This is an excerpt from the fourth dialogue between Tina and her mother, who had
died a few months previously, and with whom Tina had a very difficult relation-
ship. In childhood, Tina’s mother put her down a lot and did not show her any
love. Her mother never expressed any positive or warm feelings toward her. In the
previous three dialogues, Tina enacted her imagined mother was not capable of
expressed any softening. On the contrary Tina, as her imagined mother, responded
with contempt to expressed vulnerability (You are needy, weak.). The current
excerpt is from session 13. Therapy is progressing well, and as a consequence,
Tina reports that things are going well for her in her life. In this session, she recalls
that when she visited her paralysed mother shortly before her mother’s death, Tina
could see helplessness in her mother’s eyes, but also a wish for connection. She
even had a sense that her mother had tried to say that she loved her. The following
is an excerpt from the dialogue that ensued in session 13 between Tina and her
imagined mother.

Therapist:  If you picture her (mother) there yes, I mean what picture comes
in mind, when she was old or some previous one or ...

Tina: The picture that just comes into mind now is of her just lying in
the hospital bed there and being so helpless after being so domi-
neering, to see her like that you know, and putting her hands out
to me and looking at me and she didn 't want me to go.

Therapist:  Okay so can you sense that knot if you picture her there, yeah?

Tina: Yeah.

Therapist: ~ So if you spoke from it, yes, what is it that you d like to say to her
or what's kind of going through your mind, yes, ...?

Tina: 1 kind of, I'm looking at her face pleading with me and in a way
1 feel I suppose guilty that I didn't, I couldn 't get her out of there
and do something for her ...

Tina: Helpless and you actually looked as though you really cared
something for me in the hospital and I think maybe you did but it
was, I feel sad that it was on your death bed really, that it was too
late for me.

Therapist: ... Okay so if you were her now yes [nonverbally asking the client
to change the chairs and sit in the imagined mother chair], you
are your mum and you see Tina, yes, there, what would you say to
her? What would you like to say to Tina?
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Tina (as her imagined mum): I love you. You know I do really don 't you ...

Therapist: ~ Yeah, so can you sense that love? [The therapist wants the client
to savour the feelings.]

Tina (still enacting her imagined mother):  Yeah ... I know, I know I've been
wrong to you. I know, I know I was wrong to you in a lot of ways
but you know I love you really, don't you?

Therapist: ~ Yeah okay so it’s like I'm really sorry yes about how I was.

Tina: Yeah, I'm really sorry for the way I was with you. Just, that's
what I feel, you know, she would, she was like that at the
end. [The client is elaborating on the therapist’s responses,
which shows that she is fully immersed in the experience of
compassion. ]

Therapist: ~ So it’s really I love you and I'm sorry, these are the things yes,
and I so much want to be with you yes and I'm so sorry for
everything that I did or that I didn t, yes, that we missed out on or

something.
Tina: Yeah, Yeah, Yeah.
Therapist:  And it’s this sadness yes and love that comes across somehow yeah.
Tina: Mmmhmm yeah. She was as sad as what, mothers sad, like [

wa—, I'm sad, she's sad but I made you sad Tina ...

Therapist:  Yeah so I feel bad about this yes that I did?

Tina: Yeah, and I'd like to put it right before I die. Because you know
she knew she was.

Therapist:  So it’s almost like forgive me for it yes or something.

Tina: Don't, don 't leave me ... don't leave me, you know I love you, you
know you re very special, you 're the o—, you know you 're my
main thing in life.

Therapist: ~ Yeah come here yes [the therapist nonverbally pointing to the cli-
ent to change the chair]. How is it to hear it?

Tina (in the experiencer chair):  Yeah its good. I don t actually feel that
anxious now you know.

Therapist:  Okay, can you let it in yes? Like I love you, I'm sorry, forgive me yes,
1 should have done it differently, I missed you yes, I'm proud of you.

Tina: 1 think that you, mother, were a bit of a control freak, you, I actually
think you were a, you were acting like, you re my mother but you
seemed to always be a bit jealous of anything that I had. You never
thought anybody was good enough for me, nobody ever would be
and yet you didn t seem to like me but nobody was ever good enough.

Therapist:  Yeah okay. So it’s almost like you had your faults or something yes?

Tina: Yeah ... I see your faults.

Therapist:  Okay and she's saying here forgive me yes so how is it?

Tina: Well yeah, of course, of course I forgive you.

Therapist:  Can you yeah? [The therapist is checking whether this expression
is truly authentic.]

Tina: Yeah, ah yeah.
Therapist: ~ Can you say it to her?
Tina: 1 can forgive you, of course I can.

(Continued)
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Therapist:  Okay. So, It's like, I'm fully aware of all those faults yes, but I can
kind of now put it aside for a moment or something.

Tina: 1 can come to terms with it. And I know by probably what's gone
on in your own life has made you a bit like that you know.

Therapist: ~ So it’s like it’s a pity that those things were there yes but it ...

Tina: She’d buy you things and buy you ... but couldn t be nice do you
know that kind of a way.

Therapist:  But it’s almost like I have no need now to hold it against you yes or
something even though I'm fully aware of it, yes and [ won t kind of ...

Tina: I've no need at all.

Therapist: ... forget about it or something yes but I've don t need to kind of
punish you now.

Tina: That s right but I do wish you had been a bit better with your

grandchildren because you were even a bit, you were even very
nasty with them on several occasions. You did the same to them as
what you did to me ...

Therapist:  So you missed out there as well yes.

Tina: Yeah, thats your loss really because you missed out, you know.
[The last few utterances show the grieving and sadness that is often
visible after compassion is expressed and let in.] A portion of the
transcript previously appeared in Witnessing client’s emotional
change in psychotherapy: An emotion-focused therapists experience
of providing therapy. Timulak, L. Journal of Clinical Psychology,
70, 741-752. © 2014 John Wiley and Sons doi: 10.1002/jclp.22109

The transformation of emotional pain in imaginary self-self
dialogues

As Chapter 5 on case conceptualisation showed (see Figure 1), the client’s experi-
ence of the triggers of core pain is closely intertwined with efforts on behalf of
the client to in some way shape or prepare the self for those triggers (e.g., to be
stronger in the face of triggers; or to have some control over them). Often, this
self-protective effort takes the form of a negative, hostile self-treatment; an urging
of the self to toughen up, to be more vigilant, more clever, harder working, and
so on. The bottom line within such self-treatments is almost inevitably self-blame
and self-rejection; for example, ‘If I was different, then I would not be pained by
the situations or I would not encounter them’. In the previous chapter I showed
how self-self dialogues are used to access core painful emotional experiences,
often primary feelings of shame and worthlessness. Here I will focus on how that
accessed core pain is transformed, focusing specifically on how this takes place
within two-chair self-self experiential dialogues.

In the self-self dialogue (traditionally referred to in EFT as self-critic dialogue;
Greenberg et al., 1993; Elliott et al., 2004—for empirical work on this task, see Green-
berg, 1979; 1980; 1983; Greenberg and Dompierre, 1981; Greenberg and Higgins,
1980; Greenberg and Webster, 1982), the client is first asked to explicitly enact the
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self-criticism (or self-rejection; self-judgment), after a marker for this process arises
during the client’s self-exploration and recounting of upsetting experiences. For the
enactment of the criticism, the client sits in the other chair (in EFT literature referred
to as the critic chair) and expresses the criticism toward the self, imagined in the
original client chair (referred to as the experiencer chair). This enactment is used to
activate the core pain (see previous Chapter 6). Once the core pain is activated (e.g.,
shame at being inadequate), the therapist always facilitates the client, in the experi-
encer chair, to first be aware of the painful feelings; then to name them; and finally to
express them to the critic (Greenberg, 2002). As the pain is unfolded and differenti-
ated, the therapist asks the client to attend to the painful feeling and to see what that
feeling needs, in other words, what the client needs from his or her own critical part.
Frequently, articulated needs from the experiencer to the critic include a need to have
a break from the criticism, or a need to be accepted rather than judged by the critic.

Once the pain is accessed, differentiated, and expressed, and the unmet needs
articulated, the transformative work begins. First of all, the therapist asks the client
to sit back in the critic chair and witness the expressed pain and unmet need(s). The
client is instructed to see what his or her immediate experienced response is to the
heart-breaking pain and the unmet needs expressed by the self from the experiencer
chair. High-functioning clients who are capable of being self-compassionate in their
day-to-day life often show signs of softening here. They are moved by the pain and
try to respond in a caring way, for example, ‘I am here for you, I understand you, I
do not want you to feel put down, and so on’. More typically however, clients who
present with anxiety, depression, or trauma have greater difficulty with self-compas-
sion in their day-to-day life, and at this stage of the task are therefore often unable
to be moved by the expressed pain and the unmet needs voiced by the self from the
experiencer chair. Although at times such clients may show a partial softening, more
typically they are non-accepting of the expressed vulnerability, instead escalating
their own self-attack, accusing themselves of being weak, moany, or unable.

Such responses often help highlight the function of the critic. Although self-
attacking, the critic may be so with the clear purpose of making the client more
worthy, either in the here and now, or in the future as a consequence of the present
treatment (e.g., If [ punish you, you will be tougher next time other times posi-
tion can be You deserve punishment and nonresponsiveness.). Clinical experience
shows that clients who are so self-judgmental are often this way as a consequence
of negative treatment by an authoritative significant other whose love they craved.
In some instances, clients who did not feel the love of the significant other turned
on themselves and blamed themselves for the other’s (perceived) unloving treat-
ment of them. Some clients appear to be self-punitive out of a fear that if they
were to soften in their position toward the self, then that self would become even
more unable, shameful, weak; in other words, a softening of the critical position
might result in the self resigning from its efforts to meet the critic’s (and implicitly
perhaps the significant other’s) demanding standards. It would often appear to be
the case that clients hope that an escalated attack by the critic will stop the vulner-
ability expressed in the experiencer chair. The therapist’s role in this escalation is
to highlight the functions of negative self-treatment, and to help the client become
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aware of these functions (e.g., the therapist may say: ‘It is like I have to punish
you cause otherwise ... what would happen otherwise?’).

When the escalated negative treatment is expressed, the client is asked to move
chairs, and to sit once again in the experiencer chair. What usually follows at this
stage is very similar to the process which has already been described with refer-
ence to the empty-chair dialogue with a significant other. Asked how he or she
feels in response to this attacking/critical treatment, the client typically either col-
lapses into a state of global distress, expressing resignation, hopelessness, and
helplessness (e.g., I will never be accepted.) or begins to stand up for him- or
herself, experiencing and eventually expressing protective anger (e.g., I do not
deserve to be treated like that. I have a value.). In the case of clients presenting
with depression, anxiety, and/or a history of complex trauma, such protective anger
is often not that easily available, and at this stage it is more typical for such clients
to collapse into global distress. The therapist’s role is then to empathise with the
client’s collapse, to help differentiate the felt pain, and to help unfold the underly-
ing hurt that is evoked as a consequence of the escalated attack from the critic.

The therapist is doing two things here. First, he or she is trying to help the cli-
ent to distil, and articulate, a sense of the toll of this attack on the self. This toll is
typically a sense of worthlessness, isolation, or shame, and a corresponding action
tendency to want to withdraw and hide. Second, the therapist attempts to foster
the sense that this type of negative treatment is particularly harsh, and violates
the client’s natural needs to be acknowledged, accepted, recognised, loved, and
respected. The therapist thus conveys to the client that he or she has a value which
is being denied/demeaned/obliterated by the critic. In highlighting the harshness
of the treatment, the therapist hopes to spontancously trigger/evoke in the client,
a rightful and just self-defence.

As the exploration of painful vulnerability continuous, the therapist asks the
client to sit in the critic chair, witness the further unfolded painful experience,
and notice what he or she feels toward the vulnerable self. As the dialogues prog-
ress across sessions, and as obstacles to a softening of the critic are highlighted
(e.g., If I soften then you will be even more problematic, because there will not
be anything to toughen you up; you will just become more and more vulnerable
and shameful.), clients generally become more capable of softening and being
self-compassionate. The therapist needs to watch for signs of such softening and
compassion, and nurture these emerging capabilities in the client. Sometimes, the
possibility of a softening stance shows in the manner in which the client is less
critical. In such instances, the therapist needs to explore the feeling inside the cli-
ent toward the expressed feelings of vulnerability in the experiencer chair. If there
are any signs of compassion in the critic chair, the therapist has to highlight the
nuances of this emerging self-compassion, and how the compassion feels for the
client. Once compassion is expressed, the client is asked to sit back in the expe-
riencer chair and is invited to attend to how it feels to receive this compassion.
Again, it is often the case that a client may have difficulty letting compassion in,
and in such instances, the therapist may encourage the client to experiment and
endeavour to try letting the compassion in.
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On the other hand, expression of further criticism or hesitation by the critic in
accessing self-compassion both serve as a good basis for the generation of protec-
tive anger in the experiencer chair. Therefore, when the client in the critic chair
is harsh or hesitant at showing any compassion, the client is asked to sit in the
experiencer chair and see whether he or she will allow the critical part of the self
to rule over the self as accessed in the experiencer chair. Sometimes, the therapist
has to exaggerate the drama in order to provoke protective anger. If the client in
the experiencer chair cannot find the strength to stand up for the self, the therapist
may paradoxically demand that the client tell his or her critic: ‘I will be your slave
from now for ever’. Clients typically respond to such interventions by saying
something like ‘I cannot say it’. The therapist may then use this as an opportunity
to encourage the client toward an expression of protective anger. For example,
the therapist might ask: ‘Do you want to be his (her) slave?” Clients will most
likely respond to such a question by saying: ‘No’. The therapist then may suggest
to the client, that he or she state this to the critic: “Tell him (her)—"I do not want
to be your slave”.” As the client expresses this, the therapist may ask the client
‘And how does it feel when you say it?’, thereby facilitating the client’s noticing,
and savouring the experience of standing up for and protecting him- or herself
(for more on how to overcome difficulties with generating protective anger, see
Chapter 8).

The building and receiving of compassion, and the building of protective
anger, are cornerstones in the emotional transformation of those aspects of core
emotional pain linked to negative self-treatment. Again, as with interpersonal dia-
logues, the goal is to build an emotional resilience and flexibility (Pascual-Leone,
2009), so that the client is not only self-judging or self-rejecting, but also self-
compassionate and assertively self-protective.

An example of a transformative self-self dialogue can be seen in the follow-
ing excerpts, which are taken from a dialogue in the latter stages of therapy. The
client Laura has already engaged in a number of self-self dialogues; however, up
until now she was not able to be either compassionate toward the vulnerable part
of herself, or assertively protect her vulnerable self against harsh criticism. She
was, however, able to access and express compassion in empty-chair dialogues,
including dialogues with significant others such as her mother, with whom she had
had a particularly difficult relationship. In the excerpt here, the client expressed
how vulnerable she feels when she judges and condemns herself. The therapist
initiated a two-chair self-self dialogue, and asked the client to enact her critic. In
the critic chair, the client blamed the self in the experiencer chair for being weak.
The following extract picks up the exchange after this first attack and begins with the
therapist exploring with the client in the experiencing chair what it feels like to be
blamed and attacked by her critical self in this manner.

Therapist (to the client in the experiencer chair): ... Speak from the
vulnerable small. How does it feel when you feel weak and
embarrassed and ashamed? ‘I feel like ... what?

Laura: 1 feel like a kid ... I feel like I shouldn t be ... I shouldn t be here.
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Therapist:
Laura:

I should disappear. Yeah?
Yeah. Because I can t handle things.

Laura [speaking to the critic in the other chair]:  She does. She does

Therapist:

Laura:

Therapist:
Laura:

Therapist:

Laura:
Therapist:
Laura:
Therapist:
Laura:

Therapist:
Laura:

Therapist

have that right [to criticise the client].

Ok. Tell her. Yes? It feels like you have a right. [The therapist
promotes direct expression between the parts of self in the
dialogue].

You do have that right. ... Yeah. Because I am weak and
because I've let myself get so far to this point ... so you have
... She has [speaking to the therapist] ... She has got the right
to give out to me. She has got the right to ...

You have the right ... This is how it feels. Yeah?

Yeah ... Because without ... without you I won 't sort myself
and I won t.

Yeah. Yeah. Ok. Could you come here [inviting the client to
the critic chair]? ... When you see her like this here? Yes? This
is the critical part, do you feel like you would want to kind of
Jjudge her even more ... or to be even harsher? For her feeling
vulnerable even ... [The therapist is trying to elicit compas-
sion by highlighting vulnerability in the other chair and by
confronting the client with the toll of her self-criticism. The
EFT model for two-chair self-critic work assumes that this
step would normally be preceded by the client in the experi-
encer chair expressing what the shamed part of her self needs
from the critical part (cf. Elliott et al., 2004). Expression of
need is particularly powerful at eliciting, or pulling, for com-
passion. In the flow of the session, this step may sometimes
occur later, as is the case here.]

Yeah. [The client stays unforgiving and punitive.]

Ok. Do it a little bit.

Look at you [with contempt in her voice].

Yeah.

Reduced you to tears again ... You just ... You just haven t got
it in you. You just ...

Yeah. You’ll just crumble or something?

... You havent got it in you so ... No ... I'm not going any-
where. [1 will not stop the criticism.]

Yeah. Yeah. I'll be like this to you. Yeah. Where does it come
from? [ mean is this how you remember you treated yourself
or somebody else kind of had this type of you know, dismis-
sive attitude or ...? [The therapist explores the function and
roots of the negative self-treatment. If the therapist wanted to
focus on the function, he could ask for instance ‘And what do
you achieve by being harsh on her?’]
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Laura: Growing up. If you couldn t do something they 'd just say ‘Well
go away and leave it and we’ll do it ourselves’ ... The brothers
and sisters and. ... teachers in the school and my Mum.

Sometimes, as was the case with this client, clients who struggle to stand up to
their own self-critic may have the capacity to stand up to the other. At this point,
therefore, the therapist decided to initiate an imaginary dialogue between Laura
and her imagined cousin. In the course of this dialogue, the client was also put
down; however, although she was scared of her cousin, she accessed protective
anger and a capacity to stand up for the self. Wishing to capitalise on this emerg-
ing capacity to stand up for the self, the therapist then asks Laura to direct that
assertive part of the self toward her own critic.

Therapist: ~ Yeah. But say it to him [imagined cousin in the other chair]. /¢
would be right to ignore you. Yes?

Laura: It would be ... It would be right to ignore you.
Therapist: ~ Yeah.
Laura: It would be. I resent you ... I do resent you doing it and ...

Therapist: ~ But even here when you picture him giving you that order.
[The cousin required her to fetch something for him in a par-
ticularly humiliating way.]

Laura: That he's actually roaring at me and that he can ... That he
thinks he can do it. Well he could cos he did. But ...

Therapist: ~ Yeah. But you can't do it. Yes? It’s not right. Tell him. Yes? As
if he was here now. Yes? It s not right to do it. Yeah?

Laura: It’s not right to do it.
Therapist: ~ Yeah. And what's the sense inside as you are saying it?
Laura: 1 feel strong sitting here saying it.

Therapist: ~ Yeah. But you know it kind of ... It’s the opposite of the fear.
Yeah? [The client was initially scared of the cousin.]

Therapist: ... Yeah. ‘I do not deserve to be put down and be treated like
this’.

Laura: No. I don 't and ... No.

Therapist: ~ Yeah. But somehow when you criticise yourself. Yes? And

1 understand over years you were criticised by many people.
Yeah? You somehow go down to that shame, vulnerable,
weak ... and you don't stand up for yourself. Yes? Like I do
not deserve to be treated like this. Yeah? Even though that
contempt [self-contempt] is beyond reasonable. I mean its
very strong. Yeah.

Laura: Yeah. Yeah.

Therapist: ~ Come here and be that critic. Again. You. We’ll see whether
you can stand up for yourself or not. Put her [self in the expe-
riencer chair] down again. Yes? How you 're doing it. Yes?
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Laura (in the critic chair speaking to the experiencer chair):  You're wrong.

Therapist:
Laura:
Therapist:
Laura:

Therapist:

Therapist:
Laura:

Therapist:
Laura:

You’re wrong. Yeah. You’re too weak or something?

You 're wrong. You're ...

You 're too small. Too childish. Yeah?

Yeah. Too childish ... You ... You behave like a child some-
times that it s just ridiculous ...

Yeah. Yeah. But it’s like: I'll be always here and judging
you and making sure that you feel miserable about yourself
because you’ll never measure up or something? Yes? I’ll be
always more powerful than you or something? Yes? [The
therapist is highlighting the strength of the criticism.]

I'm the powerful one here. [The therapist is speaking on
behalf of the critic highlighting its crushing power.]

I'm the strong one and you are just there. That's it. I'm the
strong one.

Ok. Tell her again. I'm the strong one and you are ...

I'm just ... You're just there ...

Therapist (nonverbally invites the client to sit in the experiencer chair):

Ok. I'm the strong one. You're nothing. Yes? You are just
there. Yes? What s your response to that?

Laura (from the experiencer chair, speaking to the critic):  You're right.

Therapist:

Laura:
Therapist:

Laura:

Therapist:

Laura:

Therapist:

Laura:

Therapist:

[Laura is collapsing again, resigning in the face of criticism.]
Yeah. So I'm just awful upset. When I face you I'll just collapse.
Tell her. Tell her. Yes? Tell that voice over there. I always
collapse when [ face you. [ The therapist stays close to Laura’s
experience even when it is not adaptive, thus respecting the
client’s experience. |

I do always collapse. I always crumble ...

Yeah. But now ... How is it now? Do you want to collapse in
the face of this? [The therapist prompts for protective anger
by pointing at what the client would want (wish) if it was in
her power.]

No. [Laura is starting to stand up for the self.]

Ok. So tell her what you want? I want you ... what? I don't
want to collapse. Yeah? [The therapist supports protective
anger through the assertion of the need to be strong.]

I don 't want to collapse. I ... I dont ... [Laura client starts to
stand up for the self even more.]

Yeah.

... Idon't want to feel like that kid anymore. I don't want to
feel ...

Yeah. Ok. Tell her. [ The therapist facilitates expression of pro-
tective anger. |
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Laura: 1 don 't want to feel vulnerable all the time and I don t want to
... be second guessing myself. [ want to take this ...

Therapist: ~ Yeah. So if she says ... She says: Just ... You re just there. ['m
strong. What do you say to her? To that? [The therapist uses
this intervention to see whether Laura will take ownership
and control over her own well-being, and whether she will
stand up to the critic.]

Laura: You are strong but I want that strength a different way. I
want that strength to be able to be seen as a person and not

.. and not to be walked on all the time ... and not to be a
doormat.

Therapist: ~ Yeah. I want to be seen as a person. Say it. [The therapist
empathically highlights the gist of the client’s statement. The
client’s statement is not only empowering, but also gives rise
to self-esteem. ]

Laura: I want to be seen as a person. [...and Laura owns it.]
Therapist:  Yeah.
Laura: As a ... fully fledged adult.

Therapist: ~ Yeah. And I am a fully fledged adult. Say it to her. [The thera-
pist promotes the further ownership of the assertive stance
that the client is touching on.]

Laura: I am an adult. [This is a clear expression of protective,
boundary-setting anger. It is not expressed aggressively, yet it
conveys power and ownership of own value.]

Therapist: ~ Yeah. You are an adult. [The therapist validates Laura.]

Laura: Tam ... I am an adult.

Therapist:  You are. Yes? [Further validation.]

Laura: Mmm.

Therapist:  And you are a fully fledged adult. Yes?

Laura: Yeah.

Therapist:  Tell her. Yeah?

Laura: I am an adult. I'm a fully fledged adult ... I don't think I can

be classed as a kid anymore.

Therapist: ~ Yeah. And I can put people in their place. Yes? [The therapist
wants to consolidate emerging protective anger and empow-
erment further.]

Laura: I can.
Therapist: ~ So I can face you as well. Yes?
Laura: Yeah. (A portion of this dialogue appeared previously in

Witnessing client’s emotional change in psychotherapy: An
emotion-focused therapists experience of providing therapy.
Timulak, L. Journal of Clinical Psychology, 70, 741-752. ©
2014 John Wiley and Sons doi: 10.1002/jclp.22109)
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A short while later, Laura goes even further, expressing trust in herself, and a
sense of self-esteem.

Laura: So I know I’ve done something ...

Therapist: ~ So ... Ok. Yeah. So tell her. Yes? I know I did some things
right.

Laura: I know I did some things right and I know ... I done ... I've

done my best.

The client in the excerpt was able to face her own critic, which is an important
part of the process of emotional transformation. Equally important is when the
client can relate to the pain caused by negative self-judgment. Indeed further on
in this transformative self-self dialogue, Laura states that even her negative self-
treatment (self-judgment) comes from a caring and protective place:

Laura [back in the critic chair]: It was me who helped you achieve it.
[This is now said in a soft voice.]
Therapist:  Ok.

Laura: It'’s me who kept the fight in you.

Therapist:  Ok.

Laura: It's me who made you have that strength.

Therapist:  Ok.

Laura: But now ... It s me who made you have that strength years ago

to cope with it. But it ... Its me now trying to build back up
your strength or trying to ...

Therapist:  Yeah. I see. I see. [ see what you say. But it s almost like I come
across as contemptuous. Yes? ‘But I basically want to make
you stronger’ or something? Yes? It's trying to build you. Yes?
So its actually, ‘I care’.

Laura: Yeah.

Therapist:  In a kind of strange way.

Laura: I ... I care because if I don't push you and if I don t criticise
you ...

Therapist:  Yeah.

Laura: ... you won t take it off anybody else ...

The dialogue then continues with Laura in the experiencer chair expressing that
such care from the critic has to come in a different form, if it is to be of help.

Embedding transformative work in the overall therapy process

Compassionate responses to the unmet needs contained in core painful experi-
ence, and empowering assertion of one’s right to have those needs met are both
experiences which directly heal core pain. This is particularly the case when the
compassion and assertion are generated by the client. Thus, it is important that
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the therapist guides the client to stay with these experiences, savour them, and
to reflect on them. Although it is typical for EFT that transformative work hap-
pens mainly in vivid experiential dialogues with either those imagined others who
originally triggered the client’s painful experiences or with parts of the self that
contribute to the experienced pain, such transformative work is firmly embedded
in the therapist’s overall strategy for therapy. This strategy assumes that transfor-
mative work is preceded by empathic work focused on the unfolding and differen-
tiation of the client’s core pain, and that such work takes place within the context
of a therapeutic relationship characterised by the therapist’s compassionate and
validating presence.

The therapist can consolidate the impact of transformative experiences by
encouraging the client to consider actions that would reinforce these in-session
experiences, in his or her life outside of the therapy room. Actual transforma-
tive work is thus followed by reflection on both the transformative experience
within session, but also on the strategic place of such transformative experience
in the client’s overall life. Transformative experiences are thus reflected on and
consolidated by action in the real world outside of the therapy session. As with
other therapies, EFT may utilise the idea of providing the client with homework
(Greenberg and Warwar, 2006). In the case of EFT, such homework is typically
focused on a broadening of the client’s awareness of self-functioning or actions
that would consolidate the emotional flexibility or resilience achieved within the
session. For instance, the work illustrated in the above-presented excerpts might
be followed by work exploring how the client’s emerging self-protective stance
might be supported in the client’s life outside of the therapy session. Similarly, if
the client feels experiences of love, acceptance, or self-protection; and a sense of
entitlement to such positive experiences, within the session, therapy might then
focus on practical ways in which the client may have similar adaptive experiences
supported in life outside the session.

The therapist may also use psychoeducation (so-called ‘hot teaching’;
Greenberg, 2002), that builds on emotional experiences within the session. For
instance, the therapist may explain to the client parts of EFT theory, illustrating
this with what just happened in the session. For instance, the therapist may explain
to the client how he or she may be avoiding emotional pain, and how this avoid-
ance then contributes to having that pain unprocessed. The therapist may explain
how compassion and protective anger undo painful experiences that are difficult
to bear, and so on. The therapist may encourage the client’s reflection on the over-
all emotion scheme dynamic (see Figure 1), for example, the role of triggers,
negative self-treatment, emotional and behavioural avoidance, core pain, unmet
needs, as well as the importance of compassion and protective anger. Reflection
might focus on the past experiences that led to the development of the problematic
schemes, but also on current emotional functioning. Such endeavours consolidate
therapeutic work on emotional processing by facilitating the client’s construction
of a coherent, authentic, personal narrative (see Angus and Greenberg, 2011).

On an emotional level, empirical work shows (Dillon et al., 2014; Pascual-
Leone and Greenberg, 2007; Pascual-Leone, 2009; McNally et al., 2014) that
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compassionate responses to the hurt self and to unmet needs, together with pro-
tective anger backing those needs, lead to a grieving of both current hurts, but also
those past hurts which led to the development of maladaptive emotion schemes
centred around the core emotional pain. This grieving is the grieving of shame-
related, loneliness-related, and fear-related experiences. However, this grieving is
a higher order emotional process, which is notably different to both the unbearable
distress of global distress, and the extreme pain of core pain, in that it is both bet-
ter regulated and characterised by a letting-go quality. The client spontaneously
recounts his or her hurts; however, while he or she is sad, this sadness is not all-
consuming, but rather is characterised by a sense that those distressful memories
are being let go. The therapist at this point is simply an empathic, understanding,
interested, and engaged witness who sees, hears, and acknowledges what the cli-
ent went through. The time can thus naturally be spent in reflecting and recount-
ing those difficult memories, in a way that allows for the building of a coherent,
personal narrative that the client can use in understanding the story of his or her
life (cf. Angus and Greenberg, 2011).

Transformative work on core emotional pain is followed not only by reflection
on the emotion schemes (and on the work of their transformation), narrativisation,
and grieving, but also is typically followed by the appearance of client experiences
of'agency, empowerment, and growing personal strength or resilience. As a result
of transformative work, the client can find him- or herself with the greater sense of
maturity and resilience that comes with overcoming adversity. This does not only
mean personal strength, but also includes sensitivity to both own pain and to the
pain of others. In summary, the transformation of core pain and the re-scripting
of core emotion schemes centred around that pain lead to greater emotional flex-
ibility, greater emotional resilience (Pascual-Leone, 2009), the development of an
authentic personal narrative, the growth of an own sense of agency and maturity,
and to increased emotional perceptivity (see also Figure 1 in Chapter 5).

CASE OF ANN

In Chapter 6 we looked at how Ann accessed her core painful emotional expe-
riences in therapy, for example, her sense of abandonment and loss, feeling
unloved, craving for her mother’s love; the core painful shame—something in
me is flawed and unlovable; and her sense of being unprotected and not resilient
enough to cope with life. Once the core painful emotional experiences felt by Ann
in response to enacted interpersonal triggers were evoked, and the unmet needs in
these painful feelings articulated, the therapist tried to bring about compassionate
responses to the expressed pain. The therapist typically facilitated this by one of
the following interventions; either by asking Ann to enact a remembered respon-
sive other (e.g., she enacted compassionate responses from both her husband and
her father); by probing for compassionate responses from Ann as her adult self
toward her younger hurting child self; or by probing for compassionate responses
from Ann’s enacted imagined mother to the heard heart-breaking hurt that she as a
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child felt. All of these proved to be difficult as any vulnerability expressed by Ann
was typically met with contempt, whilst the needs embedded in the expressed pain
were dismissed. Although Ann could enact a compassionate stance toward her hurt
child self when doing so as her imagined father or husband, these responses were
somewhat limited in depth as Ann had a sense that neither her father not husband
fully understood her. The best source of compassion was thus Ann’s compassion
for her own children, as enacted in certain dialogues in which she witnessed the
pain of her own children. Eventually, Ann became capable of expressing compas-
sion toward an unknown, imagined child facing conditions similar to those Ann
herself experienced in her own childhood. Toward the end of therapy, Ann was
also able to be compassionate toward her hurt child self, in the context of repeated
empty-chair dialogues, primarily with her imagined mother.

It was somewhat easier for Ann to access anger backing her right to have
had what she deserved to have had in childhood (e.g., love and support from a
caring mother), although she ecasily collapsed into reactive and rejecting anger
which she then blamed herself for feeling. The therapist therefore sought to help
Ann focus her anger on establishing a protective boundary in the face of her
imagined mother’s unresponsiveness, for example facilitating statements such
as ‘I deserved to be cared for, regardless of what you say, it is just a fact’. Such
expressions of protective anger were, however, often followed by sadness and a
collapse into global distress.

Work on boundary setting with regard to her mother’s dismissive unrespon-
siveness was paralleled with work on establishing a boundary in the face of a
tiring and intrusive worry process. Eventually, as a consequence of these efforts,
Ann became clearer in her view of what it was she needed, clearer in her perspec-
tive on the situation, and firmer at standing up for her own perspective and her
own needs.

Work on developing a capacity to stay with the underlying and all-consuming
loneliness, shame, and trauma-related fear showed gradual progress over the
course of therapy. Ann became capable of staying with these experiences for lon-
ger periods of time without collapsing into global distress. She gradually became
more capable of putting her distressing experience into a detailed narrative, and
became quicker at identifying what it was she needed. Ann’s painful experience
centred not only around pain in relation to her unresponsive mother, distress as a
consequence of her own self-contempt (to a great extent introjected from mom),
and distress as a consequence of her own worrying and overprotective behaviour,
but also stemmed from a variety of situations in which her or her children (with
whose pain she easily identified) were caught up. These emotionally charged situ-
ations were typically enacted in chair dialogues, during which she enacted the
emotional response of the various characters in the given situations. Ultimately,
Ann became more readily able to develop a self-compassionate and protective
stance to expressions of pain and unmet need. She became more capable of bounc-
ing back, reorganising herself more quickly from states of global distress, and
instead accessing empowering, assertive anger. The process was far from linear,
taking place in a slow and painstakingly gradual way over the course of around
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twenty sessions. The non-linear process was in keeping with observation by
Pascual-Leone and Greenberg (2007) and Pascual-Leone (2009) that therapeutic
change is often a two steps forward (into healthier emotional processing), one step
back process.

Ultimately, going by conventional outcome measures, the course of therapy
was successful. During therapy, Ann reflected that for the first time in her life
she felt heard and understood (she said to therapist: “You get me’.). Toward the
end of therapy, she reported an increased sense of inner confidence, that she felt
capable of facing any potential difficult issues that she or those close to her might
encounter on a day-to-day basis. She was visibly less upset about the neglect and
mistreatment she experienced in her relationship with her mother. She was able
to grieve and express sadness at what was not present and at what should have
been present, but demonstrated a capacity to do so with a letting-go quality, and
without becoming overwhelmed. She developed a capacity to allow her children
more independence, no longer needing to be as enmeshed in their dealings as she
previously insisted on being. For example, she was able to allow them to attend
medical treatments without instructing them how to go about it, and without phon-
ing constantly to check how it was going. Finally, she found herself a new hobby
(a course for women in a local community centre) and was capable of taking time
for herself without feeling self-reproach that it was selfish and bad to do so.



8 Overall treatment strategy and
working with difficulties in
therapeutic process

The process of emotional transformation in well-progressing therapies presented in
the previous chapters is naturally non-linear. This means that in some sessions there
may be more progress than in others. It also means that in some sessions there may
be regression. The therapist directs the pace of therapy on the basis of the client’s
responses and experiences during the session. Thus, with some clients the thera-
pist may spend more time building the therapeutic alliance and creating a sense
of safety; with other clients the therapy may move more quickly to the work of
accessing core pain and attempting to transform that pain. The therapist’s strategy
is also inevitably shaped by environmental variables, such as the context in which
he or she sees the client. For instance, the therapist’s strategy may be different in a
time-limited context than it might be in a therapy that is open ended.

TREATMENT STRATEGY AND THE LENGTH OF THERAPY

Research studies investigating the application of EFT are often limited to EFT
conducted over the course of twenty (or fewer) sessions of therapy. This number
of sessions represents a common upper limit in therapies examined in Randomised
Controlled Trials (cf. Timulak, 2008). When the therapy is conducted within this
limit, the establishment of a therapeutic alliance is usually the primary goal of
early sessions. If there are no relational complications, this process may take up
to three sessions (cf. Greenberg and Watson, 1998). During this time, the therapist
refrains from suggesting engagement in experiential tasks aimed at accelerating
access to core painful emotional experiences. After the first three sessions, how-
ever, and once a therapeutic alliance has been formed, the therapist typically uses
the presence of task markers (e.g., lingering painful feelings in salient interper-
sonal relationships; Elliott et al., 2004), to initiate appropriate experiential tasks
(e.g., unfinished business dialogue for interpersonal emotional injury). If the client
appears to be more emotionally fragile or interpersonally withdrawn, suspicious,
or hostile, more time will need to be spent on exploring what would help him or
her settle into therapy. It will be necessary to help such a client become capable
of tolerating a focus on vulnerable emotional experiences. It will be important
to help the client see that work on these painful emotions is relevant; and that
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the offered therapeutic approach is a plausible and useful way to carry out this
work. To achieve collaboration in such cases, the therapist needs to communicate
a considerable degree of empathy, to be non-defensive, and to be open in his or
her enquiry as to why the client is reluctant to engage in therapy. A tailored case
conceptualisation that can be shared with the client in a language that makes sense
to him or her can also help to build collaboration on the goals, tasks, and bond in
therapy (Bordin, 1979), as the sharing of such a conceptualisation may help the
client better understand the therapist’s suggestions and plan for therapy.

In therapies that are not constrained by external limits (e.g., in private prac-
tice), the therapist has naturally more space to establish both safety and the focus
of therapy. While in time-limited therapies, the focus may be limited to the most
pressing emotional problems, in long-term therapies the focus may shift. Thus
issues that appear to have been overcome may recede to the background, whilst
other issues may come to the fore. Newly emerging issues are typically linked
to those issues already worked on in therapy; this is as would be expected as the
client’s emotion schemes (emotional processing) are intertwined. For instance,
once the client makes progress in therapy with regards to his or her emotional
experiencing of a complicated parental relationship, the therapy may shift focus
to difficulties the client might be experiencing in his or her relationship with a
current romantic partner. While this new relationship inevitably brings different
emotional experiences, there are often also shared elements. This is because our
emotion schemes and self-organisations are based on our previous experiences;
our emotional memories inevitably shape our current emotional processing.

Let us go back for a moment to the early stages of therapy and imagine that
a therapeutic collaboration has been established. The goal of the therapist will
now be to focus on the core painful aspects of the client’s emotional experience
(see Chapter 5 on case conceptualisation). These painful aspects are first identi-
fied through a process of empathic exploration. They are then focused on, and
accessed, typically through the use of experiential tasks such as an empty-chair
and two-chair dialogues in which the client enacts situational triggers or prob-
lematic aspects of self-treatment. These triggers are then used to elicit inner pain-
ful emotional experiences, primarily those most problematic emotions that are at
the centre of problematic emotionally laden self-organisations (Greenberg, 2011).
The therapist may need to make a judgment as to which core painful emotional
experiences he or she should focus on in a given session. For instance, with a cli-
ent who is reluctant to engage in therapy, the therapist may initially focus on less
threatening problematic issues, as judged by the client’s willingness to stay with
these issues, and by his or her lesser avoidance of them. By contrast, with a cli-
ent who more openly accesses painful experiences, the therapist may focus more
quickly on the most painful aspects of the client’s emotional experiencing.

Once the core painful emotional experiences are present in the therapy
session(s), the goal of the therapist is to differentiate the core painful emotional
experiences, to facilitate the client in articulating these painful experiences in lan-
guage, to help the client overcome avoidance or feelings of being overwhelmed,
and to facilitate the client in developing a capacity to bear these emotional
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experiences. As Chapter 7 on emotion transformation pointed out, the therapist
is ultimately trying to facilitate an articulation of unmet needs (e.g., for close-
ness, acceptance, or safety) as well as a healing response to both the core pain
and unmet needs (i.e., compassion and protective anger). Once the core painful
emotional experiences are accessed in the session, the therapist facilitates a trans-
formative response to them. This is what the therapist is trying to achieve in every
single session. For instance, when the client feels loneliness, shame, or traumatic
fear in the session, the therapist does not wait until the next session, but rather
tries to facilitate experiences of soothing connection, validation, and protection
(or feelings of deservedness and resolve) in that same session.

Thus, in principle, the therapist seeks in every session to facilitate responses
to core pain and unmet needs that bring about experiences of self-compassion
and protective anger. As elaborated on in previous chapters, these two types
of experiences are antidotes to the felt experiences of vulnerability, loneliness,
shame, and fear. With any given client and in any given session, the therapist
may focus strategically on one or the other of these experiences, seeking to pro-
mote either protecting anger or compassion. For instance, if the client is naturally
capable of self-compassion, it may be good for the therapist to start by promoting
self-compassion, and then helping the client to savour this compassion, in terms
of generating it, expressing it, and receiving it. However, if such a client has sig-
nificant difficulty accessing protective anger and is scared to stand up for him- or
herself, the therapist’s ultimate strategy may rather be to focus on the promotion,
generation, ownership, and expression of protective anger, and the capacity to
overcome fear of standing up for the self. Therefore, while the default position is
to promote both compassion and protective anger in a given session or phase of
therapy, focusing on one or the other of these strategies may be more central or
important in a given moment.

While the therapist is trying to facilitate self-compassion or protective anger,
he or she cannot push the client to those experiences. The EFT therapist respects
the client’s experience and operates within the client’s ‘zone of proximal devel-
opment’. Put simply, the therapist cannot push the client where the client is not.
In cases where the client is not able to experience self-compassion or protective
anger, the therapist goes back to the client’s experience and acknowledges it. The
therapist may highlight the wished-for experience, while acknowledging that it
is not felt currently. Often, this highlighting of the wished-for response can be
enough to bring a glimpse of it, as the client engages with the wished-for response
on at least some level.

Again, within a time-limited framework, the therapist may be under pressure
to (work at an accelerated pace, in order to) generate some transformative experi-
ences, for example, to facilitate the client gaining some experience of feeling both
entitled to his or her needs, and entitled to have these needs met through feelings
of compassion and/or protective anger. However, as transformative experiences
are transformative precisely because they are authentic and spontaneous, this cre-
ates a seeming paradox for the therapist. One way for the therapist to deal with
this seeming paradox is to try and increase the likelihood that such experiences
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would appear by encouraging the client’s enactments in the experiential imaginary
dialogues. However, despite the effort, time-limited work may have its limits.

Short-term work requires that the therapist uses every single transformative
experience as an opportunity to promote the client’s self-reflection and planning
outside the therapy room. The therapist may regularly use transformative experi-
ences (or any other emotionally salient experiences in therapy) as opportunities
for psychoeducation and/or collaborative reflection, working together with the
client to construe an understanding of the client’s problematic emotion schemes
and self-organisations. Together with the client, the therapist may plan homework
on how to support transformation of problematic emotion schemes outside the
therapy sessions, in the client’s everyday life (Greenberg and Warwar, 2006).

In longer-term therapies there is a natural flow, a rise and ebb, of salient emo-
tional experiences. The experiences of pain and its transformation are worked
on in the context of a variety of triggers and situations that are typically enacted
across a number of imaginary dialogues. Emotional experiences of pain are
accessed, enacted, experienced, and transformed, periodically over the course of
therapy, as and when they arise. These in-session processes are interspersed with
real-life situations outside the therapy sessions, in which the client attempts to
enact self-compassionate or self-protective stances. The client’s attempts are also
brought back to, and reflected on, within the therapy sessions.

Whilst longer-term therapy may contain the same elements as time-limited
therapy, the focus may be more on in-session, experiential (emotional) work rather
than psychoeducation, with situations outside of the therapy room providing natu-
ral opportunities for the client to apply ‘emotional learning’ from sessions. Out-
side therapy events are then reflected on, in collaboration with the therapist, after
they have occurred naturally in the client’s life. For instance, a client who battles
with experiences of unbearable shame in social situations (stemming from being
shamed by his mother during childhood and from being bullied by peers during
adolescence) may, in short-term therapy, experience a sense of empowerment by
facing up to and challenging the imagined bullies during in-session imaginary
dialogues. This experience may happen on two or three occasions, and the thera-
pist and client can draw on these pivotal experiences in order to try and plan how
this strong part of the self could be available to the client during difficult social
situations. In longer-term therapy, that same client might experience a sense of
empowerment ten or fifteen times, and in a variety of dialogues. Furthermore,
over the course of a longer-term therapy (e.g., of one-year duration), he may also
have plenty of opportunities in real life to use this more confident part of the self.
Successes and setbacks, with regards to relying on/drawing on these emergent,
confident self-organisations in the real world, are then brought back to the therapy
office where they are reflected on and reworked, and where once again, a resolve
to try them out in the real world may be built.

Differences between short- and long-term work exist not only in the assess-
ment of what can be accomplished in therapy (i.e., which core painful emotional
schemes can be focused on, and to what extent), in the goals of therapy, in the
more prescriptive nature of short-term work, or in the use of psycho-education,
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reflection and planning; they also exist in the way in which the therapeutic work
comes to an end. The short-term therapy ending is often predetermined by an
external structure. The therapist thus constantly focuses on this imminent ending.
From early on in therapy, the therapist focuses on the prevention of difficulties and
setbacks that might come when therapy finishes. The therapist uses collaborative
reflection and psychoeducation to plan with the client for those times when the
client will be on his or her own.

By contrast, endings in long-term work may be determined more by the cli-
ent’s own self-determined state of readiness and independence. As such, emerg-
ing states of readiness and independence are collaboratively assessed for over
the course of therapy. This is not to say that the fostering of client independence
is still not a primary target of therapy. As with short-term therapy, the ultimate
goal of longer-term therapy is not only to provide support, but also to build the
client’s independence. For this reason, the therapist has to remain mindful of the
potentially adverse consequences of allowing therapy to continue for too long.
The point at which therapy should end can be regularly renegotiated between the
therapist and client, and when necessary (e.g., toward the end of therapy) made a
therapeutic focus. The process of ending therapy (whether short- or long-term) is
particularly important to clients with a lot of anxiety and avoidance issues, as such
clients may be particularly fearful of being on their own, facing the dangerous
world without the support of a therapist.

Therapeutic strategy does not depend only on whether the number of sessions
is unlimited or finite. Strategy also depends upon whether the client is capable of
accessing certain emotional experiences; and whether he or she is able to tolerate
these experiences without collapsing into further states of emotional dysregula-
tion. Therapeutic strategy may also depend upon whether the client is capable of
accessing important transformative experiences. The next section will explore a
number of common pitfalls that can occur when working with clients present-
ing with depression, anxiety and traumatic experiences, and suggest a number of
possible strategies for addressing such obstacles to a healing therapeutic process.

WORKING WITH EMOTIONALLY OVERWHELMED CLIENTS

Some clients come to therapy very emotionally distressed with an overflow of
painful (secondary) emotions such as despair, hopelessness, and helplessness. For
such clients this overwhelming state of global distress is omnipresent both in and
outside of therapy. Such clients can cry uncontrollably and may not be able to
articulate their distress in a coherent narrative. In other words, while emotional
arousal may be high (Warwar and Greenberg, 1999), the articulation of the mean-
ing implicit in the painful experience may be poorly differentiated. This may be
how the client presents generally; alternatively, it may be a state into which the
client collapses when focused on something that is particularly painful.

When working with this type of upset, the therapist has to first try to help
the client to become capable of staying with painful emotions without becoming
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overwhelmed by them. This can be attempted in several ways. For instance, the
therapist’s empathic presence may in and of itself be calming and regulating. In
particular, by his or her constant focus on naming and verbally clarifying the cli-
ent’s experience, the therapist can help to make an otherwise overwhelming expe-
rience lacking in meaning, more clear, more understandable, and more coherent
and thus also, somewhat more regulated (cf. Licberman et al., 2007). The thera-
pist may also explicitly instruct the client to take some calming distance from
the overwhelming experience, for instance by breathing calmly in the session.
Outside the therapy session, the therapist may suggest calming activities, such as
going for a walk.

EFT also uses a specific task (or technique) to help clients regulate over-
whelming emotional experience and keep some experiential distance from it. This
task, called clearing a space, is based on the work of Gendlin (1996) and is well-
described in other EFT publications (e.g., Elliott et al., 2004). In this task, the
therapist first asks the client to pay attention to the middle of their body (where
clients often feel the most upsetting feelings). The client is then instructed to label
the felt feeling (e.g., feeling rejected). It is desirable that this labelling also refer-
ences the perceptual element or trigger in the environment that evokes the feeling
(e.g., I feel rejected by him). Finally the client is instructed to imagine putting this
now named upsetting feeling at some distance from him- or herself, for instance
next to the self, in the corner of the room, into a box, outside the room, and so on.
Having thus put the feeling aside in their imagination, the client is then directed to
once again pay attention inwards to the middle of the body, to see how he or she
is now feeling inside. Usually, the above exercise gives rise to some shift in the
felt feeling. The client may report some relief; alternatively, temporarily they may
report a worsening of the upsetting feeling. The process of paying attention, nam-
ing the feeling (and its trigger), and imagining putting it aside is then repeated,
until a significant degree of relief is experienced by the client.

Some clients may have difficulty putting the named feeling away in the imagi-
nation, in part because they may see some benefit to the feeling. For instance, an
apprehensive anxiety (e.g., [ have to be ready for the attack) may be seen by the
client as functional, as it prepares the client for potential catastrophe. Thus the cli-
ent may be resistant to seek relief from such a feeling. In such a case the therapist
may instruct the client to imagine putting the upsetting feeling aside, but within
reach, and for a while only, not forever. With the reassurance that the feeling is
within reach and can be accessed at will, or as needed, the client is then asked how
it feels to have even that little bit of distance (indeed, it is most likely that the feel-
ings will come back quickly just by the client thinking about the issues linked to
those feelings). In some cases, clients who are not used to using their imagination
may struggle with the concept behind this task. In such cases, the therapist has
to work hard in order to embellish the imagined picture, for example, by offer-
ing various suggestions as to how the client may push away the feeling in his or
her imagination (e.g., imagine that the wind is blowing it away). Effectively, in
these instances, the therapist has to help the client build his or her capacity for
imagination.
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The following is a brief excerpt from a clearing a space task with a client
Catherine, overwhelmed with anxiety, whose level of distress was such that she
could not engage in the session.

Therapist:

Catherine:

Therapist:

Catherine:

Therapist:

Catherine:

Therapist:

Catherine:

Therapist:

Catherine:

Therapist:

Catherine:

Therapist:

Catherine:

Therapist:

Catherine:

Therapist:

Catherine:
Therapist:
Catherine:

Therapist:

It’s like a traumatic, complicated situation that you have to
be sorting ...

Mmm.

So you are totally aroused, prepared to be sorting it or
something ...

Mmm. Or at the back of ... not even at the back of my mind
... I just want to keep walking.

Yeah. Cos you are so aroused and agitated and everything.
Yeah.

Ok. So you say that it’s here. Yes? [Pointing to the middle of
the body.]

Yeah.

If you put a, some label on it. Yes? ... It's not one thing. Yes?
1t’s like all of those things that you have to look after. Or, or
label maybe just I need to be walking or whatever. Because
it sounds like there are too many problems that you have to
attend to. Yes? So what is some of it? [The therapist is trying
to differentiate upsetting triggers and respective feelings as
several issues overwhelm the client.] ... I have to do this. 1
have to do ... So what's one of them? Whats the biggest of
them that comes to mind now? Its like this sense ...

The husband gone away. [The client is naming an upsetting
trigger.]

Ok. So its like ... And what comes with it? Its like husband
going away meaning its all on me or something? Or less
secure. [The therapist is trying to help to name the respective
feeling that goes with the trigger ‘husband away’.]

He's just not there.

Ok.

He's just not there.

Ok. So if [ need it, yes, or something ...

1 ... He's just not there.

Ok. Ok. But it’s almost like "My peace is disturbed because
something is missing from my everyday situation’.

Mmm.

That I rely on or that it'’s a part of everything.

Yeah.

Ok. So we label it ‘husband away’. Yes? So see how your
body reacts when you kind of put that label as though you
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Catherine:

Therapist:

Catherine:
Therapist:
Catherine:
Therapist:

Catherine:
Therapist:

Catherine:
Therapist:

Catherine:
Therapist:
Catherine:

Therapist:

Catherine:

know portion of my upset is husband being away. Yeah? Gets
it ... Does it get more agitated or? [Initially when the clear-
ing a space is started and the first feeling named, the client
may start to feel worse.]

Mmm.

... We'll try to put it aside. Yes? That, almost that feeling or.
Or ... the upset husband being away. Yes? So a portion of my
agitation is husband being away. Where would you put it?
... It won't disappear fully cos it would be very easy. [The
therapist reassures the client that he understands that the dis-
tress is so strong that it may not be that easy to put it aside.]
But it may be a way of trying to calm a little bit. Yes? Could
you imagine that you are putting that feeling ‘husband being
away’ somewhere? Where would you put it?

On the windowsill where we sit in the kitchen.

In your house? Yes?

Yeah.

Yeah. So try ... to imagine putting it there. Yes? That feeling.
Yes? Almost. Yeah? Does it go ... the imagination? Yeah?
Can you put it there?

Yeah. I can see it.

Ok. So it’s there. Yes? [The therapist is highlighting the
distance. ]

Mmm.

So a portion of your upset is there almost. Yes? How does it feel
inside now? Yes? When we put a portion of it there? How is
it inside? 1t like you know that it’s there. Whenever you think
about it you'll get upset again. [The therapist highlighting that
the distress may easily come back just by thinking about it.] Yes?
Mmm.

But now for a moment you 're putting it aside. You can take a
breath as well. [The therapist is further enhancing regulation
by pointing to regular breathing.]

Yeah. I know it’s there. The window is there and I’ve put it on
the window. [The client’s spontaneous expression suggests
that she is fully engaged with the imagination. ]

Yeah. And how is it inside now? Here? Yes? It's there. How
do you feel now inside?

A bit, a ... Yeah. I, I can get on with doing things. [The client
indirectly reports some positive shift.]

The therapist and the client then continue and focus on other aspects of the client’s
feeling of being overwhelmed, identifying the other feelings and issues that are con-
tributing to the upset. In response to the question ‘So what else is in there? Yes? What
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else is this upset about?’, the client identifies other upsetting feelings/triggers, includ-
ing her son being away (something bad could happen to him), her elderly mother’s
ill-health, and the feeling that something bad would happen that weekend because the
last time her husband was away, a family member got really sick. As the client names
each feeling and the issue it relates to, she is asked by the therapist to put it aside,
and then after doing so, to check how it feels inside. The client imagines that she is
putting the distressing feelings (and the issues that they are connected to) in different
places in her house, e.g., she imagines placing the feeling labelled ‘Something bad
will happen’ into the rubbish bin in her house:

Catherine:
Therapist:
Catherine:
Therapist:

Catherine:
Therapist:
Catherine:
Therapist:

Catherine:
Therapist:
Catherine:
Therapist:
Catherine:

Therapist:

Catherine:
Therapist:

Catherine:
Therapist:

Catherine:
Therapist:

Catherine:

... in the bin.

In the bin ... but in the bin in here?

In the house.

In your house? Ok. So imagine it. Imagine, yes putting it in
the bin. Yeah? It won t go away for, because its a real worry
yes? But for a moment.

Mmm.

Yes? Put it to the bin. Yeah? Ok. Can you imagine it?

Mmm.

Yeah? So its in the bin there in your house. Yes? But you are
here. Yes? So you put some distance between you and that
upsetting thing. Yes?

Yeah.

Ok. What s the sense inside now? Yes? When you put it away?
It ... I know its in the bin and ... But its not fully gone till 1
take the bin out.

You want to put [the bin] somewhere ... Yeah. Throw it away
or something. [The therapist wants to support the client in
getting some distance from the upsetting feeling. ]

It s not fully gone till I take the bin out.

Take it out. Imagine that you are taking it out.

It’s at the top of the yard. Yeah.

Yeah. Ok. You can even push it as far as possible up the yard.
Yeah?

Yeah.

Ok. So it’s there. Yeah? You're here. [By pointing at the dis-
tance ‘you are here’ and the bad feeling ‘is there’, the thera-
pist is trying to support an experiential distance between the
client and the upsetting feeling.] The, the kind of bad thing
during the weekend is there. Yeah?

Yeah.

So how is it inside now? Yeah? I mean in your body. Yeah?
How is it?

Sort of ... a bit warm alright. Yeah. I can feel the warmth.
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The therapist then further focuses on how Catherine is inside, and the client
reports feeling tense in her chest. As she unpacks the tension and what it is con-
nected to, she realises that she is weighed down by her daughter s unhappiness,
which is then labelled as another feeling. Again, the therapist instructs Catherine
to put the feeling aside. Next the therapist focuses not only on what is felt inside
the client’s body, but also on what it is that the feeling needs. (This is one of the
options used in the clearing a space task; Elliott et al., 2004). The client reports a
need to be able to lie down.

Therapist: ~ And when you say this ‘I, I need to switch off". Yes? When
... Can you sense in your body some kind of representation
of that feeling ‘I need to sleep’. I mean how is it inside now?
Yeah? Is it eh?

Catherine:  It's so warm.

Therapist:  But it's still not, kind of you, you do not feel fully relaxed or
something? Yes?

Catherine:  I'm getting there. ... But [ know now it'’s ok to put it aside for
a few minutes.

Therapist: ~ Yeah. Yeah. Yeah.

Catherine:  What am I trying to say? I know that its there and ...

Therapist:  Ok.

Catherine:  But it not in my face ... at the moment.

Therapist: ~ Ok. Ok. So this is good? Yeah?

Catherine:  Yeah. So if'it’s not in my face or it's not coming at me ...

Therapist: ~ Yeah. Ok. You feel kind of more calm or something? Less
overwhelmed by it or something? Yes?

Catherine:  Yeah.

Apart from the clearing a space task, the already mentioned empathic holding,
and breathing, what particularly helps easily overwhelmed clients are the strate-
gies used in transformative work. For instance, experiences of compassion (self-
compassion) enacted in the imaginary dialogues are often especially calming.
Thus at one point in a later session, when Catherine was particularly upset, the
therapist asked her whose presence would help her to bear the upset. Catherine
nominated her husband, and the ensuing enactment of her imagined husband in an
imaginary dialogue had a very calming effect. Strictly speaking, such experiences
are not necessarily fully transformative as the elicited compassion is targeting a
general, global distress, rather than primary underlying painful experiences and
unmet needs. Nonetheless such experiences can help to build the emotional capac-
ity to bear pain. Eventually they bring the client closer to being able to access the
underlying primary painful emotional experiences that need to be articulated in
order that they can be responded to and transformed.

In a manner similar to soothing compassion, experiences of protective, empow-
ering anger also build the client’s capacity to bear upset. Empowering experiences
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serve as a steering rod for the client and build the client’s resilience, confidence,
and resolve to be able to access and stay with painful experiences. The com-
bination of compassionate and self-affirmation promoting experiences increases
the likelihood that the client develops the capability for healthy, emotional
self-regulation. Nevertheless, as our studies show (e.g., Dillon et al., 2014), for
some clients, despite huge progress in emotional transformation, vulnerability to
becoming overwhelmed, and to emotional collapse may still be present. However,
as several studies are showing (e.g., Pascual-Leone, 2009; Dillon et al., 2014;
McNally et al., 2014) even in such instances where clients continue to collapse
into states of distress, in successful cases the duration of such collapses shortens
as therapy progresses. Similarly, the likelihood that the client will be capable of
bouncing back from the collapse also increases, if and as therapy progresses well.

WORKING WITH EMOTIONALLY AVOIDANT CLIENTS

Some clients present problems in EFT work that are just the opposite of the ones
described above. Since emotions can often be unpleasant, people develop strate-
gies to avoid, control, over-regulate, and/or interrupt their emotional experienc-
ing and expression. Some of those strategies are acquired through socialisation
at a young age, as emotions may not only be difficult to bear for the affected
individual, but also for those adults who look after him or her. Clients who
avoid, over-control, or over-regulate their emotional experiences typically pres-
ent with a lack of emotional arousal (although other strategies are also present;
e.g., distraction, dismissal, deflection, inappropriate humour, use of secondary
emotions [e.g., anger instead of hurt], etc.; see O’Brien et al., 2012).

In Chapter 6 we looked at working with emotional avoidance through the use
of a chair dialogue, in which the part that interrupts the emotion is enacted in one
chair and the suppressed part in another (see also below). For some clients the
issue of avoidance may be more global and general than just a specific avoid-
ance of a specific painful emotion. In such cases the therapist needs to attempt
to address the issue of avoidance and emotional over-regulation on an every ses-
sion basis. To this end, the therapist uses typical EFT evocative strategies and
interventions, doing so with patience and persistence as the client may not access
emotions easily.

The primary condition that increases the likelihood of freer emotional expe-
riencing and expression is the presence of a trustworthy and safe therapeutic
relationship. Safety is promoted by the therapist’s empathic presence. The safety
is also promoted by an explicit client-centeredness, in other words, through the
therapist’s check-in about how the client feels about different aspects of the thera-
peutic work. An important part of building a safe environment for emotional expe-
riencing and expression is the provision of a rationale for why accessing painful
emotions may eventually be good for the client. The therapist provides a rationale
for the therapeutic work in language that is easy for the client to understand. He
or she explains that difficult emotional experiences first have to be accessed and
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felt, in order that they can be transformed by accessing countering feelings that
bring relief or a sense of personal confidence and empowerment. Painful emo-
tional memories are thus activated, in order that they can be re-stored together
with the adaptive emotional experiences generated in therapy.

Access to emotional experience is built not only through the relational nature
of EFT, or through the provision of a rationale, but also through the therapist’s
moment-to-moment manner of interacting. The typical EFT therapist’s manner
of responding is very evocative, thus increasing the likelihood of sparking an
emotional experience in the client. The therapist focuses constantly on emotional
experience (e.g., What is the most painful part of it all?). He or she empathically
resonates with the client’s emotion (e.g., It aches inside.), and uses highly evoca-
tive, metaphoric language (e.g., It just leaves a hole inside.). The therapist also
coaches the client to experience and express emotions (e.g., Say it again: I really
resent your laugh.). The therapist attempts to help the client become more aware
of his or her inner experiencing (e.g., What happens inside when you stay with the
picture of your mother?). The therapist invites the client to stay with the feeling
of the emotion and to pay attention to its bodily experiencing (e.g., Can you stay
with that sadness? How does it feel in your body?). As typical ways of working
in EFT, these interventions are used with most clients; however, many of these
interventions can be particularly useful with clients who struggle in accessing
their emotions. As said before, such clients may simply require more patience
from the therapist, and more tenacity, in trying to bring about emotional arousal
in a gentle, empathic manner.

An important aspect of working with clients who have difficulty accessing
their emotional experience is for the therapist to provide permission for emo-
tions as they appear. For instance, in a situation where the client is on the verge
of tears, the therapist may encourage him or her to cry, to let the tears come
(e.g., If you let the tears come, what would they be saying?—cf. Greenberg,
2002; 2007). The therapist may also encourage the client to observe how he or
she stops him- or herself from experiencing emotions (e.g., How do you make
sure that you will not cry?). Furthermore, the therapist may encourage the client
to experiment with emotional experiencing and expression. For instance, with
one client who presented as unable to cry within the session, I asked her whether
she cried outside the session. When she confirmed that she did, I then suggested
that she select a film that she knew would move her to tears. I suggested that
she watch the film, observing as she did how her eyes welled-up with tears
during particularly moving scenes. I instructed her to deliberately try to refrain
from stopping herself crying. We then discussed this exercise in the following
session. When asked if she had been able to cry, the client reported that she
had been. This provided useful material to work on in therapy, the two of us
exploring how the client used deliberate control to stop emotions. We explored
the differences between therapy and other social situations, thus identifying what
it was that actually lead the client to stop her own emotional experiencing and
expression, namely interpersonal embarrassment and a sense of being exposed
or unprotected if she cried in front of others.
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Another way of working with emotional over-regulation is through the evoca-
tive use of the two-chair dialogue task (e.g., self-interruption dialogue) described
in Chapter 6 (see Elliott et al., 2004; Greenberg et al., 1993). Just to remind the
reader, in this task the client is asked to sit in the chair opposite the one he or
she usually sits in, and enact the interrupting, emotion-suppressing part of the
self (see Elliott et al., 2004; Greenberg et al., 1993). The point of the technique
is that the otherwise automatic emotion-supressing activity is brought into the
client’s awareness. For instance, the client may become aware of how he or she
tenses his or her muscles, or forces his or her gaze downwards, in order to silence
the self. Once the interrupting activity is enacted toward the imagined self in the
experiencing chair, the client is asked to change chairs, and the therapist instructs
the client to see how the interruption makes him or her feel inside. This usually
leads the client to become aware of the toll (the emotional or physical cost) of the
self-interruption. Clients often report feeling squashed, or describe having head-
aches, neckaches or tense muscles. The therapist asks the client to stay with the
experience and express it to the interrupting part (the self-interrupter) in the other
chair. As the unpleasant experience caused by the interrupter is felt, differentiated,
named, and expressed to the interrupter, the therapist asks the client what he or
she needs from the interrupter, or needs for the self in relation to the interrupter.
Clients typically identify a need for freer experiencing and expression. The thera-
pist encourages the client to express this need to the interrupter. As the dialogue
continues, the client in the interrupter chair is asked to respond to this need. In
well-progressing dialogues the interrupter typically softens and offers support to
the newly asserting, experiencing self. However, in some cases the client is sim-
ply unable to stop interrupting the self, and in these instances, this needs to be
acknowledged. A continuing dialogue between the two parts of the self is facili-
tated. One common outcome is that the experiencer, confronted with a continuing
inability of the interrupter to soften, but supported by the therapist, becomes more
assertive of his or her need. A more detailed description of the use of two-chair
dialogues for overcoming emotional avoidance in the form of emotional interrup-
tion or self-worrying processes is described in Chapter 6.

In EFT, the self-interrupter task is often conducted in the context of other tasks
such as empty-chair dialogues for unfinished business (cf. Greenberg et al., 1993),
in which the client typically expresses some core interpersonal injury to an imag-
ined significant other (this task is described in greater detail in Chapters 6 and 7).
Again, just to remind the reader, it is postulated that when emotional experiencing
and its expression are stopped in imaginary dialogues with salient hurtful others,
it is because the client, on some level, feels that it is too scary to express him- or
herself or to allow him- or herself feel certain feelings toward the significant other.
In such cases the self-interruption task is then initiated and worked through until
the disowned feelings are felt, and the need to be allowed express these feel-
ings to the significant other, is responded to (cf. Greenberg et al., 1993). In well-
progressing therapies, this need for freerer emotional experiencing and expression
(as well as an additional implicit need to be free from the cost of the interruption,
i.e., the unpleasant, uncomfortable feelings that the interruption itself gives rise
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to) is generally responded to. Occasionally, for very over-regulated clients, the
self-interruption task can become quite a central part of therapy, with the therapist
offering this type of work repeatedly throughout the therapy process. In such cases
the work on mobilising the need for allowing one’s own feelings and their expres-
sion may have to be enacted several times, and repeating this process may become
quite a central part of the overall therapeutic strategy.

Obviously, clients who over-regulate their emotions may struggle with chair
dialogues precisely because these tasks are emotionally evocative. Requests that
they engage in such tasks may thus lead to even more protective interruption. The
therapist, therefore, needs to work on the therapeutic alliance, and on building a
sense of safety in the work for the client. He or she needs to have a collaborative
understanding with the client as to how they will be working in therapy. The thera-
pist has to also perhaps be somewhat more active in order to keep clients on-task,
and in order to maintain the pace of tasks, as without such supportive direction,
the clients may tend to interrupt or avoid the tasks (for instance, by talking to the
therapist about the imagined other rather than talking directly to the imagined
other). The therapist’s active pace thus provides necessary scaffolding that helps
the client engage in the task.

When using these above-mentioned strategies to help the client feel and
express emotions, the therapist needs to always be aware that meaningful prog-
ress for clients varies from one individual to another. It is important to always
judge a client’s emotional accessibility on the basis of his or her initial baseline
(Greenberg and Warwar, 1999). Clients who are very regulated may appear to
be making very little progress if compared to emotionally less-regulated clients.
The same over-regulated clients may, however, be seen to be making significant
progress in relation to their emotional accessibility, when compared to themselves
at the beginning of therapy.

INTERPERSONAL DIFFICULTIES

As suggested in Chapter 4, the quality of the therapeutic relationship is a crucial
factor underpinning any therapeutic, emotion-focused work. However, with some
clients the formation of a trusting therapeutic alliance may be more challenging
than it might be for others. For good reasons, certain clients may be cautious in any
relationship and especially in any relationship that requires them to disclose per-
sonal wounds, sensitive content, fears, or anything else that might evoke a sense of
shame. In other words, the client’s cautiousness in forming a therapeutic relation-
ship has to be considered through the lens of that client’s particular vulnerability.
A person who was repeatedly betrayed or abused may be naturally suspicious of
contact with any new individual. Furthermore, many clients have had experiences
with health professionals, whereby they have felt dismissed, patronised, or not
taken seriously (see for instance, Timulak, Buckroyd, Klimas et al., 2013). Such
experiences make it difficult for clients to trust, and these difficulties need to be
understood and empathised with.
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Furthermore, in the context of emotion-focused therapy, some clients may feel
particularly cautious given the explicit focus on emotion. It is unsurprising that
some clients may be apprehensive that evocative emotion-based work may bring
(hitherto avoided) painful vulnerability easily and quickly to the surface. The cli-
ent has to trust not only that the therapist is non-judgmental, acceptant, and sensi-
tive, but also that he or she is skilful enough to handle the difficult feelings in a
way that limits the difficult feelings to as short a time as possible. For some clients
who have never had the experience that feeling painful emotions can lead to feel-
ing better, this can be a particularly difficult concept for them to negotiate. In such
instances, the therapist does not have any option other than to try earning trust
moment-by-moment, and step-by-step.

The main skill needed by the therapist in order to negotiate difficulties in the
therapeutic relationship is for the therapist to be able to recognise when the cli-
ent is hesitant about the progress of therapy. As many clients are quite deferential
(cf. work of David Rennie, 1990; 1994) and do not always communicate their
reservations about therapy, the therapist has to be particularly sensitive to
any signs of hesitation and dissatisfaction. Client dissatisfaction can often be
expressed indirectly (e.g., by complaining about the time the sessions are held
at, by complaining about the way the therapist’s room looks, etc.; cf. Safran
and Muran, 2000). Some clients are more direct (e.g., they may disclose how
they do not trust health professionals) whilst others even explicitly express
distrust (e.g., expressing a wish to finish therapy prematurely, or sharing with
the therapist that they feel damaged by him or her, etc.). In some cases, a client’s
reservation with regards to the relationship may simply be an expression of his
or her hopelessness and suffering, and in such instances, client expressions of
reservation or criticism may represent a desire to see whether the therapist is
capable of bearing such hopelessness and whether is him- or herself more hope-
ful for the client than the client can be for him- or herself (cf. the psychoanalytic
concept of testing the therapist, in which the client exposes the therapist to the
experiences that the client struggles with; Weiss and Sampson, 1986).

Jeremy Safran and Christopher Muran (2000) have devoted a significant part
of their research career to studying therapeutic ruptures and the best possible ways
to respond to them. According to them, one of the major premises of working
with ruptures is to understand that there is a particular client vulnerability that is
being activated by the therapeutic interaction, which makes the client protectively
withdraw from the relationship and/or defend him- or herself by criticising the
therapist. Therefore, it is imperative that the therapist understands that any appar-
ent rupture signals hurt which needs to then be focused on.

To focus on vulnerability is, however, challenging. The therapist has to remain
emotionally stable and available for the client, and not become scared of emerging
or existing conflict (something that is sometime easier said than done). The thera-
pist will need to be able to accept that he or she may not reach all clients, at all
times, and that in some cases, the collaboration may not work out. Admitting this
may help the therapist to let go of the need to be perfect at all times (a need often
based on the therapist’s own self [related] difficulties and insecurities). Letting go
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of the need to be perfect may increase the quality of the therapist’s presence when
focusing on a particular client’s vulnerability. The therapist will be better able to
show his or her understanding of the client’s struggle, and may be better able to
negotiate with the client as to how their work together could be tailored to the
client’s need for greater safety. For instance, it may be negotiated that chairwork
will be used only after the client feels ready to take greater risks and/or when he
or she feels able to access feelings in a more evocative way. An important issue
here may be the therapist’s transparency about his or her inner processes in rela-
tion to the work, and his or her perceptions of the client. Equally important (and
already elaborated on) will be the provision of a rationale for the particular way
the therapist is working, for instance, explaining why accessing pain is so crucial
if we want to transform it.

Nevertheless, despite the therapist’s best efforts, therapy may not always work
out (Barlow, 2010). Some clients may simply be too scared to engage at this
particular point in their life (Lipkin, 1948). The client’s self-assessment in this
respect may often be quite accurate, as they may know that they do not have the
resources outside of the therapist’s office to help them cope with whatever is hap-
pening in therapy. In some cases, the client’s suffering is just so overwhelming
that he or she simply has no control over his or her own engagement in therapy.
In such circumstances, the therapist may endeavour to refer the client to other
potential avenues of help (e.g., medical treatment, social work support, etc.), in
part hoping that by broadening the range of professional support available to the
client, the likelihood of the client accessing the help they need at that point in
time will increase.

OVERCOMING SECONDARY ANGER

Some clients have difficulty accessing the underlying hurt triggered by inter-
actions with emotionally salient people in their lives. Instead, they are staying
in a state of secondary anger (in EFT literature, also referred to as rejecting
anger; Pascual-Leone and Greenberg, 2007; Pascual-Leone, Gilles, Singh, and
Andreescu, 2013) in relation to those people. Whilst irritability and anger may in
such instances serve a self-protective function, these feelings also prevent the cli-
ent from processing and transforming the underlying injury. Often such secondary
anger serves as protection against unbearable experiences of shame. For instance,
some people have a particular intolerance of rejection and respond to experiences
of rejection with aggression (Eisenberger, 2011).

With some clients, this presentation of secondary anger is what appears most
of the time in therapy. In such cases, the therapist has to first validate the anger
and its protective function, but then he or she also needs to focus on what is being
avoided by the anger and what is so difficult to tolerate. For instance, a client
named John, who had particularly extreme experiences of being shamed by his
father in childhood, as an adult expresses an unending rage toward a boss who
regularly smirks at him and humiliates him. Initial therapy sessions were spent
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with John primarily venting anger at the boss, whilst any hints by the therapist
that they focus on the underlying hurt caused by the boss’s treatment of John
were rejected. While John was able to engage in an empty-chair dialogue with
his boss (during which he did not go beyond expressing rage toward the boss,
e.g., expressing an urge to physically attack him), John became very avoidant
when the idea was suggested that he engage in an unfinished-business dialogue
with his father. Exploration of his feelings in relation to his father revealed that
he essentially did not see the point in engaging in a dialogue with his imagined
father. In real life he had always felt ‘broken’ by his interactions with his father
and thus could not imagine any conciliatory reaction from his father in the ther-
apy room. Furthermore, he did not want to enter into any imaginary dialogues
with his father because he anticipated that such dialogues would simply evoke a
relentless rage aimed at his father, and he stated that he did not feel good about
himself for being so full of hatred. In a scenario like this, the therapist’s strategy
is first to validate the anger, but then, gradually, to suggest to the client that he
pay attention to the experience inside, just before he gets angry. For instance, if
in a chair dialogue the client enacts a particularly hurtful behaviour of the other,
such as shaming by his boss or father, the therapist may say: ‘So he is saying
“you are nothing”. What does it do to you inside as you get this?” Most likely
the client will respond by getting angry and shouting back. However, the thera-
pist may say: ‘See what happens inside just before you lash out? How does it
feel to be put down like this?” Obviously, a client with chronic anger and rage
may struggle to recognise feelings of shame (being put down) even after such
prompting; therefore, the therapist may need to offer conjecture in order to help
the client recognise and name what it is he or she is feeling, for example, ‘See
how it feels? It must be hurtful or difficult. It may be particularly uncomfort-
able. See where you can sense it in your body’. The therapist can then listen for
any indication of experiences of hurt or shame, and empathise with and validate
them. For instance, the client may say: ‘I do not want to go there, I am just
enraged’, to which the therapist may respond: ‘It is so difficult to be with those
hurtful feelings of being put down; it is just so much better to fight for yourself,
the anger comes’.

The focus on underlying hurt has to be a repeated one. The therapist may
even teach the client how his or her fight reaction may function to prevent
experiences of hurt and humiliation. The client may be taught how shame feels
(e.g., a shrinking feeling of wanting to hide and disappear) and informed that
it can be quite subtle and difficult to recognise. The therapist may need to use
the language of hurt, vulnerability, shame, and humiliation in order to build
the client’s vocabulary for vulnerable experience. Initially it may be difficult
for the client to use such language, as doing so results in the articulation of
feelings that are unpleasant. However, as the therapist and client work with the
client’s painful feelings, that pain may become more regulated, thus leading to
the identification of unmet needs, a process which in turn can provide a step-
ping stone in the generation of transformative experiences of compassion and
healthy, protective anger.
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HELPING TO DIFFERENTIATE CORE PAIN

The central work with a majority of clients is to help them to differentiate the
aspects of their felt core painful feelings. Since these feelings are so painful, it is
difficult for clients to stay with these feelings, to explore them, and to symbolize
them in a coherent and meaningful narrative. Putting distressing feelings into a
comprehensible narrative not only increases clarity; it also helps to regulate affect
(Lieberman et al., 2007). Furthermore, achieving clarity in narrative leads almost
inevitably to an articulation of the unmet needs that the pain points to (e.g., being
accepted, feeling connected to, protected, etc.). The articulation of unmet needs
is, as we have already seen, an important step in generating an adaptive response
to these needs and the pain they are related to.

The strategies used by therapists to help clients stay with their pain and ‘story
it” (Angus & Greenberg, 2011) vary from client to client. The therapist may teach
the client how feelings feel. The therapist may explain that although it can often
feel as if feelings will never shift, feelings are actually transient in nature. The
therapist may guide the client to see him- or herself as more than what he or she
is feeling at a point in time. For instance, the therapist may say something like: ‘It
is so painful to stay with shame. Just pay attention to how it feels in the body. It
may feel as if you are shrinking. See what action it urges you to take, for instance,
to hide. See how it feels. This is a feeling, it feels as if it would never shift ... that
it would be so defining. However, you are more than that feeling. It is just very
uncomfortable’. The therapist may also help the client to regulate upset if he or
she becomes distressed or overwhelmed (e.g., suggesting that the client takes a
deep breath), thus helping the client to see that he or she has some control over the
unbearable and fear-provoking feelings.

When facilitating the differentiation of core pain, the therapist needs to be
patient with the client. He or she may choose to stay silent at times, so as to allow
the client to stay with and savour difficult aspects of their feelings: ‘How does it
feel inside? Just stay with it’. The therapist may actively facilitate symbolisation
of the felt quality by asking things like: ‘If you were to put the feeling into the
words, what words, descriptions, fit?” (this is a process similar to focusing; Elliott,
et al., 2004; Greenberg et al., 1993). The therapist may also encourage the client to
put the felt experience into a narrative (story), and he or she may facilitate expres-
sion of this narrative through the use of tasks such as empty-chair and two-chair
dialogues: ‘How does it feel inside? Speak from that feeling. Tell him what it does
to you inside, tell him how it feels. What do you say back when you get it?” and
so on. Eventually, after the client stays with the painful feelings and puts them
into a coherent narrative, the therapist focuses on the articulation of the unmet or
violated needs, helping the client to name and express these needs, for example,
‘And what is it you most want when you feel so ashamed? What is it you needed
most from your partner when he ridiculed you like this? Tell him’.

Obviously, all of these interventions are embedded in an empathic, therapeutic
relationship. The therapist is empathically present, and he or she collaborates with
the client in an empathic exploration of the client’s experiencing. As a therapeutic



Overall treatment strategy 161

relationship characterised by compassion and caring is also soothing and calming,
the client’s approach to, and experience of pain, is thus also regulated relationally.
Hence it is crucial that the therapist has this caring and soothing presence, and
that he or she actively, relationally, and warmly expresses this during the session
(Timulak, 2014).

DIFFICULTIES IN GENERATING SELF-COMPASSION

Once the core painful feelings are differentiated and the unmet needs in them
articulated, the therapist facilitates transformative experiences by bringing about
adaptive healing emotional responses to the pain and unmet needs for the cli-
ent. This is achieved by the generation of self-compassion and protective anger
(see Chapter 7). However, as already pointed out in Chapter 7, for many clients
these can be particularly difficult processes. With regards to self-compassion,
many clients are so self-critical and self-attacking that it is difficult for them to
access a more compassionate stance toward the self. The therapist has a number
of options when it comes to trying to facilitate self-compassionate experience
and expression. A number of these have been highlighted in Chapter 7, and these
will be briefly reviewed here.

For instance, the therapist can communicate compassionate and validating
responses from him- or herself toward the client (e.g., You deserve to be accepted;
I am not judging you.). The therapist can facilitate the client’s self-compassion
by facilitating the client’s enactment of a compassionate stance by a remem-
bered, caring other. For instance, in the middle of a chair task, once the client has
expressed need, the client may be asked who would have responded to that need.
Once the client nominates a person, then the client may be asked to enact that per-
son’s compassionate response. The therapist may also prompt for a compassionate
response as part of an unfinished-business dialogue. For instance, if a male client
expresses hurt caused by a significant other (e.g., shame felt as a consequence of
negative judgment by his father), the therapist will ask the client to express what
he needs in the context of that shame, and direct this expression to his imagined
father in the other chair (e.g., I need you to accept me for who I am.). The client
will then be prompted to respond to that need as the imagined other (Come here,
be your father, how does he respond to that need?).

Another option for generating self-compassion arises when the client expresses
a developmentally significant hurt. In such instances the client can be asked to sit
in the opposite chair and can be prompted to respond from his or her adult self,
now, to the imagined, younger, hurting self. The therapist instructs the client to
look at his or her younger self, to see how it feels to witness that vulnerable self in
need, and to notice how he or she now, as an adult, is inclined to respond to that
need. Whilst this strategy usually brings a compassionate response, some clients
who are very self-condemning do have difficulty with it. Clients who have dif-
ficulty expressing compassion to their younger self can be instructed to imagine
a child other than themselves, who might have had an experience similar to their
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own. So for example, they might be asked to imagine a child who grew up in the
same neighbourhood (or also had an alcoholic father) and see how they would feel
toward, and respond to, that child.

Another option that the therapist has when working with a client who struggles
to generate self-compassion is to explore the reasons behind the client’s difficulty
with self-compassion. For instance, after the client has experienced and expressed
their pain in the experiencer chair, he or she might be asked to move to the other
chair. If the client is unable to respond compassionately to the pain expressed by
the experiencing self, the therapist might ask the client to see why it is so difficult
to witness and acknowledge the pain: ‘Somehow you cannot relate to that pain.
What would happen if you responded to it more softly? What is so unacceptable
about it?’, and so on. This intervention often facilitates awareness of the function
of self-judgment and self-rejection. Sometimes this is a fear that ‘if [ were nicer
to you (self), I would just be fooling you ... because nobody will ever like you’.
Sometimes, this self-treatment arises out of a profound disappointment in the self.
For instance, if the client feels a genuine guilt, he or she might perceive a compas-
sionate, softer stance as somehow betraying the standards that he or she wants
to follow. In other cases, this unwillingness to express self-compassion reveals
itself as a form of self-protection, for example, ‘If I beat you constantly, then you
will not be that hurt if somebody else attacks you; you will be prepared for it’.
Obviously these are just examples, and the actual function of self-criticism and
self-attack will be highly idiosyncratic for individual clients. The above examples,
however, illustrate that self-criticism, which is usually seen as being entirely neg-
ative, can in fact have some self-protective function, which in its own right can
be viewed as representing a sort of softening and self-compassion. This may be
pointed out to the client: ‘So you do it out of protection’, or ‘You are harsh on the
self because you do not want to forget the things that happened’. At the same time,
and somewhat paradoxically, therapist validation of the client’s (i.e., the client’s
inner critic’s) need to remain self-critical often results in the client spontaneously
adopting a softer stance. It is as if the client gives him- or herself permission to let
down the protective guard, once this guard’s self-protective function is recognised
and respected.

The potential for self-compassion in some highly self-rejecting clients shows in
the fact that they can be caring toward others (e.g., toward their own children). In
such cases it is helpful to work on self-compassion by facilitating scenarios in the
session where the client expresses compassion toward others. Clients thus learn to
generate compassion, to feel it, to savour it, and to express it. Clinical experience
suggests that the capacity to feel compassionate toward others appears to be a good
predictor of a client’s capacity to eventually be able to feel compassion and express
it toward the self. Differences between the compassion the client feels capable of
feeling toward others and the difficulty he or she has in expressing such compas-
sion for the self can also be used therapeutically, with the therapist highlighting
and exploring this paradox with the client.

There are clients who have never had an experience of somebody being com-
passionate to them. In such cases, generating and expressing self-compassion may
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be a highly complicated process. In such instances, the therapeutic work may
need to be much more gradual. The therapist may work with the hope that his or
her sustained compassionate presence may help to heal the client’s wounds, and
that his or her modelling of compassion may facilitate the client in developing a
capacity to relate to their own self in a more caring way.

DIFFICULTIES IN GENERATING PROTECTIVE ANGER

As we have elaborated, the experiencing of compassion is one of the two primary
transformative and healing responses to painful emotions and unmet needs. The
other is to experience a protective anger that validates unmet needs (and backs
the right to have those needs met) (e.g., I deserve to be accepted, acknowledged,
approved of, etc.). Chapter 7 highlighted various ways in which protective
(or self-assertive) anger can be facilitated by the therapist. For some clients, how-
ever, accessing self-protective anger, and expressing an entitlement to have needs
met, can be especially difficult. Individual clients may be too timid or too terrified
to stand up for themselves. Alternatively, they may too easily feel guilt when they
do attempt to stand up for the self. Such difficulties are usually a consequence of a
client’s past experience, typically experiences whereby he or she was undermined,
bullied, or blamed, if and when he or she attempted to stand up for him- or herself.
Sometimes it may also be the result of broader social influences (e.g., girls are
often expected to be nice, polite, and acquiescent—in other words, non-assertive).
Therapeutic work with clients who experience difficulty being assertive, there-
fore, needs to especially focus on building and supporting the assertive part of the
self, as this part is the bearer of confidence and self-esteem, and the source of a
sense of personal power and competence.

As with compassion, the baseline therapeutic response facilitating the gen-
eration of protective anger is the therapist’s own validation of what the client
needed and deserved (e.g., You were not treated fairly, you deserved acceptance
from your father.). However, while it is important that the client experience such
validation from the therapist, it is also important that he or she become capable
of generating his or her own protective anger, his or her own sense of entitle-
ment to have needs met, his or her own determination to live life freely, and so
forth. Chapter 7 highlighted the way that EFT therapists facilitate protective anger
through the use of chair tasks in which the client is confronted with the hurtful or
undermining behaviour of the other (or of a part of the self) and asked whether he
or she will continue to allow that hurtful behaviour, or alternatively, whether he
or she will fight back.

Often clients who struggle with self-assertion will find it difficult to stand up for
the self, and are instead collapsing in the face of such attack, and withdrawing. In
such cases, the therapist can focus the client on whether he or she likes to be attacked.
Usually it is quite clear to the client that he or she does not want to be attacked. The
therapist then encourages the client to express these sentiments to the attacking other
(or self) and the process of doing so becomes a building block in the development
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of a future, more assertive self. Similarly, the therapist may ask the client what he
or she would want to do in the face of such attack if they had more power. Clients
are often much better at identifying what they would want to do (which is, in its
own way, a formulation of need) than they are at actually doing it. However, once
a client can identify what he or she would want to do, or what he or she needs to
do, the therapist encourages the client to express this to the imagined attacker in the
other chair. This expression of what the client would want is again a stepping stone
in the building of a more assertive self. Every expression of self-assertion, however
tentative, is then further validated and encouraged by the therapist. Ultimately, the
building of a more assertive self is a long-term process, and the steps outlined above
are repeatedly worked on within and outside of sessions.

Sometimes it emerges that a client can be somewhat more assertive in certain
particular contexts. For instance, a female client who struggles to be assertive of
her own needs might spontancously express protective anger in support of her
own children. Such particular contexts (in which the client is not so terrified or
guilt ridden) can then be brought into the session, and in this imagined context, the
client can be encouraged to assertively stand up for him- or herself. The client is
then directed to savour the experiences of being more powerful and of standing up
for the self: ‘See how it feels inside when you say that ... “I will not let you do that
to my children”. Say it again. “You will not hurt me or my children”. How does
it feel inside to say that?” If the client recognises that they feel more personally
powerful, and shares this realisation with the therapist, he or she is encouraged to
express this to the imagined other: ‘Say it to him, I feel stronger and it feels good’.
The therapist thus helps the client to generate and savour feelings of entitlement
and empowerment, and helps the client to consolidate awareness of how liberat-
ing and self-supporting these feelings are. Once it becomes possible for the client
to feel confident in some contexts, the therapist may quickly seek to facilitate the
client’s capacity to draw on this emerging self-assertion in more challenging and
scary contexts. So, for example, after feeling the power of self-assertion in the
context of protecting her children, the therapist may facilitate the client in standing
up for herself, and setting boundaries, in relation to her dismissive and intrusive
father: ‘So you are able to stand up for your children, when they are being harmed.
Let’s imagine your punitive father in the other chair. How do you, as an adult, pro-
tect yourself. What do you say to him? How do you set up a protective boundary?’

As described in Chapter 7, sometimes the EFT therapist may need to use a
paradoxical intervention in order to evoke client assertiveness. For instance,
when the client is scared, resigned, or deferring, the therapist may empathically
acknowledge what the client is feeling, before suggesting that the client tell the
attacker that he or she is unable to be assertive in a particularly embellished way:
“You just feel weak. So tell him ... I feel weak. I will always feel weak. I will
just be here and I will tip-toe around you, and I will be silent, never contradicting
you ... just serving you. So tell it to him’. Faced with putting this into words,
some clients refuse to do so, and instead, spontaneously begin to assert them-
selves (e.g., I will never say that.). Other clients, however, are so resigned that
they actually express these sentiments as suggested. In such cases, the therapist
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may enquire: ‘Do you like saying it?” To which the natural and typical response
is ‘No’. The therapist then encourages the client to express this dislike to the
attacker: ‘Say it. I do not like saying that I will always tip-toe around you’. This
then can be followed with: “What would you like to be able to say?’ As the client
reveals what he or she would like to be able to say, the therapist encourages him
or her to say this to the attacker. Thus, again, a more assertive part of the self
begins to emerge, and as it does, the therapist focuses the client on noticing and
savouring how it feels inside to be assertive. The therapist also encourages the
client through the above processes repeatedly, building and validating the client’s
emerging capacity for self-assertion.

As mentioned in Chapter 7, work on accessing protective anger can be more
difficult for clients whose anger was often invalidated or judged as inappropriate.
As these clients may be profoundly avoidant of their anger, the therapist’s strategy
aimed at supporting its emergence will need to be especially sophisticated. The
therapist may, for instance, ask the client to enact the suppression of anger in a
two-chair dialogue (Come here [pointing to the other chair]. How do you stop
him [pointing to the self chair] from being angry? Stop his anger. Do it!). The
client can then be instructed to observe what impact such suppression has on
him- or herself. (Come back [to the self chair]. What happens inside when you are
stopped, when your anger is stopped?) Clients typically describe experiencing an
unpleasant tension in response to this suppression. Clients report a sense of being
obstructed and a sense of having their own needs obstructed. At this point, the
therapist instructs the client to see what he or she needs when feeling this sense of
obstruction. Often clients respond by voicing a need to let out their anger (I need
to say how I see things, I need to express what I like and dislike.). The therapist
then can instruct the client to express this need to the significant other (or self) in
the other chair e.g., ‘Now say it to your father in the other chair’. The therapist
may ask the client to sit straight, to put his or her feet firmly on the floor, to look at
the eyes of the [imagined] person that they are standing up to, and to express his
or her own perspective in a clear and assertive way (cf. Greenberg, 2002).

As mentioned above, the process of accessing and expressing protective anger
has to be worked on continuously in therapy, particularly in the case of clients
who avoid expressions of anger, or are over-compliant and over-accommodating
of others. Work on anger may also focus on the origin of this suppression. For
instance, it may transpire that a client’s difficulty with self-assertion originated, to
some degree, in childhood messages from the client’s parents, for example, ‘You
are mean if you are angry’. The work of therapy may then involve a shift in focus in
order to address the shame experienced by the client in connection with their anger.

Another significant problem with accessing assertive anger arises with clients who
are by nature very angry, and who respond to negative treatment with a form of anger,
defined by EFT theorists as rejecting anger (Pascual-Leone and Greenberg, 2007; see
the section above on secondary anger). Rejecting anger has an experiential quality,
similar to that of global distress. Typically, the client is upset; however, rather than
collapsing into despair, he or she presents with reactive rage and anger (You bastard).
For clients who have difficulty allowing themselves to feel and express any anger,
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early expressions of anger, even in its rejecting form, can be viewed as adaptive. For
these clients, reactive anger may therefore be a good midpoint on the road to self-
assertion and protective anger. However, in the case of clients for whom reactive rage
is a default position, such anger may be maladaptive, constituting as it often does
an avoidance of underlying hurt (cf. Pascual-Leone et al., 2013). In such instances,
anger expressed by a client usually has a reactive quality, whilst any reminder of
the hurtful trigger (e.g., betrayal) simply brings more anger. As already described
in the above section elaborating on the work with secondary anger, when working
with such habitually angry clients, it is therapeutically important to access the client’s
underlying hurt (e.g., being let down, rejected, or abandoned). The shaping of protec-
tive anger (e.g., [ am setting a boundary. Your betrayal cannot hurt me anymore.) is
strategically postponed until after the client’s core pain and related unmet needs have
been accessed. In order to help clients distinguish between protective and rejecting
anger, the therapist can adapt a psychoeducative approach, for example, pointing out
that the reactive element in rejecting anger reveals vulnerability rather than strength,
whilst simultaneously highlighting the implicit strength or power in a protective
anger stance (It is different to be mad at somebody, and to set an appropriate bound-
ary; to say: I am not going to accept that treatment from anybody.).

As highlighted above, any adaptive experiences of appropriately expressed
assertive anger can be further supported by instructing the client to pay attention to
how it feels to assert oneself in this manner. The client is repeatedly facilitated in
attending to his or her sense of developing strength, in articulating and expressing
this strength, and in observing his or her inner experience whilst articulating and
expressing his or her sense of emerging strength. The therapist may also instruct
the client to express these assertive feelings directly to the therapist: ‘Tell it to me:
I feel strong’. This anchors the client’s experience in reality, as it is more real and
also more difficult to say things like this to the therapist than to the imagined other
(or part of the self) in the empty chair.

As with overcoming problems in developing client experiences of compas-
sion, building protective anger requires the therapist to be very patient, and to
repeatedly set up tasks that can be used for building client strength. This work
can be supplemented by work reflecting on the client’s difficulty in generating
healthy anger in the context of his or her personal history and current personal
circumstances. The therapist may also review with the client the extent to which
a more assertive stance is emerging outside of the therapy sessions, and reflect on
those occasions. The hope is that eventually the client will be able to use this more
assertive part of the self as a support for the self. Client experience and awareness
of personal power brings a healing quality that not only transforms particular inju-
ries, but also enriches the client’s emotional repertoire when experiencing similar
painful emotions. The capacity to generate protective anger is an important com-
ponent in increasing the client’s emotional flexibility (Pascual-Leone, 2009), with
the client ultimately learning that accessing something painful at first can later
lead to experiences of empowerment.
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This book provides a particular perspective on an emotion-focused way of
working with clients who present with depression, anxiety, and traumatic
experiences. This perspective looks at the therapeutic process through the
lens of emotion transformation, as originally captured in Pascual-Leone and
Greenberg’s (2007; Pascual-Leone, 2009) work, and as subsequently devel-
oped in a programme of studies carried out in collaboration with my stu-
dents at Trinity College Dublin (e.g., Crowley et al., 2013; Dillon et al., 2014;
Keogh et al., 2011; Keogh et al., 2013; McNally et al., 2014).

To fully appreciate the nuances of an emotion-focused, theoretical understand-
ing of human distress and its treatment in clinical work, I would however, encour-
age the reader to refer to what is a lengthy and growing list of outstanding EFT
contributions. For instance, the reader may find a very useful theoretical outline
and initial conceptualisation of EFT in the classic work by Greenberg et al. (1993),
Facilitating Emotional Change. This book provides an overview of EFT theory
and its clinical applications (particularly experiential tasks). This book is well-
supplemented by an account of how to work differently, with different emotions,
in Greenberg’s and Paivio’s (1997) classic Working with Emotions in Psycho-
therapy. A detailed exposition of the use of various experiential tasks is provided
in a reader-friendly way, in Elliott et al.’s (2004) Learning Emotion-Focused
Therapy. A succinct summary of EFT can also be found in Greenberg’s (2011)
Emotion-Focused Therapy, whilst a guide to working with emotions, regardless
of the therapist’s theoretical orientation, can be found in Greenberg’s (2002) book
Emotion-Focused Therapy.: Coaching Clients to Work Through Their Feelings.

Emotion-focused therapy has also been developed for specific difficulties. These
developments are captured in several theoretically and clinically rich manuals,
such as Greenberg and Watson’s (2006) Emotion-Focused Therapy for Depression
and Paivio and Pascual-Leone’s (2010) Emotion-Focused Therapy for Complex
Trauma. Drawing on a number of intensive case studies, Watson et al.’s book
(2007) compares successful and unsuccessful EFT treatments for depression. EFT
for couples is also captured in a number of books (e.g., Greenberg and Johnson,
1988; Greenberg and Goldman, 2008; Johnson, 2004). Finally, [ would recommend
to the reader a forthcoming book on case formulation in EFT, by Goldman and
Greenberg (forthcoming).
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I hope that this book makes a contribution to EFT, further promoting its devel-
opment as a coherent though still evolving therapeutic approach. I also hope that
it will encourage the professional reader’s interest in EFT as a relational therapy
which works with the client’s pain in a direct, but also respectful, caring, and
empowering way. Finally, I hope that it enriches the reader’s ways of working
with clients, enabling them, together with their clients, to draw on the hidden
potential in human vulnerability; the potential for connection, care, and love; but
also fairness, freedom, and empowerment.
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112-13, 139; enactment and ‘letting
in’ of 112—13, 116; facilitation of 61;
generating 117, 159; grief following 36,
44, 140; healing experiences of 39, 161,
163; in imaginary dialogues 115-25,

127, 132-3; psychoeducation about 139;

in response to unmet needs 38-43;
see also self-compassion
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core pain 11, 28; case conceptualisation of
61, 62,63, 70-2, 74, 79-82; chronic 38;
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105-9; fear of 24; global distress
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20, 71-2, 82; personal narrative linked
to 38; presentation of 70; as primary
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35-6, 109-10; staying with 28, 38,
52,72,97,102, 105, 110, 141, 160;

therapeutic focus on 72, 87-8; underlying

depression or anxiety 37-8; from unmet
needs 20; see also loneliness-related
primary maladaptive emotions;
shame-related primary maladaptive
emotions; terror/fear-related primary
maladaptive emotions

core pain, accessing 37-8, 86—-105; case
vignette 109-11; through empty-chair
dialogues 89, 90-3, 94, 110; through
evocative unfolding 88-9; obstruction

of 109-10; overcoming avoidance in
99-105; through two-chair self-self
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experience 53

cortisol 5, 18—19
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Crowley, N. 1

Damasio, A. 2, 47

Davidson, R. J. 15

depression: from chronic anxiety 14; core
emotional pain underlying 37-8; as
secondary emotional experience 6;
self-treatment of 66

de Roten, Y. 1

Despland, J.-N. 1

development: capacity to tolerate pain and
distress and 33; of emotion schemes 38

dialogues, imaginary 18, 40, 42, 64, 76,
77, 113-38; compassion in 115-25,
127, 132-3; core pain accessed through
89-99; example of 128-30; facilitation
of 126-7; global distress in 115, 132;
grieving in 126; protective anger in 115,
116-20, 126, 127, 132, 133, 135-7;
about rejection 114-15; reparatory
exchange in 128-30; resistance to
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of emotional pain in 113-38; see also
empty-chair dialogue; two-chair
self-self dialogue

Dickerson, S. S. 18

Dillon, A. 1

distress, global see global distress

Donzella, B. 19

DSM-5 34

Eisenberger, N. 1. 3, 15

Elliott, R. 27, 58, 85, 86, 167

emotional avoidance 7, 20, 63; in case
conceptualisation framework 62, 74;
characteristics of 7; fear and 20, 25,
37, 69; forms of 67-9; through
over-regulation 154-5; self-interruption
as 26, 67, 155-6; self-treatment with
66, 84; treatment strategies for 153—6;
unmet needs and 73; worry as 24, 25,
67-8, 78, 110

emotional clusters see loneliness-related
primary maladaptive emotions;
shame-related primary maladaptive
emotions; terror/fear-related primary
maladaptive emotions
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emotional pain see pain, emotional

emotional processing: adaptive 13;
maladaptive 14, 29; within-session 34

emotional regulation, by therapist 52-3

emotional resilience 34
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Clients to Work through Their Feelings
(Greenberg) 167

Emotion-Focused Therapy for Complex
Trauma (Paivio and Pascual-Leone) 167
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processing 59; duality in working
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38; EFT conceptualisation of 13;
experiential tasks for transforming
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loneliness 17; maladaptive 14, 19, 21,
29; persistence of 17; psychotherapeutic
change and 37; re-scripting of 39, 43;
trauma-based 13—14

empathy 15, 50, 53, 57, 87, 105

empowerment: case conceptualisation of
62, 74; through protective anger 40, 44,
113, 126, 137

empty-chair dialogue 55, 85, 89, 90-3, 94,
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entitlement, felt 401

environmental influences on suffering 5

evocative unfolding, accessing core pain
through 88-9

exclusion 5-6, 17-18

exhaustion, physical 65
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experiencer chair 131

experiential approaches to
psychotherapy 58

experiential tasks see tasks, therapeutic

Facilitating Emotional Change
(Greenberg et al. ) 85, 167

fear: of anger 41; case conceptualisation of
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24, as secondary emotional experience
7; see also terror/fear-related primary
maladaptive emotions
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flexibility, emotional 34

Ford, J. D. 31

Gendlin, E. T. 148
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case vignette 78-9; emotional
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conceptualisation of 61, 62, 65-6,
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86—7; core pain access obstructed by
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59, 85, 86, 142, 167
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emotional pain 34, 44
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guiding instructions 105

Gunnar, M. R. 19
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homework for client 139, 146
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experience 6
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139, 146
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identity experiences 59
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imaginary
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634, 90
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(Elliott et al. ) 85, 167

letting go 62, 74; see also grieving

Lieberman, M. D. 15

loneliness 14—17; in case conceptualisation
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correlates of 15-16
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emotions 6, 11; apprehensive fear
(anxiety) of 69; avoidance strategies
36; case vignette 546, 76, 79-83,
141; characteristics of 71; corrective
interpersonal emotional experience
to address 53; early experience of
17; empathic responding to 105;
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unmet needs underlying 28, 35, 71, 73
love needs 11, 14-17
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McElvaney, J. 1, 23
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task indicated by 58, 59-60, 68, 85; for
two-chair self-self dialogue 94

Master, S. L. 15
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memories: emotion memory structures 29;
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Muran, J. C. 157

Naliboff, B. D. 15

need(s): existential 28, 34; fulfilment of 2;
for love and connection 11, 14—17; for
safety and security 11, 12—14; unmet
(see unmet needs); for validation 11,
17-19
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‘learning’ vs. ‘survival’ brain 31

Nuss, C. K. 15

O’Brien, C. 1

O’Brien, K. 1, 23

other(s), salient: analgesic impact of 4;
enactments of interactions with hurtful
42; problematic self-treatments and 66;
protective anger against 41-2; rejection
by 114-15; support from 33; as trigger
63, 114; see also dialogues, imaginary

overprotection 26

oxytocin 14, 16, 17

pain, emotional 2—4, 11-32; anticipatory
(secondary) anxiety and 24-5;
avoidance of 25-6; capacity to tolerate
33; characteristics of 19-20; chronic
30-1; core (see core emotional pain);
defined 2; global distress (see global
distress); from identification with others’
emotional pain 31-2; from loneliness
14-17; mainstream perspectives on 3—4;
manifestations of 2-3; physical pain and
2-3, 15; responding to 4-7; roots of
29-32; self-treatment of (see self-
treatment of emotional pain); from
shame 17-19; from terror/fear
experience 12—14; traumatic 30—1;
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‘pain compass’ 59, 65-6

Paivio, S. C. 1, 27, 167

panic disorder 25, 68

paradoxical intervention 42, 127, 164-5

Pascual-Leone, A. 1, 27, 28, 34, 60, 61,
142, 167

physical pain see pain, physical

presenting problem: client’s narrative
about 58-9; identification of 58

protective anger 38—43; accessing 69,
165-6; in case conceptualisation 62, 74;
coaching client in expression of 42; as
counterbalance to core pain 40, 67, 72,
86; development/generation of 116-20,
133, 135-7, 159, 163-6; for emotionally
overwhelmed clients 152-3; in emotion
scheme transformation 112—13, 139;
empowerment through 40, 44, 113,
126, 137; enactment and ‘letting in’ of
112—13; entitlement through 39, 40-1;
facilitation of 39, 41, 42, 61, 110, 127,
133, 145; grief following 36, 44, 140;
healing experience of 39, 161, 166; in
imaginary dialogue 115, 116-20, 126,
127,132, 133, 135-7; psychoeducation
about 139; in response to unmet needs
38-43; transformation of core pain
through 126; validation of 115, 117-18

psychoeducation (‘hot teaching’) 105,
139, 146

psychological pain see pain, emotional

rejecting anger 74, 115, 119, 165-6;
overcoming 158-9; as stage of
emotional transformation 34

rejection, experience of 17-18

relief, in case conceptualisation framework
62,74

resignation, from chronic anxiety 14

resilience, emotional 34

Rice, L. N. 27, 58, 85, 167

rituals, avoidance of triggers through 26

sadness see loneliness-related primary
maladaptive emotions

safety: in therapeutic relationship 49-52,
153; validation and experiences of 17

safety memories 14

safety needs 11, 12—14
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Safran, J. D. 27, 157

Schaefer, H. S. 15

Sebanc, A. M. 19

secondary emotions: anticipatory anxiety
24-5, 61, 62, 65, 69-70, 74, 78-9; core
pain masked by 20, 26, 35-6, 109-10;
as maladaptive 27; self-interruption
through 23; see also global distress

security needs 11, 12—-14

self-assertion 163—4

self-attribution of problems 19, 22, 30

self-compassion: accessing 67, 69;
development/generation of 40, 118-25,
133, 161-3; difficulties in generating
161-3; for emotionally overwhelmed
clients 152; facilitating 145; forms of
104; as transformative 112

self-critic dialogue see two-chair self-self
dialogue

self-criticism 22; enactment of 131-2;
worry and 24

self-evaluation, negative 34

self-interruption 22-3, 26, 66—7; core
pain access obstructed by 110; impact
of 101-2; mobilisation against 103—4;
self-compassion for 104-5; two-chair
dialogue for 68, 155-6

self-organisation 17, 25, 29, 39; see also
emotion schemes

self-self dialogues see two-chair self-self
dialogue

self-soothing 16, 34

self-treatment of emotional pain 38, 61;
in case conceptualisation framework
62, 667, 74, 76-8; case example
767, 109; from disappointment in self
162; enactment of 94—6; forms of 66;
functions of 21, 98, 132; maladaptive
21-4; problematic (negative) 35, 66-7,
84, 94-9, 109, 130; softening of 104; as
source of additional pain 35; strategies
for 224 as trigger 64, 72, 89;
two-chair dialogue for 67; see also
self-interruption

self-worrying 234

serotonin 19

shame 17-19; in case conceptualisation
framework 62; self-interruption of 23

shame-related primary maladaptive
emotions 6, 11; anger masking 26,
158, 159; anticipatory anxiety and
24-5; apprehensive fear of 69-70;
avoidance of 36, 64; case vignette
75,79, 81-3, 98, 109, 110, 118,
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experience to address 53; development
of 19; empathic responding to 105;
interpersonal injuries leading to
29; negative self-attitudes and 67;
therapeutic approach to 69-70; triggers
of 20-1, 71; unmet needs underlying 28,
35,71,73

Shirinyan, D. 15

social anxiety 24-5; anticipatory fear in
69; self-treatment of 66

social situations: avoidance of 17;
loneliness and 1617

social support, pain threshold and 4-5

somatisation 27

Spielmann, S. S. 18

strategy for therapy 85—142; accessing
core pain 86105, 109—11; case vignette
109-11; experiencing core emotional
pain 105-9; identifying unmet needs
105-9; transforming core emotional
pain 112-42

stressors, immediate and post-traumatic
responses to 12

suffering: model of i; theory of 2; see also
pain, emotional

support from others 33

‘surviving’ brain 14, 31

tasks, therapeutic: ‘clearing a space’ 87,
148-52; evocative unfolding 88-9;
markers indicating choice of 58, 5960,
68, 85; moment-to-moment processes
within 60; with regards to unmet needs
28-9; for transforming emotion schemes
85-6, 146

Taylor, S. E. 15

terror/fear-related primary maladaptive
emotions 6, 11; anticipatory anxiety
vs. 24,25, 69; apprehensive anxiety
from 12; avoidance of 36; in case
conceptualisation framework 62, 74;
case vignette 79, 81-2, 834, 109;
characteristics of 71; in transformation
of emotional pain 34; from traumas
12—-14; triggers of 20, 71; unmet needs
underlying 35, 71

theoretical perspective see therapeutic
relationship

therapeutic alliance 143—4

therapeutic relationship 47-57;
author account of 47-9; corrective
interpersonal emotional experience

in 53; emotional regulation in
52-3; existential meeting in 547,
interpersonal difficulties in 156-8;
safety provision 49—52, 153; strain in
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therapeutic stance 50-2

therapists in training 51

Timulak, L. 1, 23, 47, 50, 60, 61

Tout, K. 19

transformative work: embedding in overall
therapy process 138—40; under time
limits 145-6

trauma, terror/fear from 12—14

treatment strategy 143—66; for differentiating
core pain 160-1; difficulties in generating
protective anger 163—6; difficulties in
generating self-compassion 161-3; for
emotionally avoidant clients 153-6;
for emotionally overwhelmed clients
147-53; interpersonal difficulties and
156-8; length of therapy and 143-7; for
overcoming secondary anger 1589

trigger(s) 6, 20—1, 31-2; apprehensive fear
(anxiety) as fear of 69; avoidance of 36;
case conceptualisation of 61, 62, 634,
74, 75-6; case vignette 75—6; emotion
schemes activated by 20; interpersonal
situations/relationships as 63—4, 90;
of loneliness 20, 71; of primary terror/
fear 20, 71; responses to 214, 66;
salient other as 114; self-treatment as
64, 72, 89; of shame-related primary
maladaptive emotions 71; therapeutic
enactment of (see dialogues, imaginary);
therapist’s strategy with regards to 64;
worry about 26
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Research Group 34

Tronick, E. 15

Twenge, J. M. 15

two-chair self-self dialogue 85, 89, 94-9,
110; for emotional over-regulation
154-5; marker for 94; for self-critical
processes 67; for self- interruption 68,
155-6; transformation of emotional pain
in 130-8

unmet needs: articulation of 28-9, 36-8,
52,55, 69, 82-3, 107-9, 131, 145, 160;
case conceptualisation of 61, 62, 72-3,
74, 82—4; compassion and protective
anger in response to 38—43; core pain
and 20, 28-9; emotional avoidance and
73; emotional clusters (experiences)
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primary maladaptive emotions); van Gogh, Vincent xi

shame-related primary maladaptive

emotions; terror/fear-related primary Watson, J. C. 58, 85, 86, 167

maladaptive emotions; emotional pain Welling, H. 48

and 5-6, 28-9, 126; identifying 105-9; Williams, K. D. 21

obstruction by avoidance 1034, 110; Wise, S. 15

primary therapeutic task with regards to  Working with Emotions in Psychotherapy

28-9; as process 29 (Greenberg and Paivio) 167

worry: as form of avoidance 24, 25, 67-8,

validation 17-19; need for 11, 17-19; 78, 110; impact of 101-2; mobilisation

of protective anger 115, 117-18; by against 103—4; self-compassion for

therapist 113 104-5; about triggers 26
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